Employer Agreement and Participation HIUUMANAL
Request For Voluntary Products Specialty Benefits

A
Name Lexington Faystte Urban County Govemment
Address 200 East Main Strest City  Lexington State KY  ZIP 40507
Employer Federal Tax iD Number  61-0858140
Contact Person  Mary Lyle Title
Telephone Number  859-258-3000 Fax Number  859-425-2889
Email Address miyle@lexingtonky.gov
Date Business Formed (two years’ minimum) 1974 Nature of Business 9199 - General Government, NEC

Collectively Bargained Plan? [] Yes X No
Is this group considered a government entity or achurch?  BJ Yes [ ] No
What i the Employer’s State of Situs?  Kentucky

B.
Name Lexington Fayette Urban County Government
Address Same as above City State ZIP
Contact Person ~ Mary Lyle Titte
Telephone Number  858-258-3954 Fax Number  858-258-3956
Email Address mivle@lexingtonky.gov
ff there is more than one iocation that should be billed, please attach a complete fisting of locations inciuding address ang contact,
Premium deductions will start (month) _ January for a bilfing effective date of (month)  January
Total eligib oyees/Me 3700
Employer's contribution 0% Employee/Member contribution  100%
Eligibility period:
D First of the month after date of employment; or
% First of the month after { | 30 days [} 60 days (7] 90 days [C] 120days  [] 180 days ] 365 days
Other
If an eligibility period is not selected, an eligibility period of 90 days will be assigned.
D.

The following product categories are authorized fo be enrolied to eligible Employee/Members until further notice:

X Life L] Supplemental Health/Accident [] Disability [] Critical liness/Cancer

Subscriber's/Employer's Authorization, Payroll Deduction Agreement and Participation Request {subject to written approval by

Kanawha insurance Company ('Kanawha').

The Subscriber/Employer (hereafter referred to as Employer) understands, acknowledges and certifies the following:

For Group Trust Products:

s  The Trustee of the Kanawha Insurance Trust (“the Trust") is the Policyholder of the group insurance policy(ies} and insurance
premiums constitute a part of the funds of the Trust. The Trustee is not an insurer and has no obligation under any insurance
policy. The Employer will pay premiums directly to Kanawha as payment for, and on behalf of, the Trustee.

¢  This coverage will be made available fo all eligible Employees/Members.

o  Upon acceptance for participation in the Trust, the Employer will be subject to the writien Employee Benefit Program Insurance
Trust Agreement (the “Trust Agreement’) between the Trustee and Kanawha, the terms and conditions of which are
incorporated herein.
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The Trust Agreement and the group policy(ies) are available for inspection at Kanawha Insurance Company.
Kanawha Insurance Company does not have any responsibility for the Employer’s ohfigations or compliance under ERISA, COBRA or
any cother applicable federal or state law or regulation. For purposes of ERISA, the Employer, and not Kanawha, is the Plan Sponsor, Plan
Administrafor, and Plan Fiduciary.

e  The Employer must remain engaged in a legitimate business enterprise to maintain eligibility for participation in the frust. Coverage on
each Employee/Member is dependent on individual qualification and the effective date of this coverage will be the date agreed upen by
the Employer and Kanawha.

For all products:

Representatives of Kanawha Insurance Company, a Humana Company, are authorized to contact the Empioyee/Members of the Employer
gonceming insurance to be provided by Kanawha.

Autharization is given to send billings to the location(s) named herein. |t is the responsibility of the Employer fo remit premiums to Kanawha on
a imely manner, whether the premiums are collected via payrolt deduction or paid by the Employer.

Itis the responsibifity of the Employer to notify Kanawha ff the Employee/Member requesis fermination of payroll deductions or is no longer
eligible for coverage. The Employer does not assume any responsibilify of coverage afier one of these events. if the Emgloyer pays premiums
for an Employee/Member in error, Kanawha will not reimburse the Employer for more than three months’ premium.

The Employer or Kanawha can terminate the Payroll Deduction Agreement at any time by giving the other 30 days' notice. Upon termination of
this Agreement, premium payment will be arranged beiween the Empioyer/Member and Kanawha.

The Insurance Producer has limited authority to represent Kanawha. The Insurance Producer does not have the authority to remove an
Employse/Member from the list billing or to cancel an Employee's/Member's insurance. Conversely, the Insurance Producer cannot promise
that coverage will be issued. Furthermore, the Insurance Producer has no authority to vary or change the terms and conditions of this
Agresment.

