Wellmark. |

Wellmark 8lue Cress and Blue Shield is an Independent
Licensee of the Blue Cross and Blue Shield Association,

CONFIRMATION OF MSP ADDENDUM

ALL NEW AND RENEWAL GROUPS ARE REQUIRED TO SUBMIT A COMPLETED FORM. FAILURE TO SUBMIT A COMPLETED |
FORM WILL DELAY THE INITIAL ENROLLMENT OR RENEWAL PROCESS :
UNTIL THIS FORM IS SUBMITTED. |

Part A - Employer Information

Please complete a separate confirmation form for each Employer Tax ldentification Number you use to report employee
earnings to the Internal Revenue Service {IRS). See the Medicare Secondary Payer Definitions page (M-1756) for mare
information on terms shown in italics.

Employer Tax |ldentification Number: I__{I El E E

Group Number (Renewing Groups Only): XA117-0001 ,0003,0004,0005,0006,0007,0009,0010,0011,0013,0014,0015,00186,

Employer Name: Woodbury County  0017,0018,0018,0020,0021,0022,0023,0024,0025,0026,0027,0028,0030,0031,0032,

Employer Address: 620 Douglas 0033,0034,0035,0036,0050,0051,0060,0061,0062,0063,1064,1065,1066,1069,1070 :

City: SiouxCity State: 1A Zip: 51101
1071,1072,DBR1, DBR2

E-mail Address (optional); melissathomas@woodburycountyiow

Contact Person: _Melissa Thomas
Telephone Number: / 12-279-6480

1. Did your organization make contributions on behalf of any employee who was covered under a [IYes No
collectively bargained Health and Welfare Fund (i.e., union plan) during the previous calendar year?
2. Did you have 20 or more employees for 20 or more calendar weeks (this includes all full-time, pari-time, Yes [ ]No
intermittent, /eased and/or seasonal employees, not just those eligible or enrolled employees) during the
previous or current calendar year? If no, in the event you experience a change, you must notify Wellmark
when this change occurs. ‘ _
3. Did you have 100 or more employees during 50 percent of your business days {this includes all full-time, [X] Yes CINo
part-time, intermittent, Jeased and/for seasonal employees, not just those eligible or enrolled employees)
during the previous calendar year?
4. Did your organization participate in a multi or muitiple employer group health plan (more than one [ves No
employer in group, i.e., Multiple Employer Welfare Association} during the previous calendar year? :
If yes, what is the name and address of the multi or multiple employer plan?
Name:
Address: |
City: State: Zip:
5. Was your organization part of a commonly owned or commonly controlled group of organizations during [ClYes No
the previous calendar year?
If yes, what is the name and address of the commonly owned/controfled entity? \
Name: Name:
Address: Address:
City: State: Zip: City: State: Zip:
Part B - Employer Certification
| cettify that the information provided is accurate and truthful. All information will be used to identify the
Medicare Secondary Payiiziwfedicare-enrolled employees,
= W 1Y) 2023 i
Sig 9!6 & - 4 Date
Sehed'completed MSP form based on following:
IA & SD Large Groups {newor  [JA & SD Small Groups (new or 1A Small Groups renewing with no | SD Small Groups renewing with no
renewal) renewing with benefit changes) _[benefit change - send this form to: | benefit change
Send this completed MSP form to:

Submit this completed MSP
form with group's health plan
new or renewal paperwork

Submit this completed MSP form
with group's health plan new or
renewal paperwork

Fax: (515) 376-9044 or

Wellmark, Inc.

PO Box 9232 — Mail Station 3W396
Des Moines, 1A 50306-9232

Wellmark, Inc.
PO Box 5023 — Station 338
Sioux Fails, SD 57117-5023

N-23055M4 AN-T
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Wellmarkn

Wiptimiank, Birse Cents and Bhao Shieid & an Irglnpenient,
Licensee of e Glae Cross Ao Hlue Shield Asgaclatisn,

Self Funded FINAL Renewal Rates

Group Name:  Woodbury Couniy

Account Key: 00017570
Renewal Pericd: 01/01/2024 to 12/31/2024

Current Benefit Offerings Current Enrollment Stop Loss Terms

OBRS #189438-111 / 189438-112 (MV1) 85 Single Contract: 84/12
Alliance Select 256 Family Monthiy Aggregate Option: No
Deductible: $250 / $500 Payment Terms: Actual Waekly

