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UPSHUR COUNTY COMMISSIONERS COURT

GILMER, TEXAB
5=3~91

Commissioners Court met in emergency session with all members present.

Tom 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. Coples 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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RISK FUNDING
ALTERNAIIVES, INC.,

April 25, 1991

Mr. Vernon Vick
County of Upshur

P. 0. Box 730
Gilmer, Texas 75644

Dear Mr. Vick:

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

Our TPA services will include all administration (as well
as COBRA adnministration). 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 using Intracorp as your
utilization review service. An Intracorp proposal has been
included with the TPA proposal.

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

Tom W. Slack, Jr.
President

TWS/kb
Encl.

1l AMERICAN CENTER » 821 ESE LOOP 323 « SUITE 200 ¢« P O BOX 130187 * TYLER. TEXAS 75713-0187
AC 903.581-2800 ¢ 1.800-749-6540 » FAX 903-534-2854




vo.. 37 ra /72

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 $25,000

Employee (61) $38.37
Emp/Dep. {70) $71.73

Estimated Annual $88,340.00

AGGREGATE STOP LOSS

Per Employee Per Month $5.34
Monthly Aggregate Cap Not avgilable

Estimated Annual $8,394,00

MAXIMUM AGGREGATE CLAIMS FUND

Employee (131) §319.08
Employee/Dependent
Total Annual §501,594.00

TERM LIFE PLAN
Volume: $2,000,500
Term: $.54 /81,000
AD&D: $.06 sys1,000
Estimated Annual $14,400.00

{composite)

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

Signature

Title .

Company Mutual Benefit Life/Health

Phoenix Mutual/Life

B O &
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SCHEDULE -- Excess Medical Insurance
PROPQSED DATE: 04/07/91
NAMED INSURED: UPSHUR COUNTY EFPECTIVE DATE: 06/01/91
EXPIRATION DATE: 06/01/92
ADDRESS: P.O. BOX 730

CITY GILMER STATE ™% 21p CODE 75644

Coverage is only applicable to the category for which a retention amount is
ghown and such retention amount is applicable only to the Policy Year. If
the insurance is continued beyond the Expiration Date stated above, the
retention amounts for subsequent Policy 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) Specific Retention Amount
per (X) Covered Person for the Peoclicy Year $ 25,000
() Pamily = eceemaama-
({2) Company's Limit of Liability (reimbursement Factor)
100% of payments in excess of the Specific Retention

Amount
Specific Annual Maximum Amount per Coverad Person 3 975,000
(3) Premium Rates Payable for the Policy Year (X) Monthly;
( ) Annually. Renewal Protection
Covered Unit Rider INITIAL
{X) Single Employee -] 38.37 s 44.12 -—-e==a-
(X) Family s 71.73 S 82.48 --eam=-

RENEWAL PROTECTION RIDER AVAILABLE FOR ADDITIONAL 15%. MUST INITIAL IF PURCHASE:
(B) AGGREGATE EXCESS INSURANCE

{l) Monthly Aggregate Retention S 3156.08
Amount Factor: F composite
(2) Number of Injtial Covered Units: § 6l
F 70
{3) Minimum Annual Aggregate Retention Amount: $ 426,355
( 85% of aggregate attachment peint) =00 =smesce—oo—oo-

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

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

{ ) Annually. composite S 5.34
(C) ADMINISTRATORS OF BENEFIT PLAN: RISK FUNDING ALTERNATIVES
P.0O. BOX 130187
TYLER TX 75713

The attached Application and Qualification of the Offer are an integral
part of this quotation.

/0 STOP LOSS INTERNATIONAL CORPORATICN, 3333 Founders Road
Indianapolis, Indiana 46268 (317) 876~0399

Cualited
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c/0 STOP LOSS INTERNATIONAL CORPORATION, 3333 rFounders Reoad
Indianapolis, Indiana 46263 {317) 876-~0399

EXCESS LOSS5 INSURANCE
APPLICATION

Application is made for a policy providing the insurance specified below.

