AGENDA PLACEMENT FORM
(Submission Deadline — Monday, 5:00 PM before Regular Court Meetings)

Court Decision:
Date: March 1 l ) 2 025 This section to be completed by County Judge's Office

Meeting Date: March 24. 2025
Submitted By: Randv Gillespie

(May attach additional sheets if necessary)

Person to Present: Shawn Quildon w/Holmes Murphy. Amy Westendorf w/BCBS

(Presenter must be present for the item unless the item is on the Consent Agenda)
Supporting Documentation: (check one) (] PUBLIC (1 CONFIDENTIAL
(PUBLIC documentation may be made available to the public prior to the Meeting)
Estimated Length of Presentation: 1)  minutes

Session Requested: (check one)

Action Item [] Consent [] Workshop [] Executive [] Other

Check All Departments That Have Been Notified:
[] County Attorney ) [J Purchasing [] Auditor

[J Personnel [J Public Works [J Facilities Management
Other Department/Official (list)

Please List All External Persons Who Need a Copy of Signed Documents
In Your Submission Email
Approved in CC on 9/11/2023

AGENDA
ITEM

AbS



10/1/2024 to 12/31/2025 159.45%

1/1/2026 to 12/31/2026 19.50%
Extended Network (ESN) - 90 Channel
10/1/2024 to 12/31/2025 22.55%
1/1/2026 to 12/31/2026 22.60%
Mail
10/1/2024 to 12/31/2025 25 60%
1/1/ 2026 to 12/31/2026 25.60%
Retail
10/1/2024 to 12/31/2025 ‘ 82.50%:
1/1/ 2026 to 12/31/2026 B2.55%
Extended Supply {ESN} - 30 Day Channel
10/1/2024 to 12/31/2025 85.30%
1/1/2026 to 12/31/2026 85.35%
Mail
10/1/2024 to 12/31/2025 86.35%
1/1/ 2026 to 12/31/2026 B6.35%
BRAND DISPENSING FEES
Retail k
10/1/2024 to 12/31/2025 ‘ S0.65
1/1/2026 to 12/31/2026 50.65
Extended Supply k {ESN} - 90 Day Channel
10/1/2024 to 12/31/2025 S0.00
1/1/ 2026 to 12/31/2026 S0.00
Mail
10/1/2024 to 12/31/2025 S0.00
1/1/2026 to 12/31/2026 50,00
GENERIC DISPENSING FEES
Retail k
10/1/2024 to 12/31/2025 ‘ S0.65
1/1/2026 to 12/31/2026 50.65
Extended Network (ESN) - 90 Channel
10/1/2024 to 12/31/2025 S0.00
1/1/2026 to 12/31/2026 S0.00
Mail
10/1/2024 to 12/31/2025 S0.00
1/1/ 2026 to 12/31/2026 S0.00
AGGREGATE SPECIALTY
10/1/2024 to 12/31/2025 ‘ 20.05%
1/1/2026 to 12/31/2026 20.05%
Specialty Ph Di ing Fee
10/1/2024 to 12/31/2025 ‘ S0.00
11/ 3026 to 12/31/2026 5000

Hotes:

- Discounts are based on the actual MOC-11 dispensed on the fill date,

- Guarantees are hased upon the above selected BCBSTX Metwork rate sheet

- Guarantees are based upon an implemented BCBSTY Edended Supply Metwork (30-day retail). If not implemented, Retail rates apphy.

- For the purpose of reconciliztion at contract year end, discount and dispensing fee guarantees are reconciled in aggregate, as long as the
contract remains in effect

- Discount and dispensing fee rates exclude compound, long term care {LTC) pharmacy, home infusion (HIF) pharmacy, veterans affairs (VA) pharmacy,
Indian/tribal/urban {IfT/U} pharmacy, L5, territory (TER) pharmacy, 3408, Medicare/Medicaid, out-of-network, member-submitted, foreign, coordination
of benefits (COR), 100% member-paid plans {i_e. discount cards not including MedsYourWay drug discount card program), subrogation, paper, invalid, usual
and customary {U&C) claims and non-specialty discount and dispensing fees akso exclude specialty (as defined by the BCBSTX specialty drueg pricing file) claims

- For dSCOUNT purposes, Specialty 1s defined by the BCBSTX specialty drug pricing file.

- Guarantees are based upon a exclusive specialty network arrangement.

- Aggregate Specialty discount guarantees do not inclede limited distribution drugs {LDDs) nor any new specialty dregs brought to market and
added to the specialty list during the term of each contract year.

- For discount and dispensing fees, Brand drugs are defined as drugs that have a Medi-Span multisource code field equal to "M, "N°, or "0

- For discount and dispensing fees, Generic drugs are defined as drugs available that have a Medi-Span multisource code field equal to "y

- Employer will be billed for retail brand and retail generic prescriptions, mail brand and mail generic prescriptions, ESH brand and ESN generic,
and Specialty pharmacy claims (excluding Compound Drugs, Foreign Claims, and cut-of-network claims) based on the lesser of {a) URC or {b) PBI'S
adjudication rate schedule that is intended to achieve, on an aggregate annual basis, the AWP discounts and Dispensing Fees shown above (the
“Employer’s Contract Rates™).

- Employer acknowledges and agrees that Employer's Contract Rates may vary based on market influences and as necessary to achieve the AWP
discounts and Dispensing Fees shown above, on an aggregate contract year basis.

- Employer will be billed for Compound Drug claims based on the applicable discounted rate in the Metwork Contract

- Compound Claims, Foreign Claims, reversed claims, and out-of-network claims are excluded from the calculation of whether the AWP discounts
and Dispensing Fees shown above have been achieved and also are excluded from the cakoulation of any shortfall credit for Employer.

- If the number of employees drops to under 500, the discount and rebate guarantees become llustrative and annual reconciliation will not ooour.

- Revised effective date to transition the account to a 1/1 renewal.

- YL will e effective 10/1/2024-12/31/2025, The group will receive a 15-month reconciliation,

"HCSC GEN ASO PEM Custom Fee Addendum 097177



10/1/2024 to 12/31/2025 ‘ S200.00

1/1/2026 to 12/31/2026 5210000
Extended Network (ESN) - 90 Channel
10/1/2024 to 12/31/2025 5634.00
1/1/2026 to 12/31/2026 S666.00
Mail
10/1/2024 to 12/31/2025 572600
1/1/2026 to 12/31/2026 5762.00
10/1/2024 to 12/31/2025 52,664.00
1/1/2026 to 12/31/2026 $2,797.00
10/1/2024 to 12/31/2024 S66.30
1/1/2025 to 12/31,/2025 57253
1/1/ 2026 to 12/31 .-"202£ 572.93

Motes:
- For rebate purposes, Specialty is defined by the BCBSTX specialty drug pricing file.
- For the purpose of reconciliation at contract year end, all rebate guarantees are reconciled in aggregate as long as the contract remains in effect
- Compound, long term care {LTC) pharmacy, home infuskon (HIF) pharmacy, veterans affairs (VA) pharmacy, Indiang/tribalfurban (IfT/ L) pharmacy,
LS. territory {TER) pharmacy, 340b, Medicare/Medicaid, out of network, member-submitted, foreign, coordination of benefits {COB), 100% member-paid
plan {i.e. discount cand), subsogation, paper, invalid, vaccine, non diabetic over-the-counter, limited distribution drugs {LDDs), and bicsimilar claims
are exduded from rebate guarantees.
- For rebate purposes, Brand drugs are defined as all drugs that have a Medi-Span multisource code field equal o “M", “N", or “0"
- Rebates will be treed up anneally to the greater of the PEPM rebate credits or per beand Rx rebate guarantees,
- If the number of employees drops to under 500, the discount and rebate guarantees become llustrative and annual reconciliation will not ooour.
- Y1 will be effective 10/1/2024-12/31/2025. The group will receive a 15-month reconciliation.

"HCSC GEN ASO PEM Custom Fee Addendum 097177
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Benefit Program Application (“ASO BPA")

Application to Administrative Services Only (ASQO) Group Accounts
administered by Blue Cross and Blue Shield of Texas. a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association, hereinafter referred to as the "Claim
Administrator” or "BCBSTX"

Group Status: New ASO Account
Employer Account Number (6-digits): 369182 Group Number(s): 369192, 369193. 369194
Section Number(s). All

Legal Employer Name: County of Johnson

(Specify the Employer or the employee trust applying for coverage. Names of subsidiary or affiliated companies to be covered must
also be named below. AN EMPLOYEE BENEFIT PLAN MAY NOT BE NAMED)

ERISA Regulated Group Health Plan®: (Jyes [X]No

Is your ERISA Plan Year™ a period of 12 montis beginning on the Effective Date of Coverage specifisd below? _JYes
If not, please specify your ERISA Plan Year™ BeginningDate __/__/  EndDate __/__/___ (month/day/year)
ERISA Plan Administrator®: _
Plzn Administrator's Address:
If you maintain that ERISA is not applicable to your group health plan, give legal reason for exemption:
nen-Covermmenia Plan Puez iy if applicable, specify other: _County

Is your Non-ERISA Plan Year™ a period of 12 months beginning on the Anniversary Date specified below? KMves

If not, please specify your Non-ERISA Plan Year™. BeginningDate __/_/ ~ EndDate __/__/__ (month/day/year)

For more information regarding ERISA, contact your Legal Advisor.

