












Employer Application for Administrative Services Administered by: 

Please complete this form and use extra sheets of paper if necessary. For more information 
about Anthem, its products and services, visit www.anthem.com. Anthem.+.' 
Anthem provides administrative claims payment services only, and does not assume 
any financial risk or obligation with respect to claims. 

ANTHEM USE ONLY 

Ill New 
0 Termination 
0 Reclass 

Group no. 

Section 1. EFFECTIVE DATE 

Requested effective date 

0 4 0 2 0 6 

State Effective date (MM/DD/YYYY) 

ill IN 0 KY 0 MO 0 OH 0 WI 0 4 0 2 0 

UGT no. 

6 

Section 2. TYPE OF COVERAGE/PLAN. The benefits you have selected are outlined on the attached proposal, herein incorporated by reference. 

Health coverage 

GZJ Blue Access® (PPO) 
0 Blue Access®Choice (PPOl (MO onlyl 
0 Anthem EssentialsM PPO 
0 Anthem EssentialsM Choice PPO (MO only) 
0 Anthem EssentialsM Select (MO only) 
0 Anthem Essential5M POS (WI only) 
0 Blue Preferred® Plus (POSl 
0 Blue Preferred® (HMO) 
0 Blue Preferred® Select (MO only) 
0 Blue Preferred® ASO/EPO (OH only) 
0 Blue Priority® (HMO) {OH only- Exclusive Provider Organization or "EPO"l 
0 Blue Priority® Plus (POS) {OH, WI only) 
0 Blue Traditional® (Indemnity) (IN, KY, OH only) 

0 Lumenos® HSA: 0 PPO (IN/KY/OH/MO/WI) 
0 Lumenos® HRA: 0 PPO (IN/KY/OH/MO/WI) 
0 Lumenos® HIA: 0 PPO (IN/KV/OH/MO/WI) 

0 POS (WI only) 
0 POS (WI only) 
0 POS (WI only) 

0 Medicare Supplement (MO only) ___________ _ 

Section 3. MEDICARE PART D 

Prescription drug benefits: 0 Wrap 0 Waiver 0 Subsidy 

If subsidy (CMS information needed) 

Dental coverage 

0 Dental Traditional (IN, OH only) 
0 Dental PPO 
0 Dental Blue® 100/200/300 
0 Dental Blue® 100 

Vision coverage 

0 Vision 

Plan sponsor ID: ________ _ Application ID: _______ _ Unique benefit ID: __________ _ 

Section 4. EMPLOYER INFORMATION 

Applicant (legal name of group) Name of association (if applicable) 

City of Greenwood 

Name and title of head of firm Name and ti tle of administrative contact 

Mark Myers - Mayor Lisa Bertram - Benefits Specialist 

Home office address City State ZIP code County 

300 S. Madison Ave Greenwood IN 4 6 1 4 3 Johnson 

E-mail address Phone no. (include area code) Fax no. (include area code) 

bertraml@greenwood.in.gov 317-887-5604 317-887-5868 

Billing address and/or contact (if different from abovel Tax ID/FEIN (required) No. of years in business 

35-6001050 100+ 

Standard industry code (SIC) Type of business Type of organization 0 Partnership 0 Corporation 0 Sole Proprietorship 

9111 Municipality 0 Labor Union 0 Trust Ill Government Unit 0 Other 
Anthem Blue Cross and BhJe Shield is the 11adename of: In Indiana: Anthem Insurance Companies, Inc. In Kentucky: An!hem llealth Plans of Kentucky, Inc. In Missouri lexc~ding JO counties in !he Kansas Cily areal: RightCHDtE• 

Managed care, Inc. IR111, Healll1y Mliance• Ufe Insurance Company IHAUCI, and HMO Missouri, Inc. RIT andcerl ain affiliates admlnoter nor>liMO benefits underwritten by HIUC and HMO benefits underwritten by HMO Mosour( Inc. 
Rlf and certain arflllales only pro•<le milistralive "'"'" r01 self·funded plans and do not underwrite benefits. kl Ohio: Communily l11S1Jrance Company. In Woconsln: Blue Cross Blue Sh~ld of Woconsln l'Bl:BS\Yi'I. 

which underwrites or administers the PPO and il'ldemnity poHcies: Compcare Health Services ll'ISlJrance Co1poration ("COmpcare"l. which underwrites or administers the HMO pol!cles; aoo Compcare and BCBSWi collec1ively, 
which uOOerwrite or administer 11\e POS po6cics. lndependen1 licensees of the Bkle Cross and Blue Shield Association. ci ANTHEM is a registered trademark of Anthem lnsuraric:e Companies, Inc. 

The BIUe Cross and BIUe Shield names and symbols are the registered marks of the Blue Cross and Blue Shieij Association. 
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Group name 
City of Greenwood 

Section 4. EMPLOYER INFORMATION (continued) 

Is any part of group subject to Union name (attach copy of agreement) Union no. Union contract expiration date 
bargaining agreement? D Yes GZJ No 

Will bargaining agreement participants be considered eligible employees? D Yes i;zJ No 

List all affiliates/subsidiaries/divisions (list names, locations, no. employed at each location.) Attach a separate page to show any separate billing addresses. 

Names of affiliates/subsidiaries/divisions 

Total no. of employees residing/working outside of Home Office state 

0 

Name of current health carrier/third-party administrator 

Advantage Health Solutions 

Has your group been turned down for coverage in the last 12 months? 
D Yes GZJ No 

Location No. of employees per location 

List no. of employees at each office location 

If yes, by whom, when, and why? 

Will any entity, in addition to Anthem, provide health care benefits as part of 
the Group's employee benefit plan? GZJ Yes D No 

If yes. list entity and product(s) offered 

VSP - Vision Delta Dental - Dental 

In the past 36 months, has the company or any affiliate entity filed for 
protection or operated under federal/state bankruptcy law (Chapter 11 or 7) 
or state receivership? D Yes GZJ No 

Do you want Anthem to facilitate opening a Health Savings Account with 
Mellon ? D Yes Ill No 

Do you have a COBRA administrator? 
i;zJ Yes D No 

In the past 36 months, has any creditor filed or threatened to file a petition 
requesting the company or any affiliated entity to be placed voluntarily into 
bankruptcy? D Yes Ill No 

Is your group subject to COBRA? 
GZJ Yes D No 

Do you want an Anthem affiliate to administer COBRA for your group? 
D Yes 121 No If yes, please complete and sign the COBRA agreement. 

List employees/dependent on 
Continuation of Covera1>e/COBRA 

List of totally disabled 
emnlovees and denendents Name of persons in COBRA eligibility period 

Section 5. ELIGIBILITY 

No. of eligible employees (including those within their waiting period) 

225 

Eligible enrollees as of this plan's effective date will have coverage 

I 

Total no. of employees (including part-time) 

225 

Ill On group's effective date D Same waiting period that applies to new persons or on group effective date, whichever is later 

New eligible enrollees will become effective on 
The day after f:g 0 D 30 D 60 
First billing date after ~ Ii ae'6 D 30 days D 60 days 

Do any classes of employees have a different waiting period? 
D Yes i;zJ No 

Section 6. CONTRIBUTION REQUIREMENTS 

Group contribution level for health care benefits 

Employee Employee/Spouse 

90 % 91 

D 90 D 180 days of employment OR 
D 90 days D 180 days 

If yes. explain 

Employee/Child 

% 91 

Do any classes have a percentage of group contribution different than above? If yes, explain 
D Yes GZJ No 

Employee/Family 

% 92 % 



Group name 
City of Greenwood 

Section 7. Read this section carefully before signing. Please review your application for errors or omissions. 

The employer and/or authorized representative hereby requests that Anthem Blue Cross and Blue Shield !hereinafter "Anthem" unless otherwise specified) administer 
certain health care benefits of employer's self-insured group health plan pursuant to the terms of the administrative services agreement. Employer, through an authorized 
representative, understands and agrees by payment of the required fees, to the following: 

1. To comply with all terms and provisions of the administrative services 
agreement issued. 

2. To make the health care benefits available to all eligible employees and their 
eligible dependents and to distribute information and documents to enrolled 
employees as agreed. 

3. To maintain records and furnish ta Anthem or their designated agent(s), any 
Information required In connection with administration of the health care benefits. 

4. To provide notice of any applicable conversion rights and rights to continue health 
care benefits under COBRA to eligible employees and eligible dependents. 

5. That acceptance of this application may cancel any prior contracUsl or 
administrative services agreement with Anthem effective immediately preceding 
the effective date of the administration of health care benefits. 

6. To pay Anthem by the due date stated in the administrative services agreement, the 
fees on behalf of each member enrolled for health care benefits, unless otherwise 
stated in the administrative services agreement between the parties, to submit 
applications of employees prior to their date of eligibility to keep all necessary 
records regarding membership, to assume responsibility for handling the COBRA 
and/or conversion process, if applicable. 

7. That claims filed by or on behalf of members may, at Anthem's option, be suspended 
if fees are not timely received. 

8. If applicable, Employer will receive on behalf of the members, all notices delivered 
by Anthem, and immediately forward such notices to persons involved, at their last 
known address. 

9. That in order for Anthem to accept or decline this application, all the information 
requested on this application must be completed. In the event the application is 
not completed, Anthem, or its designated agenUsl, is authorized to obtain the 
necessary information and to complete that information on this application. 

Section 8. BROKER CERTIFICATION. I hereby certify that: 

10. The fees calculated for the employer are contingent, based upon the accuracy of 
the eligibility data submitted on employees and covered dependents to Anthem 
by the employer. Anthem reserves the right to review such fees upon receipt of 
all individual applications for employers' employees and to modify the fees, if the 
enrollment information so warrants. 

11. The entire application for third-party administrative services has been reviewed, 
and all answers contained herein are true and complete to the best of the 
employer's and/or authorized representative's knowledge and belief. 

12. All employees applying for benefits are employees of the employer and receive 
salary or wages documented on state and/or federal payroll reports. 

13. The agreement is not in effect unless and until this application is accepted by 
Anthem, that agreement shall be evidenced by issuing an administrative services 
agreement to the employer, and an employee's health care benefits are not in 
effect unless and until the employee enrolls. 

14. The employer acknowledges that it has signed the attached benefit proposals 
Indicating the benefits requested. 

15. The employer understands that when health care services are obtained 
outside the geographic area Anthem serves, claims for those services may 
be processed through the BlueCard program, as defined In the administrative 
services agreement. Employer understands and agrees (1) to pay certain fees 
and compensation to Anthem which Anthem's obligated under BlueCard to pay to 
the Host Blue, to the Blue Cross and Blue Shield Association, or to the BlueCard 
vendors, unless Anthem's contract obligations to employer requires those fees 
and compensation to be paid only by Anthem and (2) that fees and compensation 
under BlueCard may be revised from time to time without employer's prior approval 
in accordance with the standard procedures for revising fees and compensation 
under BlueCard. 

16. The broker(s) listed below is authorized to make enrollment and eligibility changes 
on behalf of the employer's group health plan, and employer will immediately 
inform Anthem of this authorization is revoked. 

1. I have reviewed the attached employee and group applications and waivers for completeness and accuracy. 
2.1 have not completed any of the information contained in the applications except with the permission of the applicant and as noted by my initials an 

the application. 
3. I have not signed any of the applications for the employer or any of its eligible employees. 
4. I have advised the group that failure to provide complete and accurate information may result in a loss of coverage retroactive to the effective date or 

re-rating of the group's fee retroactive to the effective date. Health care benefits shall not be effective until Anthem reviews and accepts the application 
and the group receives a written notice and administrative services agreement from Anthem. 

Broker signature Broker name ate 

x Jon Pierre Fox 
]' 

0 2 0 2 2 0 

Address 

9100 Keystone Crossing, Suite 550 

Broker IO no. 

AA5310011 

Agency name (if applicable) 

Regions Insurance 

Section 9. SIGNATURE 

Tax 10 no. to be paid 

71-0621654 

General agency broker 

--
City 

Indianapolis 

Broker phone no. 

317-581-3221 

Address 

PLEASE ATTACH A CHECK FOR THE FIRST MONTH'S FEES, INCLUDING STOP LOSS PREMIUM, IF APPLICABLE. 

le 

Signature 

x 
Title 

Location where signed 
Greenwood, IN 

State 

IN 

ZIP code 

46240 

Anthem sales representative 

Terri Real 

Date 

0 2 2 3 2 0 

Date 

6 

6 



New Group Information Form 
IMPORTANT: Please complete this form in it's entirety 
to ensuretimely set-up of your group. 

Antheme+U 
BlueCross BlueShield T. ~ 

SECTION 1: GENERAL INFORMATION . 