. 1. Name of applicant UPSHUR COUNTY

Addreas P.Q. BOX 730 GILMER TX 2Zip Code 75644
{where policy is to be delivered)

| 2. Administrators of Benefit Plan RISK FUNDING ALTERNATIVES
ARddress P.O. BOX 130187 TYLER TX 2ip 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

e

4, Aggregate Excess Loss Insurance

100% of paid claims for covered expenses in excess of the Aggregate
Deductible Amount to be reimbursed by Company.

5. Proposed effective date 06/01/91 (subject to Home Office acceptance)

6. Deposit of $8,061,21 is enclosed to apply on the first payment under the
policy as issued.
Under TEFRA
Age 65 & COBRA

. Number of Employees: 131 0

Expected Paid Claims: $ 255,26 EE/MO $ 255.26 EE/MC

Aggregate Expected Claims: $ 401,269 $

Attachment Polnt: s 319.08 EE/MO -] 319.08 EE/MO

Aggregate Attachment Point: $ 501,594 S

Specific Coverage: S 975,000 x/s S 975,000 x/s

$ 25,000 $ 25,000
Signed at
Applicant (correct legal name)

Date

By (officer’'s name and title)

Applicant’s Agent of Record

The attached Qualification of the Offer is an integral part of this quotation.
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APPLICANT: UPSHUR COUNTY

The premium and maximum employer plan liability are based con 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 premium 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 CR TPA AS BINDING
UPON MANAGING UNDERWRITER QR INSURER.

SPECIFIC COVERAGE:

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

AGGREGATE COVERAGE:

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

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

¢/o Stop Loss International, 3333 Pounders Road
Indianapolis, Indiana 46268 (317} 876-9399

oo
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APPLICANT:

UPSHUR COUNTY

OTHER REQUIREMENTS:

* Quote is invalid unless producing agent holds a eurrent, valid
life and A & H license,

* Quote is subject to adjustment based upen claims paid through 04/30/91.

* Quote is tentative based upon claims documentation.

* Quote is tentative pending receipt and approval of all claimg in

excess of $

* Actively at work provisions apply.

12500.00 for the period 06/01/90 through 05/31/91.

Maximum of § 25000.00 applies for the treatment of Mental

and Nervous disorders and for Drug and Alcchcl treatment.

* Continuation of current benefits applies.

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, revoluticn, 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 reambursable

expenses under this contract.

* REQUIRE CONFIRMATION THAT CLAIMANTS SHOWING NO LONGER ON
GROUP 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'D BY 6/30/91 &/0OR UNFAVORABLE.

SCH/A/DS

The attached Schedule and Application are an integral part of this

quotation,

¢/0o STOP LOSS INTERNATIONAL CORPORATION,

Indianapolis,

Indiana 46268

3333 Pounders Road
(317) 876-~0399
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APPLICANT:

UPSHUR COUNTY
OTHER REQUIREMENTS :

* Conversion Benefit Yes

No
$ .60 per employee per month. Benefit may be avallahle to
Associationsg subject to 60 day prior aApproval by Celtie Life
at a rate of

-85 per enmployee per month. Conversion not
available to Multiple Employer Trusts.

he attached Schedule ang Application are an integral part of this
uctation,

/0 STQP LOSS INTERNATIONAL CORPORATION, 3333 Founders Road
Indianapolis, Indiana 46268

(317) 876-0399
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The rates below shall include coverages or exclusicns 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 LGSS $25,000
Employee (57) S28779 2753
Emp/Dependent (63} £66593. 49.5/

Estimated Annual SO 2944

AGGREGATE STOP LOSS

Per Employee Per Month $5.76
Monthly Aggregate Cap not available

Estimated Annual $8,.294.40

MAXIMUM AGGREGATE CLAIMS FUND

Employee (120) §390.95 (composite}
Employee/Dependent

Total Annual $575,928.00

TERM LIFE PLAN
Volume: $1,962,500
Terms: $.,83 /81,000

AD&D: $.06 /s1,000
Estimated Annual $20,959.44

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

Signature

Title

Company American Heritage/health

Lafayette Life/life
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The rates below shall include ALL of the benefits outlined in

BENEFIT PLAN #2
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 $25,000
Employee (57) _§28-79
Emp/Dependent (63) _$66+93

Estimated Annual $70,291.44

AGGREGATE STOP LOSS

Per Employee Per Month $5.34
Monthly Aggregate Cap not available

Estimated Annual §7,689.00

MAXIMUM AGGREGATE CLAIMS FUND

Employee (120) $311.15 (composite)
Employee/Dependent
Total Annual $448,056.00

TERM LIFE PLAN

volume: $1,962,500
Term: $.83 /s$1,000
AD&D: $.06 /$1,000

Estimated Annual $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

PR S
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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 510,000

coverages, and exclusions specified will result in your proposal

. Failure to submit a policy that provides for all of the benefits,
being rejected.