“All 2s defined by ERISA and/or other applicable law/reqgulations

Effective Dale of Coverage: (Month/day/Year) 10 01 /23

Anniversary Dzte: (Month/Day/Year) 10 /7 01 /24

Retiree-Only Plan(s) Identification
Far more information regarding Retiree-only plans, contact your Legal Advisor.

Do you have one or more Retiree-only plan(s)? [] Yes K] No

If yas. please provide Benefit Agreement number, or group and section numbers of the Retiree-only plan(s):

Addrass: 2 N. Main St.. Room 215

City: Cleburne State: TexasHR " . " CZIP:dJGtOBS
) G st /. Benefits, Coprdinatior
Administrative Contact: Darla Medford Tille: e RS i

. . Fax Numbar 817-555-
Email Address: dmedford@jochnsoncountyix.org Phone Number: 817-556-6349 6899 St

] Mailing address is different from primary address
Mailing Address Same as Primary
City: State: ZIP!

Mailing Contact Randy Gillespie Title: Personnel Direclor

Fax Number: 817-556-
Email Address r1andva@iohnsoncountyix.org Phone Number 817-556-6194 5899 —————

[ Biling address is different from primary address

Billing Address: Same as Primary
City: State: ZIP:

Proprictary and Confidential Infermation of Claim Administrator .
Not far use or disclosure outside Claim Administrator, Employer, their respective affiliated companies and hird-party representatives, except
with written permission of Claim Administrator.
TX GEN ASO BPA (Rev. 06/22) Blue Cross and Blue Shield of Texas, a Division of Health Care Seivice Corporation, a Mutual
Legal Reserve Company, an Indepeadent Licensee of the Blue Cross and 8Blue Shield Association page 1



FEE SCHEDULE

Employer shall pay amounts Claim Administrator bills Employer for benefit claims Claim Administrator
processes on Employer’s behalf as well as administrative fees as set forth in this Fee Schedule.

Payment Spe_éiﬁc;iﬁdns‘ L' PROVISIONS -
Employer Payment Method: [] Online Bill Pay Electronic (] Auto Debit (] Check |
Employer Payment Period: [] Weekly (cannot be selected if Check is selected as payment method above) i
[] semi Wlionthly (cannol be selecled if Check is selecled as payment melhod above)

J Monthly

| Claim Settlement Period: Monthly

' Run-Off Period: Employer Paymenis are to be made for 12 months following the end of the Fee Schedule Period.
| Standard is twelve (12) months.

Fee Schedule Period: To begin on Effective Date of Coverage and continue for 12 months. If other than 12 months,
please specify: months.

(PEPM)Charges i

AdminjstrativelPeriEmployeelpeRMon s

[SEEADDITIONAIPROVISIONS S

ok e o - - TS ,__‘ ot 1Bl NN L - - — 10I1 ’2026 'r |
10012023 | 10/1/2024 10/1/2025 10/1/2027 |
| Administrative Fee $36.43 | $37.43 | $38.42 | $40.26/42.16
' Dental ) - ' S S f S S
Limited Fiduciary Sarvices - o si.00 S1E)J $1.00  $1.00/1.00
N 45 e ' 25% | 25% 25% 25/25%
ment
' dvanced Pay eview s 5 | s § E
| *Medical Drug Rebate Credit i $(2.50) | 5(2.50) | $(2.50) | $(2.50/2.50) |
! . ' ’ | * : $(72.93/
“Rebate Credit for the Prescription Drug Program $(60.27) $(66.30) | $(72.93) | =293
' Outpatient Imaging Management Services j S S S | $
Management of the Virtual Visits Program | b $0.52 $0.52 $0.52 $0.52/0.52 |
| Welloeing Management i $4.95 $4.95 $4.95 $4.95 / 4.95 |
| Health Advocacy Solutions . \ S $ $ $
' Commissions: s $ s ! b
| Commissions: = ] ] ' $ S $
Commissions: | 5 $ ] S g
—_— | =i '
| : : |
| OHfiet. iherSerices | $2.50 $2.50 $2.50 | $2.50/2.50
' List Service: BVA |
) : | |
Other. Select Service Category ‘ s s s : s
| List Service: - ‘ - o
| Other: Select Service Category ‘ s s s s
List Service: | B i -
Miscellaneous: | $ S S| —
9 | $ | 5 |
Miscellaneous: l ) ; S <
Total | s(17.37) | $(22.40) $(28.04) $(26.201

Proprietary and Confidential Information of Claim Administrator _
Not for use or disclosure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, except
with written permission of Claim Administrator. .
i é 2 Servi i Mulua
TX GEN ASO BPA (Rev. 06/22) Blue Cross and Elue Shield of Texas, a Division of Health Care Service Corporauo:_r. a - )
Legal Reserve Company, an lndependent Licensee of the Blue Cross and Blue Shield Associalion page 8



A -G\

Benefit Program Application (“ASO BPA”)

Application to Administrative Services Only (ASQO) Group Accounts
administered by Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensae of the Bluz Cross and Blue Shield Association, hereinafter referred to as the “Claim
Admimstrator” or "BCBSTX”

Group Status: New ASO Account

Employer Account Number (6-digits): 369192 Group Mumber(s): 362192, 369193. 369194
Section Number(s). All

Legal Employer Name: County of Johnson

(Specify the Employer or the employee trust applying for coverage, Names of subsidiary or alfiliated companies to be covered must
also be named below. AN EMPLOYEE BENEFIT PLAN MAY NOT BE NAMED)

ERISA Regulated Group Health Plan*: [ ] Yas [5] No

Is your ERISA Pian Year® a period of 12 months beginning on the Effective Date of Coverage specified below? [_Yes
If not, please specify your ERISA Plan Year™: BeginningDate __/_/  EndDate __/__/__ (month/daylyear)
ERISA Plan Administrator™:
Plan Administrator's Address:
If you maintain that ERISA is not applicable to your group health plan, give legal reason for exemption:
non-Governmenial Plan Pz By if applicable, specify other: _County
Is your Non-ERISA Plan Year™ a pericd of 12 months beginning on the Anniversary Date specified below? [XYes
If not, please specify your Non-ERISA Plan Year™. BeginningDale __/ / ~  EndDate__/__/___ (month/day/year)
For more information regarding ERISA, contact your Legal Advisor.
*All as defined by ERISA and/or other applicable law/regulations
Effective Date of Coverage: (Month/day/Year) 10 ; 01 23
Anniversary Date: (Month/Day/Year) 0 O ) 0

Retiree-Only Plan(s) ldentification:
For more infermation regarding Retiree-only plans, contact your Legal Advisor.

Do you have one or more Retires-only plan(s)? [] Yes ¥ No

If yes. please provide Benefit Agreement number. or group and section numbers of the Retiree-only plan(s):

Standard Industry Code (SIC):
Address: 2 N. Main St . Room 215
City: Cleburne State: Texas ZIP: 76033

s HR Genetalist /.Benefits, Coprdinatior
Administrative Contact: Darla Medford Title! =i AL LBea Rl

. Fax Numbear 817-553-
Emal Address. dmedford@johnsoncountytx.org Phone Number: §17-556-8349 6899 [ -

(] Mailing address is different from primary address
Mailing Address Same as Primary
City: State: ZIP:
Mailing Contact: Randy Gillespig Title: Persennel Director

Fax Number: 817-5586-
Email Address’ randvg@johnsoncountytx.org Phone Number 817-556-6194 5599

[ Biling address is different from primary addrass

Billing Address: Same as Primary
City: State: ZIp:

Proprictary and Confidential Information of Claim Administrator
Not for use or disclosure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, except
with written permission of Claim Administrator.
TX GEN ASQ BPA (Rev. 06/22) Blue Cross and Blue Shield of Texas, a Division of Heallth Care Service Corpamrior?, a n".v.'utuaf_ )
Legal Reserve Company, an Independent Licanisee of the Blue Cross and Blue Shield Association page 1



Billing Contact. Laura Baxter Title: Personnel Assistant

Email Address Laurab@johnsoncountytx org Phone Number: 817-556-6162 ggggNumbar: H17:568-
Wholly Owned Subsidiaries to be covered:

Affiliated Companies to be covered: Central Appraisal District Employer Identification Number (EIN): 75-
1677972 o

(Afhli;lgdACompan:e.s must be required or permilted to be aggregated per IRS Guidelines., Employer hereby confirms that Employer,
Subsidiaries and Affiliates are treated as a single employer under Internal Revenue Code Section 414(b), or (c). or (m) or (o), or under
applicable law.)

