: For Intemal Use Only
\ q ‘ » Effecfive Date
vera ) i 09/01/2021

Group Numbar
Health Plans SD3X2A

RENEWAL
Employer Participation Agreement

Group Type: H® Large Employer Non-Grandfathered O Large Employer Grandfathered
O Small Employer Transitional 0 Small Employer Grandfathered

EMPLOYER INFORMATION

Legal Name of Employer Hand County President/CEQ Chairman Gib Rodgers
Employer Contact Name Doug DeBoer Phone (605 ) 853 — 2182 Ext

Email auditorfhandcountysd.org Fax (605 } 853 — 27869
Street Address 415 W 1st, Suite 202 Mailbox 7 City Miller
County Hand State SD__ ZIP 57362
Mailing Address 415 W 1st, Suite 202 Mailbox 7 City Miller State SD ZIP 57362
{If diffarent than Street Address)
Tax Identification Number (TIN) 466000297 NAICS Code {required})
Nature of Business Government Entity
: ' Number of

Does your business have more than onelocation? [ ves, listall locations to be covered underthis plan No Employees

Location Address City State SD zip 57301

Location Address City State P

{If necessary, attach separate location listing.)

1. Number of current smployees: Fiilltime: 4% Part-fime/Seasonal::_23 Total Employees: _blo _
2. Number of hours worked per week to be eligible: 25 Note: Maximum hours cannot exceed 30 hours per week.
3. s plan management only? (] Yes [ No
4, Waiting Period for new employees to become eligible for insurance, choose one:
m 1 day of the month following 30 days 7 1%t day of the month following 60 days

[J 90 days following the hire date (maximum allowed) {1 Other:

PLAN INFORMATION

1. Renewal Effective Date: _09/01/2021
2. Open Enroliment Offered? W Yes [J No

If yes, check one: [l On Renewal Date or [J Calendar Year
3. Deductible: [JCalendar Year Deductible B Contract Year Deductible [ Other, explain:

4, Does Avera Health Plans provide COBRA/Continuation of Coverage Servicas Administration? ™ ves CINo

If no, do you want Avera Health Plans to provide this service? [ ves Lo if yes, additional papsrwork is required.
NOTE: This service is provided at no cost.
If no, list name of COBRA/State Continuation of Caverage Administrator:

Phane ( ) —
5. If applicable, will DAKOTACARE Administrative Services (DAS) continue to administer:
a. FLEX (FSA): Yes No ¢. Health Reimbursement Account (HRA): Yes No
b. Health Savings Account (HSA): Yes No d. Premium Only Plan {POP}): Yes No
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AGENT STATEMENT
| certify that to the best of my knowledge, all gf

fhtained in the Employer Participation Agreement and any attached

documents are correct. 7

Agent’s Signature 4 . Agent TIN Date %@lﬂ
Agent Name (please print) Mike’ L&Brun Phone ( 605 ) 996 — 7171

Agency Name Dice Financial Services Group Email mikeldicefinancial.com

Address 1716 N Sanborn Blvd City Mitchell State SD  ZIP 57301

EMPLOYER PARTICIPATION AGREEMENT

The employer hereby applies for or renews group health coverage provided by Avera Health Plans and agrees to be bound by all terms and conditions of the
Certificate of Coverage issued to the employer. If your group is subject fo ERISA, the Certificate of Coverage is not intended to serve as the ERISA Plan Document or
Summary Plan Description which the employer must provide. The employer acknowledgss that the Certificate of Coverage is available for inspection by any person
covered by the Cartificate of Coverage by contacting us. The employer represents that the information provided on this Employer Parlicipation Agreement is complete
and true to the best of its knowledge and belief. The employer understands that no insurance will become effective without the written approval of Avera Health Plans
and that any fraud or intentional misrepresentation may nullify coverage for employees and dependents. Employer understands that the rates quoted were based on
census information and data provided by the employer. Should the enrellsd group's data provided by the employer vary by more than 10%, we reserve the right to
adjust the rates to reflect the enrolled group's actual data. Rates are valid on effective date, provided the group enrclls on the date quoted, but not later than the first of
the following month. Rates are subjsct to approval by the state agency responsible for the regulation of insurance products.