Coinsurance:; 10% / 20%

OPM: $750/$1,250 341 Total
Office Visit Copay: $20

BlueRx Complete

Deductible: $250/$500

Copay: $6/$25/$50

Coinsurance: 20%/20%/20%

Estimated Annual Premium

Level Fee/Coniract Based on Current Enroliment

Individual Stop Loss $100,000 $175.32 $717,409
Aggregate Stop Loss 125% $4.86 ‘ $19,887
Administrative Fees - Health wiweekiy setflement $47.59 $194,738
Administrative Fees - PBM ' $1.10 $4,501
Consultant Fee $0.00 $0
Total Administrative Fees $228,87 $036,536

Network Access Fee $10.21 $41,779
Single Eamil Annual Projection

Expected Claims $814.05 $2,035.13 $7.082,250
Admin, NAF & Stop Loss Fees $113.69 $284.22 $989,088
Estimated Suggested Rates* $927.74 $2,319.35 $8,071,338
Attachment Points $1,017.57 $2,543.93 : $8,852.874
Admin, NAF & Stop Loss Fees $113.69 $284.22 $989,088
Estimated Max Liability to Fund* $1,131.26 $2,828.15 $9,841,962

=Actual results may vary. Also, rates provided include adminisirative costs based on the entire group population.
Individual Stop Loss includes coverage for Heaith and Drug and is based on a lifetime maximum of unlimited.
Aggregate Stop Loss Includes coverage for Health and Drug. The maximum Aggregate reimbursement s unlimited,

Employer Signature: _L, Date: I ] ‘ ! f tZoga

[ 4

Comments:

v51728 Independent Licensee of the Blue Cross and Blue Shield Association Proposal Date: 10/3/2023



Wellmark.

Wellimaik Blue Cross and [ty Shigid in as Indopendent

Lizknsed ol ie Blue Cross amé Bluz Sileld Assoclativn.
Self Funded FINAL Renewal Rates

Group Name:  Woodbury Counly

Account Key: 00017570
Renewal Feriod: 01/01/2024 to 12/31/2024

Cuirent Benefit Offerings Gurrent Enroliment Stop Loss Terms
OBS #189438-113 / 189438-114 (MV1) 14 Single Contract: 84/12

Wellmark Blue HMO 19 Family Manthly Aggregate Option: No
Deductible: $250 7 $500 Payment Terms: Actual Weekly
Coinsurance: 10%

OPM: $750/$1,250 33 Total

Office Visit Copay; See OBS
BlueRx Value Plus
Deductible: $250/$500
Copay: $6/$25/$50
Coinsurance: 20%/20%/20%

Estimated Annual Premium

Leve! FeelContract Based on Current Enroliment

Individual Stop Loss $100,000 $175.32 $69,427
Aggregate Stop Loss 125% $4.86 $1,025
Administrative Fees - Health wiweekly selllement $47.59 $18.846
Administrative Fees - PBM $1.10 $436
Consuttant Fee $0.00 $0
Total Administrative Fees $228.87 $90,633

MNetwork Access Fee $10.21 $4,043
Single Fami Annual Projection

Expected Claims $716.72 $1,761.81 $528,042
Admin, NAF & Stop Loss Fees $113.69 $284.22 $83,902
Estimated Suggested Rates* $830.41 $2,076.03 $612,844
Attachment Points $805.91 $2,239.78 $661,183
Admin, NAF & Stop Loss Fees $113.69 $284,22 583,802
Estimated Max Liability to Fund* $1,009.60 $2,524.00 $745,085

*Actual results may vary. Also, rates provided include administrative cosls based on the entire group population.
Individual Stop Loss indudes coverage for Health and Drug and Is based on a lifetime maximum of unlimited.
Aggregate Stop Loss includes coverage for Health and Drug. The maximum Aggregate reimbursement is unlimlted.