Subsidiary / Affiliate Address’ 109 N Main St

City Cleburne State: Texas ZIP- 78033

Subsidiary / Affiliate Contact: Darla Medford Title: HR Generalist/ Benefits Coordinator T e

Email Address: dmedford@johnsancountytx.org Phone Number: 817-556-6349 Fax Number: 817-556-6899
Blue Access for Employers®™ ("BAE®"") Contact: Darla Medford Title: HR Generalist / Benefits Coordinator
(The BAE Contact is the Employee authorized by the Employer to access and maintain the Employer's account in BAE.)

Email Address: dmedford@johnsoncountytx.org Phone Number; 817-556-6349 Fax Number; 817-556-6859

The Employer or other company listed in this BPA is a is a public Entity or governmental agency/contractor

Producerof Record Information . [CINOCHANGES = [T] SEE'ADDITIONAL PROVISIONS

Effective: 10/01/2023

I applicable, the below-named producer(s) or agency(ies) is/are recognized as the Employer's Producer of Record (POR)
to acl as a representative in negotiations with and to receive commissions from BCBSTX, or Claim Administrator's
corporate subsidiaries, as applicable, for procuring Claim Administrator's claims administration services for Employer's
employes benefit program(s). This statement rescinds any and all previous POR appointments for the Employer. The
POR is authorized to perform membership transactions on behalf of the Employer. This appointment will remain in effect
until withdrawn or supersedad in writing by Employer

Producer or Agency to whom commissions are to be paid’: Holmes Murphy & Associates LLC

Texas Preducer #: 000013805 NPN: 0000765524

Address: 12712 Park Central Drive, Suite 100

City Dallas State' Texas ZIP: 75251

Phone 800-882-5849 Fax: None Email iriinlan@hoimesmurphy.com
Is Producer/Agency appointed with BCBSTX in Texas? [] Yes [] No General Agent? O Yes [ No

Affiliated with General Agent? [] Yes No
Is there a secondary Producer or Agency to whom commissions are to be paid? ] ves No
If Yes**, Producer or Agency to whom commissions are to be paid*:
Texas Producer #:

NPN:

Address:

City. State: ____ ZIP;
Phone. __ Fax: Email:

Is Producer/Agency appointed with BCBSTX in Texas? [] Yes [] No General Agent? ] Yes ] No
Commissions:

PCPM SO Does a Monthly Cap Apply [] Yes [“]No $ (I cap is annual, divide by twelve)
[JFlats Does a Monthly Cap Apply [ Yes (ONo S (If cap is annual, divide by twelve)
[] Percentage of Stop Loss! %

ADDITIONAL COMMISSIONS:
Affiliated with General Agent? [ Yes [] No

If commission split*®, designate percentage for gach producer/agency (total commissions paid must equal 100%):

Proprietary and Confidential Information of Claim Administrator
Mot for use or disclosure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, except
with written permission of Claim Administrator.
TX GEN ASO BPA (Rev. 06/22) Blue Cross and Blue Shicld of Texas. a Division of Health Care Service Corporation, a Mulua( )
Legal Reserve Company, an independent Licensee of the Blue Cross and Blue Shield Association page



Producer /Agency 1. Yo Producer /Agency 2: %

Multiple Location Agency(ies): If servicing agency is not listed above as primary or secondary Producer or Agency
above, specify location helow:

* The Producer or agency name(s} above to whom commissions are (o be paid must exaclly match the name(s) on the appointment
application(s)

** If commissicns are splil, please provide the information requested above on beth producers/agencies. Both must be appointed to
do business with BCBSTX in Texas

‘-5

-

EEADDITIONAL FROVISIONS -

Schedule of Eligibility”
Employer has made the following eligibility decisions:
1% E[igible Person means:

< Afull-ime employee of the Employer.

[ Afull-ime employee of the Emplayer who is @ member of (name of union)

] A part-time employee of the Employer.

] A retires of the Employer. Define criteria; See attached: Health Insurance Continuation for Retirement Eliaibile
Emploves Who Meet Certain_Tenure Requirements & Retirement-Vested Employee Health Insurance
Continuation Proaram

[l Other

Are any classes of employees to be excluded from coverage? Cdyes [JNo

.
y {=]
If yes. piease identify the classes and describe the exclusion: Part-time

2. Employee definition
Full-Time Employee means:
B9 A person who is regularly scheduled to work a minimum of 30 hours per week and who is on the permanent
payroll of tha Employer.

] Other

Part-Time Employece means:

(] A person who is regularly scheduled to work a minimum of hours per week and who is on the permanent
payroll of the Employer.

[C] Other

3. The Effective Date of termination for a person who ceases to meet the definition of Eligible Person:

[] The date such person ceases to meet the definition of Eligible Person.
] The last day of the calendar month 1n which such person ceases to meet the definition of an Eligible Person.
‘ Other

4. Select an zifective date rule for a person who becomes an Eligible Person after the Effective Date of the Employer's
health care plan (the effective date must not be later than the 91st calendar day after the date that a newly eligible
person becomes eligible for coverage. unless otherwise permitted by applicable lav).

] The date of employment.

] Tne day of employment

] Tre ___day of the month following month(s) of employmeant.

] The day of the month following days of employment

0 The day of the month following the date of employment

Other: The 1% day of the month following or coinciding with 60 days of emplovment.

Is the waiting period requirement to be waived on initial group enroliment? (dYves [ No
Are there multiple new hire waiting periods? [Jvyes [ No
If yes. please attach eligibility and conuibution details for each section.

5. Domestic partners covered: [ Yes ] No
If yes, a domestic partner is eligible to eniall for coverage.
If yes, are domestic partners eligible for continuation of coverage? [Jyes |
If yes, are dependents of domestic partners eligible 10 enroll for coverage? Cvyes _J

B

Mo
No

Proprictary and Confidential Information of Claim Administrator
Not for use or disciosure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, cxcept
with written permission of Claim Administrator.
TX GEN ASQ BPA (Rev. 08/22) Blue Cross and Blue Shietd of Texas, a Division of Health Care Service Corporation, a Mulual )
Legal Reserve Compary, an Indepencent Licensee of the Siue Cross and Blue Shield Associalion page 3



if yes, are dependents of domestic partners eligible for continuation of coverage? [J Yes [JNo

The Employer is responsible for providing notice of possible tax implications to those Covered Employees with
coverage for domestic partners.

6. Are unmarried grandchildren eligible for coverage? [Yes [J No (answer the question below)

Must the grandchild be dependent on the employee for federal income tax purposes at the time application is
made? éves CINo g

7. Limiting Age for covered children: Twenty-six (26) years, regardless of presence or absence of a child's financial
dependency, residency, student status, employment status, marital status, eligibility for other coverage, or any
combination of those factors. Other:

8. Termination of coverage upon reaching the Limiting Age:
[0 The last day of coverage is the day prior to the birthday.
X] The last day of coverage is the last day of the month in which the limiting age is reached.
(] The last day of coverage is the last day of the billing month.
(] The last day of coverage is the last day of the year (12/31) in which the limiting age is reached.
[0 The last day of coverage is the day prior to the Employer's Anniversary Date.
Automatically cancel dependents when they reach the day their coverage terminates? X Yes ]} No
Will coverage for a child who is medically certified as disabled and dependent on the employee terminate upon
beaghing aehll.imlting Age even if the child continues to be both disabled and dependent on the employee?
es D3 No
However, such coverage shall be extended in accordance with any applicable federal or state law and the Disabled
Dependant provisions of this BPA. The Employer will notify BCBSTX of such requirements.

9. Disabled dependent: A disabled dependent means a dependent child who is medically certified as disabled and
dependent upon the Employee or his/er spouse.

To administer medical certification of disabled dependents, you may select option (a) Standard Rules or (b) Custom
Rules. BCBSTX will administer its standard process for administration of disabled dependent coverage if (a) below is
selected by Employer, or at the Employer’s direction memorialized below, BCBSTX will follow a customized process
if Employer selects (b). If (b) is selected there are additional selections regarding age, proof of prior coverage,
certification review, forms, and previous medical cerlification approvals.

(a) X Disabled dependent administration will follow Standard Rules.

