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UPSHUR COUNTY COMMISSIONERS COURT 
IIIL"'I". TIX .... 

5-3-91 

Commissioners Court met in emergency session with all members present. 

Torn Slack met with the court to discuss the insurance proposals that were submitted. 
He outlined the funding for the insurance program for the officials who have been 
elected since the program was set up. All the proposals were compared and discussed. 
Proposals were from: Anthem. Standard. Transport. Safeco. Lloyds London. American 
Heritage and Mutual Benefit. Copies of proposals considered are attached and all 
will be on file in the County Clerk's Office. 

Motion by Tommy Eatherton seconded by David Loyd to adjourn. Motion carried. 
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SPECIALIZINO IN EMPLOYEE BENEFITS 

Mr. Vernon vick 
County of Upshur 

~ 
RISK FUNDING 

ALTERNATIVES, INC. 

P. O. Box 730 
Gilmer, Texas 75644 

Dear Mr. Vick: 

April 25, 1991 

We are at this time providinq the attached detail on our 
Third Party Administrator services, a backqround sketch of 
each of the Risk Fundinq Alternatives, Inc. principals, 
company history and concept, system capabilities, reportinq 
flexibility and membership and claims adjudication 
services. 

Our TPA services will include all administration (as well 
as COBRA administration). This proposal for complete 
administration will be priced at $9.50 per employee per 
month (plus 2% of billed COBRA premium). The enclosed stop 
loss proposal is based on usinq Intracorp as your 
utilization review service. An Intracorp proposal has been 
included with the TPA proposal. 

Our orqanization stands at your dispos&l during this period 
of time as concerns on site visits and review of system 
capabilities, etc. Our concept is totally, rvice oriented 
and qeared to the individual needs f our clientele. 
Please let me know how I can be of assist~~~ 

TWS/kb 

Encl. 

/~ 
Tom W. Slack, Jr. 
President 

II AMERICAN CENTER. 821 ESE LOOP 323 • SUITE 200 • POBOX 130187 • TYLER. TEXAS 75713.0187 
AC 903·581·2600 • 1-800·74906540 • FAX 903·534·2854 
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BENEFIT PLAN Itl VOL J 7 PG / 2.3 , 

The rates below shall include coverages or exclusions as specified 
in the current benefit specifications. 

Failure to submit a policy that provides for all of the benefits, 
coverages, and exclusions specified will result in your proposal 
being rejected. 

SPECIFIC STOP LOSS 

Employee (61) 
Emp/Dep. (70) 

Estimated Annual 

AGGREGATE STOP LOSS 

Per Employee Per Month 
Monthly Aggregate Cap 

Estimated Annual 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (131) 
Employee/Dependent 

.. 

Total Annual 

TERM LIFE PLAN 

Volume: $2,000,500 

Term: 

AD&D: 

$.54/$1,000 
$.06/$1,000 

Estimated Annual 

$25,000 

$38.37 
$71. 73 

$88,340.00 

$5.34 
Not available 

$8,394.00 

$319.08 (compOSite) 

$501,594.00 

$14,400.00 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature _________________________ _ 

Title __________________________ ____ 

Company Mutual Benefit Life/Health 
Phoenix Mutual/Life 

- &. --------
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/ VOL ..J7 PG 12l" 
-02-0660-0022-05 MUTUAL BENEFIT LIFE 

04/07/91 11:17 AM 

TO 

SCHEDULE -- Excess Medical Insurance 
PROPOSED 

NAMED INSURED: UPSHUR COUNTY EFFECTIVE 
EXPIRATION 

ADDRESS: P.O. BOX 730 

CITY GILMER STATE TX ZIP COPE 75644 

Page 1 of 5 

DATE: 04/07/91 
DATE: 06/01/91 
DATE: 06/01/92 

Coverage is only applicable to the category for which a retention amount is 
shown and such retention amount is applieable only to the Policy Year. If 
the insurance is continued beyond the Expiration Date stated above, the 
retention amounts for subsequent Poliey Years will be determined annually by 
the Company. If no retention amount is shown, coverage is not provided for 
that category. 

(A) SPECIFIC EXCESS INSURANCE 
(1) Specifie Retention Amount 

per (Xl Covered Person for the Policy Year 
( ) Family 

(2) Company's Limit of Liability (reimbursement Factor) 
100\ of payments in excess of the specific Retention 
Amount 
Specific Annual Maximum Amount pet Covered Person 

(X) Monthly; 

$ 25,000 

$ 975,000 

(3) Premium Rates Payable for the Policy Year 
( ) Annually. Renewal Protection 

Covered Unit Rider INITIAi 

(X) Single Employee 
(X) Family 

$ 38.37 $ 44.12 -------
$ 71.73 $ 82.48 -------

RENEWAL PROTECTION RIDER AVAILABLE FOR 
(B) AGGREGATE EXCESS INSURANCE 

ADDITIONAL 15\. MUST INITIAL IF PURCHASEL 

(I) Monthly Aggregate Retention 
Amount Factor: 

S 319.08 
F composite 

(2) Number of Initial Covered Units: S 
F 

(3) Minimum Annual Aggregate Retention Amountl 
( 85% of aggregate attachment pOint) 

61 
70 

(4) Company's Limit of Liability (Reimbursement Factor) 
100% of payments in excess of the Annual Aggregate 
Retention Amount to a maximum of $ 1,000,000. 