SPECIFIC STOP LOSS $25,000
Employee (57) 52879
Emp/Dependent (63) $66+9-

Estimated Annual $70,291.44

AGGREGATE STOP LOSS

Per Employee Per Month $5.34
Monthly Aggregate Cap not available
Estimated Annual $7,689.60

MAXIMUM AGGREGATE CLAIMS FUND

Employee (120) $302.81 (composite)
Employee/Dependent
Total Annual $436,046.40

. TERM LIFE PLAN

Volume: $1,962,500

Term: $.83 /81,000
AD&D: $.06 s/$1,000

Estimated Annual §20,959,44

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

Signature

Title

Company _American Herjitage Life Ins. Co./health
Lafayette Life Insurance Co./life
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HELOTES, TEXAS 78023-1191

(512) 695-2381
FAX: (512) 695-2387

ATTN: SUE BAATMAN

accouNT  UPSHUR COUNTY

ENROLLMENT SINGLE-~ 57 FAMILY- 63 TOTAL- 120

LOSS FUND +°9090,846.40 (med., dental, & prescription drug card)

LOSS FUND FACTORS

COMP»$347.81

AGGREGATE PREMIUM $85.76/EE./MO.

AGGREGATE POLICY PAID W/A 90 DAY RUN-IN LIMITED TO 566,000

SPECIFIC DEDUCTIBLE $25,000 12/12 $25,000 i5/12 $35,000 12/12 §35,000 15/12

RATES SINGLE 4§2%/;; ©37.53 $21.50 528,63
FAMILY ;h£.93 $87.04 $50,47 566.86

SPECIFIC PREMIUM $70,zg}.44 $91,472,76 552,801,132 570,129 ,08

SPECIFIC POLICY 12/12 nlrron 15/12 LIFETIME HAX: iﬁ;ogggg?odéﬁfs

LJUDERWRITERS - EXCESS STOP |~ AMERICAN HERITAGE LITE INS. CO.

GROUP LIFE.A! . * TAYETTE LTYFE INs, CO.
LITE/ADSD ~ VOLUME _ *l.96-<co 0 NUMBER OF LIVES 120
RATES - LIFE 5-83 _ 409 AD&D 5.06 /$1,000

BENEFITS _age Reduction - Reduzes 50% at age 70, another 50% at age 75 and

-

_terminates at retirement,

EXPIRATION DATE  JUNE 1, 1991

MOTES  petivelv at work provision prevalls., No current disabilities will be

— o e

_covered uyithout prioxr written approval, All rates include 107 level

_commnissions. Quotation is based un verification of clalms data, numbev

of employees enrolled and expervisnce information, Should any of this

varv: quotation is subject to recalculation,
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The rates below shall include coverages oOr 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 $25,000
Employee (46) $33.50
Emp/Dep. (76) $83.75

Estimated Annual $94,872.00

AGGREGATE STOP LOSS

Per Employee Per Month (122) $5.10
Monthly Aggregate Cap

Estimated Annual $7,466.00

MAXIMUM AGGREGATE CLAIMS FUND

Employee (122} $321.83 (composite)
Employee/Dependent

T ——————

Total Annual $471,159.00

TERM LIFE PLAN
Volume: $2,000,500
Term: $.54/$1.000
AD&D: $.06/$1,000
Estimated Annual $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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BENEFIT PLAN #2

VOL{?J__ PG /jS/

The rates below shall include ALL of the benefits ocutlined 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 (46)
Emp/Dependent (76)
Estimated Annual