It is further understood that no agent has the authority to alter or amend the Certificate of Coverage or to bind Avera Health Plans by making any promise or
representation. We will share with the agent of record the quarterly and/or annual claims reports, unpaid premium notices, and renewal rates.

It is further understood and agreed that benefits under the Certificate of Coverage and the cost of providing those benefits may change. No insurance coverage will
become effective until the first full premium has been paid. The employer must provide a completed EFT form or pay 100% of the first month premium (binder
payment) in full no later than 30 days from the effectuation date or they will be terminated as never effective. Premiums are due and payable on or before the first day
of the month of service. Avera Health Plans will aliow a 30-day grace period to the employer for receipt of the premiums. Coverage shall be provided under the
Certificate of Coverage during the 30-day grace period as long as the outstanding premium is paid within the grace period, We may suspend the processing of the
group's medical and pharmacy claims for services received during the grace period if your premium has not been paid by the due date. Failure to pay the outstanding
premium within the 30-day grace period will cause the Certificate of Coverage lo be terminated retroactive to the fast day of the month for which payment has been
received.

Employer is respensible for identifying eligible employees in accordance with employer policy and applicable state and federal regulations. The emplayer is
responsible for auditing its monthly premium invoice. The employer shall notify Avera Health Plans by completing the Termination of Coverage Farm whenever any
member ceases to be eligible for coverage, as soon as possible, no later than 30 days after the event that rendered the member ineligible for coverage. The member
will be termed for coverage at the end of the termination month and premiums must be paid in full for that member. The employer will be liable to pay the premium on
behalf of any member for whom the required notice of ineligibility has not been given and will be required to pay for any charges incurred during the time a persan was
not an eligible member. If the employer has a covered employee {person who works at least 30 hours per work week) on any form of leave of absence that exceeds
12 weeks in length, the employer agrees to notify us of such employee’s status as soon as reasenably possible, and in no event later than 30 days after the leave
ends. We will not provide coverage for members of the employer who are on leave of absence for more than 12 weeks per year unless the extended leave of absence
policy is provided with this Agreement. If the employer wishes to have employees remain on leave of absence and still be covered by Avera Health Plans, the
employer's premium must be underwritten accordingly to conform with the employer’s request.

The employer must provide Avera Health Plans with the information needed to administer the Certificate of Coverage and to complite the premium due. Failure of the
employer to provide this information will not void or discontinue a member's coverage. The employer has the right to examine our records on the services provided at
any reasonable time while this Cerlificate of Coverage is in force. Avera Health Plans also has this right until all rights and obligations under the Certificate of
Coverage are finally terminated.

The plan may terminate or not renew the Certificate of Coverage if one of the following circumstances oceurs:
(a} the employer has failed to pay any premium or contributions in accordance with the terms of the Certificate of Coverage or has not made timely
premium payments;
(b} the employer performs an act or practice that consfitutes fraud or has made an intentional misrepresentation of material fact;
{c) the employer has failed to comply with a material Certificate of Coverage provision relating to employer contribution or participation rules;
{d} Avera Health Plans discontinues its offering of the type of group health insurance offered; or
{e) there is no longer any eligible group participant or member in connection with the Certificate of Coverage who lives or works in the plan’s service area.

Any person who, with the requisite intent to defraud or knewing that they are facilitating a fraud against Avera Health Plans in submitting an application or claim
combining a false or deceptive statement may be guilty of insurance fraud as specified in applicable state law.

Employer agrees to use any of Avera Health Plans’ supplied forms for purposes of performing duties under this agreement, This provision does not, hawever, require
that we create and/or supply forms to group for COBRA/Continuation of Coverage administration.