(5) Premium Rates Payable for the Policy Year (X) Monthly; 

$ 426,355 

( ) Annually. composite $ 5.34 

(e) ADMINISTRATORS OF BENEFIT PLAN: RISK FUNDING ALTERNATIVES 
P.O. BOX 130187 
TYLER TX 75713 

The attached Application and Qualificatlon of the Offer are an integral 
part of thiS quotation. 

c/o STOP LOSS INTERNATIONAL CORPORATION, 
Indianapolis, Indiana 46268 

3333 Founders Road 
(317) 876-0399 
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VOL ..12 PG /7) 
-02-0660-0022-05 MUTUAL BENEFIT LIFE 

04/07/91 11:17 AM 
Page 2 of 5 

c/o STOP LOSS INTERNATIONAL CORPORATION, 
Indianapolis, Indiana 46263 

3333 Founders Road 
(317) 876-0399 

EXCESS LOSS INSURANCE 
APPLICATION 

Appllcation is made foc a policy providing the insurance specified below. 

1. Name of Applicant UPSHUR COUNTY 

Address P.O. BOX 730 GILMER TX Zip Code 75644 
(where policy is to be delivered) 

2. Administrators of Benefit Plan RISK FUNDING ALTERNATIVES 

Address P.O. BOX 130187 TYLER TX Zip Code 75713 

3. Benefits to be covered under the Aggregate Excess Loss Insurance are: 

_X_ Medical Insurance X Dental ___ Weekly Income 

Vision _X_ Prescription Drugs 

4. Aggregate Excess Loss Insurance 

S. 

6. 

100\ of pald claims for covered expenses in excess of the Aggre9ate 
Deductible Amount to be reimbursed by Company. 

proposed effective date 06/01/91 

Deposit of $8,061.21 is enclosed 
poliCy as issued. 

Number of Employees: 

Expected Paid Claims; 

Aggregate Expected Claims: 

Attachment Point: 

Aggregate Attachment Point: 

Specific Coverage: 

(Subject to Home Office acceptance) 

to apply on the 

Under 
Age 65 

131 

$ 255.26 

$ 401,269 

S 319.08 

$ 501,594 

$ 975,000 
$ 25,000 

first 

EE/MO 

EE/MO 

xis 

payment under the 

$ 

$ 

$ 

$ 

$ 
$ 

& 
TEFRA 
COBRA 

o 
255.26 EE/MO 

319.08 EE/MO 

975,000 xis 
25,000 

Signed at 
Applicant (correct legal name) 

Date 
By (officer's name and title) 

Applicant's Agent of Record 

The attaChed Quwlific&tion of the Offer is an inte9ral part of this quotation. 

--.------
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. " VOL? 7 PG 11 ~ 
-02-0660-0022-0S=MUTUAL BENEFIT LIFE 

04/07/91 11;17 AM Qualification of the Offer Page 3 of S 

APPLICANT: UPSHUR COUNTY 

The premium and maximum employer plan liability are based on the data 
submitted, plus other information furnished relevant to underwriting 
the risk, including statistics with reference to premiums paid and 
claims incurred with the present carrier. Any inaccuracy in the data 
or statistics submitted will necessitate additional calculations. 

For illustrative purposes, the cost comparisons used the same rates. 
exposure, benefits, dividend formula and other assumptions throughout. 
Variations will, of course, affect results. 

Subject to the qualifications stated above, the proposal is valid for 
an effective date of 06/01/91, provided you submit an application and 
deposit prem1um before 06/01/91. 

IT IS EXPRESSLY AGREED THAT THE INSURANCE BROKER AND/OR TPA ARRANGING FOR 
YOUR APPLICATION IS YOUR AUTHORIZED AGENT AND IS FOR NO PURPOSE THE LEGAL 
AGENT OF THE MANAGING UNDERWRITER. STOP LOSS INTERNATIONAL CORPORATION, OR 
FOR THE INSURER EXCEPT AS REQUIRED FOR LICENSING, AND YOU HEREBY APPOINT 
BROKER AND/OR TPA AS YOUR AUTHORIZED AGENT FOR ALL PURPOSES CONCERNING THE 
INSURANCE APPLIED FOR HEREUNDER. YOU, THE APPLICANT, ARE NOT ENTITLED TO 
RELY UPON THE ORAL OR WRITTEN REPRESENTATIONS OF THE BROKER OR TPA AS BINDING 
UPON MANAGING UNDERWRITER OR INSURER. 

SPECIFIC COVERAGE: 

* Specific quote lS on an incurred and paid basis. 

AGGREGATE COVERAGE: 

* Aggregate quote 1s on an incurred and paid basis. 

The attaChed Schedule and Applicatlon are an integral part of this 
quotation. 

c/o Stop Loss International, 
Indianapolis, Indiana 46268 

J333 Founders Road 
(317) 876-0399 -
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-02-0660-0022-05 MUTUAL BENEFIT LIFE VOL 3.2 PG J? Z 
04/07/91 11:17 AM Qualification of the Offer page 4 of 5 

APPLICAN'r: UPSHUR COUNTY 

OTHER REQUIREMENTS: 

* Quote is invalid unless producing agent holds a ~urrent, valid 
life and A , H license. 

* Quote is subject to adjustment based upon claims paid through 04/30/91 • 

• Quote is tentative based upon claims documentation. 

* Quote is tentative pending receipt and approval of all claims in 
excess of $ 12500.00 for the period 06/01/90 through 05/31/91. 

* Actively at work provisions apply. 

* Maximum of $ 25000.00 applies for the treatment of Mental 
and Nervous disorders and for Drug and Alcohol treatment. 

* continuation of current benefits applles. 