Broker name Phone no. Fax no. Email address 
Jon Pierre Fox/Regions Insurance 317-581-3221 855-452-1300 pierre. fox@regions.com 

Authorized signer Phone no. Fax no. Email address 
Mark Myers myersm@greenwood.in.gov 

Authorized HIPAA contact name Phone no. Fax no. Email address 
Lisa Bertram 317-887-5604 317-887-5868 bertraml@greenwood.in .gov 

Fax no. 

Minimum hours required What is the waiting period for employees returning from leave/layoff? 

30 0 Waiting period waived if returning within: [{]Same waiting period as a new hire 
0 3 months 0 6 months 0 9 months 012 months 

Member terminations: 0 End of month [{]Date employment terminates 
Dependent terminations: 0 End of month 0 End of year 0 Date of birth 
Note: 51-99 Groups must choose End of Month for dependent terminations.100+ Groups can choose any of the three options. 

Do employees need to be in sub-groups for billing purposes? [Z] Yes D No If yes, list the preferred structure below or send a separate sheet with description. 

Subgroup structure 

Number (e.g., ex: 0001) Name (e.g., Active, COBRA, etc.) Number (e.g., ex: 0001) 

SECTION 3: ANCILLARY PRODUCTS SOLD ·. 

Dental: 0 Bundled with medical 
Vision: 0 Bundled wi th medical 
Life: 0 Products sold 

SECTION 4: PERSONNEL COVERED 

Active: Ill Yes ONo 
Hourly: IZl Yes ONo 
Salary: [{]Yes 0No 

COBRA: Ill Yes ONo 
Retiree: Ill Yes ONo 

0 Not bundled 
0 Not bundled 

0 Mixed benefits- different family indicator 
0 Mixed benefits - different family indicator 

If covering retirees, define retiree requirements: 

Name (e.g., Active, COBRA, etc.) 

Anthem B!Je Cross arul Blue Sh~ld is the trade name of AM hem ll1$tlrance Companies, Inc. Independent licensee of the Blue Cross and Bkre Shie~ Assoc~tion. 
AN I HEM~ a registered tradem.1rk of Anthem Insurance Companies, Inc. the B•e Cross and B!Je Shield namesand symbols are re~stered marksof the Blue Cross ard B!Je Shic~ Association. 4713BINMENABS 1114 lof2 



SECTION 5: ADMINISTRATIVE INFORMATION 

Are domestic partners covered? OYes 0No Prior carrier deductible? DYes 0No 

Is sexual dysfunction covered? DYes 0No Out-of-pocket credit (one time) OYes 0No 
Is morbid obesity covered? D Yes 121 No 4th Quarter carry over (100+ only) D ves 121No If yes, one time or on going?: 
Will group have members in Minnesota, Arizona or Massachusetts? O Yes 0No If yes, list state(s): 

Medical Dental Vision Life 
Enter employer contributions: Employees: 91 % % % % 

Dependents: 91 % % % % 

For 51-59 Groups only 
Is the group a member of the Chamber of Commerce? DYes 0No 
If so, which one?: Chamber numbers: 

Have Health and Wellness Buy-Up programs been purchased? DYes ONo 

SECTION 6: ENROLLMENT SUBMISSION 

A list of employees waiving coverage will be needed at the time of submission. Please provide a reason for waiving coverage (other coverage, no coverage etc.) 
DAuto Enroll (100+) 
D Applications 
0 IMOl (Excel spreadsheet) 
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New Sale Disclosure Statement Antheme+U 
BlueCross BlueShield T. ~ 

As an underwriting consideration for final approval and pricing, you must disclose, to the best of your knowledge, any employees or their dependents who have 
medical conditions which have, or could reasonably result in, medical claims over $25,000. This disclosure would include most employees or their dependents 
that are currently in the hospital or will be in the hospital or who have other treatments resulting in claims over $25,000. This disclosure applies only to 
employee or dependent information that was not disclosed during the bid process. 

Name Employee/ Birthdate Sex Diagnosis Current status Dependent 

DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe O F 
DEmp OM 
OOep OF 
DEmp OM 
Doe OF 
DEmp OM 
Doep OF 
D Emp OM 
Ooep OF 
DEmp OM 
Doe OF 
DEmp OM 
Doe OF 
DEmp OM 
Doep OF 

The employer named below, through its authorized officer and the broker/consultant/hired representative, hereby represents that the above list is true, 
complete and accurate to the best of their knowledge and belief, and that nothing has been knowingly or intentionally omitted. The employer and the 
broker/consultant/hi red representative further agree that this information will be used to evaluate the pricing of the proposed coverage. 

Employer name 

City of Greenwood 

Print name Title Date 

Jon Pierre Fox 0 2 201 6 

3579111,MfNABS 1113 
Anthem Blue Cross arid Bltle Shield iS the trade name of Anthem Insurance C-Ompanies, Inc. lndependenl licerisee of the Blue Cross and Skle Shield Association. 

•ANTHEM is a registered trademark ol Anthem 11\SUrance Companies, Inc. The Bkle Cross and Bk:e S~e~ names and srmlsare regi~eied marks o! the s•e Cross and B•e Shield Association. 1 oil 



Single-case Agreement 
Addendum to Broker Agreement 

Anthem,+U 
BlueCross BlueShield T. ~ 

This Addendum ("Addendum") dated .__ ______ __,, is agreed to by and between Anthem Blue Cross and Blue Shield ("Anthem") 

and Regions Insurance ("Broker"). This Addendum shall be effective as of l O 4 O 1 2 O 1 6 I and supersedes 

and replaces any prior Addendum, Single-case Agreement, or other agreements regarding the compensation between the parties with respect to the Group 
provided in Section 3 below. 

SECTION 1: EFFECT OF ADDENDUM 

1.1 This Addendum constitutes an amendment and supplement to the Broker Agreement between Anthem and Broker in effect as of the date hereof 
(the "Broker Agreement") in accordance with the terms thereof, and supersedes and replaces the Commission portion of the Compensation Schedules 
attached to the Broker Agreement. 

1.2 Except as expressly set forth herein, the Broker Agreement shall continue in full force and effect in accordance with its original terms, which terms shall 
also apply herein. 

SECTION 2: TERM AND TERMINATION 

2.1 This Addendum shall automatically renew annually, unless earlier terminated as provided herein. 

2.2 Either party may terminate this Addendum with at least thirty (30) days advance written notice to the other party without cause 
("Termination withou t Cause"). 

2.3 Anthem may terminate this Addendum effective upon mailing of written notice to Broker in the event of any breach of the terms hereof by Broker, 
or for any of the reasons set forth in the Broker Agreement, or any other provision thereof providing for termination for cause. 

2.4 This Addendum shall terminate automatically and without notice in the event that the Broker Agreement is terminated pursuant to its terms. 

3.1 
Group name 
City of Greenwood 

3.2 Ill New group ORenewal 

3.3 
Group location 
01N OKY OMO D OH 

3.4 
Broker to be paid 
Regions Insurance 

3.5 
Broker to be paid 

D WI 

Group ID no. 

Renewal date Association name 

Number of current health contracts 
225 

Commission split Broker Tax ID no. 
100 o/o 71-0621654 

Commission split Broker Tax ID no. 
o/o 

Please complete Options 1, 2, 3 or 4 below: 
o Complete Option 1 if per capita rate varies by lines of business 
o Complete Option 4 if commission is to be paid on a percent of premium 
o Complete all lines of business fields and use N/ A if line of business does not apply 

Per Capita Commission Rate per Subscriber Per Month (PSPM): 
1. Health $_o__ Dental$__ Vision $__ Life$ __ 

Other: $__ Other: $ __ 

Per Capita Commission Rate for Administrative Service Only (ASOl Group (PSPMl: 
Health $_0 _ _ + __ % Stop Loss=$ __ PSPM Dental $__ Vision $__ Other: 

2. 

3. Flat Commission Rate for ASO Group of $_o __ per month 

Broker code 
M5310011 

Broker code 

$ __ 

4. Percentof Premium: Medical:_o __ O/o Dental: ___ % Vision: ___ % Life: ___ % Other: _______ ___ % 

Note: If a Commission split is indicated in Section 3 of this Addendum, then the rate(s) indicated in Section 4 will be split accordingly. 

Life and Oisa~ility proOOcts underwritten by Arllhem Ufe tn.suraoce company. an independern Hcensee of the B\re Cross and Blue Shield Association. Anthem BhJe Cross and Skle Shield is the trade name of: In IOOiaM: Anthem I Mura nee Companies. Inc. In KentucKy:Anthem Health Plans 
of Kel\lucky, Inc. In Missouri Cexc~dog J Ocounl~s;, the Kaosas City areal : RightCHOICE• M"1aged Care, Ir<:. CRiil. He~lhy ~liance• Ufe Insurance Qimpariy CHAU Cl. "1d HMO Missouri, Inc. Rll a1'I certa'1 affiliates allm•~ler non-HMO benefits underwritten by HAUC an<! 

HMO benefilS undernitten by HMO Missouri, Ir<:. Rll anti certain affiliates o~y provide admin~uauve services for self·funded plaos a1'I do nol underwrite benefits. In Oh~: r.ooimunily 1"'1lrance l:oolpany. In Wisco11Sin: Blue Cross BkJe Shield of Wisco11Sin CBCBSWil, which underwrites 
or administers the PPO and Indemnity pnlicies: Compcare ttealth Services IMtJrarice Corporation (Compcarel. which lJnderwrites or administers the HMO pol ~ies: and Compcare and BCBSW1 collectively, which underwrite or administer the POS policies. Independent licensees of the 

Blue Cross and Ble Shield Association. ~ANTHEM is a registered trademark of Arllhem lr61Jrance Companies, Inc. The Blue Cross and Blue Sltield names arid symbols are the registered marks of the Blue Cross and Blue Shield Association 
3S7941NMEN16S 1113 IofJ 



SECTION 5: ACCEPTANCE OF ADDENDUM - Signatures required 

Anthem may modify or amend this Addendum upon thirty (30) days' written notice to Broker. 

By executing this Addendum below, the Broker attests that all compensation requested by this Addendum has been fully disclosed by the Broker 
to the Group. Further, by executing this Addendum, the parties agree to the terms hereof. 

Anthem Blue Cross and Blue Shield 
Regional Vice President or Regional Sales Director signature Name Date 

x 
Sales Representative 
Sales representative signature Name Date 

x 
Broker One 
Broker one signature Name Date 

x Jon Pierre Fox 
I 

Broker Two 
Broker two signature Name Date 

x 
Group Representative 

Group name Cit~ of Greenwood r group no. through its authorized representative hereby certifies 

that Broker name(s) Regions Insurance is authorized to receive commission as described in Section 4. 

Gr\re~ esenta~ signature Name Date 

x L (LtL ~ \-.V\ l'A _......,..- Mark Myers, Mayor 

Underwri\ing Approval / \ 
Underwriter signature u Name Date 

x 

1of 3 



How to properly complete and submit a Single-case Agreement 

Please note that ALL applicable information needs to be completed on the Single-case Agreement (SCA) in order to be valid. 

Completing Page 1 

A. All appropriate blanks appearing at the top of this page before Section 1 shall be completed including the SCA origin date, the Broker entering 
into the SCA, and the effective date of SCA. 

B. Section 3 contains the information pertinent to the group in which the SCA is being submitted along with the Broker who is to receive 
commissions for the group listed. All information should be provided and in the event that information is not applicable, please indicate N/A 
in the appropriate area. 

C. If information in Section 3 is not complete or if the Broker listed does not meet all Licensing & Contracting guidelines, the SCA will not be 
accepted and will need to be re-submitted once additional information is provided or guidelines have been met. 

D. Agents who assign commission to an agency should indicate the agency and their corresponding agent code in order to ensure commissions 
are paid correctly to the appropriate party. 

Completing Section 4 

A. The appropriate commission line is to be used dependent on the type of commission to be paid. Multiple lines should not be used. 

B. The specific commission rate to be paid on all lines of business need to be indicated on the SCA, even if one or more lines of business are 
deemed to be standard. "Standard" is not an appropriate answer as multiple "standard" rates exist dependent upon state and size of business. 

C. Per subscriber per month (PSPMl commissions are to be paid based on a flat dollar amount per line of business. If there is a line of business not 
listed, please use the Other category to define the line of business and PSPM commission rate. 

D. For an Administrative Service Only (ASOl group, if the commission rate includes a percentage of stop loss premium, the stop loss premium needs 
to be converted to a PSPM amount and the total PSPM rate should be indica ted. If stop loss premium is not included in the commission rate, 
the stop loss percentage should be 0%. 

E. Attention Sales and Underwriting: For all ASO and National groups, Funding Documents are required to be submitted with the SCA. 
The commission section of the Funding Document should clearly show all commissions to be paid with all percentages converted to PSPM rates. 