AGGREGATE STOP LOSS

Per Employee Per Month (122)
Monthly Aggregate Cap

Egtimated Annual

MAXIMUM AGGREGATE CLAIMS FUND

Employee (122)
Employee/Dependent

Total Annual

TERM LIFE PLAN
Volume: $2,000,500

Term: $.54 /$1,000
AD&D: $.06__/$1,000

Estimated Annual

$25,000

$33.50
$83.75

$94,872.00

S4.71

$61895044

$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

N —— gt~
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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 $25,000
Employee (46) $33.50
Emp/Dependent (76) $83.75

Estimated Annual $94,872.00

AGGREGATE STOP LOSS

Per Employee Per Month (122) $4.71
Monthly Aggregate Cap
Estimated Annual $6,895.44

MAXIMUM AGGREGATE CLAIMS FUND

Employee (122) $275.81 (composite)
Employee/Dependent

Total Annual $403,785.84

TERM LIFE PLAN

volume: $2,000,500
Term: $.54 /$1,000

AD&D: s.06 /$1,000
Estimated Annual $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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COX INSURANCE GROUP, INC. RAY COX - PRESIDENT

TEY - 317/87-00%0 e 5177 COMMERCE CIRCLE
TELEX 276252 P.O. BOX 17008
TACSTMITE: 317/338.7145 Lioyd’s London Co rrespondent INDIANAPOLIS, IN 46217-0003
. AGGREGATE AND/OR SPECIFIC STOP LOSS PROPOSAL
ESEBFIORIEGENERATY
1) Prospective Insured : UPSHGR COONTY (CASE No. 6781)
2y Address (headquarters): Gilmer, TX 75644
1) other locations :
4) Proposal Presentad to r RISK FUNDING ALTERNATIVES, DXC/TX ‘

TS OTION S BHE PSS UPeINe

T hvieripd ~ vy

1) assuned Effective Date: 06-01-91 Proposal Expiration Date: 06-01.-91.
2) i.ess otherwise indicated, terms are baced om current bemefits.

'3) Zraused will provide or empley plan supervision and claims administration facilities acceptable to

' Lluyd*s London.

premium,

these states if requected %o do 80.

charge varies according to the premium {see Sections IV and V).
9) Anmmal projecticms are subject to revision based ¢n the enrollment at inceptionm.

+) Insured will provide Plan Document acceptable to Lloyd's Underwriters within 90 days of affective date.

5) This iz a TENTATIVE Proposal based om informatiom furnished in your request. The Proposal will be firm
upon receipt/approval of documentaticn of experience and gpproval of the risk by Lloyd’s Underwriters.

6) For groups located in Indiana, it is the responsibility of Cox Insurmmce Group (CIG) to make the
appropriate surplus lines filings. Surplus lines taxes should be remitted in addition ro the Lloyd’s

7) Por groups located in states other tham Indisca, FKentucky, or Yllinois, it is the responsibility of the
Plan’s ggent or consultant (¥OT CIG) to collect and see to the timely payment of any applicable excess/
surplus lines taxes and to otherwise assure complisnce with all such requirements in the state in which |

th* TInsured is situate. CIG will be happy to refer the producer to a surplus lines agent/broker io |

q 3)

Lloyd’s is an acdmitted insurer In Illinois and Kemtucky and is therefore responsible for paying premium

tax in those states. For groups located in Illincis nnd Kentucky, there is a service charge per stop
loss comtract which should be remittad in addition to the Lloyd’s premium. The amount of the service

10} The Lloyd’s coverage contains a Pre«Existing Conditions Exclusioas Clause applicable to new earollees.

ESECHONIIE PERNITIONSY

o teraex e T P

tha Period of Imsurance are eligible for reimbursement by Gnderwziters.

those eligible clairms PATD by the plan during the Period of Insurance (*PAID" is defined below).

during the TEREE (3) months immediately f£ollcwing the Period of Insurmnce ("PAIDY is defined below).

because of total disability.

thereafter delivered to the payee and is paid upon prerentation.