* Expenses resulting from loss or damage directly or indirectly 
occasioned by, happening through, or in consequence of war, invasion, 
acts of foreign enemies, hostilities, civil war (whether war be 
declared or not), rebellion, revolution, insurrection, military or 
usurped power or confiscation or nationalization or requisition or 
destruction of or damage to property by or under the order of any 
government or public or local authority are not relmbursable 
e¥penses under this contract. 

* REQUIRE CONFIRMATION THAT CLAIMANTS SHOWING NO LONGER ON 
CROUP HAVE NOT ELECTED COBRA;SPECIFIC TERMS ARE SUBJECT TO 
ADJSTMNT AFTER REVIEW OF APS ON $11,893 RETIRED SPOUSE OF EE 
W/BRONCHITIS & EMPHYSEMA,HIGHER SIR WILL APPLY IF APS NOT 
REC'O BY 6/30/91 'lOR UNFAVORABLE. SCH/A/DS 

The attached Schedule and Application are an integral part of this 
quotation. 

c/o STOP LOSS INTERNATIONAL CORPORATION, 
Indianapolis, Indiana 46268 

3333 Founders Road 
(317) 876-0..599 
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~~~~~660-0022-05 MUTUAL BENEFIT LIFE 
- 04/07/91 11:17 AM Optional Coverage 

APPLICANT: UPSHUR COUNTY 
Page 5 of 5 

OTHER REQUIREMENTS; 

• Conversion Benefit Yes No 
$ .60 per employee per month. Benefit ma--y~b-e--a-vailable to 
Associations subject to 60 day prior approval by Celtic Life 
at a rate of $ .85 per employee per month. Conversion not 
avallable to Multiple Employer Trusts. 

he attached Schedule and Application are an integral part of this uotation. 

10 STOP LOSS INTERNATIONAL CORPORATION, 
Indianapolis, Indiana 46268 

--- --- ----------

3333 FOunders Road 
(317) 876-0J99 
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BENEFIT PLAN #1 
VOL J 2 PG 179 

The rates below shall include coverages or exclusions as specified 
in the current benefit specifications. 

Failure to submit a policy that provides 
coverages, and exclusions specified will 
being rejected. 

SPECIFIC STOP LOSS 

Employee (57) 
EmplDependent (63) 

AGGREGATE STOP LOSS 

Estimated Annual 

for all of the benefits, 
result in your proposal 

$25,000 

Per Employee Per Month 
Monthly Aggregate Cap 

$5.76 
not available 

Estimated Annual 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (120) 
Employee/Dependent 

TERM LIFE PLAN 

Volume: $1,962,500 

Total Annual 

Term: 

AD&D: 

5.83 /$1,000 

$.06 1$1,000 

Estimated Annual 

$8.294.40 

S390,95 (composite) 

$575,928.00 

$20,959.44 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature 

Title 

Company American Heritage/health 
Lafayette Life/life 



VOL .-!!L- PG BENEFIT PLAN #2 

The rates below shall include ALL of the benefits outlined in 
the current plan with ONLY the following changes: 

Increase deductible to $500, and 
Delete Prescription Drug Card 

Failure to submit a policy that provides for all of the benefits, 
coverages, and exclusions specified will result in your proposal 
being rejected. 

SPECIFIC STOP LOSS 

Employee (57) 
Emp/Dependent (63) 

AGGREGATE STOP LOSS 

Estimated Annual 

Per Employee Per Month 
Monthly Aggregate Cap 

Estimated Annual 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (120) 
Employee/Dependent 

TERM LIFE PLAN 

Volume: 

Term: 

AD&D: 

Total Annual 

$1,962,500 

$.83 /$1,000 

$.06 /$1,000 

Estimated Annual 

$25,000 

52B.79 
Me.93 

$70,291.44 

$5.34 
not available 

$7,689.00 

$311.15 (composite) 

$448,056.00 

$20,959.44 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature 

Title 

Company American Heritage Life Ins. Co./health 
Lafayette Life Insurance Co./life 



BENEFIT PLAN #3 PB I jl 
The rates below shall include ALL of the benefits outlined in 
the current plan with ONLY the following changes: 

Increase deductible to $500, 
Delete Prescription Drug Card, and 
Increase Stop Loss to 80% to $10,0~0 

Failure to submit a policy that provides for all of the benefits, 
coverages, and exclusions specified will result in your proposal 
being rejected. 

SPECIFIC STOP LOSS 

Employee (57) 
Emp/Dependent (63) 

AGGREGATE STOP LOSS 

Estimated Annual 

$25,000 

$28.79 
$-e6.93 

$70,291.44 

Per Employee Per Month $5.34 
Monthly Aggregate Cap not available 

Estimated Annual $7,689.60 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (120) 
Employee/Dependent 

Total Annual 

TERM LIFE PLAN 

Volume: 

Term: 

AD&D: 

$1,962,500 

$.83 /$1,000 

$.06 /Sl,OOO 

Estimated Annual 

$302.81 (composite) 

$436,046.40 

$20,959.44 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature 

Title 

Company American Heritage Life Ins. Co./health 
Lafayette Life Insurance Co./life 



_ .. ______ !~.pp .. ~~ :-:'1 J.7:~':' TO ~w::5:;~.:::::=,--l r-F-I ... ,'! 11,..,1\ .. L' '['EF,.r- 1 T i r ,G 

148jl$ S .11. 16 NortlVOL j 7 . fi.Z 
~. Box l191 ' PQ ,.#' 
HELOTES, TEXA~ 78Q23 ... 1191 
(512) 695-2381 