Employer Signalure: /2—«.‘ M{é/ Date: l:f / / 7/ 200~ _5
/S

Commants:

v51728 Independent Licensee of the Blue Cross and Blue Shield Association Proposal Date: 10/3/2023



Wellmark. K51

© 2019 Wellmark fnc. AB Fghts reserved. Wunm:rkslw Cross and Blus Shisid of lova, Wellmack
Hesith Plan of kowa, Inc., Wetmark Blom Cross and Blus Shield of South Bakena, Wellmark Yalue
Health Plan, Inc., and Wellmark Adminlstrators, Inc. ara Indspendent Beensees of tha Bliva Cross
and Blue Shield Assoc[allun.

ACCOUNT INFORMATION AND BINDER AGREEMENT

‘00017570 -

g

Physical Aderess

WOODBURY COU NTY COURTHOUSE 620 DOUGLAS ST RM 701
AddmssUnel B : - o ‘fﬂi‘hJ'fq “:5“£ﬁddmssUne2 ’

51101-1254
RS EEET

; SIOU)( CITY
ey, L

‘Heaith Care Management Services ~

~Self Funded
See Attached Rale Extibit




This Large Group Account Information and Binder Agreement (“Binder Agreamesnt*) serves solely as evidence of Wellmark's agreement to provide the health
“insurance caverage or administrative services and to provids services for any applicable stop loss Insurance coverage, indicated above, .The Acrount agreesio . -
the terms and payment obligations stated herein and agrees to pay Wgﬂmérk the applicable rates, administrative fees, andvor stop loss premium slated inthe - -
- attached documentation. ‘Execullon of the Binder Agresment by the Account authorizes Wellmark to implement the administration of this coverage including -

“the processing and settlement of clalms for members of the Account’s group health plan incurred within the Rating Perlod stated in the attached Ra g -

- Exhibil,. On or.about the effactive date of coverage, Wellmark shall Issue and executa 2 deflnjtive agreement which may be a Group. Insurance Polfcy, .

Administrative Services Agreement and ar Stop Loss Policy, depoending on the nature of the group health plan. The definitive Agieement will sot forth therights .

! limark and the Account. Account's payment to Wgﬂn;a!k of {he'épp(icgp!s‘ fees as of the effeclive date.is evidence of Account’s - :

and responsibilities of Wel
- ‘agresment fo the terms specified in the definitive agreement.

Signalures on this Binder Agreement confinm that the Binder Agresment and the subsequent definitlve agresment are issued for delivery in elther lowa or, - o

South Dakota, as applicable. Account understands and agrees that Wellmark defines a Nalional Account as any company headquartered in Wellmark’s service
, area of lowa or South Dakota but which also has employses working at locatlons in other states whose claims are processed through the Blue Cross and Blue . . -

-Shield Association's Blug Card program. If the Accountis not headquartered in Wellmadk's service area, caverage may be fimited to employees asscclated with -

-Account Jocations in Wellmark’s service, and coverage will ba vold for any persons associated with Account locations outside Wellmark’s Service Area unless .
-« eXpress consent Is obtained from the local Blug Cross or Blug Shield licensee. ! Yo Pt e ]

-Account acknowledges and agrees that it has reviewed and appraved this Binder. Agreement and all attachments. Account acknowledges Weillmark witl rely.on
the information contained in this Binder Agreement, and all of the altachments hereto, Including but not limited to the SBC Employer Data Form, Medicare . - -

' Sscondaty Payer Addendum, Rate Exhibits, Health and Care Management rales, Online Benelit Summary (0BS), COBRA Agreements, representations of - . -
*grandfathered stafus and any performangce guarentce informalion. Account represents ta Wellmark that the Information contained hereln Is carrect. .~ ™.

"This Binder Agreement shall expire upon Wellmark's issuance and exscution of the definitive agreement (elther the Group Insurance Policy, or Administrative
‘Services Agreement and Stop Loss Policy, if applicable), EXCEPT that any COBRA Agreements, Health and Care Management Programs/Services Rating -~
“Exhibit, will remain in effect and become a part of the definltive agreement. 1tis understood thal the Wellmark may continue to rely on the designations.of ...~
Individuals and authorizations made hereln untll the Account withdraws such designations or authoriza tions or provides updated designationsand ™" ¥+
‘authorfzations. it is understood and agreed that the lerms and conditions of the definitive agreement and benefits document(s} issued by Welimark to the ..
Account, and the tarms and conditlons of the definitive stop loss policy issued by stop loss carrler, if any, shall gavern and contrel the terms sia ted it this 7
Binder. Any inconsistency between thls Binder Agreement, including aitachments, and any subsequently issued definitive agreement(s) shail be construed in. . - :
favor of the subsequently issued defipitive agreement. This, Binder Agreement shall be governed In accoerdance, with fowa Law, - LS o