1) IXTRRED and PATD CONVIRACT: Under this type of c¢ontract, Underwriters shall only be liable for
reimbuzsepent of those eligible ¢laims actually INCURRED and PAID by the Plan during the Period of
Insurance. Neither &xpenses accrued prior to the Perjod of Inmsurance, nor those actually peid after

2) PATD CCNTRACT: Under this type of contract, Underwriters shall only be liable for reimbursememt of
3) DNCURRED CONTRACT: Under this type of comtract, Underwriters skall only be linble for reimbursement of
the eligible claims INCURRED by the Plan during the Period of Imsurance ("INCURRED" is defined below).
All expemges INCURRED during the Pericd of Insurance must be PAID during the Pecriod of Insurance or

4) INCURRED: The word "incurred® mesns, &8 respucts a claim under a benefit plan covered by the contract, !
that a service bas been performed, a purchase has been mmde, or 8 perscon hags earred pericdic payment

S) PAID: Payment of a claim shall be deemed to occur om the dane when the Insured®s (or nis legally
contracted agent for such purpose) payment cbeck or drafs is issued, pruvided that it is praptly
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Exployees by bemefit:| MEDICAL | | | |
Single/Attachment Factor:| 46/321.83 | | | |
Family/Attachmant Factor:| 76/322.83 | | i |

Total employees:| 122 | | | |

Premiim per ee per memth:| 5.10 | | | |
Minimm Attactoent Point: $471,1%9.12 3) Maximem Indemmity: __$1.000.600

Tvpe of Contract: Paid
Expenses accrued prior to the Perlod of Insurance arz limited to those incurred vn or after
04-01-91 which are paid durirg the Period of Ingurance. Claims incurred prior to
06-01.9], are limited to $33,000

Zstimated Amnual Pressiums $7.466.40 Ceposit Premium: £622.20 Minimmm Premium. $3,200

Service Charge andfor Surplus Lines Tax:_4.8S2+(1.004) of Acoual Premium (Do NOT remit to CIC unless
account is located in Indiana, Illinois, or Kenrucky)

Specific is required with purchase of Aggregate

ESECTIONYISPECIEG|

[ eN)

| DEDOCTIZLE | SINGLE/RATE | PAMILY/RATE | DEPOSIT PREMITM | EST ARNUAL PREMTM | MTNDMM FRDMIWM
| 25,000 | 46/33.50 | 76/83.75 | 7,906.00 | 94,872.00 | 66,4C0

Coinsurance by insurad: 0Z excess of Deductible.

Mazimom Indemnity: _$1,000, 000
Marimm Aggregate Indemnity for all Specific Excess Claims coxbized during the Peried
of Insurance: $2,000,000

Type of Contract: Paid (Amm:el Deductible per person, ALL cause)
Paid Expenses accrued pricr to the Period of Insurance ave limited to those incurred
on or after 04-01-91

Service Charge and/or Surplus Lines Tax: _4.852+(1.004) of dam:al Premium (Do NOT remit to CIG wmless
sccount is located in Indiana, Illinois, or Xemtucky)

FEECHON VS DTHONA TP CHREE S

This tentative proposal is subject to revicien pending our receipt of the following:

SEE ATTACHED

FSECTHONNIZNOLES:

g L

n assume contimation of cucrent benefit schedule,
8 propoanl replaces and +oids all othera iasued from thiz office regarding Upshur County

kit

or to this date. _ a2 fgoeest 7
Koldl AP

:_04-25-931 Name:  ROD HENDERSON Tizle:_ ASST UNDERWRITIR
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3

4)

6)

7

8)

9)

Employecs by bemefit:| MEDICAL |

[ ! |

Single/Attachoent Factor:| 46/280.92 | ] } !

Fumily/Attachment Pactor:| 76/280.92 | { § i

Total employees:| 122 | ] | |

Prestitm per ee per month: | A | | | i
Minimwm Attachmont Point: $411,266.88 $) Maximm Indemnity: _ $1,000,000

Type of Comtract: Paid
Erperses accrued pricor to the Period of Insurance are limited to those incurred on or after
04-01-91 which are paid during the Pericd of Insurance. Claims incurred prior to

06-01-9), are limited to $28,800
Estimated Anrial Premiun: $6,895.44 Deposit Premiuvm: $574,82 Minimm Premium: 4,80

Service Charge andf/or Surplus Lines Tax:_ 4.8554(1.004) of Atrual Premium (Do NOT remit to CIG unjess
accoumt is located in Indiana, Illinois, or Kentucky)

Specific ia required with purchase of Agpregate

b et - — e -

ERECTHONN SRECIFIGH

i)

| DEDUCTIBLE | SINGLE/RATE | FAMILY/RATE | DEPOSIT PREMIWM | EST ANNUAL PREIMIGM | MINTMOM FREMITM

| 25,000 46/33.50 | 76/83.75 | 7,906.00 | 94,872.00 [ 66,400
Coinsurance by insured: L excess of Deductible.