TO: .RISK pt'NDtNG ALTER):ATFVE:~ 

ATTN: SUE BllA '!MAN 

FAX: (512) 695-2387 

ACCOUNT ____ t_IP_S_H_U_R __ C_·O_U_·N_T_Y ____________________________________________________ _ 

ENROLU1ENT ____ S_I_N_TG_L_E_.-_5_7 ________ F_A_M_I_T._Y_-__ 6_3 ___________ T_O_T_A_L_-__ l_2_0 _______ _ 

LOSS FUND $500,846,40 (med., dental, & prescript jon drug card) 

LOSS FUND FACTORS 

COMP .. $347.81 

AGGREGATE PREHIUN <:5.76/EE./'MO, 

AGGREGATE POLICY PAID U/A 90 DAY RUN-IN LI~ITED TO ,66,000 

SPECIFIC DEDUCTIBLE _,--~...:....:;::::--,,~ . ....:....::_..:.S..;:2..:;5...:.,..:.O..:.O..:.O~1.::.5.:.../ .:.1 =-2 .-22..5_, 0 ° 0 1 2/1 2 $ 3. 5 , no () 1:; /1 2 

RATES SINGLE ~37.53 ~21.50 $23.6\ 

fAMJ.LY $87.04 $50.47 $66.86 

SPECIFIC PREMItrt1 ___ ~~~~~ ___ ~~~9~!.~.~4..:.7..:.2~,~7..:.6 ____ ~~~5.::.2~,B~·~~'.~.~.~17~-__ ~~~~7~0~.~1~2~q~,~0~R ___ 
$1,000,000 less 

SPECIFIC POLICY 15/12 LIfETIME I~X: ________________ ~ ___________________________ ~t~h~e~s~p~e~c~,~d~e~d~.~ 

t..'lDERWRITI::RS - EXCESS STOr : -'~', ,~'!ER!CAN I.!F.R!'t'AGE Lrr:: !NS. co. 

GROUP LIFE:;,: .. ' 'fA1ETT! tJ~E INS. CO. 

LlrE,'AD&D - VOLUME ~1,9&':' :;::C2 NUMBER OF LIVES 120 

FA1'r:; - $.83 AD&D /$1,000 
--------------------~~~~ 

~ . () 6 000 LIFE 

','~·"·FI1·S • • ~_"J..o A8e Reduill.9.lL.:.-Red1\."~~1 507. at: age 70, a::other 507. at age 75 and 
......:--', 

..-terminates at I.-etirement, 

EXPIRATION DATE JUNE I, 1991 

:l:)TES .-bctivei'! at \~ork pt:Qvision prevaUs. No currenc (Hsabilities \.;111 be 

-s;'9..Y.~d \Ii thout pdo:: wti.t.l;en approval, All. ra ees include lO~'. le'!el 

COllmL\,;:i':_~Qns, Quotation is J;ased ~.t1 verifis:ation of claims data, number 

~e.TPloyees enrolled an£. exp~T:;.'m.:: ... inforr.:iition. Should any of tft.:.:i:,::s,--_ 

yat''!; qUQJ;,Uion i.s '?ub i ec t to r~c;}~1""c'_'~o.!!t:.!:3~t:..:i:.=:o~nL.:.. ________________ __ 

---_._------------_._-------- ------------------

-- -------- -_.-._--- --- ~--. 
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TO: est;.. wed i 03 A It· DATE: Aft?.· 0: 190 I 
ATTN: Sue Qca±mOO-- F1:,X NO: __ ...,6:-",2J=-4-"'-~t-____ _ 

UlQM: Pt.he.IOJM 6ruddtf> PAGES TO FOLLOW: Norx. 
BE: UP% U rZ County 

AfB.t?aero .- 4015.~ Iff. \~o. 
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VOL )1 pG BENEFIT PLAN #1 

The rates below shall include coverages or exclusions as specified 
in the current benefit specifications. 

Failure to submit a policy that provides for all of the benefits, 
coverages, and exclusions specified will result in your proposal 
being rejected. 

SPECIFIC STOP LOSS 

Employee 
Emp/Dep. 

( 46) 
( 76 ) 

$25,000 

$33.50 
$83.75 

Estimated Annual $94,872.00 

AGGREGATE STOP LOSS 

Per Employee Per Month (122) 
Monthly Aggregate Cap 

Estimated Annual 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (122) 
Employee/Dependent 

Total Annual 

TERM LIFE PLAN 

Volume: $2,000,500 

Term: 

AD&D: 

$.54/$1,000 

$.06/$1,000 

$5.10 

$7,466.00 

$321.83 (composite) 

$471,159.00 

Estimated Annual 514.400.00 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature 

Title 

company Lloyd's London/Health 
Phoenix Mutual/Life 

I 
1 
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i BENEFIT PLAN #2 PG 

The rates below shall include ALL of the benefits outlined in 
the current plan with ONLY the following changes: 

Increase deductible to $500, and 
Delete Prescription Drug Card 

Failure to submit a policy that provides 
coverages, and exclusions specified will 
being rejected. 

