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RESOLUTION NO. 2022-R-093

A RESOLUTION AUTHORIZING THE EXECUTION OF APPLICABLE BENEFIT
AGREEMENTS FOR A 15-MONTH TERM FOR THE PURCHASE OF MEDICAL, DENTAL,
VISION, AND LIFE INSURANCE BENEFITS FORTHE BENEFIT PLAN YEAR OCTOBER
2022 THROUGH DECEMBER 2023

WHEREAS, the Village of Tinley Park, Cook and Will Counties, Illinois, is a Home Rule Unit
pursuant to the Illinois Constitution of 1970; and

WHEREAS, the Corporate Authorities of the Village of Tinley Park, Cook and Will Counties,
Illinois, have considered entering into an Agreement with BlueCross BlueShield of Tllinois, MetLife and VSP
for a 15-month term; and |

WHEREAS, the Corporate Authoritics of the Village of Tinley Park, Cook and Will Counties,
Illinois, have determined that it is in the best interests of said Village of Tinley Park that said Agreement be
entered into by the Village of Tinley Park;

NOW, THEREFORE, Be It Resolved by the President and Board of Trustees of the Village of
Tinley Park, Cook and Will Counties, Illinois, as follows:

Section 1: The Preambles hereto are hereby made a part of, and operative provisions of, this
Resolution as fully as if completely repeated at length herein.

Section 2: That this President and Board of Trustees of the Village of Tinley Park hereby find
that it is in the best interests of the Village of Tinley Park and its residents that the aforesaid Agreements be
entered into and executed by said Village of Tinley Park, with said Agreement shall reflect the attached
Marketing Proposal rates for such benefits being attached hereto and made a part hereof as EXHIBIT 1.

Section 3: That the President and Clerk of the Village of Tinley Park, Cook and Will Counties,
Illinois are hereby authorized to execute for and on behalf of said Village of Tinley Park the aforesaid
Agreement.

Section 4: That this Resolution shall take effect from and after its adoption and approval.

ADOPTED this 16" day of August, 2022, by the Corporate Authorities of the Village of Tinley Park
on a roll call vote as follows:

AYES: Brady, Brennan, MAhoney, Mueller, Sullivan
NAYS: None
ABSENT: Galante
APPROVED this 16™ day of August, 2022, by the President of the Village of Tinley Park.

Village President

ATT*??T: '

Village Cferk




EXHIBIT 1

AGREEMENTS REFLECTING

THE HORTON GROUP MARKETING PROPOSAL



BlueCross BlueShield of lllinois

Benefit Program Application (BPA)



P BlueCross BlueShield
YA of IMlinois

BENEFIT PROGRAM APPLICATION (“BPA”)

(All items are applicable to 151-Plus Grandfathered and Non-Grandfathered Insured Group Accounts uniess otherwise specified.)
{All items are applicable to the HMO plan and the Non-HMQO plan unless otherwise specified.)

Employer Account Number: 271855

HMO lllinois Employer Group Number(s): H57086

0000, 0101, 0104, 0105. 0106, 8107, 0110, 0111, 0112, 2001,
2002 2003, 2004, 8888

A P A AL AL

Blue Advantage HMO®" Employer Group Number(s): BS57096

Blue Advantage HMO Section Number(s): —'—'—'—’——*——'—'—‘—'—‘gggg gag; gagj 80818%5 0106 0107, 0110,0111, 0112, 2001

Non-HMO Plan Employer Group Number(s): P71855

Non-HMO Plan Section Number(s) 0000.0101. 0104.0105,0106 0107, 010,011, 0112, 2001,

HMO lllinois Section Number(s):

Employer's Legal Name: Village of Tinley Park
(Specify the employer, the employee frust or the association applying for coverage. List subsidiary or affiliated companies
to be covered below. An employee benefit plan may not be named.)

Physical Address: 16250 South Oak Park Avenue

City: Tinley Park State: |IL Zip Code: 80477
Billing Address (if different from above):

City: State: Zip Code:
Employer |dentification Number (“EIN™): 36-6006127 Standard Industry Code (SIC):

Wholly Owned Subsidiaries tc be covered (if additional space is needed, use the Additional Provisions section}:

Affitiated Companies to be covered (if additional space is needed, use the Additional Provisions section):

(Affiliated Companies must be required or permitted to be aggregated per IRS guidelines. Employer hereby confirms that
Employer, Subsidiaries and Affiliates are treated as a single employer under Internal Revenue Code Section 414({b), or (c),
or (m), or (o), or under applicable law.)