A disabled dependent is eligible to continue coverage beyond the limiting age, provided the disability began
before the child attained the age of 26. A disabled dependent is eligible to add coverage beyond the limiting age,
provided the disability began before the child attained the age of 26, and proof of coverage as a disabled
dependent is provided. Administration of certification review is administered by BCBSTX; a disabled dependent
certification form must be submitted to BCBSTX.

(b) ] Disabled dependent Administration will follow Custom Rules. Please make the following sections:

The disability must have begun before the child attained the age of 26.

E?a: Please select one option regarding age of when the disability began.
[0 Al disabled dependents are covered regardless of when the disability began.

Proof of prior coverage: Please select required or not required below:
When adding coverage, proof of prior coverage as a disabled dependentis [ required [ not required.

Certification review: Please salect one option regarding the administration of certification review.

[J Certification review is administered by BCBSTX; a disabled dependent certification form must be submitted to
BCBSTX.

] Certification review is administered by the Employer, there are no disabled dependent certification form

requirements.

If certification review is administered by BCBSTX, please select one option regarding forms:
[0 utilize BCBSTX's disabled dependent certification forms.
[ Utilize custom/other disabled dependent certification forms.

Propriotary and Confidential Information of Clalm Administrator
Not for use or disclosure outside Clalm Administrator, Employer, thalr respective affiliated companles and third-party representatives, except
with written permission of Ctalm Administrator.
TX GEN ASO BPA (Rev. 86/22) Blue Cross and Blua Shisld of Texes, a Division of Heelth Care Service Corporstion, 8 Mutual

Lagal Reserve Company, &n Independant Licensee of the Blue Cross and Blue Shiald Association paged



If Certification Review is administered by BCBSTX, please selec aliowed or nol allowed below.

A disabled dependent approvad certification from a prior insurance carrier is [ allowed 1 not allowed
A disabled dependent approved certification from z prier BCBS pelicy 1s [] allowed ] not allowed.
10. Will extension of benefits due to temporary layofi. disability or leave of absence apply?
(] Yes (specify number of days below) <] No
Temporary Layoff: days Disability: days Lezve of Absence: days

However, benefits shall be extended for the duration of an Eligible Person's leave in accordance with any applicable
federal or state lawv The Employer will notify BCBSTX of such requirements.

11. Enrollment:
Special Enrollment. An Eligible Person may apply for coverage, family coverage or add dependents within thirty-cne
(31) days of a Special Enrollment quzlifying event if ha/she did not previously apply prior to his/her Eligibility Date or
when othenwise eligible to do so. Such person’s Coverage Date, family Coverage Dale, and/or dependent's Coverage
Date will be the effective date of the qualifying event or, in the svent of Special Enrollment due to marriage or
termination of previous coverage, then no later than the first day of the Plan Month following the date of receipt of the
person's application of coverage.

An Eligible Person may apply for coverage within sixty (80) days of a Special Enrollment qualifying event in the case
either of 2 loss of coverage under Medicaid or a state Children's Health Insurance program, or eligibility for group
coverage where the Eligible Person is deemed qualified for group coverage assistance under a stale Medicaid or
CHIP premium assisiance program.

Open Enroliment. An Eligible Person may apply for coverage, family coverage or add dependenis if he/she did not
apply prior to his/her Eligibility Date or did not apply when otherwise eligible to do so, during the Employer's annual
Open Enroliment Period. Such person's Coverage Date. family Coverage Date, and/or dependent’'s Coverage Date
4ill be a date mutually agreed to by the Claim Admimistrator and the Employer. Such date shall be subsequent to the
Open Enroliment Period. Specify Open Enroliment Period: 8-21-2023 to 8-30-2023

Late Enrollment: An Eligible Person may apply for coverage, family coverage or add dependents if he/she did not

apply prior to his/her Eligibility Date or did not apply when othenwise eligible to do so. Such person’s Coverage Date.

iamily Coverage Dzte. andior dependents Coverage Date will be a date mutually sgreed to by the Claim

Administrator and the Employer

Select one of the provisions below

1  Open Enroliment - Late applicants may only apply during Open Enroliment.

[ Late Entrant — Late applicants may apply at any time - coverage effeclive date is determined by the receipt
date and allowed rules governing off-cycle enrollments.

12. " Does COBRA Auto Cancel apply? [-] Yes [_INo
Member's COBRA/Continuation of coverage will be automatically cancelled al the end of the member's eligibility
period
*Not recommended for accounts ith automated eliqility

[[) NO CHANGES  [[] SEE ADDITIONAL PROVISIONS

Proprietary and Confidential Information of Claim Administrator .
Not for use or disclosure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, cxcept
with written permission of Claim Administrator.
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Current Employee Eligibility Information only applies to new accounts. If your account is renewing, please just indicate
the current number of enrolled employees (above).

Total number of Employees/Subscribers:
on payroll 760

total number of employees presently eligible for coverage

on COBRA continuation coverage -
with retiree coverage (if applicable) ___
who work part-time
serving the new hire probationary period

declining because of other group coverage (e.g.. other commercial group coverage, Medicare, Medicaid,
TRICARE/Champus)

8. declining coverage (not covered elsewhere)

Nooahowh

Proprietary and Confidential Information of Claim Aduunlstra‘gr nd th rty soprosents oxcopt
osure outslde Clalm Administrator, Employer, thelr rospective affillated companies a rd-pa Hves,
Net far use or dlscl with writtan parmission of Clalm Administrator.

068/22) Cross fuo Shield of Texas, a Division of Health Care Service Corporstion, a Mulue!
TX GENASO BPA (Rov. BL?:&O Rcso?v? gompany. an Indapendsnt Licansee of the Blus Cross end Blus Shiold Assoclation paga €



FEE SCHEDULE

Employer shall pay amounts Claim Administrator bills Employer for benefit claims Claim Administrator
processes on Employer's behalf as well as administrative fees as set forth in this Fee Schedule.

Paymefhf Sbet:i'ﬁd?{:t_i&ns‘ Gl

Employer Payment Period: [_] Weekly (cannot be selected if Check is selecled as payment method above)

J Monthly
Claim Settlement Period: Monthly

[F'SEE ADDITIONAL PROVISIONS

Employer Payment Method: [] Online Bill Pay [ Electronic [T] Auto Debit [] Check .

[J semi Monthly (cannol be selecled if Check is selecled as paymenl melhod above)

' Run-Off Period: Employer Payments are to be made for 12 months following the end of the Fee Schedule Period.

| Standard is twelve (12) months.

Administiatye RerEmployesipomiont
(PEPM) Charges =i . i RN

Fee Schedule Period: To begin on Effective Date of Coverage and continue for 12 months. If other than 12 months, f
please specify: months.

I 10/1/2026 /
10/1/2023 | 10/1/2024 10/1/2025 10/1/2027 |

| Administrative Fee $36.43 | $37.43 $38.42 | $40.26/42.16
' Dental | S s____| S____ S|

Limited Ficuciary Services ©s100 $1.00 | $1.00  $1.00/1.00
| Advanced Payment Review = CH | = 25% AallEEA |
1 S R | $ | $ $ :
| “Medical Drug Rebate Credit L sesn) $(2.50) | $(2.50) | $(2.50/2.50) |
‘r *Rebate Credit for the Prescription Drug Program $(60.27) f $(66.30 E $(72.93) ' S(%j'g_%’

Qutpatient !magingli\;fa‘ahagement Ser;ices 1T S___‘_ o S S ' N S___

Management of the Virtual Visits Program $0.52 o 50.52 $0.52 $0.52/0.52
| Wellpeing Management 5495 5495 $4.95 $4.95/4.95 |
' Health Advocacy Solutions | S I S Shal
. Commissions: _____ - ‘ - §__ s & . S_T
Commissions: R i - S 5 S S_
| Commissions: __ “ s | $ S__ $ !
| . | |
| cher: cher Services [ $2.50 $2.50 $2.50 $2.50 / 2.50 '
| List Service: BVA !_ ,

Other: S.e:eci Service Category | s 1‘ s s i s

| List Service: ; | -

Other: Select Service Category - mi —S:_ i s s s

List Service: -

Miscellaneous: B | . S S| S_____ |

Miscellaneous: \ . S s I S
' Total | $(17.37) | $(22.40) $(28.04) $(26.20 /

Proprietary and Confidential Information of Claim Administrator

Nol for use or disclosure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, except
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Medical Plan Services:

PPO: Plan Name: PPQ
Plan Name: HSA
PlanName: ___
Pian Name: ____
PlanName: ____
Plan Name: HMO

Prescription Drug Option:
Custom Rx

[ No Prescription Drug Option

O Blue High Performance Networks™
(BlueHPNS¥

O EPO: Pian Name:
{OJProOs: Plan Name:

X HMO:

Additional Services:

Wellbeing Management

O Weliness Incentives

{1 Health Advocacy Solutions

[0 Mercer Health Advantage

O Custom Care Management Unit

O Biue DirectionsS* (Private Exchange) (/f
selectad, the Blue Directions Addendum must
be aftached and made a part of the parties’
Administrative Services Agreement.)