Mayimwm Indemmity: 51,000,000
Maxicum Aggregate Indemnity for all Specific Excuss Claims combined during the Peciod

of Insurance: $2,000,000

Type of Contract: Paid (Aocmual Deductible per persom, ALL cause)
Paid Expenses accrued prior to the Period of Insurance are limited to those incurred

on or after 04-01-91

Service Charge andfor Surplus Lines Tax: 4.85T+{1.004) cf Antual Premiitm (Do NOT remit to CIG umnless
account is located in Indiana, I1linois, or Xentucky)

ST O oD AT REGUIPEME NS

X,

This tentative proposal is subject to revision pending our receipt of the following:

SEE ATTACHED

[ESECTICHVIEROTESS

3eo:fits: $500 deductible (2x family):; 80/207 to $5000; Dental (current benefits); PCS EXCIOLDED

Mda proposal ceplaces and voids all others issued fram this offlize regarding Upshur County
Fier to this date. 1 // // P

— ——

. Dute:__046-25.91 Name: __ ROB HEMDERSON Tivle:__ ASST WMMERWRITER

“K Z*Z/.A—-—,#Z_.-f—\




S-1e31 19:T78 FRON DY INSUPAEE ™0 1307242854 F.Oog

/‘a Liovd’s London Correspondent q UPSHUR COUNTY PAGE 4

voL3/ PG (12 _ ESETON I AGCREGATE

%)

3
4}

6)

N

8)

9

Employeeg by benefit MEDICAL |
Single/Attackment Factor 46/275.281 |
Pumily/Attachoent Factor 76/275.81 |

Total employees 122 |
Premiuil per ee per months 1|

Minimam Attachoent Polnt: $403.785.84 5) Maximm Indesmity: __$1,000,000

Type of Contract: DPaid
Expenses accrued prisr to the Period of Insurance arz limited to those incurred on or after
04-01-91 which are paid during the Pericd of Ingurance. Slaimg intusyed prior to

06-01-91 are limited to $28,300
Estlmated Armrual Premiuom: $6.895.44 Deposit Premium: $574.62 Minjmwm Premium: 4,200

Service Charge and/or Surplus Lines Taz: 6.85+(1.904) of Amzual Premium (Do NOT remit to CIG unless
account is located in Indiana, Yllinois, or Kentucky)

[T TS
— — — — —

Specdfic 1s required with purchasze of Agzregate

ESECTIONY, SPEGIFICH

1)

2)

N

4)

5

| TEDOCTIRLE | SDIGLE/PATE | FAMILY/RATE | DEPOSIT FREMIWM | EST ANHUAL PPRMITMM | MINTHR{ PREMITM
| 25,000 | 46(23.50 | 76/83.75 | 7,906.00 ] 94,872.00 | 66,4C0

Codnsurance by insured: 02 excess of Cextuctible,

Maximean Tndemnity: __ §1, 000,000
Maximm Agoregate Indemnity for all Specific Prcess Claims combinad during the Pericd

of Insurance: $2,000,000

Type of Contract: Pnid (Annual PDeductiblie per person, ALL cause)
Paid Expenses accrued prior to the Period of Insurance are limited to those incurred

on or after 04-01-9)

Sexrvice Charge amdf/or Surplus Lines Tav: 4.85I+(1.004) of Anrmzl Premium (Do XUT remit to CIG uoless
accomt is located in Indiana, Illinois, or Xenrucky)

SECTIONVE ADDINONAL HECUIREMERA ST

This tentative proposal is subject to revision pemding our receipt of the followvicg:

SEE ATTACHED

PSECTIONVIEHOTESS

Pecefits: $500 deductibla (2x family): 80/20Z to $10000; Dental {cuxrent vepefits); PCS ERCLUVED
Thia propogal roplaces aod voids all others issued frem this offico ragarding Cpsour County

prior to this date. LS S -1

// ‘/Zﬁ/‘ﬁ A

Date:__04.25-9] Neme: B HERCERSQN Tizle: ASST TNDERWRITER

7 s men iy
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ADDITIONAL REQUIREMENTS CONTINUED

This tentative proposal is subject to revision pending our receipt of the following:

Confirmatien TPA a=d insured are uzgwure of any potential losses which are lLikely to penetrate the
Specific deductible.