Upon Avera Health Plans’ signature, Avera Health Plans agrees to provide coverage to employer as defined in this agreement.

Authorized Employer Sighature [ emege ™\ ez Tile Auditor
Print Name Doug DeBoer Date: §-9- 21
Avera Health Plans Date

Chief Executive Officer

Print Name Debra K, Muller

. an
A‘f era ﬁ’-l 5300 S Broadband Lane, Sioux Falls, SD 57108-2221 Phone 605-322-4545 « AveraHealthPlans.com
Health Plans )
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Averar

Health Plans

Group: Hand County

Effective Date of Coverage: 9/1/2021

Non-Grandfatherad

Avera Benefit Solutions

4 Tier Level Quote
SIC Code: 921110

Employe

Employee & Spouse

Employee & Children

Famil

Qut-of-Network

(=2 =R =1 ]

Indlvidual Family Individual Family
Deductible $1,000 $2,000 $5,000 $10,000
Coinsurance $2,500 $5,000 $5,000 $10,000
Coinsurance % 60% 60% 60% 60%
Out of Packet Maximum $3,500 $7,000 $10,000 $20,000
In-Network Covarage below. Out-of-Network Coverage is subjact te Deductible and Coinsurance Employee E“;‘;Igzgg y Erg‘f)'lli%’reei & Family Toltaarlexﬁ.lnr:lhly
Physician Office Visit Office Visit Co-pay with Lab/X-Ray
$35 PCP/$70 Specialist
Pharmacy Benefits: Pharmacy $12/$35/570
90 Days - 3x Copay $50 Deductible per member - Waived for Generics
Preventive Benefils 100% Preventive Benefit - NGF
Chiropractic Office Visit Co-pay same as PCP Physician Office Visit
Mental Health Office Visit Co-pay same as PCP Physician Office Visit
Emergency Room Option Deductible/Colnsurance
Full Time Student Age Full Time Student thru Age 29
Out of Network Optlon 1 - Standard Out of Netwaork
Vision No Coverage a
Employee Assistance Program 5 Visit Model
Commission Per Employee Per Month: $18.00
Total Premium with Commission: $837.07 $1,640.81 | $1,520.24 | $2,323.98 $5,859.49

Employee $961.65 $837.07 -12.95%
Employee + Spouse $1,805.31 $1,640.81 -13,88%
Employee + Children $1,763.74 $1,520.24 -13.81%

Family $2,707.40 $2,323.98 -14.16%

Plan Year:

PPACA Effective Date:

Renewal Rates: The above rates are basad on the most recent AHP census/slaim Infarmation. Rates are valld for twelve months from renewal date provided the group renews within 30 days of
receipt of this renewal. Renewals not confirmed within 30 days may be re-rated based on updated census and claims information,

Agent Name

W\T ('/j‘\a& / . Lﬂgmr\

(e sBce—

Employer Representatve Signatlre

Rer Rnances /

Agency'Name

2-2-2)