Administrative Contact: Angela Arrigo Email: aarrigo@tinleypark.org
Phone: 708-444-5091 Fax:

Blue Access for Employers™ (“BAE™") Contact: Angela Arrigo
(The BAE contact is the employee of the account authorized by the Employer to access and maintain its account via BAE.)

Title: Human Resources Director Email: aarrigo@tinleypark.org
Phone: 708-444-5081 Fax:

Proprietary and Confidential Information of Blue Cross and Biue Shield of illinois. Not for use or disclosure outside Blue Cross and Blue
Shield of lllinois, Employer, their respective affiliated companies and third-party representatives, except with written permission of Blue
Cross and Blue Shield of lllinois.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

Life and Disability insurance is underwritten by Dearborn Life insurance Company, 701 E. 22" St. Suite 300, Lombard, IL 60148. Dearborn Life
Insurance Company is an independent Blue Cross and Blue Shield licensee. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are
registered service marks of the Blue Cross and Blue Shield Association, an association of independeni Blue Cross and Blue Shield Plans.

Medical and Dental benefits are offered by Biue Cross and Blue Shield of lllincis, a Division of Health Care Service Corporaticn, a Mutual Legal Reserve
Company, an Independent Licensee of the Blue Cross and Blue Shield Association.
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Policy Effective Date: 10/01/2022 Policy Anniversary Date (month/day/year): 01/01/2024

The Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that sets minimum standards for
employee benefit plans in the private industry. In general, all employer groups, insured or ASO, are subject to ERISA
provisions except for governmental entities, such as municipalities and public schocol districts, and “church plans" as defined
by the Internal Revenue Code.

ERISA Regulated Group Health Plan* [ ] Yes [ No

If Yes, specify ERISA Plan Year* (month/day/year). Beginning Date: / / End Date: / /
ERISA Plan Sponsor™:

ERISA Plan Administrator*;

ERISA Plan Administrator's Address: _

City: State: ____ ZipCode: __

ERISA Plan Administrator's Email: _____

Please provide your Non-ERISA Plan Month/Year: 10/2022
If you contend ERISA is inapplicable to your group health plan, please give legal reason for exemption*:

Ll Federal Governmental Plan {e.g., the government of the United States or agency of the United States)

X Non-Federal Governmental Plan (&.9., the governmenit of the State, an agency of the State, or the government of
a political subdivision, such as a county or agency of the State)

[ Church Plan (complete and attach a Medical Loss Ratio Assurance form)

1 Other, please specify:

For more information regarding ERISA, contact your Legal Advisor.
*All as defined by ERISA and/or other applicable law/regulations.

ELIGIBILITY

1. Eligible Person: Employer has decided that Eligible Person means: (For the HMO plan, an eligible person must
reside or work in the Service Area of a Participating IPA.)

X A Full-Time Employee of the Employer.
] A Full-Time Employee who is a member of; (name of union or association).
[1 Other (please specify): .

Full-Time Employee means:

An Employee of the Employer who is regularly scheduled to work a minimum of 30 hours per week

[] Other (please specify);

X  An Eligible Person may also include a retiree of the Employer. Please specify: A police retiree must be at
least 50 years of age and with a minimum of 20 years of service. An IMRF employee must be at least 55 years
of age with a minimum of 8 years of service. Retiree and eligible dependents must be covered on the date
immediately prior to the date of retirement. Retiree and/or eligible spouse may stay on the plan until Medicare
entitlement (at which time Medicare becomes primary and BCBSIL becomes secondary), the refiree

coverage is terminated, or otherwise required by state statute_If the retiree coverage is terminated, the

eligible covered spouse may continue on the plan under their own unigue identification number until

Medicare entitlement {at which time Medicare becomes primary and BCBSIL becomes secondary), the retiree
spouse’s coverage is terminated. or otherwise reguired by state statute. The eligible dependent child(ren) may
stay on the plan until reaching the dependent age limit at which time dependent is terminated and gualifies for
COBRA. This eligibility language only applies to those early retired employees, their spouses. and their

gligible dependents.

Empiovees that are deemed full-time using the 12 month measurement period wili be eligible for medical and

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
Shield of lllinois, Employer, their respective affiliated companies and third-party representatives, except with written permission of Blue
Cross and Blue Shield of lllinois.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an independent Licensee of the Blue Cross and Blue Shield Association

IL-LG-151PLUS-HP-BPA Rev. 06/21 2



dental coverage for the subseguent 12 month stability period.