Complete informaticn pertaining to individual claims in excess of 507 of the Specific deductible
(whether paid or pending), includicg dx, px, current and mmticipated treatwment and costs.
Crplete informmtion/APS for claimant(s) INDIVIDUAL W/ MYCCARDIAL IHFARCTION, INDIVIIUIAL W/
BMFEYSEMA. A higher deductible and/or coisgsurzcce may be requized,

Confinmtion DENTAL AND PCS claimg are included in claims experience pxevided.

Monthly paid claims/enrollment for the period 4-1-91 to 6-1-91.

TaTHL FLOR
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BENEFIT PLAN i#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 $25,000
Employee (125} $52.82
Dependent (66) $76.90

Estimated Annual $140,135.00

AGGREGATE STOP LOSS

Per Employee Per Month
Monthly Aggregate Cap Included below

Estimated Annual $8,250.00

MAXIMUM AGGREGATE CLAIMS FUND

Employee (125) $216.75

Employee/Dependent (66) $295.12
Total Annual $558,860.00

TERM LIFE PLAN
Volume: $1,924,000
Term: $.51 /51,000
AD&D: $.06 /81,000
Estimated Annual $13,160.00

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

Signature

Title

Company SAFECO

P e EERS WOE
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S SAFECQ LIFE INSURANGCE COMPANY
EXCETSES LOS P. O. Box 830586
Quo Richardson, TX 75083-0586
SAFECD*
MAIL TO RISK FUNDING ATTN TOM SLACK
Case UPSHUR COUNTY
—
| AGGREGATE EXCESS LOSS B Pad & Pae
{ Factors § 216.75 /Empioyes $ 295.12 /Dependent
Assumed # of Umits 125 Employess 66 Dapendents
Estimated Annual Aggregate Deductible”  § 558,860 Minimum aggregate
AGGREGATE PREMIUM | To exclude commissions, deductible equals first month deductibie x 12 x $5%.
multiply by .30 and the monthly deductibie cannot raduce more than
& 7,500 5% from the prior month
Individual Excess Loss (12 month incurred paid) Comnsurance 100% Maximum $1.000,000
Indidual Deductibie $ 25,000 $ 27,500 $ 30,000 $
Rates Ee |$  52.82 $  u7.38 $  u1.19 $
To exclugde commisg-
sions multiply by 90 Dep |$ 76.90 § £8.97 $ 59.9% $
Estimatad Annual Premium $ 140,135 $ 125,695 $ 109,273 $
I ADEA Schedule A unless otharwise noted
; Life Schedule. 1 X SALARY, MAX 50,000 Quote assumes no retiree ife coverage.
Life Volume 1,924,000 Proot of Good Health on amounts sbove, N/A
Commission w15 _ %  [J Contributory )
Lifg Rate .51 XX Non-Contributory ADSDRATE"  4¢
Dep Life 3' 000 / 2’ 000 DBP. Life Rate; 1 . 55 Chiidren To Age: 23
Short Term Disability Aggregate Factor /$10. STD Pian
STOD Schadula of Benefits: STD Voiume.
Notes.

This quote is good for an effactive date of not later than;

All rates are contingent upon final plar and enrollment. 6-1~-91
Conversion.  § S0/ee/month : & Medical X2 PCS Card
Coverage included X Denta! o vision
in aggregate O A&S (optional) O A&S (required)
Underwniter:  JANET BEATTY - GROUP REPRESENTATIVE/DALLAS Cate 4~23-91
EXCESS LOSS QUOTE

AR s1ered trademary of SAPECO Corporation
LG 11127/97 "o SETHI 3417 02340 TEiR] 15, £ dapvyse
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Date: S-—-3-97 :>
COMMISSIONER COURT [
ATTENDENCE SUHEET
Name Cily of Residence
B 5(76% KK(/?[/ Wvﬂ Clmel
Tom . Seaclt /o £
_ &éaﬁd M\@U
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