Rate Renewal Certification

Blue Cross EDP:
. . Blue Shield Page :
Rewrn to:  Renewal Underwriting Certification Blue Care Network
PO Box 8023 % of Michigan
; _ A norPTOMt corporation and' independent licensee
Novi, MI 48376-9967 of the Blue Cross and Blue Shield Association
~'Customer Name:
Agent Name: Agent Phone Number :
Clustomer 1D Distribution Code Renewal Year / Month
RETURN THIS FORM ALONG WITH YOUR MOST RECENT COMPLETED QUARTERLY
WAGE DETAIL REPORT IN THIE ENCLOSED POSTAGE PAID ENVELOPE.
1. Provide the number of cligible employees based on the eligiblity definition from the back.
Number of eligible Number of eligible employees l
employees in Michigan G outside of Michigan H
2. List a|ll health carriers that are offered to your employees, including the number of medical contracts cnrolled
in cach.
Carrier1 [B|{L |U[E Ci{R|O({S (S BIL{U{E S{H|I |[E|L|D M{I
Number of BCBSM actives BCBSM BCHSM
enrolled: A Retirees COBRA
enrolled: enrolled:
Carrier2 |B |L |U{E ClA|R|E N{E|TIWJO|R K MI]I
Number of BOCN actives BCN BCON
enrolled: B Retirees COBRA
enrolled: enrolled:
Carrier 3
Number of actives Retirees COBRA
enrolled: C entolled: enrolled:
Carrier 4
Number of actives Retirees COBRA
eniolled: D enrolled: enrolled:
3. Do you have a collective bargaining agreement? [] Yes [ No Carrier # from Number
Ilyes, please complete the Tollowing: question 2 above  enrolled
Union Name: I D
Union Name:
HENEEEEEEEEREEN L1 L
4. Identify the number of eligible employees NOT seeking or offered medical coverage through your health plan
Number of cligible employees Number of eligible employees covered by a
choosing NO form of coverage E (OR) spouse, another employer or prior retirement plan: F
or not offered coverage:
5. Do you offer a self-funded medical program? [JYes  [JNo Number
Plan Administrator (Not reguired if you do not offer a se) f-funded medical DITQ enrolled
6. For members enrolled in BCN, please identify the amount your company I lj I I l
contributes on a monthly basis toward a one-person contract. Dolkirs . Porcent

Signature of Group Exccutive

Title Date

Read the reverse side of this certification form before answering the above questions.

SN



"For ‘each employee listed, include on your How to check your totals on the form:
Quarterly Wage Detail Report the following

designation for their status: Add the 6 boxes marked A-FP
. Add the 2 boxes marked G & H
FT= Full time SEAS= Seasonal These two totals should equal each other
PT= Part time TERM= Terminated
NH= New hire C= Cobra
R= Retiree OWN= Owner

RATE RENEWAL CERTIFICATION INFORMATION AND DEFINITIONS

ELIGIBLE EMPLOYEES ARE DEFINED AS PULL-TIME EMPLOYEES WITH A NORMAL WORKWEEK OF 30 OR MORE
HOURS. AS A PART OF THE TOTAL NUMBER OF ELIGIBLE EMPLOYEES, YOU MAY CHOOSE TO INCLUDE THOSE
WORKING 17.5 TO 30 HOURS AS LONG AS THE ELIGIBILITY CRITERION IS APPLIED UNIFORMLY WITHOUT
REGARD TO HEALTH STATUS-RELATED FACTORS.

The numbers preceding the definitions below correspond to the line number‘onzéhe form where
the term will be used.

Eligible employees in Michigan These are employees working at a location within
Michigan.
Eligible employees outside of MI These are employees working at a location in a state

other than Michigan.

2 Medical contracts "Medical contracts" are those that cover hospital
and physician claims and should be counted as enroclled
actives, COBRA or retiree. Plans covering ONLY dental,
vigion and drugs should NOT be counted.

2 Actives enrolled "Actives enrolled” are full-time employees with
medical coverage {(they must meet the definition of
*eligible employee® above).

2. Enrolled retirees These are persons previously employed by your company,
but who are now retired and have retained their
company-sponsored health insurance benefits.

2 Enrolled COBRA These are former employees retaining company health
insurance benefits through the Consolidated Omnibus
Budget Reconciliation Act {COBRA).

3 Collective bargaining agreement Thig is an agreement negotiated between a union and an
employer that specifieg such items as wages, hours and
benefits including health insurance.

4 Employees not seeking or offered This group is composed of employees who are not
coverage . enrolled in any group-sponsored health plan, or who
choose to waive the offered coverage.

4 Employees with other coverage These are employees who may not be enrolled because
they have coverage through a spouse, through another
employer or through a prior retirement plan.

5. Self-funded A self-funded plan is one in which the group accepts
the risk of its health insurance program by pa¥ing its
own claims with the assistance of a plan administrator
You only need to supply this information if you
self-fund your medical plan.

5 Plan administrator Thig is the third party responsible for administering
a gelf funded Medical plan.

& Monthly contribution for BCN This line is ONLY for companies that offer BCN
members coverage to employees. EBnter the monthly amount in
dollars and cents the company contributes toward an
employee’s contract and the percentage of the total
monthly peremium that amount repregents.

PLEASE RETURN THE FORM ALONG WITH YOUR MOST RECENT COMPLETED QUARTERLY WAGE DETAIL REPORT IN
T THE ENCLOSED POSTAGE PAID ENVELOPE
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