F. If a flat monthly dollar amount is to paid on an ASO group, indicate the monthly amount to be paid in Option 3. 

G. Percent of premium commissions are not applicable for Indiana, Kentucky, or Ohio business. Effective April 2003, all Ohio commissions 
transitioned from percent of premium to per subscriber per month or per capita. Effective April 2004, all Indiana and Kentucky commissions 
transitioned from percent of premium to per capita. 

H. Missouri and Wisconsin business only: If a percent of premium is to be paid, all lines of business to be paid need to be populated with the 
specific percentage to be paid. If there is a line of business not listed, please use the Other category to define the line of business and the 
commission percentage. 

Completing Section 5 

A. All SCAs require internal signatures by a Regional Vice President or Regional Sales Director of the state in which the policy is enforced, 
as well as the Sales Representative and Underwriter for the particular group. 

B. All SCAs require Broker's signature by all Brokers listed to be paid to acknowledge that the information listed on the SCA is correct. 

C. All SCAs require the group signature if any of the listed commission rates for any line of business is above the standard commission rate 
for the state and segment of business that the group is categorized. 

D. If a flat monthly dollar amount is indicated for an ASO group, the group signature is required if the monthly amount divided by the number 
of subscribers for the group equals a commission rate above the standard commission rate. 

Submitting Single-case Agreements 

A. All SCAs for new or renewal business shall be submitted to the following Sales Compensation mailbox: 
Sales.Comp.Central.Region.lnternal.lnquiries@anthem.com 

B. While the existence of a Single-case Agreement is a prerequisite to any non-standard payment obligation by Company, the Single-case 
Agreement will only be honored if complete and properly submitted. 

C. An SCA shall only be submitted when at least one line of business is to be paid at a non-standard commission rate. If a group is to be NET of 
commission, meaning no commissions are to be paid, an SCA is not needed. 

D. Email notification of a group being NET of commission shall be forwarded to above shared mailbox by appropriate Sales Representative 
or Underwriter. 
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Medicare Secondary Payer 
Employer Status Form 

Antheme+W 
BlueCross BlueShield T. ~ 

Complete this form to assist with compliance with the Medicare Secondary Payer regulations of the Centers for Medicare and Medicaid 
Services (CMS). You may want to check with your legal counsel to confirm the Medicare Secondary Payer requirements. 

SECTION 1: GROUP INFORMATION 
Group name Group ID no. 
City of Greenwood 

Emai l address Group contact name 
Lisa Bertram 

Phone no. 
317-887-5604 

Fax no. 
317-887-5868 bertraml@greenwood.in.gov 

The business or organization ("Group") named above D does NOT 0 does have 20 or more employees for each working day in each 
of 20 or more calendar weeks in the current calendar year or the preceding calendar year, and D does NOT 0 does have 100 or more 
employees on 50 percent or more of its regular business days during the preceding calendar year. 

"Employees" include (even if they are not eligible for Anthem group health plan benefits): 

o Part-time, full-time and leased employees 

o Persons not working but receiving payments normally subject to FICA taxes, such as persons on disability for the first six months 

If the Group is part of a controlled group of employers under IRC Sec. 53(a) and (bl or an affiliated service under IRC Sec. 414(ml, then all 
employees in the aggregated group of employers must be included in the count of the Groups employees. 

The Group agrees to notify Anthem Blue Cross and Blue Shield as soon as the statement above is no longer true. 

The Group employed how many employees? ._I 2_25 _____ __.I As of what date? I 0 2 o 1 2 0 1 6 I 

If this form states a change in the category (i.e., under 20, over 20 or over 100 employees) for the Group, then a copy of the business' or 
organization's latest wage and tax statement must be attached and returned with this form. 

SECTION 2: SIGNATURE - Required 

I certify that the information provided above is true to the best of my knowledge and belief. 

Print name Title Date 

Mark Myers Mayor 

357871NMENA8S 2/13 
Anthem Brue Crossan<! B~e Shield is the lfade name of Anlhem Insurance Compan~s. Inc. Independent licensee of the Blue Cross and ~e Shield Assoclalion. 
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Stop Loss Policy Application Anthemo+rg 
BlueCross BlueShield T. ~ 

Policy effective date Legal company name 

City of Greenwood 

Phone no. 

317-887-5604 0 4 0 1 2 0 1 6 

Street address 

300 S Madison Ave 

Group Administrator - Future correspondence contact 

Lisa Bertram 

Phone no. 

317-887-5604 

Fax no. 

317-557-5868 

City 

Greenwood 

Title 

Benefits Specialist 

Email address 

bertraml@greenwood.in.gov 

Type of coverage for which stop loss is sought: Ill Medical 0 Prescription drug card D Dental D Vision 

State ZIP code 

IN 46143 

Stop loss policies provide insurance coverage only for the purchaser of the policy for the purchaser's liability under a group health plan it sponsors. Anthem has no liability 
to group participants or beneficiaries under the health care plan by virtue of any stop loss policy. 

SECTION 2: PARTICIPATION 

Total number of eligible employees: _2_25 _ _____ _ 

Eligible employee is defined as a person who is determined to be eligible to elect coverage under the group health plan by the Applicant under applicable provisions of its 
group health plan. Plan eligibility provisions, including changes thereto, must be approved in advance by Anthem. For the purposes of this application, the term group health 
plan means that portion of the employee welfare benefits plan of the Applicant under which Anthem or an affiliate of Anthem administers health plan benefits. 

Jon Pierre Fox Regions Insurance 317-581 -3221 

Street address City 

Indianapolis 

State ZIP code 

9100 Keystone Crossing, Suite 550 IN 46240 

I hereby certify that all the information in the Application is correct to the best of my knowledge, and I know nothing unfavorable about this group. I have 
complied with the underwriting rules and regulations and have explained in detail the coverage to the group. 

Agent signature Insurance agent license ID no. Date 

x 
SECTION 4: CERTIFICATION - Signature required 

By signing below, the Applicant certifies that the information on this form is correct to the best of its knowledge and agrees to: 

1. Promptly remit the appropriate premium by the payment date in accordance with the policy issued and the administrative service agreement through 
which the premium may be collected; 

2. Provide every eligible employee an opportunity to enroll in the group health plan when he or she becomes eligible (only eligible employees, as defined 
above, may be enrolled); 

3. Maintain enrollment in the group health plan at or above the minimum requirement of 75% of net eligible employees; 

4. Maintain the minimum employer contribution requirement of 50% of the employee only rate established by the group health plan; 

5. Fully abide by the terms of the policy issued by Anthem pursuant hereto as though the Applicant's authorized representatives had duly executed said 
documents on its behalf. 

Further, the Applicant understands that failure to comply with the agreed-upon responsibilities, as listed above, will give Anthem the righ t to terminate the 
policy in accordance with its terms. 

Name Title Date 

Mark Myers Mayor 
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ASO Contact Information Request 
Facets 

Group contact information 

Name Email address 

1. Krista Taggart taggartk@greenwood.in.gov 

2. Lisa Bertram bertraml@greenwood.in .gov 

3. 

4. 

5. 

6. 

7. 

8. 

Weekly reports 

Report name Format Purpose PHI? Do you want 
to see PHI? 

Anthem Invoice PDF Invoiced amount due NA 

INVOlOO ... Excel Claim summary NA 

DISK ... Excel Weekly claim detail Yes DY ON 

INV03DO ... Excel Varied billing report misc items Yes DY O N 

STLOlOO ... Excel Weekly specific stoploss activity Yes DY O N 

STLOlOl ... Excel Weekly specific stoploss warning Yes DY O N 

CAP0300 Excel PC2 fee detail Yes DY O N 

CAPD40D Excel PC2 fee summary NA 

ITMOl OO Excel Capitation fee Yes DY D N 

Monthly reports 

Report name Format Purpose PHI? Do you want 
to see PHI? 

STL02DD ... Excel Monthly aggregate SL NA 

ENR0200* ... Excel Monthly membership detail Yes DY O N 

ENR0201 * ... Excel Monthly retroactivity detai ls Yes DY O N 

INV0200* ... Excel Monthly membership summary NA 

*Reports will not be sent if group self reports their administrative fees. 

Anthemc+ U 
BlueCross BlueShield T. ~ 

Phone no. Fax no. 

3t7-M-6"~lf 
317-887-5604 

Group contact!sl to receive which report. Please place a comma 
between names if more than one. 

Group contact!sl to receive which report. Please place a comma 
between names if more than one. 

The above reports are our standard package and some reports may not pertain to each customer as it depends on the customer's elections. Please disregard these if they do not 
pertain to you. 
The standard process is to send the weekly reports via email; secure email if PHI is to be received. Once a month when the administrative fees are invoiced, the weekly reports 
will be sent along with the monthly reports. 

Anthem Biie Cross and Biie Shle~ is the trade name of l.nthem lnsuranct companies. Inc. Independent licensee of the B~e Cross and Blue Sho~ Association. 
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NPD Standard Procedures: 
Creation of Linkage Between the NY HCRA Pools and a Client 

Nat'I Pools Desk administered TPAs - 6/08, 3rd Edition 

Welcome to the wonderful world of Pools. Following is a concise discussion of the Nat'I Pools Desk's (NPD) standard 
procedure for creation of a self-insured (ASO) client employer's third party administrator (TPA) association for the New 
York Health Care Reform Act (HCRA) Public Goods Pool. [TPA association here includes the entire election process 
when for an unelected ASO. Fully insured clients may not elect.] HCRA is a NY taxing authority (pure and simple), 
established by NY statute and administered on the State's behalf by Excellus BCBS. [The word "Pool" in this context is a 
euphemism for tax. The acronym "TPA " means a third party administrator officially authorized by HCRA to report on 
behalf of ASO electors-NO other industry TPA definitions hold here.] There is no attempt herein to standardize the 
procedures (or lack of them) employed by other TPAs, Anthem's or not. While payment of NY resident MEMBERSHIP 
assessments by "Blue" insurers on a client's behalf is frequently not dependent on the existence of a formal connection 
between an ASO and a TPA, a HCRA-accepted TPA association is the ONLY way a TPA may report non-ITS, NY 
provider CLAIMS surcharges on an incurring ASO group employer's behalf... 

1. HCRA payment responsibility legally always remains with a client even though it may authorize an agent TPA to 
report on its behalf. As always, taxes must be paid when due, and cl ient ignorance of the law is never an excuse. 
Failure to choose to elect OR properly pay HCRA taxes in a timely manner may result in assessment of additional 
penalties discussed below, plus interest. It's NY law. New for 2007 and beyond, all employers with group 
insurance may be subject to HCRA's expanded audit program on demand. 

2. Unless a client has a valid business reason not to, NPD recommends that every ASO, either National or local, 
and regardless of actual operational proximity to NY, create appropriate TPA association(s) immediately, before 
incurrence of claims in NY by visitors, family members, students, or those requiring specialized care available in 
that state. 

3. A diminutive amount of in itial paperwork is a small price to pay to potentially eliminate Pools' unelected tax 
penalties and hassles. When requested by NPD after initial research, all required info should be digitally entered 
into a current Excel worksheet provided (preferred), or written and then scanned/faxed. While ALL requested info 
(includ ing potential D/B/As) must be provided before an NPD client review can result in customized paperwork, 
the only information typically required of an employer is ... 

• Full legal (or existing elector) firm name. 

• Federal EIN corresponding with the above name. 

• Initial, continuous, Anthem ASO activation date, plus any ASO restart dates. 

• Corporate parent/ownership association, if any [to allow research on the entire company's election 
status and creation of advice on preferred action(s).] 

• Funding arrangement and minimal contract detail. 

• Group/firm/case number(s) and data platform name(s). 

• Firm's current designated HCRA contact information. 

• Names of potentially-necessary DIS/As as simple alternatives to the separate election process. 

• The new Anthem TPA's status, either "replacement" or " additional." 

And, if the employer is confirmed already an elector AND the new Anthem TPA is NOT designated to be an 
"additional" TPA, 

• Prior TPA name, end-of-runout date and (optional) FEIN. 

Why does HCRA paperwork exist as it does? 

The entire point of HCRA "election" is to provide NY providers with a public website for their research , containing 
current elector status to determine whether or not to attach mandated UNELECTED PENAL TIES of an additional 
up-to-50% tax on PAID claims amounts. Big money! While Anthem claims activity is insulated from penalty attachment 
by the BCBSA ITS system most Anthem business utilizes, non-Blue carriers can't use ITS. Consequently, to properly 
service an ASO client, Anthem should review the practices of ALL current carriers providing a client with ASO institutional 
claims coverage, not just our own business, to help it minimize the client's total tax burden. 