SPECIFIC STOP LOSS 

Employee (46) 
Emp/Dependent (76) 

AGGREGATE STOP LOSS 

Estimated Annual 

Per Employee Per Month (122) 
Monthly Aggregate Cap 

Estimated Annual 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (122) 
Employee/Dependent 

TERM LIFE PLAN 

Volume: $2,000,500 

Total Annual 

Term: $.54 /$1,000 

AD&D: $.06 /$1,000 

Estimated Annual 

for all of the benefits, 
result in your proposal 

$25,000 

$33.50 
$83.75 

$94,872.00 

$4.71 

$6,895.44 

$280.92 (composite) 

$411,267.00 

$14,400.00 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature 

Title 

Company Lloyd's London/Health 
Phoenix Mutual/Life 
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VOL~PG /9(, BENEFIT PLAN 113 

The rates below shall include ALL of the benefits outlined in 
the current plan with ONLY the following changes: 

Increase deductible to $500, 
Delete Prescription Drug Card, and 
Increase Stop Loss to 80% to $10,000 

Failure to submit a policy that provides for all of the benefits, 
coverages, and exclusions specified will result in your proposal 
being rejected. 

SPECIFIC STOP LOSS 

Employee (46) 
Emp/Dependent (76) 

AGGREGATE STOP LOSS 

Estimated Annual 

Per Employee Per Month (122) 
Monthly Aggregate Cap 

Estimated Annual 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (122) 
Employee/Dependent 

TERM LIFE PLAN 

Total Annual 

Volume: 

Term: 

AD&D: 

$2,000.500 

$.54 /$1,000 

$.06/$1,000 
Estimated Annual 

$25,000 

533.50 
S83.75 

$94.872.00 

S4.71 

$6.895.44 

$275.81 (composite) 

$403.785.84 

$14.400.00 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature 

Title 

Company Lloyd's London/Health 
Phoenix Mutual/Life 

, , 

t 

--



--------,--

TG ~.O.:i. 