RN

ACCOUNT:

W Jeremy Tayior

ety

By (sigl ) ﬂ Printed Name

Vice-Chair, Board of Supervisors 1l / 14 / 20 P>

Tie .~ " pate . -




Wellmark. '

© 2019 Wellmark fnc. AL fghls reserved. Wallmark Bi.ul Ceoss and Blua Shield of fowa, Wetlmazk

Haailh Plan of lewsa, Ine., Eross md f South Dakots, Welimark Yol
Heallh Plan, Inc., and Wel 1tha
and Blus Shisld ‘Aasoclatian,

ACCOUNT INFORMATION AND BINDER AGREEMENT

00017570 000DXA117:

¥ Account Key .~ Group Nur

f?wooneunv counw

"Accoum Legal Nama Qe

'=i,l?hy§|cal Addre;r.s

_;_WOODBURY cou NTY COURTHOUSE 7 620 DOUGLAS ST RM 701

"Address Llne 1 -t T T el .'-:'_-7'-Address Line2 . : -

SIOUX CITY A . 51101 1254

Brllrng Address (rf drfferent than physrcal address) :

[:I 3rd Party Billlng Servtce (rfchecked accoun  acknow edges the We!l’mark Group Statement ..
~or premium imveice, derrvered periodicaliy o, any third party servfce prawder, can be viewed by F
"“account, by registering for efectronic billing at Welimark.com.) - : N

‘D Alternate Locatlon o

WOODBURY COUNTY COURTHOUSE 620 DOUGLAS ST RM 701
Address Line 1 : L Address Line2 . i :
SIOUX CITY 1A ' 51101-1254

Authorrzed Health Plan Representatlves

_An authorlzed health plan representatwe is an employee of the Account (not the Producer) who is authorized fo request and L
Tecelve the minimum necessary protected health plan information about the group | health p]an ] members In ‘order to perform
their day-to-day job functions of administering beneflts for participants of the plan. T ing Individual es e
authenzed health plan representatives. SR

1/1/2024

Effective Date

Name Titie Emal =~ - t’hune

Lisa Anderson HR Secretary . LISAANDERSON@wo 712-279-6488
odburycountyiow

- a.gov




‘Authorized Health Plan Representatives (continued)

Narre e “Prone -
Melissa Thomas HR Director melissathomas@w 712-234-20(8
oodburycountyio :
. wa.gov

Producer Designation -

-?Nq Prod cer Qeéignétéd o

m as the deslgnated employec benefits and insurance K

Acébun_t rédue_sts that Wellmark recognize the following indiy{iqual,éﬁd fir
producer. s

begignation of Producer Effective Date -

‘Primary Producer Name - i e 7e - produger FirmName . " Producer Number.

Producer Firm Address 1 S e Gy A s Bl State .~ - Zp. ¢ B

* Pnoe -

o ;“Em.allr X

'Prlzrgary Contact Name .

Authorization to Release Group Health Plan Information and Protected Health Informationdo Consultant -
By signing below, the Employer hereby authorizes and directs Wellmark, Inc. to disclose to the above, designated Consultant

:éerta‘m group health plan information and Protected Health Information regarding partlcipants in the employer-sponsored group |
health plan for the purpose of the Consultant's administration of the Employer's group health plan, The Employer authorizes _ -
Welimark to disclose such information via secure online access through Wellmark's webslte, including the following website
applications which contain information the Employer considers necessary to provide to the Consultant |n order to condu

:'dperat‘lons of the :Emp_loyer's group __hegllh plan

Member Maintenance/Update Member Information
‘Employer Reports.. 7 T n T
- » - “Update Other Insurance Information/Coordination of Bepefits . -~
@ " CheckClaims Status . . .. R o
e .eBillingServices ~ - . .70 T e T e
. . . Ellgibllity Verification Benefits Information (EVBI) - o