O In-Hospital Indemnity (IH1)

] Limited Fiduciary Services for Claims
and Appeals

BJ Other Benefits Value Advisor
O Other Select Product

3 Other Select Product

[ oOther Select Product

O Other

O other

Lines of Business (Check all applicable services)

[JJNO CHANGES

Consumer Driven Heaith Plan

(] 8iueEdges™ HCA, (if selected, complete separate HCA Benefit
Program Application)

BlueEdgeS™ HSA, (if selected, provide HSA Administrator or
trustee name; Other}

(O FsA (vendor: Select Vendor)
O HRA (vendor: Select Vendor)

) see Additional Provisions

Traditional Cove: 3
[J Out-of-Area (Indemnity)

[0 Benefit Offering

Prescription Drugs:

(If selected, the PBM Fee Schedule Addendum must be attached
and is part of this BPA.)

Pharmacy Network (Select one):
B Traditional Select Network
O Advantage Network
O Preferred Network
O Elite Network
{1 Network on PBM Fee Schedule Addendum
O Other (please specify):

Drug List: Balanced Drug List
Other (please specify):

PPOI/HSA Preventive Drug List:
Please specify: Select Option

Other Rx programs:
Please specify: Select Program

Anc :

{1 vision Insurance (if selected, complete a separate application}
] Stop Loss Coverage (/f selected, complete separate Stop Loss
exhibit)

[ Life, Disability, Specified Disease or Accident Insurance (/f
selected, complete a separate application for those coverages)

[ COBRA Administrative Services (/f sefected, complete separate
COBRA Administrative Services

[ Dental Plan Services
Plan Name: Select From List
Plan Name: Selact From List
Plan Name: Select From List
Plan Name: Select From List

Marcer Hozith Advanisgo is olfared by Marcer, an indapendant company, ond is administarad by Biuo Crosa and Bizo Shiald of Taxes.

Custom Cere Managemeni Unit Is olared by Willis Towers Watson, an tndopondent company, snd is sdatnisiered by Bluo Cross and Bluo Stiiold of Taxss.
wmwmmmmmwmmmu:mmmmwdmdmummcammﬂmmammcmw.mmm

Diseaso, Accident end Vision tnsurence is underwriien by Desrbom Lfe insuzance
independant fconses of the Blus Cross
and Bluo Shic!d Association, an associztion of

%mbmb@mummmmcm.

w-mwmmagmcrm

tho Biuo Cross end Bluo Shicid.

, 701 E. 22nd 81. Suite 300, Lombard, L 60149, Biuo Cross and Blus Shietd of
mmmcﬂmmemmmmwm
Btyo Cross and Biuo Shiold Plans.

Proprietary and Confidential Information of Clalm Administrator
Not for use or disclosure cutside Clalm Administrator, Employer, thelr rospactive affillated companles and third-party representatives, except
with written permisston of Claim Administrator.
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2430

‘The Rebate Credit is a per Covered Employee per month credit applied to the monthly billing stalement. The Employer
and Claim Administrator have agreed to the Rebate Credit and Employar agrees that it and its group heaalth plan have no
right to, or legal interest in, any portion of the rebates, either under the pharmacy benefit or the medical benefit. actually
provided by the Pharmacy Beneiit Manager ("PBM") or z pharmaceutical manufacturer to Claim Administrator and
consents to Claim Administrator's retention of all such rebates The Rebate Credit will be provided from Claim
Administrator's own assets and may or may not equal the entire amount of rebates actually provided to Claim
Administrator by the PBM or expected {o be provided Rebate Credits shall not continue after termination of the
Prescription Drug Program. Employer agrees that any Rebate Credit provision in the governing Administrative Services
Agreement to the contrary is hereby supersaded.

W Administrative Line ftem¢

| Other: Select Service Category | Select Billing Frequency [ Si
L List Service. - I applicable, describe other
;-OlheTSefect Service Cét%or_y_____ .T-_Select Billing Frequency 7 " o 5
| List Service: ___ ‘ If applicable, describe other: ‘
Other Select Service Category | Select Biling Frequency [ E
List Service: _ " If applicable, describe other:
ﬁdlhér Sieéect Ser\'ice-Ca_lt;g;Tn/_ Sele-::t Ewllu_ng %E&Eé}my - i“_- S
Lisl Service. __ | If applicable, describe other: _____ |
Miscellansous - . | select Billing Frequ;ncy T ' S
it zpplicable. describe other:
_iv_H;:EHansoagi___ - |Sce;l_SIMg_FFe$;;:7 - S
l If applicable, describe other: |
| Miscellaneous: "~ | select Biling Frequency | %

I applicable, describe other: |

‘Other Service'and/or/Program/Ees(s) i

e
NSA Fees
" In connection with the claims, items, and services that are subjact to the No Surprises Act ("NSA”) and disputed by a
Provider, Employer agrees to pay Claim Administrator the following fees:
«  Fifty dollars ($50) for each claim that is the subject of informal negotiation with a Provider (this fee will be charged |
in the event the Provider, in its sole discretion, determines that it will not accept the initial payment amount); and
o An zdditional seventy-five dollars ($75) per claun for 2ach independent dispute resolution process ("IDR") where
Claim Administrator represents Plan (this fee will be charged in the event the Provider, in its sole discretion,
determinas that it will initiate IDR aiter the informa! negotization period); and
o Al costs imposed by the IDR entity or any state, federal or local government entity in connection with an IDR.

Not applicable to Grandfathered Plans
External Review Coordination: [ Yes [ No

| If yes. coordination fee: $700 for each external review requested by a Covered Person that the Claim Administrator
coordinates for the Employer in relation to the Employer's Plan. Employer elects for external reviews to be periormed

| under the Affordable Care Act external review process.

If no, provide name and address of administrator(s) of external review coordination and indicate if administraling medical
| claims and/or pharmacy claims:

Lgrlministrator: Medical claims: [] Pharmacy claims: [[1 Name:  Mailing Address:

Proprictary and Confidential Information of Claim Administrator
Not tor use or disclosure outside Claim Administrator, Employer, their respective aftiliated companies and third-party representatives, except
with written permission of Claim Administrator.
TX GEN ASO BPA (Rev 08/22) 8lue Cross and Biue Stueld of Texas. a Dwision of Heaith Care Service Corporation, a iulual ‘
Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association pa
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Administrator: Medical claims: L] Pharmacy claims: [] Name: Mailing Address:

Advanced Payment Review (APR): [ Yes LJ No

APR is a suite of payment integrity offerings. Refer to the Matrix. If Employer elects APR, indicate APR Savings Pro:
or PEPM below: Py 9 TIogEm

APR Savings Program
O PePM

For APR capabilitles other than Reimbursement Services: If Employer elects APR Savings Program, Claim
Administrator will invoice the percentage indicated in the Fee Schedule of any savings amounts identified by Claim
Administrator or third-party.

Reimbursement Services: ] Yes [] No If yes, Claim Administrator will retain twenty-five percent (25%) of any
recovered amounts made on third-party liability claims other than recovery amounts received as a result of or assoclated

with any Workers' Compensation Law.
FlaxAccess™: ] Yes [ No
Claim Administrator will assess a program fee equal to 20% of the total shared savings. Total shared savings is
calculated as follows:

The difference between Employer responsibility without the FlexAccess Program and Employer responsibllity with the
FlexAccess Program. The Employer responsibility with the FlexAccess Program is cost of the drug minus: (1) the
manufacturer copay assistance dollars that are allocated to the cost of the drug and (2) the member's cost share for the
member enrolled in the program. The Employer responsibility without the FlexAccess Program is the cost of the drug

minus the member cost share if the member was not enrolled in the program.

Third-Party Law Firms Provisions (other than Reimbursement Services): Employer will pay no more than 35% of
any recovered amount made by Claim Administrator’s third-party law firm or up to 35% of any recovered amount will be
deducted from the amount distributed according to established allocation processes.

Alternative Compensation Arrangements: Employer acknowledges and agrees that Claim Administrator has
Alternative Compensation Arrangements with contracted providers, including but not limited to Accountable Care
Organizations and other Value Based Programs. Further Information concerning Employer's payment for covered
services under such Arrangements is described in the Administrative Services Agreement between the Claim
Administrator and the Employer.