PG/iz 
L, ~ 

cox INSURANce GROUP, INC. W" ' j RAY cox - PRESIDENT 
~~~--~--~----~!l~(;I~d ------~~~~~---

'IE..: 'Jt7M1.cr:t)O "", ,.....~ 5110 COMMEitC!. cnta.B 
Tl'!LBlC Z7&2S2 io..: P.o. BOX l?1lal 

&>ACSIMIt2:317J8S&.7104S IND·· .. •• ..... • .. IN· ..... ~-U",d's LondQn Corre.spontient ...... 'VV ... ..-., --.. ......... 

AGGREGATE AND/OR SPECIFIC STOP LOSS PROPOSAL 

l) Prospective Insured : U?SBGR rooNTY (CASE NO. 6781) 
2) Al!dreu (he$dquarters) t Gilmer. ':t:X 75644 
3) adler locations r 
4) ?ropooal PnsenUd to r lUSX PlJNDlllG AL'l:EI!HAT:tVES, melT%. 

\ l) AsIlUu.ed Effectio;re Date: 06-01-91 Proposal Ez:piration Date: 06-01-91.. 
2> rJc:.e!lB otherwise indicated. teCIIS are wed OX! current benefits. 

I J) :i>ru..-ed -;rill provide or employ plan ~$ion 3l:Id cla.!ms ad!:Unistration fac.Uities acceptable to 
:tl.uyd's London • 

.. ) II=\red v.!..ll provide Plan I:ocunen!. sccepeable to LlO111's Undenr:!.ters wit.bJ.n 90 days of o?ffectiVl! date. 
5) '!'his h a TJ:l,""l:A1'IV:C: Proposal M£ed OX! infoc:ation fur-..isbed .in your request. The Proposal will be f~~ 

upon receiptlapproval af dOCUl1lel:1tation af ezpcrienca lUld approval of t!le risk by IJ.oyd·s Urde=iters. 
6) For groups located in IrylfaM. it is the responsibility of Cox Insurmlce Group (CIG) to malce the 

appropl:'iate surplus lines filings. Surplus lines taxes should be remitted in additi~ to the Lloyd's: 
~um. 

7) ;.>or groups located in states other than Ind1tmR, lI:e:ntucky. or Illlnob. it b the responsibilit.y of !:he 
Plan's Il&,=t or ccmsul.t.ant. (NOT C!G) to collect !Illd see to the time:ly payment of srry 3~liC3bl~ excess/ 
SU4p1us l.i:ce!! t.a%es and to otherwise assure cc:mp~ce nth all such. r:o?qI.drements in the state in which 
tb! Insured. is situAte. CIG will be happy t.o refer the producer to a surp11.1.t lines ageat/broker in 
t!:eae lIutes if requacted to do so. 

a) IJ.oyd·s is an ac!mi.tted lnsurer in Illinoil &lX! :rentuck7 &lX! is therefore responsible for payUIg prsum I = .in those states. For groups located .in Illinois D.lld Kentucky, there is a service charge per stop: 
10s9 contract 1fh.ich shculd be r:emitt~ in addition to the Lloyd's premi.tm. The amount. of the senice I 

c:barge varies accort1i.c3 to tl::.e prem:!.\lCl (see SectiOll$ rv aDd V). 
9) .A.c:oual. projecticns are subject to revision based on the enro1.l:Dent at :inception. 

'Ihe IJ.oyd·s coverage c:ont.a..inD a Pre-Ez:!ut!:lg Conditions ~clusioos Clause applicable t.o new enrollees. 

1) nr.oRitED and PAID CONTRAC'r: Uodet' this type ot contract, UDdenrriters shall only be liable for 
reimrursement of those eligible c1...aJJ:l$ actually INCIJRREI) !Illd PAID by the Plm1 duriDg tlle Period of 
Insurlmce. Reither e:.::penses accrued prior to the Period of insurance, not' those act.u3.ll:r psid after 
W Period of Insurlmce are eligible for reimbursemea.t by tiIld'lrw::iter3. 

2) PAiD CCNTRACT: UDder this type of contract. Underwriters shall only be 1.i.1.ble for rciJDbursemnt of 
those eligible cl.aiJ:l:s PAll) by the plan during the Period of I:lsu.rance ('PAID' j,s defined below). 

3) INClJRREI) CON'l1U;CT: Under this type of CCItItract. Urder;writors s!:al.l onl,. be l..iable for reiml:ursement of 
the eligible cla.:Uzas INC!JRREI) b!' the Plan dudng the Period of Xn=raDce ('namRm' is defi.rled below). 
All expenses !N::ORlU!:O durillg the Perioo of InsurAZICe .QI1St be PAll> dur.i.:lg t.be ?eriod of In.suraDce or : 
during the TIIREE (:I) months imDediatel,. follavl..llg the Period of Insurllll.ce ('PAID- is defined belew). i 

4) INCURRED, The -..ord 'incurred' means, &11 re!lpltcts 11 cl.a:lm uzr.ter a benefit plJm COftred by t!le cClltract. i 
that a serv.l.ce has been pedomed. a pllrchase has been m&do, or a person bas earned periodic payme:1t I 

I because of total c1isabWty. : I 5) PAID: P:s}'llJen1: of a cl.ai.m !:hall be deelDl!d to occur on the d4t:e..bell the Insurt!d· 8 (or his legally, 
, contracted ageat for such purpose) ~,aant c:bec.."c or drD.ft is issUf:U, prurided that il: .;'; pra:uptly I thereafter deliTet'ed to the payee a%ld ia paid upon preRcut!on. 



!!:lployees by beuefit: I 
Single/Attachment Factor:/ 
Feo.ll7/Attacl=.t Factor: / 

Total empl~s: I 
Prembm per ee per IIlQCth: / 

!!'in;!!"n Attacl:me:nt Point: 

'l::-Pe of Contract I ~ 

MEDICAL / I 
46/321.83 I I 
76/321.83 I I 

l2l I I 
S.10 I I 

S471. 1:59. 12 5) 

p .• ;: 

PAGtZ 

S1.000.000 

~e! ac=ed prior to the Per!ccl of ~e an llmite<l to those ~ed Ql:l or after 
04-01-91 OWicll are paid duriq tl:e Period of Insu.cll!lCe. Cl.a.i:s J.nc:urrec\ pdor to 
06-01-9\ an limited to $33,000 