The term "Employee” shall have the meaning set forth under ERISA and applicable law. Blue Cross and Blue Shield
of lllinois, a Division of Heaith Care Service Corporation, a Mutual Legal Reserve Company ("BCBSIL") reserves
the right to audit Employer’s initial and cngoing eligibility determinations.

2. Civil Union Partner Coverage: A Civil Union partner, as defined in the Policy, and his or her dependents are
automatically eligible to enroll for coverage and, once enrolied, eligible for continuation of coverage as described in
the Certificate Booklet. The Employer as Policyhclder is responsible for providing notice of possible tax implications
to those Insureds with coverage for Civil Union partners.

3. Domestic Partner Coverage: [ ] Yes [ No
If Employer elects "Yes,” a Domestic Partner, as defined in the Certificate Booklet, shall be considered eligible for

coverage. The Employer is responsible for providing notice of possible tax implications to those Insureds with
Domestic Partner Coverage.

Continuation coverage for Domestic Partners: If Employer elects coverage for Domestic Partners, Domestic
Partners are not eligible for continuation coverage under Consolidated Omnibus Budget Reconciliation Act of 1985
{COBRA) as a spouse, but Employer may elect to offer continuation coverage to Domestic Partners similar to that
available to spouses under COBRA continuation. Employer shall determine eligibility for COBRA continuation for
Domestic Partners, if any. Please indicate your election below:

[] Yes, Employer elects to offer continuation coverage to Domestic Partners, as defined in the Certificate
Booklet

(] No, Employer does not elect to offer continuation coverage to Domestic Partners (Domestic Partners are not
eligible for continuation coverage)

] Other

4, The Limiting Age for covered children: Hereafter, Covered Children means a natural child, a stepchild, an eligible
foster child, an adopted child (including a child involved in a suit for adoption), a child for whom the Insured is the
legal guardian, under twenty-six (26) years of age, regardless of presence or absence of a child’s financial
dependency, residency, student status, employment status (if applicable under the Policy), marital status, or any
combination of those factors. Unless Employer elects a Limiting Age over twenty-six (26), coverage will terminate
at the end of the month in which the covered child turns age twenty-six (26). If the covered child is eligible military
personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

To cover children age twenty-six (26) or over, you may select option (@) or (b} below:

(a) [ Limiting Age for covered children age twenty-six (26) or over, [_] who are married [_] who are unmarried
[] regardless of marital status, is select one years. If the covered child is eligible military personnel,
the Limiting Age is thirty (30) vears as described in the Certificate Booklet.

(b) [ Limiting Age for covered children who are full-time students and age twenty-six {26) or over, { | who
are married [_| who unmarried [ regardless of marital status, is select one years. If the covered child
is eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

For a covered child who reaches a Limiting Age over twenty-six (26), coverage will terminate:
At the end of the period for which premium has been accepted.

At the end of the month in which the Limiting Age is reached.

At the end of the calendar year in which the Limiting Age is reached.

On the Limiting Age birthday.

Other {please specify): .

OOO0OX O

However, coverage shall be extended due to a leave of absence in accordance with any applicabte federal or state
law.

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
Shield of lilinois, Employer, their respective affiliated companies and third-party representatives, except with written permission of Blue
Cross and Blue Shield of lllinois.

Blue Cross and Blue Shield of lllincis, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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5. Disabled Dependent: Disabled Dependent means a child who is medically certified as disabled and dependent
upon the Employee or his/her spouse (or Civil Union partner and/or Domestic Partner if Domestic Partner coverage
is elected). To administer medical certification of disabled dependents, you may select option (a) standard rules or
{b) custom rules. If (b) is selected there are additional selections regarding age, proof of prior coverage, certification
review, forms, and previous medical certification approvals.

{(a) [ Disabled Dependent Administration will follow standard rules.

A disabled dependent may continue coverage beyond the limiting age, provided the disability began
before the child attained the age of twenty-six (26). A disabled dependent may add coverage beyond
the limiting age, provided the disability began before the child attained the age of twenty-six (26), and
proof of coverage as a disabled dependent is provided.

Certification Review is administered by BCBSIL; a Disabled Dependent Certification Form must be
submitted to BCBSIL.

(b} [ Disabled Dependent Administration will follow custom rules. Please make the following selections:

Age: Please select one (1) option regarding age of when the disability began.
[(]  The disability must have begun before the child attained the age of twenty-six (26).
[(1 Aldisabled dependents are covered regardless of when the disability began.