Virtual Visits Program: X Yes [J No If yes, Covered Persons would be able to obtain certain Covered Services
remotely via interactive video and/or interactive audio/video (where available) capability from Virtual Visits powered by

MDLIVE.
18 3 S0PUTI CompEny (hel OPCratns and SOMiristors Virual Visis 07 persons with COVETEge Gvough Biua Cross 8nd Biuo STietd of Toxas. MULIVE 1 solely rasponsidlo fof 8 Oporetions 679
for theso of ds contractad providers. MOLIVE® end the MOLIVE l0go &0 ragistarod trademarks ¢f MOLIVE, Inc., 8nd may not 0o usod without parmission.

Termination Administrative Chargg

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

The Termination Administrative Charge applicable to the Run-Off Period shall be equal to the sum of the amounts
obtained by muitiplying the total number of Covered Employees by category (per Covered Employee per individual or
family composite) during the three (3) months immediately preceding the date of termination by the appropriate factors
shown below. In the event of a partial termination, the Termination Administrative Charge shall be the sum of the amount
cbtained by multiplying three (3) times the total number of terminated Covered Employees by the appropriate factors
shown below.

Service

Medical Run-off Administration Charge $11.92 S — s | —
Dental Run-off Administration Charge S| S __ | S
Miscellaneous | I S S S

Propriatary and Confidential tnformation of Clalm Admtnistrator
Not for use or disclosure outside Claim Administrator, Employer, thelr respective affiliated companies and third-party representatives, except
with written permission of Claim Administrator.
TX GEN ASO BPA (Rev. 08/22) Blug Cross and Blue Shisld of Texas, a Division of Health Care Service Corporation, a Mutus!
Legal Resarve Company, an Indapendent Licenseo of the Blue Cross and Blue Shisid Associstion page 10



| Miscellaneous 3

Other Provisions

1. Summary of Benefits & Coverage:
2 Wil Clam Administrator create Summary of Benefits and Coverage (SBC)?
] Yes (Please answer question b The SBC Addandum is attached.)
[J No (If No. than skip question b and refer to the Administrative Services Agreement for further infarmation )
b Will Claim Administrator distribute the (SBC) to Covered Persons?

[J No Claim Administrator will creatz SBC (only for benefits Claim Administrator administers under the
Adminisirative Services Agreement) and provide SBC to Employer in electronic format. Employer will then
distribute SBC to Covered Persons (or hire g third party to cistribute) as required by law.

(] Yes Claim Administrator will create SBC (only for benefits Claim Administrator administers under thes
Adminisirative Services Agreement) and distribute SBC to plan participants and beneficiaries via regular
hardcopy mail or electronically. Disiribution Fee for hardcopy mail is one dollar fifty cents (§1.50) per
package.

2. Massachusetts Health Care Reform Act.
Doss the Employer direct Claim Administrator to provide writlen statements of creditable coverage to its Covered
Employees who reside, or have enrolled dependents who reside, in Massachusetts and file electronic reports to the
Massachusetts Department of Revenue in a manner consistent with the requirements under the Massachusetlts
Health Care Reform Act? []Yes [ No
If no The Employer acknowledges it will provide written statements and electronic reporting to the Massachuseits
Department of Revenue if required by the Massachusetts Health Care Reform Act.

3. Alternative Care Management Program (applicable (0 the purchased medical management program):
Oves [No
The undersigned representative authorizes provision of alternative beneflits for services rendered to Covered
Persons for Utilization Management, Case Management. including but not limited to Behavioral Health. and other
health care management programs

4. Prior Authorization (applicable to the purchassc medical management program). Employer acknowledges and
agrees 1o utilize Claim Administrator's standard list of services and supplies for which Prior Authorization (also called
pre-notification or preauthorization) is required.

5. Essential Health Benefits ("EHB") Election:
Employer elects EHBs based on the following:
1. ({1 EHBs based an a Claim Administrator state benchmark:
] Minois ] Montana [ New Mexico ] Oklahema (1 Texas
2. [] EHBs based en benchmark of & state other than IL, MT, NM. OK and X
If so. indicate the stale's benchmark that Employer elects:
3. [[] Other EHB. as determined by Employer
In the absence of an zffirmative selection by Employer of its EHBs, then Employer is deemed to have elected the
EHBs based on the Texas benchmark plan

6. Employer contribution: See Ailached

- St — 5

Employer Contribution — Medical | Employer Contribution — Dental
} % of Employee’s premium, or $ % of Employee's premium, or $
1 R R : I
% of Dependent's premium, or S_____ Y% of Dependent's premium, or S__

Proprietary and Confidential Information of Claim Administrator
Not for use or disclasure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, except
with written permission of Claim Administrator.
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EE Rate & ER Contributions Cost Tables

Erpoyer | Tots! | ) Total |
Ceaerage | Karthly 5 f:::::%mlm’ fonthy Lrgerags ttanthly ! ' :” :"j:““‘."’f} hinthly [ fovirage iy cyee Monthly Contrs st I
Consr al B s # Hepmoam e ke " ¥
poy £165.00 5815.69 [Employee $E4133 [Employee .00 6891.53
Empioyee + Spouse §525.00 $1.525.95 \Imployee ¢+ Spouse | S142¢8 Empluyee » Spouse 400 00 £1,551.37 | 51.361.37;
Employee s Chidren £150.00 $2.021.08 Angloyee s Chidien | 62, 5111230 633730 [imployee » Chiddien §200.00 | §L132.30 | S1337.00
Employee + Famiy §658.00 $1.849.88 Impiayee sfamly | 5 5173612 8240714 [Employee « Farly £200.00 | §1.507.14 | §7.807.




Comments:

7. This ASO BPA is binding on both parties and is incorporated into and made a part of the Administrative Services
Agreement between the parties with both such documents to be referred to collectively as the “Administrative
Services Agreement” unless specified otherwise.

8. Producer/Consultant Compensation:
The Employer acknowledges that if any its POR acts on its behalf for purposes of purchasing services in connection
with the Employer’'s Plan under the Administrative Services Agreement to which this ASO BPA is attached, the
Claim Administrator may pay the Employer's POR a commission and/or other compensation in connection with such
services under the Administrative Services Agreement. If the Employer desires additional information regarding
commissions and/or other compensation paid to the POR by the Claim Administrator in connection with services
under the Administrative Services Agreement, the Employer should contact its POR.

Additional Provisions: B CBST will provide a one-time credit to the Administra of $205.785 “in an amount

uallo 145PEP ed by 6 ultiplied b t oyees per mon for the
eriod be i BCH ll&dtal } ancel

transutmnin a new product desi nwithBCBST f Emplove noelsbaoree iration Y e eri ' loyer
will be onsible for refundi BCBSTX the full ount t S| cl

lcal a mini — ve fee for the lwelve-month enod nin . e C = ec ve te e of 10/1/2023 for the
purchase of a Dental Coverage from BCBSTX

BCBSTX will provide a one-time transition credit of $50,000 for the twelve-month period beginning on the Contract
Effective Date 10/1/2023 for the purchase of stop loss coverage with BCBSTX. If Employer cancels the stop loss
coverage before expiration of the policy period, Employer will be responsible for refunding to BCBSTX the full
amount of the transition credit.

Propristary and Confidential Information of Clalm Adminlstrator
Not for uso or disclosure outside Clalm Administrator, Employer, thalr respsctive affillated companles and third-party representatives, except
with written permisston of Clalm Administrator.
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Daniel Borman

Sales Representative Signaturé of Authorized Purchaser

1/1/006 972-766-9306 \% w ‘”;" g //(:?9 S

District Phone & FAX Numbers Print Name
;//_'J‘tnﬂf/ D.V ~c #”
Producer Representative Title

74? 2023

Producer Firm Date? °

Producer Address

Producer Phone & FAX Numbers

Producer Email Address

Tax 1.D. No.

Proprictary and Confidential Information of Claim Administrator
Not for use or disclosure outside Claim Administrator, Employer, their respective affiliated companies and third-party representatives, except
with written permission of Claim Administrator.
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PROXY

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

From time to time, HCSC pays indemnification or advances expenses to its directors, officers, employees or agents
consistent with HCSC's bylaws then in force and as ctherwise required by applicable law.