The terms of coverage, including premiums and benefits, are subject to changz under the terms of the Policy(ies). A written notice of such
change will be provided.

Payment by check shall not constitute payment of insurance premiums until the check has been received by Kanawha's Home Office and
honored by the drawee of the bank when presented.

If the Employer fails to make the required premium payment on behalf of Employer's EmployeesiMembers, Kanawha reserves the right to
terminate insurance coverage for nonpayment. Such termination shall be as effective of the last date for which premium was paid before the
amount owing was added to the billing.

Any perscn who, with the intent to defraud or knowing that he or she is facilitating a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement may be subject to
prosecution and punishment for insurance fraud.

GOVERNMENT ENTITIES AND CHURCHES ARE CONSIDERED NON-ERISA CASES. EMPLOYER
GROUPS ELECTING OPTIONAL BENEFITS COVERAGE MAY BE SUBJECT TO THE TERMS AND
CONDITIONS OF ERISA.

Dated at this day of .20
Signature of Officer or Person Approving Agreement Printed Name of Officer or Person Approving Agreement
Title
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Agent Report

Please complete the following information. The Emgployer has requested the benefit configuration for the products indicated below.

[ | Accident Insurance U] Group Trust [ Indivigual
Base Plan 31 Unit ™ 2 Units M3units  [14Units
Optional Benefits
[ ] Hospital Intensive Care Unit Benefits Rider 18150 (18300 [} 9450 [ 1600
[ Fracture and Dislocation Benefits Rider Ms750 [T %1500

[] Accident Total Disabitity Benefits Rider (Elimination Period)  [] 1Day [ 7 Days [114Days  []30Days
(] Cn-the-Job Coverage Benefits Rider

[ ] ! Disability Income (Check only one box per ling.)
] Disability Income Advantage [13Month  [J6Month [ ]1Year []2Year [L]3Year
Base Benefit Period Lo7 L1777 Clona [J14114 [ 13030

] 50/90 11807180  []365/385
{1 Additional Morsthly Income Rider
AM! Benefit Period [13Month  [I6Month  []9Month [ 11 Year [] 18 Months
12 Year (130 Month 13 Year

AM! Elimination Period o 7 [jom4 ] 30/30
[160/60 [190/90 [1180/180 (] 365/365
{1 24-hous Coverage for all employees
I ] Mental or Emotional Disease or Discrder Rider (If sefected, this Rider becomes mandatory for all persons to be covered.
Only avaifable with a Base Elimination Period of 0/14, 14/14, or 30/30.)
[ Income Protector (Non-Occ)
Elimination Period Llo7 w7 [10/14 1 14n4 {13030
[ 19090 [] 4807180

Benefit Period [190Day [ ]6Month  []1 Year ]2 Year

[] | Health Care Plus
Hospital Confinement Benefit []$250 [ $500
[_] Optional Hospital indemnity Benefit Rider

[7] | Cancer
[] Cancer Plus [ ] Cash Cancer Plus
X | Life
[ILPUGS
[ Secure Life [ Waiver of Premium [ ] AD&D []Lossof Work ] Employee Termto Age 85 ] Family Term
[ Aegis (Check choices below.} [ Group Trust [ individual
[]Term (15Year [110Year [115Year  []20 Year (130 Year
[] Accelerated Living Benefit Rider ] Quality of Life Acceleration Benefit Rider
[ ] increasing Death Benefit Rider (not available on 5 Year Term) [ ] AD&D Rider
[] | Critical Hiness Insurance
"1 Cancer and Heart
Base Plan [ Cancer Only [] Heart Attack/Stroke Oniy ~ Attack/Stroke
Payment Period [] Lifetime (L] 20 Years
Optional Benefit [] Persistency Benefit
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¢ hereby warrant and represent that the insurance Producer information | have provided herein is complete and accurate.