Date

Proprietary Confidential - Avera Health Plans

Hand County - Three Plans - 3nd REVISION 7-6-21




: BRiE
Avera
"Health Plans

Group: Hand County

Avera BenefitSolutions

Effective Date of Coverage: 9/1/2021 Employee 1
Employee & Spouse 0
Employee & Children 1
2021 Large Group Rating Non-Grandfathered 4 S;I;eé;_:a\:es:z?r:;e il
Benefit Solutions: ~ Medical & Pha '
In-Network Qut-of-Network
Individual Family Individual Family
Deductible $2,000 $4,000 $5,000 $10,000
Coinsurance $2,500 $5,000 $5,000 $10,000
Coinsurance % 70% 70% 60% 60%
Cut of Pocket Maximum $4,500 $9,000 $10,000 $20,000
In-Network Coverage below. Out-of-Network Goverage is subject lo Deductible and Coinsurance Employee E“g:)lgx:: s Ergflll‘lz:lyr:i& Family To!:'arlex?:lnr:'lhly
Physician Office Visit Office Visit Co-pay with Lab/X{-Ray
$25 PCP/$50 Specialist
Pharmacy Benefits: Pharmacy $12/$35/$70
80 Days - 3x Copay $50 Deductible per member - Waived for Generics
Preventive Benefiis 100% Preventive Benefit - NGF
Chiropractic Office Visit Co-pay same as PCP Physician Office Vlsit
Mental Health Office Visit Co-pay same as PCP Physician Office Visit
Emergency Room Option Deductible/Coinsurance
Fuil Time Student Age Full Time Student thru Age 29
Out of Network Option 1 - Standard Out of Netwark
Benefit Soldtions : 5
Vision Moveraga T o
Employee Assistance Program 5 Visit Modsl
Commission Par Employee Per Maonth: $18.00
Total Premium with Commission: $784.14 $1,535.95 | $1,423.15 | $2,174.97 $2,207.29
[Mier Levels® rrent F Renewal Rates
Employee $896.66 $784.14 -12.55% : o
Employee + Spouse $1,775.34 $1,535.95 -13.48% Plan Year:
Emgloyee + Children $1,643.52 $1,423.15 -13.41% PPACA Effective Date:
Family $2,522.19 $2,174.97 -13.77%

Renewal Rates: The above rates are based on tWost recent AHP censusfclaim information. Rates are valid for twelve months from renewal date provided the group renews within 30 days of
A

in 30 days may be re-ratad based en updated census and claims information.

pp———

recelpt of this renawal. ?nj}{T not confirmed
- A

Emploved Representaive Signature

/)\c—e

/?ACKMIE {

Agency Name~"

%)7l2)

Date

Proprietary Confidential - Avera Health Plans

Hand County - Three Plans - 3nd REVISION 7-6-21



Avera

Health Plans

Group: Hand County

Effective Date of Coverage: 9/1/2021

2021 Large Group Rating NonGrandfathered

Medlcal & Pharmacy

Avera HDHP
Employee 18
Employee & Spouse 0
Employee & Children 0
4 Tier Lavel Quote Family 1

8IC Code: 821110

Out-of-Network

In Network
Individual Family Individual Family
Deductible 34,500 $9,000 $5,000 $10,000
Coinsurance $0 $0 $5,000 $10,000
Cainsurance % 100% 100% 60% 60%
Qut of Pocket Maximum $4,500 $9,000 $10,000 $20,000

* HDHP Family Deductible has an embedded Single deductible

Employee & | Employee &

Spouse | Children | oMY

Employse

Total Monthly
Premium

* HDHP Pharmacy plans may not qualify as creditable coverage under Medicare Part D per Medicara
Guidelines.

Preventive Banefits 100% Preventive Benefit - NGF

Vision No Caverage

Employee Assistance Program EAP - 5 Visits
Commission Per Employee Per Month: $18.00

Total Premium with Commission:

$623.67 | $1,218.01 | $1,128.85 | §1,723.19

$18,905.46

Employee $715.54 $623.67 -12.84% R
Employae + Spouse $1,413.09 $1,218.01 -13.81% Plan Year:
Employee + Children $1,308.45 $1,128.85 -13.73% PPACA Effective Date:
Family $2,005.99 $1,723.19 -14.10%

Renewal Rates: The above rates are based on the most recent AHP census/claim information. Rates are valid for twelve months from renewal date provided the group renews within 30 days of receipt of this
renawal. Renewsals not confirmed within 30 days may be re-rated based on updated census and claims informatlon,

//M: vAaa/ ug/u/(

Agent Nasfe ©

L Emplover Represeﬁtatwe_ Signature

,0 }:l-\ ey //

Aglency Name

-9 -2

Date
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