Proof of Prior Coverage: Please select required or not required below:

When adding coverage, proof of prior coverage as a disabled dependent is [] required
[] not required.

Certification Review: Please select one (1) option regarding administration of Certification Review.

[l Certification Review is administered by BCBSIL; a Disabled Dependent Certification Form must
be submitted to BCBSIL.

] Certification Review is administered by the Employer: there are no Disabled Dependent
Certification Form requiremenis.

If Certification Review is administered by BCBSIL, please select one (1) option regarding forms:
] BCBSIL's Disabled Dependent Certification Form will be utilized.
1 A custom/other Disabled Dependent Certification Form will be utilized.

If Certification Review is administered by BCBSIL, please select allowed or not allowed below:

An approved disabled dependent medical certification from a prior carrier is [] allowed
[ not allowed.

An approved disabled dependent medical certification from a prior BCBS policy is
[ allowed [] not allowed.

6. Eligibility Date: All current and new Employees must satisfy the substantive eligibility criteria and required waiting
period indicated below before coverage will become effective. No waiting period may result in an effective date that
exceeds ninety-one (91) calendar days from the date that an Employee becomes eligible for coverage, unless
otherwise permitted by applicable law.

If a person is added to the Policy and it is later determined that the Employer reported a Coverage Date earlier than
what would apply to the Employee or dependent, based on the waiting period and eligibility conditions the Employer
provided to BCBSIL, BCBSIL reserves the right to retroactively adjust the Coverage Date for such person.

The date of employment.

The day of employment. Note: This may not exceed ninety-one (91) calendar days.

The select one day of the month following select one month(s) of employment.

The select cne day of the month following days (option of up to sixty (60) days) of empioyment.

The day of the month following the date of employment.

Cther (please specify) . Note: This may not exceed ninety-one (31) calendar days.

OO000O0X

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
Shield of lllincis, Employer, their respective affiliated companies and third-party representatives, except with written permission of Blue
Cross and Blue Shield of lllinois.

Biue Cross and Blue Shield of Ilincis, a Division of Health Care Servige Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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(] This election applies only to the HMO plan: A full month's premium will be charged for the first (15t) month of
coverage for those Employees whose Coverage Dates fall between the first (15 and fifteenth (15%) day of
the Premium period. No premium will be charged for the first month of coverage for those Employees whose
Coverage Dates fall between the sixteenth (16%) day and the end of the Premium Period.

Substantive eligibility criteria: Provide a representation below regarding the terms of any eligibility conditions
(other than any applicable waiting period already reflected above) imposed before an individual is eligible to become
covered under the terms of the plan. If any of these eligibility conditiocns change, Employer is required to submit a
new BPA to reflect that new infermation.

Check all that apply:
(] An Orientation Period that:

1) Does nct exceed one (1) month (calculated by adding one (1) calendar month and subtracting one
(1) calendar day from an Employee’s start date}; and
2) If used in conjunction with a waiting period, the waiting period begins on the first (1) day after the

orientation period.
A Cumulative hours of service requirement that does not exceed 1200 hours

An hours-of-service per period (or full-time status) requirement for which a measurement period is used to
determine the status of variable-hour Employees, where the measurement period:

1) Starts between the Employee's date of hire and the first {1%¢) day of the following month;

2) Does not exceed twelve {(12) months; and

3) Taken together with other eligibility conditions does not result in coverage becoming effective later
than thirteen {(13) months from the Employee’s start date plus the number of days between a start
date and the first (15t day of the next calendar month (if start day is not the first (1%%) day of the month).

[] Other substantive eligibility criteria not described above; please describe:

0

7. Enroliment

Special Enrollment: An Eligibie Person may apply for coverage, Family Coverage or add dependents within thirty-
one (31) days of a Special Enrollment event if he/she did not apply prior to histher Eligibility Date or when eligible
to do so. Such person’s Coverage Date, Family Coverage Date, and /or dependent’s Coverage Date will be effective
on the date of the Special Enrollment event or, in the event of Special Enroliment due to termination of previous
coverage, the date of application for coverage. In the case of a Special Enrollment event due to loss of coverage
under Medicaid or a state children’s health insurance program, however, this enrollment opportunity is not available
unless the Eligible Person requests enrollment within sixty (60) days after such coverage ends.