Furthermore, 1 certify that | have fuily explained o the above Employer all provisions, the insurance products in which the Employer has
permitted its Employees/Members to enroll, and &l insurance benefits, limitations, exclusions and conditions of the selected group insurance
product as described by Kanawha Insurance Company in its marketing materials,

| have advised the above-referenced Employer: {1) not to cancei any existing coverage until the Employer has received a written notice of
approval from Kanawha's Home Office; and (2) if the Employer is accepted to participate in the Kanawha Insurance Trust, the notice of
approval will indicate the effective date of Employes/iMember coverage.

| certify that | have reviewed all documents completed by the Empioyer for participation in the Kanawha Insurance Trust. | further certify that |
witl review all enrollment applications completed by the eligible Employees/Members and their dependents requesting insurance coverage, and
that afl such documents must be properly complefed and submitted to Kanawha pricr to Kanawha's approval of the insurance coverage
described herein. | further certify that in soliciting this business, | have fully complied with the IMSA

Principles and Code of Ethical Market Conduct, and | have not exceeded my limited authority as an Insurance Praducer,

this ’*/K’ZL’ dayof &y o |, 20/3
: . ¥
A ) # M Ly I'Y){Lff\f?
s&g@ém?e of Licensed Insurance Producer Printed Namé of Licensed [nsurance Producer

Lef ~OALG0 D breneht Tnsumnce macfchng

License Identification Number of Insurance Producer

Spectalty Denefits
210 South White Street

Post Office Box 610
Lancaster, South Carolina 28721-0610
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Kanawha Insurance Company

insurance products are underwritten by Kanawha Insurance Company

ANA.

Syﬁdhity Bmg‘iis
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A. Employer Information

Name Lexington Favette Urban County Government

Address 200 East Main Street City Lexington State Kentucky.  ZIP 40507
Telephone Number 859-258_3000 Fax Number gzg_ 495 79949

E-mall Address mlyle@lexingtonky.gov

Contact Person Mary Lyle Title

Nature of Business 9199 - General Government, NEC

Employer Identification Number (FIN) £1_ngsa140

Collectively Bargained Plan? fYes @ No Year Business Formed 1974
Name of Plan
Plan Number (Assigned by Employer for use in filing IRS Form 5500)

Is this group considered a government entity or a church? i Yes TINo
B. Billing Information (if different from above}

Name Lexington Fayette Urban County Government

Address Same as ahave City State ZiP
Telephone Number §59-258-3954 Fax Number 859-258-3956

E-mail Address _mlyle@lexingtonky.gov |

Contact Person Mary Lyle Title

C. Billing Details (Billing to other than Employer requires pricr Home Office Approval)
Billing Frequency: Xl Monthly [ Other (specify day of month):

Payroll Freguency: LI Monthly  XSemi-Monthly [ Bi-Weekly  TiwWeekly O Other:

Preferred Billing Type: [0 Paper 3 E-mail [ Tape

Payroll Cutoff Date(s) to Receive Changes (specify day of month}  1st

Must Receive First Billing/Deductions by {(specify day of month) 1st

D. Due Date
Effective Date of Policy and Due Date of First Premium will be (month, day, vear) g1/01/2014

E. Eligibility
Eligible Employees: @Salary Exernpt and Non-Exernpt
B Wage and Hour Non-Exempt

0 Other
An Eligible employee is one who is actively at work on a full-time basis working at least 7 hours per week.
Total Eligible Empioyees 3700
Employer Contribution 0% Employee Contribution  100%

New employees hired after Effective Date of Palicy will be eligible for coverage after:
& 1st of month following employment
[3 1st of month after 30 days of employment

[ Other
E. Existing Coverage Available to Employees
Disabifity Income Carrier N/A L Individual [J Group  Coverage Termination Date
Dental Carrier N/A Ol Individual [J Group  Coverage Termination Date
Ci/Cancer Carrier N/A Ol individual CDGroup  Coverage Termination Date
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G. Products

[ Disability
Plan Design [[I Benefits are provided in conjunction with an HSA Plan

] Benefits will be offerad in conjunction with an IRS qualified pre-tax plan

Benefit Period £190 Days [O6 Months 11 Year 02 Years  [O3 Years
Elimination Period £10/7 2777 30/14 1414 3 30/30
[.190/90 [1180/180 [1365/365

Optional Benefits — Employer Selectable

0 60/60

[ Sickness Elimination Period Walver - Available onily if 7 or 14 day Elimination Pericd is selected for Sickness.