NY providers research the EMPLOYER name appearing on an incurring member's ID card . If they locate either a 
valid HCRA website elector listing under that name, or a D/B/A {doing business as} pointing to it, NO penalty is assessed. 
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NPD Standard Procedures: 
Creation of Linkage Between the NY HCRA Pools and a Client 

Nat'I Pools Desk administered TPAs - 6/08, 3rd Edition 

But if an election is invalid (revoked, cancelled, etc), or an ID's employer name doesn't match located electors and D/B/A 
names (or the name can't be located because of spelling issues, employer name change, or other differences between 
legal names and elector/D/B/A names, etc), the full unelected penalty, partly determined by the provider's NY 
geographical region, may be immediately attached to non-Blue claims and payable, sometimes invisibly. There is no such 
thing as retroactive elimination of provider-assessed penalties. 

The procedure. 

The appropriate forms and/or letter drafts to properly complete an individual ASO client's TPA association, the prelude to 
HCRA reporting on its behalf by a TPA, are CUSTOM created according to the individual client's circumstances. 
While other TPAs do much less, NPD finds attention to detail right off the bat results in uniform, timely HCRA acceptance 
of submitted paperwork THE FIRST TIME. Emailed notice to and from NPD, rather than phoned advice, fax, etc, is 
always preferred as a paper trail is automatically generated. 

1. THE FIRST STEP IS EMAILED NOTICE TO NPD FROM SALES, IMPLEMENTATION, ETC, 
THAT A CLIENT MAY REQUIRE HCRA ACTION. Sales, etc, always STARTS the name identification 
process as early as possible by emailing the Nat'I Pools Desk (NPD). Provided should be (researchable) full 
legal names of the new or pre-existing ASO client, and the names of any KNOWN parent corporations and/or 
(potentially) separately-elected divisions/subsidiaries, and D/B/As, as wel!. While legal names may end up 
not being used for election or D/B/A creation, they surely provide the best start for research of undiscovered, 
existing associations. Existing client name variations of any type, missed during NPD research, will likely create 
an unintended void in total client action OR cause complete HCRA rejection later on. Always include the Sales 
Account Manager's, etc, recipient name for return contact. 

Known D/B/As provided now will be researched, but potential new D/B/A names should be provided later by Sales 
as part of the actual worksheet, for additional NPD review/research then. If the possibility exists that any name 
other than the primary corporate parent company being TPA-associated, including legal acronyms 
(abbreviations), etc, may appear on a member's ID card (Anthem's or not), each and every such name should be 
addressed by NPD. 

It is perfectly legal for an ASO to choose to NOT ELECT to HCRA, however, the firm must then SELF-REPORT 
all HCRA taxes due-there is virtually NO taxing EXEMPTION for any unelected client, be it distant from NY, 
nonprofit, or anything else. Of course, UNELECTED PENAL TIES are likely to be regularly due for taxable, non­
ITS-processed claims. [An unelected ASO cannot legally employ any TPA to report on its behalf. NPD provides 
no data for any client's use for self-reporting.] 

Remember, the point here is to eventually IDENTIFY EVERY EXISTING EMPLOYER NAME (INCLUDING 
SPELLING AND OTHER VARIATIONS) APPEARING ON ANY CLIENT MEMBER ID CARD FOR ANY ACTIVE 
CARRIER. NOT JUST ANTHEM, to be researched. It's always the employer name appearing on a member 
ID card that rules for NY providers, not a firm's legal or common-use alternatives. If, as is usual, Sales 
doesn't know a cl ient's complete current HCRA election and/or TPA association status with Anthem, OR its D/B/A 
existence status, always assume none exists and ask for complete review by completing this first step. For a 
diversified client, existing elector and D/B/A name(s) may already match those on ALL of its member ID cards, but 
NPD will bet they don't. Only discovery and research of its complete set of employer names will tel l. {Note: an 
elected client itself frequently has little idea of its own HCRA situation even though IT is the party that has sworn 
to follow HCRA rules. An unelected client would be expected to be even worse. And brokers may be 
knowledgeable, or not, or somewhere in between. Always rely on Anthem TPAs for HCRA advice, not 
outsiders claiming expertise.] 

2. NPD COMPLETES INITIAL RESEARCH and attaches the result (and any comments) to a standard cover email 
with instructions to Sales, along with the most recent version of the blank worksheet, ready for Sales' completion. 
Aside from a client's existing elector and D/B/A name(s) and their status, the identified website entries provide 
identification for Sales of the existing, mandatory, designated HCRA contact person, for comparison with cu rrent 
reality and aids any intended revision. 
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NPD Standard Procedures: 
Creation of Linkage Between the NY HCRA Pools and a Client 

Nat'I Pools Desk administered TPAs - 6/08, 3rd Edition 

The object of our collective labors is to correct any existing client HCRA elector inadequacies. [Fairly complete 
instructions are contained in both the worksheet itself and its cover email- don't rely on memory- use the 
instructions and don't delete them until done.] 

3. SALES, ETC, [USUALLY NOT THE CLIENT] COMPLETES THE WORKSHEET, usually 10 questions per 
client/elector, sometimes less, and returns it by email to NPD for processing. Of course the client or broker 
should be consulted by Sales as necessary during this process, but NPD has found worksheet accuracy and 
completeness are consistently higher when accomplished by Anthem associates. Be sure all parts of the 
required questions have been completely answered, as we'll just have to come back again & again until we have 
what we need, wasting gobs of everyone's t ime. In most cases, NOTHING may be filed until all 
required/requested info has been received. {The Excel version provided is always preferred for return, as 
handwriting frequently requires wasteful confirmation.] 

4. NPD COMPLETES INVESTIGATION & ANALYSIS AS INDICATED BY WORKSHEET RESPONSES, PRE­
POPULATES ALL FORMS, DRAFT LETTERS, ETC. Based on the worksheet responses, NPD will determine 
WHICH Anthem TPA(s) a client needs association with. NPD provides the pre-popu lated, signature-ready forms, 
etc, to Sales, etc, for transmittal to a client for execution (signature, etc) . 

Note: individual state data platform, JAA and/or Lumenos clients being partially or fully migrated to any other 
Anthem data platform may require multiple TPA arrangements, not j ust NPD's or another single TPA. A client 
determined to be either exclusively or co-associated with any non-NPD TPA will be so identified. NPD analyzes 
which Anthem TPA(s) should associate with a specific cl ient and includes that determination in the form(s), even if 
not for an NPD-reported TPA. 

5. CLIENT OR SALES RETURNS SIGNED DOCUMENTS TO NPD (or other designated TPA) for filing. No one, 
(client, broker. Anthem Sales. or another TPA) should ever submit un-reviewed, NPD-associated fil ings directly to 
HCRA without notice to NPD, without the expectation that errors and omissions may well exist in the filed 
documents and that an excluded NPD will have no knowledge of what client reports to file, when, and for whom. 

6. NPD COMBINES THE CLIENT-SIGNED DOCUMENTS WITH REQUIRED TPA FORMS AND ANY RETRO 
REPORTS DUE, AND SUBMITS THE ENTIRE FILING TO HCRA on behalf of client. NPD provides copy of 
completed paper filing to designated Sales account exec, etc. [Several classes of documents must be eFiled 
with HCRA, not paper filed-in these cases no documentation useful for Sales exists.) 

7. Of course, from-time-to-time EMERGENCY NPD SERVICES WILL BE REQUIRED, in case of revocation, 
delinquency, rejection, etc . This is our stock-in-trade. Don't hesitate, ACT-who ya gonna call, NPD. 

You'll notice that, per NPD standard procedure, no one but NPD ever prepares or provides any forms other than the 
worksheet. That's because without our information banks and daily hands-on experience, no one has a better chance of 
choosing the correct procedures, forms and support than does NPD, occasionally including HCRA itself. Further, Sales 
has more important things to do than trying to create HCRA-acceptable documents from unfamiliar blanks. So we provide 
everything, signature-ready. And NPD itself now has responsibility for reporting some 800 ASOs across Anthemland, 
very, very few of which resulted in initial HCRA rejection, and those few were client provided errors. 

Add'I topics. 

• TRAINING IS AVAILABLE ON DEMAND. Request organizational Pools orientation as soon as possible 
by email or phone. 

• NPD'S ADDRESS. NPD has a shared email address ("PoolsDesk@anthem.com"] , or associates Dick 
Gelgauda [Richard.Gelgauda@anthem.com] and Naveen Jaganathan 
[Naveen.Jaganathan@wellpoint.com] may be emailed directly appropriately-named attachment. Both 
multiple client lists and single client research requests are welcome. 

• THERE ARE NO SILLY OR UNNECESSARY POOLS QUESTIONS. Never hesitate to call or email a 
question as soon an issue arises. 
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State Tax Registration Worksheet 
For ASO only 
Preliminary INTERNAL Anthem information gathering - NOT an election document for client signature. 

Complete all pertinent questions. Universal-all purpose. 

Client status: 0 New business D Existing business D Data migration D Acquisition 

Other names: Potentially-separate reporters subsidiaries, mergers and acquisitions, parent, etc. must be identified to the National Pools Desk (NPD) to insure proper 
continued reporting, consolidation with other reporters, or de-activation occurences. NPD will gladly research all such issues and advise. Ask NPD immediately for advice, 
or provide full legal names of suspected self-reporters as email text. in question 10 below, etc. 

1. Client full legal name I Federal EIN - must correspond with name 
City of Greenwood 35-6001050 

2. Anthem ASO activation/migration date 
4/1/2016 

3. Is client owned by another entity? I If yes, legal name 
OYes 0No 

4. Funding type 
0ASO DDther: 

5. Anthem data information 1 2 3 4 

Group/case/firm number 

Data platform name 

6. Designated (routine) taxing authority/public contact person 
0 No contact change D Confirmed as new designated contact 

Contact last name First name IM.I. Name and phone appear 
Bertram Lisa on HCRA website · 

Phone I Title Confirmed email address 
317-887-5604 Benefits Specialist bertraml@greenwood.in.gov 

Mailing street address City I State ZIP code 
300 S Madison Ave Greenwood IN 46143 

7. New TPA status 
0 New TPA is replacing one or more previously-existing TPA(s) D New TPA will be an additional TPA D No current TPA 

8. Previous or migration source TPA 

Previous TPA name Runout end date for previous TPA I Previous TPA's FEIN (optional) 
Advantage Health Solutions 

9. Member ID card D/B/As 
DYES! Other valid ID Card employer name(s) exist for one or more current healthcare insurers. 
D NOi Except for question one fi rm name above, no other client ID Card employer names exist for any insurer, so no D/B/A(s) necessary. 

General rule: The employer name appearing on a member ID card should exactly match either the official elector name or an established O/B/A name, 
or the client may risk assessment of unelected penalties. Even the presence of a simple " ... , Inc." or not difference may cause penalty. Ask NPD if unsure. 

10. Explanations, detail, items for research, migration details, changes, questions, discussion, etc. 

11. For migrations only 
Is this a partial or complete migration from one WellPoint data platform to another? D Partial D complete 

Primary Anthem sales contact 
Terri Real 

Return by email or interoffice: 
National Pools Desk 
Mailpoint OH0103-A002 
Anthem, 4361 Irwin-Simpson Road, Mason, OH 45040 

357951~M[NABS Rev. 6113 

I Phone no. 

Contact for additional info: 
Phone: 513-336-2146 
Email: poolsdesk@anthem.com 

loll 



Group Health Plan Business Associate Agreement 

This Business Associate Agreement ("Agreement") is effective as of o41o112016 and is made 
among Business Associate, and the Group Health Plan ("Plan"), and the Employer ("Employer") named on the 
signature page of th is Agreement. 

WITNESSETH AS FOLLOWS: 

WHEREAS, Employer has established and maintains a plan of health care benefits which is administered by the 
Employer or its designee as an employee welfare benefit plan as defined by Section 3( 1) of the Employee 
Retirement Income Security Act of 1974 ("ERISA"); 

WHEREAS, Employer has retained Business Associate to provide certain claims administrative services with 
respect to the Plan which are described and set forth in a separate Administrative Services Agreement among those 
parties ("ASO Agreement"), as amended from time to time; 

WHEREAS, Employer is authorized to enter into this agreement on behalfof Plan; 

WHEREAS, the parties to this Agreement desire to establish the terms under which Business Associate may use or 
disclose Protected Health Information (as defined herein) such that the Plan may comply with applicable 
requirements of the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations 
( 45 C.F.R. Parts 160-164) ("HIPAA Privacy Regulation" and/or "HIPAA Security Regulation") and the 
requirements of the Health Information Technology for Economic and Clinical Health Act, as incorporated in the 
American Recovery and Reinvestment Act of 2009 (the "H !TECH Act"), that are applicable to business associates, 
along with any guidance and/or regulations issued by the U.S . Department of Health and Human Services. 