Annual Open Enrollment: Specify annual open enrollment period: The 2022 open enrollment will occur the month
of August for an Qctober 1st effective date, and then again November for a January, 2023 effective date. Moving
forward open enrollment will be held in November for a January 1st effective date. An Eligible Person may apply
for coverage, Family coverage or add dependents if he/she did not apply prior to his/her Eligibility Date or did not
apply when eligible to do so, during the Employer's annual open enroliment period. Such person’s Coverage Date,
Family Coverage Date, and/or dependent’'s Coverage Date will be a date mutually agreed to by BCBSIL and the
Employer. Such date shall be subsequent to the annual open enroliment period.

8. Extension of benefits due to Temporary Layoff, Disability or Leave of Absence:
Temporary Layoff: 30 days Disability: 365 days Leave of Absence: 30 days
L] Other: {please specify):

However, benefits shall be extended for the duration of an Eligible Person’s leave in accordance with any applicable
federal or state law.

In the event of Total Disability at the time the group policy is terminated, an Extension of Benefits wili be provided
for a period of no more than twelve (12) months from the date of termination, to the extent required, and in
accordance, with any applicable federal or state law.

9. FUNDING ARRANGEMENT: Standard Premium — Prospeciive [ | Cost Plus Program

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
Shield of lllinois, Employer, their respective affiliated companies and third-party representatives, except with written permission of Biue
Cross and Blue Shieid of lllinois.

Blue Cross and Blue Shield of lilinois, a Division of Health Care Service Corperation, a Mutual Legal Reserve Campany,
an Independent Licensee of the Blue Cross and Blue Shield Assosiation

IL-LG-181PLUS-HP-BPA Rev. 06/21 5



10.

1.

12.

13.

STANDARD PREMIUM INFORMATION

The following elections apply to both Grandfathered and Non-Grandfathered Groups:

Premium Period:

Bd  The first (1s) day of each calendar month through the last day of each calendar month. (This option applies
to all coverages if the Employer has BlueCare Dental HMO® coverage.)

[0 The day of each calendar month through the day of the next calendar month. (This option is not
available for any coverage if the Employer has BlueCare Dental HMO coverage.)

MINIMUM PARTICIPATION AND EMPLOYER CONTRIBUTION INFORMATION:
{(a) The following elections apply to both Grandfathered and Non-Grandfathered Groups:
Employer contribution:

(] One hundred percent (100%) of the Individual Coverage Premium and an amount equal to one
hundred percent (100%) of the Individual Coverage Premium will be coniributed toward the Family
Coverage Premium.

U] % of the Individual Coverage Premiurn and % of the Family Coverage Premium.
X1 Other (please specify): Varies based on group. Minimum 10% employee contribution.

(b} The following applies to both Grandfathered and Non-Grandfathered Groups: BCBSIL reserves the
right to change premium rates when a substantial change occurs in the number or compesition of
Subscribers covered. A substantial change will be deemed to have occurred when the number of
Subscribers covered changes by ten percent (10%) or more over a thirty (30) day pericd or twenty-five
percent (25%) or more over a ninety (90) day period.

(c) The following applies to Non-Grandfathered Groups: BCBSIL reserves the right io take any or all of the
following actions:

1) Initial rates will be finalized for the effective date of the policy based on the enrolled participation
and Employer contribution levels;
2) After the policy effective date, the group will be required to maintain a minimum Employer

contribution of twenty-five percent (25%), and at least a seventy percent (70%) paricipation of
Eligible Employees (less valid waivers). In the event the group is unable to maintain the contribution
and participation requirements, then the rates will be adjusted accordingly; and/or

3) Non-renew or discontinue coverage unless the twenty-five percent (25%) minimum Empioyer
contribution is met and at least seventy percent (70%) of Eligible Employees (less valid waivers)
have enrolled for coverage. Employer will promptly notify BCBSIL of any change in participation
and Employer contribution. '

{d) The following applies to Grandfathered Groups: It is understood that no Policy will be issued or renewed
on a contributory basis unless at least twenty-five percent (25%) of the Eligible Persons, and for Family
Coverage seventy-five percent (75%) of the Eligible Persons with eligible dependents, have enrolled for
coverage.

Essential Health Benefits (“EHB”) Definition Election: Employer elects EHBs based on the lllincis benchmark.

This Section applies only to the HMO plan: The Effective Date of Termination for a person who ceases to meet
the definition of an Eligible Person:

4 The last day of the calendar month in which such person ceases to meet the definition of an Eligible Person.
[l Other (please specify): .