By:
Group No 369197 1 ‘%/74 g%)"‘p)c

Print Sjgaers Narge Here

Sign

Group Name: County of Johnson

Address: 2 N Maina Sta Rooma 215
City: Cleburne State:  TX ZIP: 76033
Dated this 18th day of July 2023

Month Year

Proprictary and Confidential Information of Claim Administrator )
Not for use or disclosure outside Claim Administrator, Employer, their respective affillated companies and third-pa
with written permission of Claim Administrator.
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Health Insurance Continuation for Retirement Eligible
Employees Who Meet Certain Tenure Requirements

Eligible Employees

A. Full Time Regular Employees who, at the time they leave Johnson County employment,
are:

1) eligible for retirement benefits under Texas County and District Retirement guidelines and

2) have a total of 20 years service with Johnson County of which at least 10 years are continuous
service and

3) are covered under the Johnson County group health insurance program and/or Johnson County
vision plan at the time of their separation (must be enrolled to continue coverage) and
4) are not Medicare eligible, OR

B. Elected Officials who, at the time they leave Johnson County employment, are:

1) eligible for retirement benefits under Texas County and District Retirement guidelines and

2) have a total of 16 years service with Johnson County of which at least 10 years are continuous
service and

3) are covered under the Johnson County group health insurance program and/or Johnson County
vision plan at the time of their separation (must be enrolled to continue coverage) and

4) are not Medicare eligible.

County Premium Contribution

The County may contribute all, part, or none of the premium payment. The County’s
contribution, if any, will be determined annually by Commissioners Court during the County
budget process and will be effective on a fiscal year basis.

Dependents Coverage

Coverage for dependents who are not Medicare eligible and who are participants in the County’s
group health insurance plan and/or County’s vision plan at the time of the employee’s separation
may also be continued. Premiums will be paid for by the retiree and are to be made to the County
Treasurer no later than the 1% day of each month. In the event of the retiree’s death, covered
dependents may continue coverage until they become Medicare eligible provided they make
required premium payments on a timely basis.

Premiums

If, in the future, Commissioners Court should require retirees on this program to pay all or part
of the premium, then such premium payments are to be made to the County Treasurer no later
than the 1% day of each month. Failure to submit required payments in a timely manner will
result in cancellation and discontinued coverage.



Enrollment

Eligible employees must inform the Personnel Office not later than the day on which they leave
County employment that they elect to continue coverage under this program. Failure to enroll in
this program prior to the last day worked will forfeit the employee’s option to continue coverage.

Discontinuation of Coverage

Coverage under this program will be discontinued if any of the following conditions occur:

a) the retiree or participating dependent becomes Medicare eligible.

b) the retiree has reached the maximum 3 year coverage time frame limit which will
include any insurance coverage paid by Johnson County prior to October 1, 2011.

c) the retiree drops their coverage or coverage is dropped on a participating
dependent. If coverage is dropped, re-enrollment at a later date will not be
allowed.

d) the retiree fails to make any required premium payment in a timely manner.

e) the County discontinues employee group insurance.

f) Commissioners Court elects to discontinue this program.

Policy amended by Commissioners Court on May 27, 2014.



RETIREMENT-VESTED EMPLOYEE HEALTH INSURANCE
CONTINUATION PROGRAM

ELECTION FORM

TERMS AND CONDITIONS:

1.

2.

3.

5.

6.

An employee who is vested in the Johnson County retirement plan and leaves County
employment is entitled to purchase continued health benefits coverage for himself
and covered dependents unless the employee is eligible for group health benefits
coverage through another employer. If an employee is not eligible for group health
coverage under another employer's plan at the time he leaves the County but
subsequently becomes eligible under another employer's plan, then at that time he
will no longer be eligible for coverage under this program. If a vested employee
withdrawals or transfers his accumulated fund balance from the retirement plan
at the time he leaves the County or at a subsequent date, then he will no longer
be eligible for coverage under this program.

The employee must inform the Personnel Office not later than the day on which the
employee leaves County employment that the employee elects to continue coverage
under this program. Failure to enroll in this program prior to the last day worked will
forfeit the employee’s option to continue coverage under this program.

If the employee elects to continue coverage on himself or an eligible dependent and at
a subsequent date elects to discontinue coverage on himself or the dependent, then
that person will no longer be eligible for coverage.

Coverage under this program is available only to those vested employees and eligible
dependents that are covered by the County’s health plan at the time the vested
employee leaves County employment.

Coverage provided under this program will be the same level of coverage as that
provided to current employees of the County. Premium cost to persons patticipating
in this program will be the same as the cost charged to the County by the existing
insurance provider.

When a participant of this program becomes eligible for federal Medicare benefits,
the County wiltsubstitute a Medicare Supplement plan that will replace the existing
employee plan.

Premium payments are to be made to the Treasurer’s Office no later than the 1*

of each month. Failure to submit payments on a timely basis will result in
cancellation of coverage.
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PBM Fee Schedule Addendum to the Benefit Program Application

BlucCross Bloeshicld
@ ol Texas

County of Johnson
Effective Date: 10/1/2023
Revised: 10/1/2024
Members: 1,087
Employees: 756
Contract Period Traditional Select
Retail Network
10/1/2024 to 12/31/2025 19.45%
1/1/2026 0 12/31/2026 19.50%
Extended Supply Network (ESN) - 90 Day Channel
10/1/2024 to 12/31/2025 22.55%
1/1/2026 t0 12/31/2026 22.60%
Mail
10/1/2024 to 12/31/2025 25.60%
1/1/2026 to 12/31/2026 25.60%
Retail Network
10/1/2024 to 12/31/2025 | 82.50%
1/1/2026 to 12/31/2026 82.55%
Extended Supply Network (ESN) - 90 Day Channel
10/1/2024 t0 12/31/2025 B5.30%
1/1/2026 t0 12/31/2026 85.35%
Mail
10/1/2024 t0 12/31/2025 B6.35%
1/1/2026 to 12/31/2026 B6.35%
Retail Network
10/1/2024 to 12/31/2025 50.65
1/1/2026 to 12/31/2026 50.65
Extended Supply Network (ESN) - 90 Day Channel
10/1/2024 to 12/31/2025 $0.00
1/1/2026 to 12/31/2026 $0.00
Mail
10/1/2024 t0 12/31/2025 $0.00
1/1/2026 to 12/31/2026 50.00
Retail L
10/1/2024 to 12/31/2025 I 50.65
1/1/2026 10 12/31/2026 50.65
Extanded Supply Network (ESN) - 50 Day Channel
10/1/2024 to 12/31/2025 50.00
1/1/2026 10 12/31/2026 50.00
Mail
10/1/2024 t0 12/31/2025 $0.00
1/1/2026 to 12/31/2026 50.00
Discount
10/1/2024 to 12/31/2025 20.05%
1/1/2026 10 12/31/2026 20.05%
Specialty Pharmacy Dispensing Fee
10/1/2024 t0 12/31/2025 $0.00
1/1/2026 10 12/31/2026 50.00

Notes:

- Discounts are based on the actual NDC-11 dispensed on the fill date

- Guarantees are based upon the above selected BCBSTX Network rate sheet.

- Guarantees are based upon an implemented BCBSTX Extended Supply Network (S0-day retail). If not implemented, Retail rates apply.

- For the purpose of reconciliation at contract year end, discount and dispensing fee guarantees are reconciled in aggregate, as long as the
contract remains in effect.

- Discount and dispensing fee rates exclude compound, long term care (LTC) pharmacy, home infusion (HIF) pharmacy, veterans affairs (VA) pharmacy,
Indian/tribal/urban (1/T/U) pharmacy, U.S. territory [TER) pharmacy, 3408, Medicare/Medicaid .
of benefits (COB), 100% member-paid plans (i.e. discount cards nat including MedsYourWay drug discount card program), subrogation, paper, invalid, usual
and customary (U&C) claims and non-specialty discount and dispensing fees also exclude speciaity (as defined by the BCBSTX specialty drug pricing file) claims.

- For discount purposes, Specialty is defined by the BCBSTX specialty drug pricing file.

- Guarantees are based upon a exclusive specialty network arrangement.

- Aggregate Specialty discount guarantees do not include limited distribution drugs (LDDs) nor any new specialty drugs brought to market and
added 1o the specialty list during the term of each contract year.

- For discount and dispensing fees, Brand drugs are defined as drugs that have a Medi-Span multisource code field equal to “M", "N", or 0",

- For discount and dispensing fees, Generic drugs are defined as drugs a e that have a Medi-Span multisource code field equal to “Y".

- Employer will be billed for retail brand and retail generic prescriptions, mail brand and mail generic prescriptions, ESN brand and ESN generic,
and Specialty pharmacy claims (excluding Compound Drugs, Foreign Claims, and out-of-network claims) based on the lesser of (a) U&C or (b) PBM’s
adjudication rate schedule that is intended to achieve, on an aggregate annual basis, the AWP discounts and Dispensing Fees shown above (the

&, member foreign, coordination

“Employer’s Contract Rates”)

- Employer acknowledges and agrees that Emplayer’s Contract Rates may vary based on market influences and as necessary te achieve the AWP
discounts and Dispensing Fees shown above, on an aggregate contract year basis,

- Employer will be billed for Compound Drug claims based on the applicable discounted rate in the Network Contract.