NOW, THEREFORE, in consideration of these premises and the mutual promises and agreements hereinafter set 
forth, the Plan, Employer and Business Associate hereby agree as follows: 

PART I-BUSIN ESS ASSOCIATE'S RESPONSIBILITIES 

I. PRIVACY OF PROTECTED HEAL TH INFORMATION 

A. Confidentiality of Protected Health Information 
Except as permitted or required by this Agreement, Business Associate will not use or disclose Protected 
Health Information without the authorization of the Individual who is the subject of such information or as 
required by law. 

B. Prohibition on Non-Permitted Use or Disclosure 
Business Associate will neither use nor disclose Individuals ' Protected Health Information except(!) as 
permitted or required by this Agreement, or any other agreement between the parties, (2) as permitted in 
writing by the Plan or its Plan administrator, (3) as authorized by Individuals, or (4) as required by law. 

C. Permitted Uses and Disclosures 
Business Associate is permitted to use or disclose Individuals' Protected Health Information as follows: 

WellPoint 05/15/13 

1. Functions and Activities on Plan's Behalf 
Business Associate wi ll be permitted to use and disclose Individuals' Protected Health 
Information (a) for the management, operation and administration of the Plan, (b) for the services 
set forth in the ASO Agreement, which include (but are not limited to) Treatment, Payment 
activities, and/or Health Care Operations as these terms are defined in this Agreement and 45 
Code of Federal Regulations§ 164.501, and (c) as otherwise required to perform its obl igations 
under this Agreement and the ASO Agreement, or any other agreement between the parties 



provided that such use or disclosure would not violate the HIP AA Privacy or Security Regulations 
if done by the Plan and the H!TECH Act, 

2. Business Associate's Own Management and Administration 

a. Protected Health Information Use 
Business Associate may use Individuals' Protected Health Information as necessary for 
Business Associate's proper management and administration or to carry out Business 
Associate's legal responsibi li ties. 

b. Protected Health Information Disclosure 
Business Associate may disclose Individuals ' Protected Health Information as necessary 
for Business Associate's proper management and administration or to carry out Business 
Associate's legal responsibilities only (i) if the disclosure is requ ired by law, or (ii) if 
before the disclosure, Business Associate obtains from the entity to which the disclosure 
is to be made reasonable assurance, evidenced by written contract, that the entity will (x) 
hold Individuals' Protected Health Information in confidence, (y) use or further disclose 
Individuals' Protected Health Information only for the purposes for which Business 
Associate disclosed it to the entity or as required by law; and (z) notify Business 
Associate of any instance of which the entity becomes aware in which the confidentiality 
of any Individuals' Protected Health Information was breached. 

3. Miscellaneous Functions and Activities 

a. Protected Health Information Use 
Business Associate may use Individuals' Protected Health Information as necessary for 
Business Associate to perform Data Aggregation services, and to create Deidentified 
Information , Summary Health Information and/or Limited Data Sets. 

b. Protected Health Information Disclosure 
Business Associate may disclose, in conformance with the HIPAA Privacy Regulation, 
Individuals' Protected Health Information to make Incidental Disclosures and to make 
disclosures of Deidentified Information, Limited Data Set Information, and Summary 
Health Information. 

4. Minimum Necessary and Limited Data Set. 
Business Associate's use, disclosure or request of Protected Health Information shall 
utilize a Limited Data Set if practicable. Otherwise, Business Associate wi ll make 
reasonable efforts to use, disclose, or request only the minimum necessary amount of 
Individuals' Protected Health Information to accomplish the intended purpose. 

D. Disclosure to Plan and Employer (and their Subcontractors) 
Other than disclosures permitted by Section l.C above, Business Associate will not disclose Individuals' 
Protected Health Information to the Plan, its Plan administrator or Employer, or any business associate or 
subcontractor of such parties except as set forth in Section VII I. 

E. Disclosure to Business Associate's Subcontractors and Agents 
Business Associate will require its subcontractors and agents to provide reasonable assurance, evidenced by 
written contract, that such other entity will comply with the same privacy and security obligations with 
respect to Individuals ' Protected Health Information as appl ies to Business Associate. 
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F. Reporting Non-Permitted Use or Disclosure, Breaches and Security Incidents 

I. Non-permitted Use or Disclosure. Business Associate wi ll promptly report to the Plan any 
use or disclosure of Individuals' Protected Health Information not permitted by this 
Agreement or in writing by the Plan or its Plan administrator, of which Business Associate 
becomes aware. Such report shall not include instances where Business Associate 
inadvertently misroutes Protected Health Information to a provider. 

2. Security Incidents. In addition to reporting to Plan any use or disclosure of Protected Health 
Information not permitted by the Agreement, Business Associate will also report any Breach 
or security incidents of which Business Associate becomes aware. A security incident is an 
attempted or successful unauthorized access, use, disclosure, modification or destruction of 
information or interference with system operations in an information system, and involves 
only electronic Protected Health Information that is created, received maintained or 
transmitted by or on behalf of Business Associate, that is in electronic form. The pai1ies 
acknowledge and agree that this section constitutes notice by Business Associate to Company 
of the ongoing existence and occurrence of attempted but Unsuccessful Security Incidents (as 
defined below) for which no additional notice to Company shall be required. "Unsuccessful 
Security Incidents" shall include, but not be limited to, pings and other broadcast attacks on 
Business Associate's fi rewall, port scans, unsuccessful log-on attempts, denials of service and 
any combination of the above, so long as no such incident results in unauthorized access, use 
or disclosure of PHI or NPFI. 

3. Breach. Business Associate will promptly report to Plan any Breach of Unsecured PHI. 
Business Associate will cooperate with Plan in investigati ng the Breach and in meeting the 
Plan's obligations under the HI TECH Act and other applicable Security Breach notification 
laws. In addition to providing notice to Plan of a Breach, Business Associate will provide any 
required notice to individuals and applicable regulators on behalf of Plan, unless Plan is 
otherwise notified by Business Associate 

G. Termination for Breach of Privacy Obligations 

Without limiting the rights of the parties set forth in the ASO agreement, each party will have the 
right to terminate this Agreement and the ASO Agreement ifthe other has engaged in a pattern of 
activity or practice that constitutes a material breach or violation of their obligations regarding 
Protected Health Information under this Agreement. 

Prior to terminating this Agreement as set forth above, the terminating party shall provide the 
other with an opportunity to cure the material breach. If these efforts to cure the material breach 
are unsuccessful, as determined by the terminating party in its reasonable discretion, parties shall 
terminate the ASO Agreement and this Agreement, as soon as administratively feasible. lffor any 
reason a party has determined the other has breached the terms of th is Agreement and such breach 
has not been cured, but the non-breaching party determines that termination of the Agreement is 
not feasibl e, the party may report such breach to the U.S. Depa11ment of Health and Human 
Services. 

H. Disposition of Protected Health Information 

1. Return or Destruction Upon ASO Agreement End 

The parties agree that upon cancellation, termination, expiration or other conclusion of the ASO 
Agreement, destruction or return of all Protected Health Information, in whatever form or medium 
(including in any electronic medium under Business Associate's custody or control) is not feasible 
given the regulatory requirements to maintai n and produce such information for extended periods 

3 

Form ASO BAA 05/15/20 13 



of time after such termination. In addition, Business Associate is required to maintain such 
records to support its contractual obligations with its vendors and network providers. Business 
Associate shall extend the protections of this Agreement to such Protected Health Information and 
limit further uses and disclosures of such Protected Health Information to those consistent with 
applicable law for so long as Business Associate, or its subcontractors or agents, maintains such 
Protected Health Information. Business Associate may destroy such records in accordance with 
applicable law and its record retention policy that it appl ies to similar records. 

2. Exception When Business Associate Becomes Plan's Health Insurance Issuer 
If upon cancellation, terminat ion, expiration or other conclusion of the ASO Agreement, Business 
Associate (or an affi liate of Business Associate) becomes the Plan's health insurance underwriter, 
then Business Associate shall transfer any Protected Health Information that Business Associate 
created or received for or from Plan to that part of Business Associate (or affi liate of Business 
Associate) responsible for health insurance functions. 

3. Survival of Termination 
The provisions of this Section I.H . shall survive cancellation, termination, expiration, or other 
conclusion of this Agreement and the ASO Agreement. 

II. ACCESS, AMENDMENT AND DISCLOSURE ACCOUNTING 

A. Access 

1. Business Associate wi ll respond to an Individual's request for access to his or her 
Protected Health Information as part of Business Associate's normal customer service 
function, if the request is communicated to Business Associate directly by the Individual. 
Despite the fact that the request is not made to the Plan, Business Associate will respond 
to the request with respect to the Protected Health Information Business Associate and its 
subcontractors maintain in a manner and time frame consistent with requirements 
specified in the HIPAA Privacy Regulation. 

2. In addition, Business Associate will assist the Plan in responding to requests by 
Individuals that are made to the Plan to invoke a right of access under the HIPAA Privacy 
Regulation by performing the fo llowing functions: 

B. Amendment 

Upon receipt of written notice (includes faxed and emailed notice) from the Plan, 
Business Associate will make available for inspection and obtaining copies by the Plan, 
or at the Plan' s direction by the Individual (or the Individual's personal representative), 
any Protected Health Information about the Individual created or received for or from the 
Plan in Business Associate's custody or control, so that the Plan may meet its access 
obligations under 45 Code of Federal Regulations § I 64.524, and, where applicable, the 
HITECH Act. Business Associate will make such info rmation available in an electronic 
format where required by the HITECH Act.. 

1. Business Associate will respond to an Individual's request to amend his or her Protected 
Health Information as part of Business Associate's normal customer service functions, if 
the request is communicated to Business Associate directly by the Individual. Despite 
the fact that the request is not made to the Plan, Business Associate will respond to the 
request with respect to the Protected Health Information Business Associate and its 
subcontractors maintain in a manner and time frame consistent with requirements 
specified in the HIP AA Privacy Regulat ion . 
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2. In addition, Business Associate will assist the Plan in responding to requests by 
Individuals that are made to the Plan to invoke a right to amend under the HIPAA 
Privacy Regulation by performing the following functions: 

Upon receipt of written notice (includes faxed and emailed notice) from the Plan, 
Business Associate wi ll amend any portion of the Protected Health Information created or 
received for or from the Plan in Business Associate's custody or control , so that the Plan 
.may meet its amendment obligations under 45 Code of Federal Regulations § 164 .526. 

C. Disclosure Accounting 

1. Business Associate wi ll respond to an Individual's request for an accounting of 
disclosures of his or her Protected Health Information as part of Business Associate's 
normal customer service function, if the request is communicated to the Business 
Associate directly by the Ind ividual. Despite the fact that the request is not made to the 
Plan, Business Associate will respond to the request with respect to the Protected Health 
Information Business Associate and its subcontractors maintain in a manner and time 
frame consistent with requirements specified in the HIP AA Privacy Regulation. 

2. In addition, Business Associate wi ll assist the Plan in responding to requests by 
Individuals that are made to the Plan to invoke a right to an accounting of disclosures 
under the HIPAA Privacy Regulation by performing the following functions so that the 
Plan may meet its disclosure accounting obligation under 45 Code of Federal Regulations 
§ 164.528: 

Form ASO BAA 05/15/2013 

a. Disclosure Tracking 
Business Associate wi ll record each disclosure that Business Associate makes of 
Individuals' Protected Health Information, which is not excepted from disclosure 
accounting under Section 11.C.2.b. 

The information about each disclosure that Business Associate must record ("Disclosure 
Information") is (a) the disclosure date, (b) the name and (if known) address of the person 
or entity to whom Business Associate made the disclosure, (c) a brief description of the 
Protected Health Information disclosed, and (d) a brief statement of the purpose of the 
disclosure or a copy of any written request for disclosure under 45 Code of Federal 
Regulations § I 64.502(a)(2)(ii) or § 164.5 12. Disclosure Information also includes any 
information required to be provided by the HITECH Act. 

For repetitive disclosures of Individuals' Protected Health Information that Business 
Associate makes for a single purpose to the same person or entity (including to the Plan 
or Employer), Business Associate may record (a) the Disclosure Information for the fi rst 
of these repetitive disclosures, (b) the frequency, periodicity or number of these repetitive 
disclosures, and ( c) the date of the last of these repetitive disclosures. 

b. Exceptions from Disclosure Tracking 
Business Associate will not be required to record Disclosure Information or otherwise 
account for disclosures of Individuals' Protected Health Information (a) for Treatment, 
Payment or Health Care Operations, (except where required by the HITECH Act, as of 
the effective dates of such requirements) (b) to the Individual who is the subject of the 
Protected Health Information, to that Individual's personal representative, or to another 
person or entity authorized by the Individual (c) to persons involved in that Individual's 
health care or payment for health care as provided by 45 Code of Federal Regulations 
§ 164.510, (d) for notification for disaster relief purposes as provided by 45 Code of 
Federal Regulations § I 64.5 I 0, (e) for national security or intelligence purposes, (t) to 
law enforcement officials or correctional institutions regarding inmates, (g) that are 
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incident to a use or disclosure that is permitted by this Agreement or the ASO 
Agreement, (h) as part of a limited data set in accordance with 45 Code of Federal 
Regulations § l 64.514(e), or (i) that occurred prior to the Plan's compliance date. 

c. Disclosure Tracking Time Periods 
Unless otherwise provided by the HITECH Act and/or any accompanying regulations, 
Business Associate wi ll have available for the Plan the Disclosure Informat ion required 
by Section IJ.C.2.a above for the six (6) years immediately preceding the date of the 
Plan's request for the Disclosure Information. 

d. Provision of Disclosure Accounting 
Upon receipt of written notice (includes faxed and emailed notice) from the Plan, 
Business Associate will make available to the Plan, or at the P lan's direction to the 
Individual (or the Individual ' s personal representative), the Disclos ure Information 
regarding the Individual, so the Plan may meet its disclosure accounting obligations 
under 45 Code of Federal Regulations§ 164.528 and the HITECH Act. 