:[1 Yes, | authorize my Consultant to access thisinformation. . "0« -~ .. : A ; o
' Byslgning below, the Employer authorizes Wellmark to provide the Consultant access to this information on an ongoing basls without further .~
Pk authorizatlon. The Emplayer represents and agrees that 1) The Consultant is considered 4 Business Associate of the Empleyer, not .- -~~~
oL . . Wellmark, Inc., 2) The information fo be disclosed Is considered confidential, 3) The Consultant has provided satisfactory assurance tothe * . .
R Employer that the Consuftant will properly safeguard and not {further disclose the Infarmation, 4} Wellmark shall not be lisble or.responsible . "
for any misuse or wrongful disclosure of such informalion by the Employer or fls Consultant, 5) The Employer agrees to indemnify and hold -
Wellmark harmiess from and against any claim, cause of action, liability, damage, cost or expense, including attorney's fees and courtor .=
proceeding costs, arising out of, or in connection with, any misuse or wrongful disclosure of the Information by the Employer, or ils )
Constitant. The Employer acknowledges that the Consuitant will bé required to agree to Wellmark's website terms and conditions upen -~
registering for access to such informatian. ' ‘ o . ' "




E No, | do not authonze my Consultant to access thls lnformatlon

Secondary Consultant

W

There is no secondary consultant on file You may add one below

EmallAddress s

'Secnndary Consultant Name

':Authonzatmn to. Release Protected Health lnformatlon for Th|rd Party.Epranatlon of
Beneflts o :

General Account Information

Michelle Moon - 00000146

Wellmark Account Manager " Repip¢ .

August Juy - WeX
. %, * Unique Alpha Prefix -

‘ContactMonth '. . PlanYearMonth

Wellmark 1S the Excluslve Carner

Blues Enroli

Enrollment Method
Open Enroliment Period* S T B T
'Enro.'fment Permdis the pemrd in whrch emplo yees can enrol! within a plan arpl'ans and/or whan wntten appl'rcatfon materfals are prawdeo’ o emp!ayees, If .
saoner ’ . S e . S :

The account will hold an open enrollment . YES : Ij 'Nrt‘)j N

If_\fES, fill in open enrcllment period dates:

November 1 . November 30

;Startlngdale we DT _}  Ending dat

.-u-'-’- dog

Fundlng Arrangement

D This self—funded account W|Il be developing our own SBCs to dlstnbute {#fyou modrfyaropt out afusing the standard, -
Weflmark -provided SBCs, please be aware that Wellmark will not be able to retam or dfstnbufe your cuslomfzed SBCs fo your emp.'oyees )

Self Funded ~ Wellmark 24012

e ‘StopLoss TermsiLinesof Business = " ST

Funding Arrangement -, - ..+ Stop Loss Carrler - -

B .

“Terminal Rider applies: (] YES (X NO  (#yes, Signed exhibit page attached.)




General Account Information (continue_cl) -

Value Based Program elected D YES E NO

Product

. Health E Pharmacy [J Dental

A group health plan may designate a state benchmark plan other than lowa or South Dakota for purpose of determlnrng
complrance with essential health benefit (EHB) requirements. * - - :
Benchmark Exception for EHB? - [ YES . [] NO Ifyes, list State

Guarantees

Not Applicable

He_alth Care Managemeht Services

Seif Funded __ SRR o
See Attached Rate Exhlbit R cnon T

Representatlon of Grandfathered Status under the Affordable Care Act

Grandfathered status may be maintained if changes to benefits and/or empluyer contnbutlons do not significantly increase '
member s cost share. Grandfathered status may be maintained if the employer contrlbution does not, decrease more than 5
percentage points for any contract type (i.e. Single/Family) within a plan (per OBS#), as cempared t03/23/2010 cnntrrbutron

leval. Decreasing the employer contribution to a "grandfathered”: group plan by more than 5% below the contnbutlon rate on
3/23/2010 will resuit in a loss of grandfathered status. This applles for any contract type within any benefit plan. Account agrees
to provide Wellmark at least 60 days advance, written notice of any change in the employer contribution that exceeds 5%.