$7 ,4~6.40 Deposit Premillllu S622.20 Minim. Prem:!.I:Il' __ ... S""'S .... 2!:"0..".0 

Service Cbarge twd/or Sw:plU8 Lines Tu: 4.8$%+(1.004) of Ann"II Prem.um (Do NOT remit to CIC unleu 
account is located in TriliaM, IlliD.ois, or Xen..."UCky) 

I D:wx;t12LZ I SINGI.E:/RAl'E ! i!.&m,.Y/RATE I DUOSIT PRU!Iil{ I EST ~ PRFKIlM 
I 25.000 r 46/33.50 I 76/83.75 r 7,906.00 I 94.872.00 

I HtII"':M!i p-~ 
I 66,400 

(;.)wurance by :i.nsu.t"ech ----2t ezx:ess of Deductible. 

Marl!:,n!!! Indemnity: $1.000,000 
~rl!!U!l Aggregate IDdemoity for all Specific Etten Cl.al:t cc:a:hl::u!d c1urlDg the Period 
of IDsurance: $2.000,000 

r'yp'! of Contract: Paid (Ann::al :)eductible per person, AU. cause) 
Paid E:r:pen$es accrued prier to ,..he Period of Insurance are llmited to those inc:ur.::ed 
on or after 04-01-91 

>erTice Charge IUld/or SUrplus Lin~s Tu: 4.85%+(1,004) of ~l Pnmil:ll (Do NOt rBDit to CIG unless 
lCCount is locatec\ in TM; aM. llllnois, or X>!:!ltuclcy) 

'l'his tentative proposal is subject to ::-erlcion pending our recei~ of the follaw.in&. 

:lIB asSUIIIo! continuation of ew:rent benefit schedule. 
s propo:IDJ. replaces IUld 'I"Oids all others issued fran oi:; effice re--.,sr.1i.ng O'pslrolr Cotmty 

or to this date, 7 f/;t!;J!~ 

: 04-25-91 Name: ROil HENDERSON l'i:.1.e: ASS! UND~'RITm. 

I 
h 



------ ~ --------!--

.... LJqyd's Lof/don Correspondozt 

:.i l'l:Iployeeo by benefit: ( 
SiJ2g1e/Attaclment Facton( 
F'dCily/Attacl:meo.t Factor: I 

Total employees: I 
3) Prsum per ee per m:mtJ:u I 

4) Minin,," Attacm.nt Pc.ima 

6) Tn>e of Ccctract: Paid 

TI~ 

UPSHUR COUNTY 

~9t2..~;g~~m.~m1 
MEDICAL I I 

46/280.92 I I 
76/280.92 I I 

122 I I 
4.n I , 

84U. 266. sa !) 

VOL -,}7 PAGE 3 
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81.000,000 

EJ:pcr!ses accrued prior to die Period of Insurance .u:. limited to those izx:urred an or: after: 
04-01-91 which are paid duri:lg tlIe Period of Insurance. Cla.im!r iDcurred prior to 
06-01-91 are limited to 828,800 

7) Est:!mated """"·1 PremiUlIU 86.895'44 Deposit Premi\1Dt 8574.152 Hfn1!!111Q Prem!.UIII: _--,St;:4.Ll!8~O:li.O 

8) Sotrvice Cb.a.rge and/or Surplus L.i:les Tax: 4,8S%+!l,Q941 of AcmJal Premium (Do ~ remit to CIG unle,. 
account is located in Indiana. Illinoie. or Kentucky) 

9) 

1) r DEOOC'IULE I sm:;tZ/RAn: r fAMILY/RKn. I DEPOSIT PR.EKt11i ( EST ANNtlAL PR.aiIDi (KDmDf FP.EHItH 
I 25,000 ( 46/33.50 ( 7d1S3.7! ( 7.901!l.OO r 94.872.00 r 66.400 

2) Coiu=ance by insured: ~ e=ess of Deductible. 

3) Mni"un Irdemc.ity: $1.000.000 
Moxjan!! Ag&J:'egate lDdemc.it,. for all Specific ~e81 Cla.imI cClllbiMd dudJ:la the Period 
of ll:Is=zmce: $2.000,000 

4) 'r11;le of Ccn.tract: paM (Ammal Deductible per persOD. • .ALL cause) 
Paid ~e. accrued prior to the Period of Inaurance a:r:. llmi.ted t~ tho •• !ncurred 
em or after 04-01-91 

SerTice Chuge and/or: Surplus Lines Tax: 4.1)5t+(1,"04l (1f AmlI'IIII Premium (1)0 ~ r:emit to C"'...G unless 
account is located i:I:I. I."HeM. Illinois, or Xent:l.lcky) 

This ttmtative pr:oposal 1. $I.Ibject to rmsiOl1 pend;n& our rec1l!ipt of die followiDg: 

a. 'DIJfits: $500 deductible (2:1: family); 80/20% to $5000; Dental (Cl.lrre:Qt benefits); PCS E::\CLtIDED 
~..i~ proposal r"'i!pl&::es and void~ 311 others is $1.100 fran thill <>ffl.-::8 r~ Upshlolr Cou:c.t.,. 

v·"'r " """ dau. ~ .. fL _ 



,~-l""~l 1':::6 FCOr! ,:C/ INSuc,:,tj':E TO 

~ 1..Jc>'f1's Landen Co1'1'flSJ1On~t '1 UPSHUR COUNTY 

" VOL37 PG (0 ~$.~~1.f.~#!ti.qijg~4 
l.) l!lIlpl~es by benefit: I 

SinglelAttachment Factor: I 
hmUy/Al:ucl:men: Factor: I 

Total empl~: I 
3) PnmiUCl. per ee per IIDI.~: I 

4) M'n'''!n" Al:tacl::lDe:at Point: 

6) Type of Contract: ~ 

HEDICM. I I 
46/27S.Sl I I 
76/275.81 I I 

122 I I 
4.71 I , 

$403.785.84 5) Merl""" I%ldem~ty: $1.000 .000 

PAGE 4 

l!Xpe=es accrued pr.ior to the Period of !::suraxlc. &r.! U:zited to tbose :lneurred 011 or after 
04-01-91 'Which are paid during the Period of I:tcur8llCfI. Cl.aJ:s ~ prior to 
06-0~-9~ are ~ted to $28.300 

$6,895,44 Deposit Pre=i~: $574,62 !Ijnh'D,,'P Prem!.un: _--,S(::4~.a~0~0 

8) Sernee <:harie arJdlor Surplus Licea Ta:: 4.85%+(1.004) of Al:a:ual PremiQlll (Do NOr reDl.t to CIG ucless 
acCOImt ill located in Trdhea , IlliI:lgis, or Xentuc::ky) 

9) S~ic is required v.!.th purchase of Agzregue 

1) I PmlC'.t0ClLE I S~/PME I F»fIl..Y/RATE I !iEl'Osu PREMmi! EST.ANNt!AL l'P..'OOllM I MnmI:.M pp~ 
I 25,000 I 46133.50 I 76j83.7S I 7,906.00 I 94,872.00 I 56,4CO 

3) Max;n .. n !ndemcit7: $1.000.000 
Maxi!!l!!!! Aggregate IlldEmlity for all SpecifiC E:a:ess Cl.dm!I combiDed dur!.eg the Period 
of Insurance: $2.000,000 

4) Type of Contract: ~ (Amlual DedLu:tible ..-er person, ALL causa) 