D. Confidential Communications 

1. Bus iness Associate will respond to an Individual's request for a confidential 
communication as part of Business Associate 's normal customer service function, if the 
request is communicated to Business Associate directly by the Individual. Despite the 
fact that the request is not made to the Plan, Business Associate will respond to the 
request with respect to the Protected Health Information Business Associate and its 
subcontractors maintain in a manner and time frame consistent with requirements 
specified in the HIP AA Privacy Regulation. If an Individual's request, made to Business 
Associate, extends beyond information held by Business Associate or Business 
Associate's subcontractors, Business Associate will inform the Individual to direct the 
request to the Plan, so that P lan may coordinate the request. Business Associate assumes 
no obligation to coordinate any request for a confidential communication of Protected 
Health Information maintained by other business associates of Plan. 

2. In add ition, Business Associate will ass ist the Plan in responding to requests by 
Individuals that are made to the Plan to invoke a right o f confidential communication 
under the HIP AA Privacy Regulation by performing the fo llowing functions: 

E. Restrictions 

Upon receipt of written notice (includes faxed and emailed not ice) from the Plan, 
Business Associate will begin to send all communications o f Protected Health 
Information directed to the Individual to the identified alternate address so that the Plan 
may meet its access obligations under 45 Code ofFederal Regulations § 164.524. 

1. Business Associate will respond to an Individual's request for a restriction as part of 
Business Associate's normal customer service function, if the request is communicated to 
Business Associate directly by the Individual. Despite the fact that the request is not 
made to the P lan, Bus iness Associate will respond to the request with respect to the 
Protected Health Information Bus iness Associate and its subcontractors mainta in in a 
manner and t ime frame consistent with requirements specified in the HIPAA Privacy 
Regulation. 

2. In addition, Business Associate will promptly, upon receipt of notice from Plan, restrict 
the use or d isclosure of Individuals' Protected Health Information, provided the Business 
Associate has agreed to such a restriction. Plan and Employer understand that Business 
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Associate administers a variety of different complex health benefit arrangements, both 
insured and self-insured, and that Business Associate has limited capacity to agree to 
special privacy restrictions requested by Individuals. Accordingly, Plan and Employer 
agree that it wil l not commit Business Associate to any restriction on the use or 
disclosure of Individuals' Protected Health Information for Treatment, Payment or Health 
Care Operations without Business Associate's prior written approval. 

III. SAFEGUARD OF PROTECTED HEALTH INFORMATION 
Business Associate will develop and maintain reasonable and appropriate administrative, technical and 
physical safeguards, as required by Social Security Act § l l 73(d) and 45 Code of Federal Regulations 
§ 164.530(a) and ( c) and as required by the HlTECH Act, to ensure and to protect against reasonably 
anticipated threats or hazards to the security or integrity of health information, to protect against reasonably 
anticipated unauthorized use or disclosure of health information, and to reasonably safeguard Protected 
Health Information from any intentional or unintentional use or disclosure in violation of this Agreement. 

Business Associate will also develop and use appropriate administrative, physical and technical safeguards 
to preserve the Availability of electronic Protected Health Information, in addition to preserving the 
integrity and confidentiality of such Protected Health Information. The "appropriate safeguards" Business 
Associate uses in furtherance of 45 Code of Federal Regulations § 164.530(c), will also meet the 
requirements contemplated by 45 Code of Federal Regulations Parts 160, 162 and 164, as amended from 
time to time. 

IV. COMPLIANCE WITH ST ANDA RD TRANSACTIONS 
Business Associate will comply with each applicable requirement for Standard Transactions established in 
45 Code of Federal Regulations Part 162 when conducting all or any part of a Standard Transaction 
electronically for, on behalf of, or with the Plan. 

V. INSPECTION OF BOOKS AND RECORDS 
Business Associate will make its internal practices, books, and records relating to its use and disclosure of 
Protected Health Information created or received for or from the Plan available to the U.S. Department of 
Health and Human Services to determine Plan 's compliance with 45 Code of Federal Regulations Parts 
160-64 or this Agreement. 

VI. MITIGATION FOR NON-PERM ITTED USE OR DISCLOSURE 
Business Associate agrees to mitigate, to the extent practicable, any harmful effect that is known to 
Business Associate of a use or disclosure of Protected Health Information by Business Associate in 
violation of the requirements of this Agreement. 

PART 2- PLAN'S RESPONSIBILITIES 

VII. PLAN'S NOTICE OF PRIVACY PRACTICES 

A. Preparation of Plan's Notice of Privacy Practices. Plan shall be responsible for the preparation of 
its Notice of Privacy Practices ("NPP"). To facilitate this preparation, upon Plan's or Employer's request, 
Business Associate wi ll provide Plan with its NPP that Plan may use as the basis for its own NPP. Plan 
will be solely responsible for the review and approval of the content of its NPP, including whether its 
content accurately reflects Plan's privacy policies and practices, as well as its compliance with the 
requirements of 45 C.F .R. § 164.520. Unless advance written approval is obtained from Business 
Associate, the Plan shall not create any NPP that imposes obligations on Business Associate that are in 
addition to or that are inconsistent with the NPP prepared by Business Associate or wi th the obligations 
assumed by Business Associate hereunder. 

B. Distribution of Notice of Privacy Practice. Plan shall bear full responsibility for distributing its own 
NPP as required by the Privacy Regulation . 
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C. Changes to Protected Health Information. Plan shall notify Business Associate of any change(s) in, 
or revocation of, permission by an Individual to Use or Disclose Protected Health Information, to the extent 
that such change(s) may affect Business Associate's Use or Disclosure of such Protected Health 
Information. 

PART 3- DISCLOSURE OF PROTECTED HEALTH INFORMATION TO TH E PLAN, EMPLOYER 
AND OTHER BUSINESS ASSOCIATES 

VIII. DISCLOSURE OF PROTECTED HEALTH INFORMATION 
The following provisions apply to disclosures of Protected Health Information to the Plan, Employer and other 
business associates of the Plan. 

A. Disclosure to Plan 
Unless otherwise provided by this Section VIII , all communications of Protected Health Information by 
Business Associate shall be di rected to the Plan. 

B. Disclosure to Employer 
Business Associate may provide Summary Health Information regarding the Individuals in the Plan to 
Employer upon Employer's written request for the purpose either (a) to obtain premium bids for providing 
health insurance coverage for the Plan, or (b) to mod ify, amend or terminate the Plan. 

Business Associate may provide information to Employer on whether an individual is participating in the 
Plan or is enrolled in or has disenrolled from any insurance coverage offered by the Plan. 

C. Disclosure to Other Business Associates and Subcontractors 
Business Associate may disclose Individuals' Protected Health Information to other entities or business 
associates of the Plan ifthe Plan authorizes Business Associate in writing to disclose Individuals ' Protected 
Health Information to such entity or business associate. The Plan shall be solely responsible for ensuring 
that any contractual relationships with these entities or business associates and subcontractors comply with 
the requirements of 45 Code of Federal Regulations § I 64.504(e) and § I 64.504(f). 

PART 4-MISCELLANEOUS 

IX. AGREEMENT TERM 
This Agreement wi ll continue in full force and effect for as long as the ASO Agreement remains in full force and 
effect. This Agreement will terminate upon the cancellation, termination, expiration or other conclusion of the ASO 
Agreement. 

X. AUTOMATIC AMENDMENT TO CONFORM TO APPLICABLE LAW 
Upon the effective date of any fina l regulation or amendment to fi nal regulations with respect to Protected Health 
Information, Standard Transactions, the security of health information or other aspects of the Health Insurance 
Portability and Accountabil ity Act of 1996 applicable to th is Agreement or to the ASO Agreement, this Agreement 
wi ll automatica lly amend such that the obligations imposed on the Plan, Employer, and Business Associate remain 
in compliance with such regulations, unless Business Associate elects to terminate the ASO Agreement by providing 
Employer notice of termination in accordance with the ASO Agreement at least thirty (30) days before the effective 
date of such fi nal regulation or amendment to final regulations. 

XI. CONFLICTS 
The provisions of this Agreement wi ll override and control any conflicting provision of the ASO Agreement. All 
other provisions of the ASO Agreement remain unchanged by this Agreement and in full force and effect. 

XII. NO THIRD PARTY BENEFICIARIES 
The parties agree that there are no intended third party beneficiaries under this Agreement. This provision shall 
survive cancellation, termination, expiration, or other conclusion of th is Agreement and the ASO Agreement. 
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XIII. INTERPRETATION 
Any ambiguity in this Agreement or the ASO Agreement or in operation of the Plan shall be resolved to maintain 
compliance with the Regulations enacted pursuant to HIPAA Administrative Simplification. 

XIV. DEFINITIONS 

Unless otherwise defined in this Agreement, the capitalized terms set forth herein have the meanings ascribed to 
them under the HIPAA Privacy Regulation and/or HIPAA Security Regulation or the HITECH Act. A reference in 
this Agreement to the Privacy Regulation, Securi ty Regulation or HIPAA shall mean the section as in effect or as 
amended, 

XV. REFERENCES 

References herein to statutes and regulations shall be deemed to be references to those statutes and regulations as 
amended or recodified. 

On Behalf of the Group Health Plan and Employer: Business Associate: 

City of Greenwood 

Name of the Group Health Plan/Employer Name of Business Associate 

Sig1wt11re 

Mark Myers 

Printed N11111e 

Mayor 

Title Title 

D11te D11te 
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Protected Health Information Report 
Request Form -ASO Anthe~.+'1 

BlueCross BlueShield T. ~ 
INSTRUCTIONS: 
Group Health Plan Representative: Please complete this form and return it to your Anthem Sales Representative. 
D Check here if a single report is needed. Complete Sections 1 through 6 on page 1. 

D Check here if multiple reports are needed. Complete Section 1 and provide signatures in Section 6. 
Then go to page 2 to complete information in Section 7. 

SECTION 1: GROUP HEALTH PLAN INFORMATION Provide full legal name (e.g., use official corporate name such as "XYZ Company, Inc."). 

Group's full name Group's health plan no. 
City of Greenwood 

Approved Benefit Office Representative (Group Representative name) 

Group's address (street and P.O., if applicable) City State ZIP code 
300 S Madison Ave Greenwood IN 46143 

County 
Johnson 

SECTION 2: THIRD-PARTY INFORMATION If the Group wants a business associate or other third party to receive a copy ofthe Report, fill in the following Information. 

Name of third party 

Regions Insurance 

Third-party's full mailing address or email address 
pierre.fox@regions.com 

Reason for disclosure of report 

Relationship of third-party 

[i] Broker 0 Vendor 

0 New carrier 

0 Other 

Could this request be fulfilled using Summary Health Information or de-identified information? 
If not, please explain. 

0 Yes 0 No 

Standard report(s) or extracts requested: Non-standard report(s) or extracts requested: specifically list the data 
elements requested: 

SECTION 5: REASON BEING REQUESTED 

0 Audit 0 Enrollment 0 Billing 0 Financial analysis D Stop-loss/Reinsurance 
121 Benefit analysis 0 Other (state reason for request): __________________ _ 

0 Clinical analysis. If clinical and/or provider analysis, please identify the use(s) of the PHI requested: 

0 Provider access 
0 Morbidity distribution of members 
0 EAP activity opportunities 
D Identify high volume providers 
Ill Monitor catastrophic cases 

SECTION 6: REQUIRED SIGNATURES 

QJ Predictive modeling 
0 Repricing 
QJ Stop loss/reinsurance 
0 Transition of Care 
0 Transition to a new carrier 

0 Disease management & wellness program opportunities 
0 Other (state reason for request):-------­
Ill UM Management 
0 Wellness incentives 

Upon receipt of this Request Form, Anthem will review the request. By signing below, the Group Health Plan agrees: (1) that the Group and its agents 
will comply with applicable HIPAA Privacy Regulations, including the minimum necessary requirements; and (2) that the Group, and its agents will 
keep any Anthem proprietary information confidential and will not further use or disclose this information without Anthem's advance written notice. 