[iLoss of Work
24 hour

O Portability
Optional Benefits — Employee Selectable

[1 COBRA Benefit OO Physical Therapy Benefit [JICU/CCU Benefit

O Accident Insurance

[ Mental, Nervous, Alcohol and Drug Abuse
U Takeover {Prior carrier's policy and bill are required.}

Base Plan Clievel 1 Olievel 2 Oievel 3 [llevel 4

Optional Benefits '

[ Hospital Intensive Care Unit Benefit O $150 [1$300 (13450 1$600

[ Fracture and Dislocation Benefit %750 0$1,500

[ Accident Total Disability Benefit (Elimination Period) 11 Day C17 Days 0314 Days {130 Days

1 On-the-Job Coverage Benefit

] Critical lliness
Plan Design {]Benefits are provided in coenjunction with a HSA Plan

[ Benefits will be offered in conjunction with an IRS qualified pre-tax plan

Coverage choices [lVascular O Cancer O Other Critical llinesses:  [150%

Optional Benefits — Employer Selectabie

[1Benefit Recurrence LJLoss of Work

Ul Takeover Benefit

Optional Benefits — Employee Seiectable

[T Health Screening Benefit 0550 %100 [1$150 (select one)
1 Automatic Benefit Increase
X Term Life
Plan Design 10 Year 20 Year
Optional Benefits — Employer Selectable
[ Waiver of Premium O Loss of Work

[ Accidental Death and Loss of Sight Dismemberment
1 Additional Benefit Increase

O 100% (select one)

[t Accelerated Living Benefit - Critical iliness £125% [150% [3 100% {(select one)
[} Takeover Benefit
0 Suppiemental Health

Base Plan O Plan A LIPianB OPlan C OPlan D

Hospital Indemnity $100/day $200/day $300/day $500/day

Hospital First Occurrence $250/day $500/day $500/day (days 1&2), $500/day (days 1&2),

$750/day (days 3&4) $1,000/day (days 3&4)

Optional Benefits — Selected by Participant

{1 Emergency Room $50/day (ER), $100/day (ER), $150/cday (ER), $250/day (ER),
$40/day (urgent care) $80/day (urgent care) $120/day (urgent care)

OICU/CCU/MBUm Unit Benefit $100/day 3200/day $600/day $1.000/day

O Surgical Schedule $500 $1,000 $1,000 $2,000

[ Diagnostic, Laboratory and X-ray $25/test (hospital), $25/test (hospital), $50/test (hospital),  $75/est (hospital),

$20/test {doctor's  $20/test {doctor's  $40/test (doctor’s
office or clinic) office or clinic) office or clinic)
] Qutpatient Office Visit $254visit $50Misit §75/MNisit
[Iwellness $50/vear $50/ear $100/vear

$€0/test (doctor's
office or clinic)

$ 100/ isit
$150/vear

if multiple plans are selected and plan availability is imited by class, please list what dlass of employees are eligible for each plan.
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H. State of Delivery

For the purpose of the Group Policy, the State of Situs will be Kentucky

Kanawha Insurance Company, a Humana Company, (hereafter referred to as Kanawha) is authorized to contact the employees
of the Employer, named herein, concerning insurance to be provided by Kanawha.

Authcrization is given to send billings to the location named herein. The responsibility of remitting premiums in a timely
manner to Kanawha on behalf of their employees, whether collected via payro# deduction or employer-paid, is that of the
Employer or Plan Sponsor.

Any employee may voluntarily stop his or her payroll deduciion by notifying the Employer or Pian Sponsor. The Employer or
Plan Sponsor will forward written notice of an employee’s request to stop deductions to Kanawha's home office. 1t is also the
Employer’s or Plan Sponsor’s responsibility 1o notify Kanawha of an employee’s termination. The Employer or Plan Sponsor does
not assume any responsibility of coverage after cancellation of the deductions or termination of employment of any employee.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance containing any materially false information or conceals, for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent act, which is a crime.

Datedat [ s ;e dery £ this “/\ﬁ“‘ day of J&, oo 2017
City / State’ e
P
pavs,

Signature of Officer or Person Approving Agreement " §rgpra’tuf’é of Licensed | Insurance Producer

%})/ﬂ.f) J ﬁ’j{‘ (s

Au ot Insweance, Mo ckehng
Title Printed Name of Licensed Insurance Producer /

ARk IARIaYS
Printed Name of Officer or Person Approving Agreement License Identification Number of Insurance Producer

GOVERNMENT ENTITIES AND CHURCHES ARE CONSIDERED NON-ERISA CASES. EMPLOYER GROUPS ELECTING
OPTIONAL BENEFITS COVERAGE MAY BE SUBJECT TO THE TERMS AND CONDITIONS OF ERISA.

IN SUMNCF GGMP&M‘{

HUMANA.

Specialty Benefits

210 South White Street
Post Office Box 7777
Lancaster, South Carolina 29721-7777
877-378-1505

Kanawha Insurance Company is & Humana company.
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