- Compound Claims, Foreign Claims, reversed claims, and out-of-network claims are excluded from the calculation of whether the AWP discounts
and Dispensing Fees shown above have been achieved and also are excluded from the calculation of any shortfall credit for Employer

- If the number of employees drops to under 500, the discount and rebate guarantees become illustrative and annual reconciliation will not occur.

- Revised effective date to transition the account to a 1/1 renewal.

- Y1 will be effective 10/1/2024-12/31/2025. The group will receive a 15-month reconciliation.

“HCSC GEN ASO PBM Custom Fee Addendum 09/17"



PBM Fee Schedule Addendum 1o the Benefit Program Application

@ ‘I.,'|I'“|l..~.\':;.:“ BlucShicld

County of Johnson

Effective Date: 10/1/2023
Revised: 10/1/2024
Members: 1,087
Employees: 756
Contract Period Balanced

Retail Network

10/1/2024 10 12/31/2025 $200.00
1/1/2026 to 12/31/2026 $210.00
Extended Supply Network (ESN) - 90 Day Channel
10/1/2024 10 12/31/2025 $634.00
1/1/2026 to 12/31/2026 $666.00
Mail
10/1/2024 to 12/31/2025 [ $726.00
1/1/2026 to 12/31/2026 $762.00
Specialty
10/1/2024 to 12/31/2025 $2,664.00
1/1/2026 to 12/31/2026 $2,797.00
10/1/2024 10 12/31/2024 $66.30
1/1/2025 to0 12/31/2025 §72.93
1/1/2026 to 12/31/2026 $72.93

Notes:
- For rebate purposes, Specialty is defined by the BCBSTX specialty drug pricing file.
- For the purpose of reconciliation at contract year end, all rebate guarantees are reconciled in aggregate as long as the contract remains in effect.
- Compound, long term care (LTC) pharmacy, home infusion (HIF) pharmacy, veterans affairs (VA) pharmacy, Indian/tribal/urban (I/T/U) pharmacy,
U.S. territory (TER) pharmacy, 340b, Medicare/Medicaid, out of netwark, member-submitted, foreign, coordination of benefits (COBJ, 100% member-paid
plan {i.e. discount card), subrogation, paper, invalid, vaccine, non diabetic aver-the-counter, limited distribution drugs (LDDs), and bicsimilar claims
are excluded from rebate guarantees,
- For rebate purposes, Brand drugs are defined as all drugs that have a Medi-Span multisource code field equal to “M”, "N”, or *
- Rebates will be trued up annually ta the greater of the PEPM rebate credits or per brand Rx rebate guarantees.
- If the number af employees drops to under 500, the discount and rebate guarantees become illustrative and annual reconciliation will not occur.
- ¥1 will be effective 10/1/2024-12/31/2025. The group will receive a 15-month reconciliation.

“HCSC GEN ASO PBM Custom Fee Addendum 09/17°



PBM Fee Schedule Addendum to the Benefit Program Application

wiSa P rinn rreested

County of Johnson

Effective Date: 10/1/2023

Revised: 10/1/2024
Members: 1,087
| 756

Contract Period Per Employee Per Month

10/1/2024 to 12/31/2025 50.00
1/1/2026 to 12/31/2026 50.00

Notes:
- Administrative Fees will be charged at the above rate on a per employee per manth basis.

Additional Caveats:

- Guarantees are based on adopticn and adherence of an above BCBSTX drug list, including associated utilization management
and clinical programs. BCBSTX reserves the right to equitably adjust guarantees for the following: changes in any law or regulation,
changes in interpretation of a law or regulation, changes within PBM marketplace which lead to 2 significant deviation from the current
‘economic environment, unexpected market events, unexpected generic launches, authorized generic launches, biosimilar launches, products
launched at risk, products under patent litigation, new lower cost NDCs priced net of rebates from the innovator, products with AWP decreases,
implementation of new clinical programs, removal of existing ciinical programs, changes in pharmacy benefit plan design, or drug list changes.

- Members will pay the lower of the contracted rate, U&C, or their applicable copayment. Zero balance logic is not employed.

= Assumes client does not have 3408 pricing.

- Guarantees provided do not include savings from DUR or other clinical programs.

- Specialty drugs dispensed through the medical benefit will not be included in reconciliation of guarantees.

- Guarantees assume current channel utilization. BCBSTX reserves the right to rerate
to equitably adjust the guarantees in the event of significant changes in utilization.

- BCBSTX reserves the right to equitably adjust the guarantees in the event that membership in high deductible (CDHP)
plan increases signficantly over the current CDHP membership during the course of the contract.

- BCBSTX reserves the right to equitably adjust the guarantees in the event the number of covered members er pharmacy claims valume
materially changes over the course of the contract.

- Covid-19 related testing, vaccines, and treatments are excluded from guarantee reconciliation.

- Members' cost share Is the applicable copayment, deductible, and/or colnsurance, which coinsurance is calculated based on Employer's
Contracted Rates or the applicable out-of-netwark pricing. Zero balance logic is not employed.

- Employer Payments te Claim Administrator for Covered Services provided by Network Participants are calculated based on the pricing terms set
forth in this Addendum which shall remain in effect for the term of this Addendum to the extent described in the Administrative Services
Agreement. Such pricing may of may not equal the amounts actually paid to the Network Participants or received from drug manufacturers (e.g..
rebates), or the amounts paid or received between Claim Administrator and the PBM. As a result, the PBM or Claim Administrator may realize
positive margin on prescriptions filled at retal, mail order, ESN or specalty pharmacies or prescription drug rebates. Employer acknowledges that
it has negatiated for the specific traditional pricing terms set forth in this Addendum, and that it and its group health plan have no right to, or
legal interest in, any portion of any positive margin retained by Claim Administrator or PEM and consents to Claim Administrator’s and PBM's

retention of all such amounts.

- Employer will be billed for Foreign Claims n amount based on the amount billed by the pharmacy.

- Employer will be billed for cut-of-network claims based on the pricing set forth in the Administrative Services Agreement and/or PBM Exhibit, as
applicable.

- Guarantees will be calculated as described in this Addendum and the PBM Exhibit to the Administrative Services Agreement.

- Unless otherwise specified in this Addendum, capitalized terms used in this Addendum shall have the meanings set forth in the Administrative
Services Agreement or the PBM Exhibit, as applicable.

- Rx offer is contingent on BCBSTX being the medical benefits administrator.

- The Claim Administrator will not be obligated to provide Rx recenciliation and will not be cbligated to refund Employer until The PBM Addendum
has been executed and is on file with the Claim Administrator by the close of the applicable Reconciliation Period

- If the number of employees drops to under 500, the discount and rebate guarantees become illustrative and annual reconciliation will not occur.

- Starting the third quarter of the second contract year, and each contract year thereafter, employer may conduct a market check. If employer
reasonably believes its current guarantees are not competitive in the market, emplayer will advise claim administrator of its intent to conduct a
market check. Employer will retain a nationally recognized pharmacy benefits consultant to conduct the market check under confidentiality agreement.
The consultant will provide an analysis of the guarantee terms that employer could obtain in the market immediately following contract year.

= The market check report will include the guarantee terms by dispensing channel and service, that a plan similar to employer in the following respects
could reasonably cbtain within 60 days of the request: site (employers of a similar member count and managed drug spend), similar mail penetration,
generic dispensing rates, specialty program, drug mix, and formulary content and design, and sire, composition, and geography of retail network. If the
market check report has sufficient documentation to support that employer would realize at least three percent (3%) annual savings in the
Net Plan Cost, claim administrator will have 30 days to respond to the market check report.

- “Net Plan Cost” means the sum of all amounts paid or other services provided under this agreement, less rebate amounts, financial guarantees amount,
$0 Implementation allowances and any other amounts paid or payable to employer that reasonably service to reduce costs. If claim administrator agrees
ta the market check report savings projections, claim administrator may provide revised guarantees that meet or exceed savings identified in the market

an appropriate amendment reflecting the agreed revised terms, to be effective the first month of the

check report and the parties will enter inti
following contract year. The parties may enter into an appropriate amendment reflecting such revised terms.
« Net of Commissions
- Pricing includes 3 one-time implementation credit of $25,000 for 10.01.2023 effective date
In the event Employer terminates this agreement prior to the expiration of the initial term, Employer will return any amount credited upon the effective date of such termination.
- Y1 will be effective 10/1/2024-12/31/2025. The group will receive a 15-month recenciliation.

Signature of Autherized Purchaser

Print Name

Title

Date
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