By: ~ ~ _M_a_y_or _________ _ 

Title (Approved Benefit Offi ce Representative! Date 

Anthem Blue Cross arid Blue S™eld is tile trade name of: COio do: Rocky Mountain Hos£ital and Medical Service, Irie. In ConnecticUI: Anthem Heal!h Plans, lnc. In Indiana: Anthem tnsurance companies, tnc. 111 Kentucky:Anthem Health Plans of Kentucky, Inc, In Maine: Anthem Health Plans 
of Maine, Inc.~ Missouri <exckld~g 30 counties In lhe City areal: Rig!l!CHOICE Managed Care. Inc. (RU!, Healthy AJl~e• life 1nsura1ce C<l/llpany(HAUCI, and HMO Missouri, Inc. RIT and certain afflllates administer "lo/IMO be,..fi ts undemltlen by HAUC 0'1d HMO benefits 
underwriuen by HMO Missouri, Inc. Rlr 0'1d rertalnaffillates orlyproilde administrative sernces f0< s~f-funded plans and do "lt under.rite benefits. In Nevada: RoekyMounta'1 Hospital and Medical Service. Inc. In New Hi>'llpshlre: Anthem Heal1h Plans of NewHampsh<e. Inc. '1 Ohio: 

COTomunily Insurance l:<lmpany. In Virgin~(sm1ngYlrgillia exclooing the city of fair fa~ the IONn of V~nna and the area east of State Route 113.): Anthem Health Plans of Virginia, Inc. In Wisconsin: Blue CrossBkle Shield of Wisconsin ('BCBSWi"I underwrites or admirlsters the PPO and 
indemt1ity policies; COmpcare Health Servk.es 11\Silrance corporation ("Compcare·l underwrites or adnW'listers tile HMO policies: and COmpcare and 8C8SWi collectively underwrite 01 administer the POS policies. lndepeOOent licensees of the SkJe Cross Slue Shield AssociatMJri. 

• ANIHCM is aregistered uademark of Anthem Insurance COmpani ... Inc. The B~e Cross and Bkle Sllie~ names and symbo~ areregisteredmarks of the Blt.e Closs and Blue Shieij Assoc~rion. 
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THIRD-PARTY INFORMATION 

Name of third party Reason for disclosure of report 

Third-party's full mailing address or email address Relationship of third-party 

D Broker D Vendor 

FREQUENCY OF REPORT* 

D One time only D Monthly D Quarterly D Semi-annually D Annually 

INFORMATION BEING REQUESTED 

Could this request be fulfilled using Summary Health Information or de-identified information? 
If not, please explain. 

D Yes D No 

D New carrier 

D Other 

D Other: 

D Standard report(s) or extracts D Non-standard report(s) or extracts: specifically list the data 
elements requested: 

REASON BEING REQUESTED 

D Audit D Enrollment D Billing D Financial analysis D Stop-loss/Reinsurance 
D Benefit analysis D Other (state reason for request): _________________ _ 

D Clinical analysis. If clinical and/or provider analysis, please identify the use(s) of the PHI requested: 
D Provider access D Predictive modeling D Disease management & wellness program opportunities 
D Morbidity distribution of members D Repricing D Other (state reason for request):--------
0 EAP activity opportunities D Stop loss/reinsurance D UM Management 
D Identify high volume providers D Transition of Care D Wellness incentives 
D Monitor catastrophic cases D Transition to a new carrier 

THIRD-PARTY INFORMATION 

Name of third party Reason for disclosure of report 

Third-party's full mailing address or email address Relationship of third-party 

D Broker 

FREQUENCY OF REPORT* 

D One time only D Monthly D Quarterly D Semi-annually 

INFORMATION BEING REQUESTED 

Could this request be fulfilled using Summary Health Information or de-identified information? 
If not, please explain. 

D Vendor 

D Annually 

D Yes D No 

D New carrier 

D Other 

D Other: 

D Standard report(s) or extracts D Non-standard report(s) or extracts: specifically list the data 
elements requested: 

REASON BEING REQUESTED 

D Audit D Enrollment D Billing D Financial analysis D Stop-loss/Reinsurance 
D Benefit analysis D Other (state reason for request): _ _ _______________ _ 

D Clinical analysis. If clinical and/or provider analysis, please identify the use(s) of the PHI requested: 
D Provider access D Predictive modeling D Disease management & wellness program opportunities 
D Morbidity distribution of members D Repricing D Other (state reason for request): _______ _ 
D EAP activity opportunities D Stop loss/reinsurance D UM Management 
D Identify high volume providers D Transition of Care D Wellness incentives 
D Monitor catastrophic cases D Transition to a new carrier 

*Note that the request is valid for the Group's renewal period. At the end of this period, a new Request Form must be submitted. 
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THIRD-PARTY INFORMATION 

Name of third party Reason for disclosure of report 

Third-party's full mailing address or email address Relationship of third-party 

0 Broker 0 Vendor 

FREQUENCY OF REPORT* 

0 One time only 0 Monthly 0 Quarterly 0 Semi-annually 0 Annually 

INFORMATION BEING REQUESTED 

Could this request be fulfilled using Summary Health Information or de-identified information? 
If not, please explain. 

0 Yes 0 No 

0 New carrier 

0 Other 

0 Other: 

O Standard report<sl or extracts 0 Non-standard report<sl or extracts: specifically list the data 
elements requested: 

REASON BEING REQUESTED 

O Audit 0 Enrollment 0 Billing 0 Financial analysis 0 Stop-loss/Reinsurance 
0 Benefit analysis 0 Other (state reason for request): _________________ _ 

0 Clinical analysis. If clinical and/or provider analysis, please identify the use(sl of the PHI requested: 

0 Provider access 0 Predictive modeling 0 Disease management & wellness program opportunities 
0 Morbidity distribution of members 0 Repricing D Other (state reason for request):--------
0 EAP activity opportunities 0 Stop loss/reinsurance 0 UM Management 
0 Identify high volume providers 0 Transition of Care 0 Wellness incentives 
0 Monitor catastrophic cases 0 Transition to a new carrier 

THIRD-PARTY INFORMATION 

Name of third party 

Third-party's full mailing address or email address 

FREQUENCY OF REPORT* 

0 One time only 0 Monthly 0 Quarterly 

INFORMATION BEING REQUESTED 

Reason for disclosure of report 

Relationship of third-party 

0 Broker 0 Vendor 

0 Semi-annually D Annually 

Could this request be fulfilled using Summary Health Information or de-Identified information? 
If not, please explain. 

0 Yes 0 No 

0 New carrier 

0 Other 

0 Other: 

O Standard report(s) or extracts D Non-standard report(s) or extracts: specifically list the data 
elements requested: 

REASON BEING REQUESTED 

0 Audit 0 Enrollment 0 Billing 0 Financial analysis 0 Stop·loss/Reinsurance 
0 Benefit analysis 0 Other (state reason for request):------------------
0 Clinical analysis. If clinical and/or provider analysis, please identify the use(sl of the PHI requested: 

0 Provider access 0 Predictive modeling 0 Disease management & wellness program opportunities 
0 Morbidity distribution of members D Repricing 0 Other (state reason for request): _______ _ 
0 EAP activity opportunities 0 Stop loss/reinsurance 0 UM Management 
0 Identify high volume providers 0 Transition of Care 0 Wellness incentives 
D Monitor ca tastrophic cases 0 Transition to a new carrier 

*Note that the request is valid for the Group's renewal period. At the end of this period, a new Request Form must be submitted. 
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Actively-at-work Disclosure Statement 
Anthem Life 

In column one below enter a •1 • or •2• according to the following. 

AnthemLife +. V 

1 - The proposed insurance contract contains a provision excluding coverage for employees who are not actively at work other than for reasons of disability. This means an employee is not present to carry 
out normal assigned duties. As an underwriting consideration, the provision MAY be waived for such persons if the employer discloses the following pertinent details regarding all such known individuals as 
of a date not exceeding 35 days prior to the proposed effective date. Please use a (1) to denote these individuals. 

2 - This provision does not apply to persons not actively at work for reasons of disability, but we ask that they be listed below also if they are otherwise eligible for coverage and the employer wishes to have 
them covered on the effective date. Please use a (2) to denote these persons. 

Employee 
see Employee name or I Sex 

above Dependent 
Birth date 

0 1 0e-CC r<le.CDr ~ k ~Employee ~ M 
0 2 O Dependent OF rnen\tlwki.t-h 
0 1 O Employee O M 
02 O Dependent OF 

0 1 OEmployee OM 
02 0Dependent O F 

0 1 O Employee O M 
02 0Dependent O F 

0 1 O Employee OM 
02 ODependent O F 

0 1 OEmployee OM 
0 2 ODependent OF 

0 1 O Employee OM 
02 0Dependent OF 

0 1 O Employee O M 
0 2 0Dependent OF 

0 1 O Employee O M 
02 0 Dependent OF 

0 Employee 0 M 
0 Dependent 0 F 

The employer named below, through its authorized officer, hereby represents that the above list is true, complete and accurate to the best of his/her knowledge and belief, and that nothing has been knowingly 
or intentionally omitted. The employer further acknowledges, understands and agrees that this information will be used to evaluate the pricing of the proposed coverage and that no coverage will be provided 
for non-disabled individuals unless specifically agreed to by the insurer. Please note if it is requested that actively at work provisions be waived for non-disabled individuals 

City of Greenwood Mayor 

Date Employer name I Authorize.d officer signature I Authorized officer name I ntle 

x~ Mark Myers 

357991NllDll8S Z/13 
·1tten by Anthem life lnslnrce ~.an independent lktnsee of the Blue Cross and Blue Shield Association. 
CIJa'4>alies. ~ The 8lue Cross and Blue Sllield names ""' symbols .,. r<gjs!Olld malla of Ule 8lue Cross and Blue Shield Association. 1 oil 



Anthem Electronic Funds Transfer (EFT) 
Authorization Form - Indiana 

AnthemG+W 
BlueCross BlueShield T. ~ 

We authorize Anthem Insurance Companies, Inc., dba Anthem Blue Cross and Blue Shield (Anthem), to initiate debit entries of premiums or any other related 
payments on our behalf and credit entries as required to our account indicated below, and authorize the financial institution named below to debit/credit the 
same to such account. 

Enrollment type 
[ZI New n Revised 

SECTION 1: FINANCIAL INSTITUTION INFORMATION 
Financial institution name 

Regions Bank 

Street address 

1 Indiana Square 

Account no. 

City 

Indianapolis 

Bank ABA no. 

Requested effective date 

04/01/2016 

State 

IN 

ZIP code 

46204 

0 J ft, 0'1 L/ q/ 213 
Account type 

Checking/NOW D Savings [!Other: _ _____________ _ 

PLEASE ATTACH A VOIDED CHECK. 

SECTION 2: GROUP INFORMATION . 
Group name 

City of Greenwood 

Street address City 

300 S Madison Ave Greenwood 

Contact person Phone no. 

Anthem group no. 

State ZIP code 

46142 

This authorization is to remain in full force and effect until Anthem and the above-named financial institution have received written notification 
simultaneously from us of its termination in such time and in such manner as to afford Anthem and the above-named financial institution a 
reasonable opportunity to act on it. 

Name Title Date 

Kathie Fritz Vei ufi {5;nfrolle. 0 ~ 2 3 :? O I ID 

FOR ANTHEM USE ONLY 
Anthem authorized signature 

x 

Send completed form to: 
Anthem Blue Cross and Blue Shield 
PO Box 37160 
Louisville, KY 40233-7160 

Name Title Date 

Anthem Blue Closs and BIJe Shield is the ~ade name of Anthem lnsurar<e Companies. Inc. Independent licensee of the Blue Cross and B~e Shield Association. 
357891~MUllBS 1/13 •.INIHCM is a registered tli!demarl< of A'mem ll\SIJrance companies. Inc. The B~e Closs and B~e S~e~ na•.es and symb~s are registered mark$ of the B~e Closs and B~e Shie~ Associalio~ I of! 

















COBRA Client Renewal Form

As always, we are here to help:

COBRA Participant

Phone: 855.892.6272

Online: primepay.com/support
Fax: 866.382.6272

Election Changes

We will receive and process enrollment changes for the upcoming new year.  We will update our 

QB records and provide QBs with written confirmation of the new elections and new premium 

coupons.  

If you have selected our Standard Solution, you must notify the carrier(s) of any enrollment 

changes for the upcoming year.  Please log into your COBRA Portal and run a Carrier Notification 

report.  If you need assistance, please contact your dedicated COBRA Account Specialist.