Account represents to Wellmark that the information cantained In the below chart, which wilt be used in determining =~ )
grandfathered status, is accurate for each of the plans listed. If the account Partial Self Funds, the group also attests that the Cy
grandfathered status is accurate for each of the plans Ilsted in regard to both benehts and contnbutlon Ievels S

O Yes [ No

Renewal Renewal Renewal- Renewal
orplan |3/23/2010( orplan | 3/23/10 orplan -1 3/23/10 orplan | 3/23/10
year: year: year: . year: .-

COBRA

Not Applicable




This Large Group Account Informatien and Blnder Agreement (“Blader Agreement ) serves solely as evidence of Wellmark’s agreement to provide the health
Insurance coverage or administrative services and to provide services for any applicable stop foss insurance coverage indicated above, The Account agrees lo
the terms and payment ebligations stated herein and agrees to pay Wellinark the applicable rates, administrative fees, and/or stop loss premiur stated in the
attached documentation. Execution of the Binder Agreement by the Account authorizes Wellmark to implement the administration of this coverage Including
the processing and settlement of claims for members of the Account's group health plan Incurred within the Rating Period stated in the attached Raling ~ ‘
Exhibit. On or about the effective date of coverags, Wellmark shall Issue and exccute a definftive agraemenl which may be a Group Instrance Polley, -
‘Administrative Services Agreement and or Stop Loss Policy, depending on the nature of the group health plan. The definltive Agreement will set forth the rights -
- and responsibilitles of Wellmark and the Account. Account’s payment fo Welimark of the applicable fees as of the effective dale Is evidence of Account’s - = !
sgreement to the terms specified in the definitive agreement. - * ST e L . B

. Signatures on this Binder Agreement confirm that the Binder Agreement and the subsequent definitive agreement are issued for delivery in either fowa or

“South Dakola, as applicable. Account understands and agrees that Welimark defines & Naltional Account as any company headquartered in Wellmark's service. >
" area of lowa or South Dakota but which also lias emplayees working at focations in other stales whose claims are processed through the Blue Cross and Blue .
Shield Association's Bive Card program, If the Account is not headquartered In Wellmark's service area, coverage may be fimited to employees assoclated with

Account locations in Wellmark's service, and coverage will be void for any persons associaled with Account locations outside Wellmark's Service Area unless
express consent Is obtalned from the local Blue Cross or Blue Shield licensee. ..~ B TP R

Account acknowledges and agrees that it has reviewed and approved this Binder Agreement and alf attachments. Account acknowledges Wellmark will relyon ~

the Informallon conlained in this Binder Agreement, and alf of the altachments herefo, including but not limited to the SBC Employer Data Form, Medicare -
Secondary Payer Addendum, Rate Exhibits, Heslth and Care Management rales, Onling Benefit Summary (0BS), COBRA Agreements, representations of
grandfathered status and any performance guarantee information. Account represents to Wellmark that the infermalion conlained herein is correct, == .

This Binder Agreement shall expire upon Welimark’s fssuance and execution of the definitive agresment (either the Group Insurance Polley, or Administrative -

Services Agreement and Stop Loss Policy, if applicable), EXCEPT that any COBRA Agreemonts, Health and Care Management Frograms/Services Ratlng
Exhibit, will remain In effect and become a part of the dafinitive agresment. it is understood thal the Weltmark may continue to rely on the designations of -
individuals and authorizations made herein until the Account withdraws such deslgnations or authorlzations or provides updated designations and .
authorizations, It Is undersiood and agreed thal the lerms and conditions of the definitive agreement and benefits dactimen t(s} Issved by Wellmark to the B
Accotnt, and the terms and conditions of the definitive stop Joss policy issued by stop loss carrier, if any, shalf govern and conlrol the terms stated in this

Binder. Any lncensistency betwesn this Binder Agreement, including attachments, and any subsequently lssued definitive agreement(s) shall be construed in =

faver of the subsequently issued definitive agreement. This Binder Agreement shafl be governed In accordance with lowa Law.

ACCOUNT:

- ,(-.—_'—-
- g Jeremy Taylor
By (sié}ﬁere) J Piinted Name

Vice-Chair, Board of Supervisors
L o faea
Title Date Do

For Internal Use Only

1A Renewai-No Benefit Change

Notes