Paid Expe:nses accued prior to the Period of Insurance ant limited to tbcse iecu=ed 
an c:' ute: 04-0~-91 

5) SetVi.ce Charge &rJd/or Surplus Li:les Tax: 4.85%+(1..004) of.Ancua.l PrI!llliUlll (Do NOT remit to em uolns 
acc::o.mt .h located in Indhna. Illinois, or :r:mtucky) 

1--l'his tentative proposal is suhje<:t to rertsion pending our rec-..ipt of the foll<Nit:&: 

I 

~ __________ s~_~~~~~~ _________ ~ 
~~AWJf£I~m 

~fits: $500 deductible (2x f3lllil,): 80/Z0% to $10000; ]:.ental (C-.lr.:mt. ~itOl): l'CS EACLUIlED 
:hi:! propoaal :1ZP1Aces a.cd "1Qid.: all QthC:'o .i:;su~ fran this o£fit::1 r~'lrtling Upshur: Count7 

prior to this dat.e. <7 ~ '7.;.~' 
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- 1_'; 

, < lloyd': Lendl'" Ca~spofTt;knt trpSHUR COt.1N1i" 

This tentative proposal is subject to rftiS!OD pendinz OIl%' rec:e.if)t of the fcllaw:\ng: 

1) Cc:l£i=aticn 'l'PA a::x! .insured are ur.nare of any ~te!:l.tia.l 10BBes ~eh are J.ijcel,. to pe!le~ate the 
Specific deductible. 

2) Ccmplete infotnatiOD per+dnjng to indi'1'idua.l cl.dms :In ccesa o£ SO% of the Specifie <1ec:b.u:tible 
(wbeee:: paid. or pending), !nclur:Ull& dz, px. ew:rent and. anticipated. treatment aJXl COSts. 

4) Co:l:plete lllfOcraUOD/APS for chi!l'PTltea) INDIVIIXW. VI M:roCA1U)IAL XNFABCrIOIf. DIDIVIIlIlAL VI 
EMPHYS!MA. A higher c!edlU:tible am/or c:oimNr=c:e -"1 be requ.:l:ecl. 

5) Conf:i.l:tsation DEmAL AND pes cla:lml are include4 in el.ab:s ez:per-'..eace prcrldell. 
6) Monthly pAid c:laims/em:ollmel1t for the period 4-1-n to 6-1-n. 

"" 
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VOL 
BENEFIT PLAN #1 

The rates below shall include coverages or exclusions as specified 
in the current benefit specifications. 

Failure to submit a policy that provides 
coverages, and exclusions specified will 
being rejected. 

SPECIFIC STOP LOSS 

Employee (125) 
Dependent (66) 

AGGREGATE STOP LOSS 

Estimated Annual 

for all of the benefits, 
result in your proposal 

$25,000 

$52.82 
$76.90 

$140,135.00 

Per Employee Per Month 
Monthly Aggregate Cap Included below 

Estimated Annual 

MAXIMUM AGGREGATE CLAIMS FUND 

Employee (125) 
Employee/Dependent (66) 

Total Annual 

TERM LIFE PLAN 
Volume: $1,924,000 

Term: $.51/$1,000 

AD&D: $.06/$1,000 

Estimated Annual 

$8,250.00 

$216.75 
$295.12 

$558,860.00 

$13,160.00 

Above rates will be guaranteed 12 months effective 6-1-91. 

Signature 

Title 

Company SAFECO 

.. 
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SAFECO<!> 

MAIL TO I RISK Fl.N)ING 

C3se UPSHUR COtNTY 

I 
I AGGREGATE eXCESS LOSS 

i 
Factors $ 

Assumed #I of Units 

EXCESS LOSS 
QUOTE 

216.75 

125 

ATTN 

IEmployee 

Employ .. s 

VOL ? 2 PG 11 3 
SAFECO LIFE INSURANCE COMPANY 

P. O. BOI( 830586 
Richardson. TX 75063-0588 

TOM SLACK 

IE Pa.d 
o Incurred & Pa,o' 

$ 295.12 IDependent 

66 OlJpendents 

Estimated Annual Aggregate Deductible' S 558,860 Minimum aggregate 
AGGREGATE PREMIUM To exclude comm.a&lona, deduc:tlb'" equals first month deductible I( 12 x 95~. 

multiply by .90 and the monthly deductible cannot reduce more than 
S 7,500 5% from the pro or month 

f fl'dlvldual Excess Loss (12 month Incurred p'llo') J COinsurance 1000/, 1 Maximum 51.000.000 

IndiVidual Deductible i$ 25,000 $ 27,500 $ 30,000 $ 

Rates E. $ 52.82 $ 47.38 $ 41.19 $ 

To exclude commls" 
slons muiliply by 90 Dep $ 76.90 $ 68.97 $ 59.96 $ 

• Estimated AnMual Pre." lum $ 140,135 $ 125,695 1$ 109,2n $ 

I Life Schedule. 1 X SAlARY, KAX 50,000 
ADEA Schedule A unle81 otherwise noted 
Quote assumes no retiree hfe coverage. 

Life Volume 1,924,000 PrOOf 01 Good Health 0" amOunts above, N/A 
CommiSSion 15 0J0 o Contributory 
Llle I'\at~ .51 n Non.contributory 

D'!p Life 3,000 / 2,000 

Short Term Disability Aggregate Faclor 

STD Schedule Of Bene"ls: 
, 
I Notes. 

This quote Is good for an effective date 01 not later t/'lan: 
All rates are contingent up~on final plar and enrollment. 

ConversIon. $ SO/ee/month 

AD&DRATE' 

Dep. Life Rate: 

/$10. STO Plan 

6-1-91 
Cl Medical 
ex Dental 

.06 

1.55 Children To Age: 23 

STOVolume. 

:10 pes Card 
o Vision Coverage Included 

jM aggregate' CJ A&S (optional) o A&S (required) 

I Underwroter: JANET BEAiTY - GROUP REI"RESENTATI'JE/OALLAS 

EXCeSS LOSS QUOTE 

Date 4-23-91 

..,. ... 'ttrtt"lCJ4orI\fr!l' of SA,ec:o eOfDOf'II:on 
3.:JI" '):':3":~S !t':80 t-;. ~Z dd~uaA 
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COMMISSIONER COURT 
I\TTENDENCE SlIEET 

Name Citv 0 r d Res! ence 

jJ4(1~ 6d~ -
/ () /YI 'Sc- 4 GI::: i:e:! /~0 ~/;/J(J 

'7 b... A ./1fl1" L;jJJ~ 21~u, ~ 
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