If you selected our Premium Solution, we will notify the carrier(s) of any enrollment changes for 

the upcoming year.  To verify which service you have selected, please refer to your COBRA Service 

Agreement or contact your Client Support Specialist.

WHO NEEDS HELP WHO TO CONTACT

Client or Broker ONLY

Phone: 877.972.6272
Online: primepay.com/support
Fax: 866.382.6272

Thank you for choosing PrimePay’s COBRA Solution!  We know you have other options for COBRA administration, and we thank you for your continued 

trust and partnership.  To begin your COBRA renewal, please complete this application and return to us. 

We will use this application to update your plans and notify your participants. Please ensure the application is fully and accurately completed to ensure 

a smooth renewal of services. Please "Save As" and add your client name to the file name (example: SampleClient_New.COBRA.Client.Form.pdf) so we 

may easily identify your form. 

You can submit your form online at primepay.com/support or fax to 866.382.6272, and we will begin your renewal once your application is 
received. While renewals may vary, here is an overview of our typical renewal, so you know what to expect: 

PHASE DESCRIPTION

System Update

The COBRA Portals and Member Records will be updated based on your Renewal Application.

Please let us know if you are adding, ending or replacing any plans and/or carriers, and if your 

COBRA population will need to re‐elect coverage for the next year.

QB Notification

We will notify Enrolled QBs and Pending QBs of the plan changes.  

Standard Solution: You are responsible for distributing Open Enrollment packets to your COBRA 

population.

Premium Solution:  PrimePay will provide full Open Enrollment packets to the enrolled COBRA 

participants. 

To verify which service you have selected, please refer to your COBRA Service Agreement or 

contact your Client Support Specialist.
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COBRA Client Renewal Form

Section 1      Client Information

Email Address: Phone Number: Fax Number:

Primary Broker Contact for Renewal
Name: Title: Date:

Email Address: Phone Number: Fax Number:

Please summarize any Carrier changes for this open enrollment: If Carriers are being changed, please provide further details:

Primary Client Contact for Renewal
Name: Title: Date:

Please summarize any Plan changes for this open enrollment: If Plans are being changed, please provide further details:

Premium Solution Clients:

Please provide any inserts for your COBRA Open Enrollment packets 

(up to 15 pages).  PrimePay has a standard cover letter and 

enrollment form.

Will this be an Active or Passive Open Enrollment?

Hint: Apply same enrollment rules as active employees.
Is PrimePay Authorized to accept late Open Enrollment elections?

Effective Date of Changes: Open Enrollment

Start Date:

Open Enrollment

End Date:

Client Information
Client Name: # Enrolled Employees for Billing:

Email Address: Phone Number: Fax Number:

Person Completing this Form
Name: Title: Date:
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COBRA Client Renewal Form

Section 2      Existing Plan(s) Renewal
Below are the plan(s) currently set up in the COBRA Portal.  We have pre‐filled the information we have into the table.

‐  If the Plan is ending, please indicate in question #5.

‐  If you are adding new plans and/or changing carriers, please use Section 3 to add the new plans.

‐  If this Plan and Carrier will be offered next year, please provide the new rates.  If you are changing carriers, please use Section 3 to add 

the new plan.

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

CURRENT PLAN 1

1.  Plan Name

2.  Carrier Name

3.  Group Number

4.  Effective Date

5.  Is this Plan AND Carrier continuing?

4.  Effective Date

5.  Is this Plan AND Carrier continuing?

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

CURRENT PLAN 3

1.  Plan Name

2.  Carrier Name

3.  Group Number

CURRENT PLAN 2

1.  Plan Name

2.  Carrier Name

3.  Group Number

4.  Effective Date

5.  Is this Plan AND Carrier continuing?

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

4.  Effective Date

5.  Is this Plan AND Carrier continuing?

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

CURRENT PLAN 4

1.  Plan Name

2.  Carrier Name

3.  Group Number

4.  Effective Date

5.  Is this Plan AND Carrier continuing?

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

CURRENT PLAN 5

1.  Plan Name

2.  Carrier Name

3.  Group Number

4.  Effective Date

5.  Is this Plan AND Carrier continuing?

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

CURRENT PLAN 6

1.  Plan Name

2.  Carrier Name

3.  Group Number
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COBRA Client Renewal Form

Section 2      Existing Plan(s) Renewal
Below are the plan(s) currently set up in the COBRA Portal.  We have pre‐filled the information we have into the table.

‐  If the Plan is ending, please indicate in question #5.

‐  If you are adding new plans and/or changing carriers, please use Section 3 to add the new plans.

‐  If this Plan and Carrier will be offered next year, please provide the new rates.  If you are changing carriers, please use Section 3 to add 

the new plan.

CURRENT PLAN 7 CURRENT PLAN 8 CURRENT PLAN 9

1.  Plan Name 1.  Plan Name 1.  Plan Name

3.  Group Number 3.  Group Number 3.  Group Number

2.  Carrier Name 2.  Carrier Name 2.  Carrier Name

5.  Is this Plan AND Carrier continuing? 5.  Is this Plan AND Carrier continuing? 5.  Is this Plan AND Carrier continuing?

4.  Effective Date 4.  Effective Date 4.  Effective Date

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

2.  Carrier Name 2.  Carrier Name 2.  Carrier Name

CURRENT PLAN 10 CURRENT PLAN 11 CURRENT PLAN 12

1.  Plan Name 1.  Plan Name 1.  Plan Name

4.  Effective Date 4.  Effective Date 4.  Effective Date

3.  Group Number 3.  Group Number 3.  Group Number

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

6.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

5.  Is this Plan AND Carrier continuing? 5.  Is this Plan AND Carrier continuing? 5.  Is this Plan AND Carrier continuing?
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COBRA Client Renewal Form

Section 3      NEW Plan(s)

For NEW plan(s) ONLY: You will complete this section if you are adding new plans.  

If you have selected our Premium Solution, you must explain how PrimePay will notify the carrier of COBRA enrollment changes.

NEW PLAN 1 

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

Email:

Phone #:

Fax #:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

NEW PLAN 2

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

Fax #:

Email:

Phone #:
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COBRA Client Renewal Form

Section 3:      NEW Plan(s)

For NEW plan(s) ONLY: You will complete this section if you are adding new plans.  

If you have selected our Premium Solution, you must explain how PrimePay will notify the carrier of COBRA enrollment changes.

NEW PLAN 3

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

Fax #:

NEW PLAN 4

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

Email:

Phone #:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

Fax #:

Email:

Phone #:
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COBRA Client Renewal Form

Section 3:      NEW Plan(s)

For NEW plan(s) ONLY: You will complete this section if you are adding new plans.  

If you have selected our Premium Solution, you must explain how PrimePay will notify the carrier of COBRA enrollment changes.

NEW PLAN 5

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

Fax #:

NEW PLAN 6

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

Email:

Phone #:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

Fax #:

Email:

Phone #:
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COBRA Client Renewal Form

Section 3:      NEW Plan(s)

For NEW plan(s) ONLY: You will complete this section if you are adding new plans.  

If you have selected our Premium Solution, you must explain how PrimePay will notify the carrier of COBRA enrollment changes.

NEW PLAN 7

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

Fax #:

NEW PLAN 8

1.  Plan Type: 2.  Plan Name: 3.  Effective Date:

Email:

Phone #:

7.  Type of Plan funding: 8.  Plan written in what state? 9.  Conversion avail? 10.  Disability COBRA admin fee?

4.  COBRA Group Number: 5.  Carrier Name: 6. Participant Customer Service PH#:

13.  Coverage Level & Rates

For Age/Gender rates, please attach rate 

sheet.

14.  PREMIUM SOLUTION:  PrimePay is responsible for reporting enrollment updates to your carriers.  Please 

explain how we will interact with the carrier.

Name:

11.  When does coverage end due to an employee's Qualifying Event (i.e., 

termination, reduction of hours)?

12.  When does coverage end due to a dependent's Qualifying Event 

(i.e.,divorce, ineligible dependent, death)?

Fax #:

Email:

Phone #:
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	Res. 16-01 - Health Insurance - Anthem
	Res. 16-01 - Health Insurnace - Anthem

	Summary of Benefits - signed by Mayor
	Anthem - Employer Applicaiotn for Admin Services - signed by Mayor - optimized
	Assumption of Risk - signed by the Mayor
	City of Greenwood_COBRA Client Renewal Form_2_16_2016 1 30 16 PM
	Delta Dential - fully signed

	Your Name: Angela Ku
	Your Title: Account Manager
	Todays Date: 2/20/2016
	Your Email Address: angela.ku@regions.com
	Your Phone Number: 317-581-3226
	Your Fax #: 855-452-1300
	Client Name: City of Greenwood
	# of Employees for Billing: 235
	Effective Date of Changes: 04/01/2016
	Open Enrollment Start Date: 02/17/2016
	Open Enrollment End DateRow1: 03/04/2016
	Active or Passive OE: [PASSIVE - All elections default to the new year]
	Late OE Elections: [NO - Late forms should not be accepted.]
	Plan change summary: [New plans added that replace existing plans.]
	If plans are being replaced this OE please provide further detail regarding these changesRow1: Switching medical carriers
	Carrier change summary: [New carriers added that replace existing plans.]
	If carriers are being replaced this OE please provide further detail regarding these changesRow1: Switching medical carriers
	Client Contact Name: Lisa Bertram
	Client Contact Title: Benefits Coordinator
	Client Contact Date: 02/20/2016
	Client Contact Email Address: bertraml@greenwood.in.gov
	Client Contact Phone Number: 317-887-5604
	Client Contact Fax #: 
	Broker Contact Name: Angie Ku
	Broker Contact Title: Account Manager
	Broker Contact Date: 2/20/2016
	Broker Contact Email Address: angela.ku@regions.com
	Broker Contact Phone Number: 317-581-3226
	Broker Contact Fax #: 855-452-1300
	1 PlanName: Advantage Health Solutions Medical Plan
	1 CarrierName: Advantage
	1 Carrier#: 2000SF
	1 Renewal Date: 4/1/2016
	Renew Plan 1: [No, plan should be ended.]
	Plan 1 CovLev1: [Select from below]
	Plan 1 Rate 1: 
	Plan 1 CovLev2: [Select from below]
	Plan 1 Rate 2: 
	Plan 1 CovLev3: [Select from below]
	Plan 1 Rate 3: 
	Plan 1 CovLev4: [Select from below]
	Plan 1 Rate 4: 
	Plan 1 CovLev5: [Select from below]
	Plan 1 Rate 5: 
	2 PlanName: Delta Dental Plan
	2 CarrierName: Delta Dental
	2 Carrier#: 0505
	2 Renewal Date: 4/1/2016
	Renew Plan 2: [Yes, both are continuing.]
	Plan 2 CovLev1: [Employee Only]
	Plan 2 Rate 1: 33.97
	Plan 2 CovLev2: [Employee + Spouse]
	Plan 2 Rate 2: 81.30
	Plan 2 CovLev3: [Employee + Children]
	Plan 2 Rate 3: 73.92
	Plan 2 CovLev4: [Employee + Family]
	Plan 2 Rate 4: 121.61
	Plan 2 CovLev5: [Select from below]
	Plan 2 Rate 5: 
	3 PlanName: VSP Vision Plan
	3 CarrierName: VSP Vision
	3 Carrier#: 476671
	3 Renewal Date: 4/1/2016
	Renew Plan 3: [Yes, both are continuing.]
	Plan 3 CovLev1: [Employee Only]
	Plan 3 Rate 1: 4.25
	Plan 3 CovLev2: [Employee + Spouse]
	Plan 3 Rate 2: 10.10
	Plan 3 CovLev3: [Employee + Child]
	Plan 3 Rate 3: 8.75
	Plan 3 CovLev4: [Employee + Family]
	Plan 3 Rate 4: 12.90
	Plan 3 CovLev5: [Select from below]
	Plan 3 Rate 5: 
	4 PlanName: 
	4 CarrierName: 
	4 Carrier#: 
	4 Renewal Date: 
	Renew Plan 4: [Select from below]
	Plan 4 CovLev1: [Select from below]
	Plan 4 Rate 1: 
	Plan 4 CovLev2: [Select from below]
	Plan 4 Rate 2: 
	Plan 4 CovLev3: [Select from below]
	Plan 4 Rate 3: 
	Plan 4 CovLev4: [Select from below]
	Plan 4 Rate 4: 
	Plan 4 CovLev5: [Select from below]
	Plan 4 Rate 5: 
	5 PlanName: 
	5 CarrierName: 
	5 Carrier#: 
	5 Renewal Date: 
	Renew Plan 5: [Select from below]
	Plan 5 CovLev1: [Select from below]
	Plan 5 Rate 1: 
	Plan 5 CovLev2: [Select from below]
	Plan 5 Rate 2: 
	Plan 5 CovLev3: [Select from below]
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