CURRENT ELIGIBILITY INFORMATION

Total Number of Employees (Please indicate the total number of actual Employees, not Enrollees):

1.
2

On payroll

On COBRA continuation coverage
Proprietary and Confidential Information of Blue Cross and Blue Shield of lllincis. Not for use or disclosure outside Blue Cross and Blue
Shield of lllinois, Employer, their respective affiliated companies and third-party representatives, except with written permission of Blue

Cross and Blue Shield of lllinois.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an independent Licensee of the Blue Cross and Blue Shield Association
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With retiree coverage (if applicable)
Who work pari-time

Serving the new hire waiting period

S o B ow

Declining because of other group coverage {e.g., other commercial group coverage, Medicare, Medicaid,
TRICARE/Champus) _____

7. Declining coverage (not covered elsewhere)

Proprietary and Confidential information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
Shield of Illinois, Employer, their respective affiliated companies and third-party representatives, except with written permission of Blue
Cross and Blue Shield of lilinois.

Blue Cross and Blue Shield of lllincis, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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STANDARD PREMIUM RATES

Xl Yes [ ] No
For internal For Infernal For Internal For Infemal For internal
Use Only - Use Only - Use Only - Use Only - Use Only -
Blue Star™ Blue Star Blue Star Blue Star Blue Star
Ben.Agree#: Ben.Agree#: Ben.Agree#: Ben Agree#: Ben.Agree#:
0018 0019 0020 _ _
P71855 B57096 H57096 - Total
1. Employee only: $889.05 $675.69 $684.58 $ % $
2. Employee plus ocne (1)
dependent (i.e. Employee
plus one (1) spouse or one L — LE— — L L LA
(1) child):
3. Employee plus two (2) or
more dependents: — — s S $ $
4, Employee plus Spouse: $1.817.69 $1.381.44 $1,399.63 $ $ $
5. Employee plus Child(ren)
(i.e. Employee plus one $1.744.29 $1.32567 $1.343.12 $ 3 $
(1) or more children):
6. Employee plus Family / $2698.76 | $2.051.06 | $2.078.04 | § $ $
Family;
7. Other: $ 5 $ $ $ $
Single Tier Rate structure - Complete item 1.
Two Tier Rate structure - Complete items 1. and 6.
Three Tier Rate structure - Complete items 1., 2., and 3.
Four Tier Rate Structure - Complete items 1., 4., 5., and 6.
Indicate "N/A" in any rate field that does not apply.
Medicare Eligible Rates (When BCBSIL is Secondary Payer) L
Single Coverage: $755.55 $574.22 $581.79 $ $ $
Family Coverage: $1.511.12 $1,148.46 $1,163.56 $ $ $

Proprietary and Confidential Information of Blue Cross and Blue Shield of IHinois. Not for use or disclosure outside Blue Cross and Blue
Shield of lllinois, Employer, their respective affiliated companies and third-party representatives, except with written permission of Blue
Cross and Blue Shield of lllinois.

Blue Cross and Blue Shield of lllincis, a Division of Heaith Care Service Corporation, a Mutual Legal Reserve Company,

IL-LG-151PLUS-HP-BPA Rev. 06/21

an independent Licensee of the Blue Cross and Blue Shield Association
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COST PLUS PROGRAM
[1Yes [XI No

Service Charges:

For the HMO Plan:
a) Service Charges for Claim Payments:

] HMO llinois: % of Claim Payments; or 3 per Enrollee per rmonth for health Claim Payments.
(] Blue Advantage HMO: % of Claim Payments; or $ per Enrollee per month for health Claim
Payments.
h) Physician's Services Fees:
1 HMO lllincis: 5__~ per month per single Enroilee; or $ per month per Enrollee with one (1) or more
dependents.
[] Blue Advantage HMO: $ per month per single Enrollee; or $ per month per Enrollee with one (1) or
more dependents.
c} [l HMO Managed Care Fee: $ per HMO Enrollee per month.

For the Non-HMO Plan:

] % of Net Claim Payments or $ per Empioyee per month.

[] Applies to all coverage(s).

[C] Different percentage(s) or amount(s) for the following types of coverage. Please specify below:

For coverage: % of Claim Payments or $ per Employee per month.
For coverage: % of Claim Payments or $ per Employee per month.
Other (please specify):

] Virtual Visits Program (Non-HMO Plan only)
[l Fee$ per covered Employee per month for administration of the program.
[0 Feeisincluded in the Service Charges.

[l Ancillary Program:
[l Heaith Dialog (may select one (1)) Health Dialog Fee: $ per covered Employee per month
[] Health Coach Line (In bound)
[l Health Coach Line {In and out bound)
[] Health Coach Line (With Disease Management)
]  Not applicable

Payment Method: [ ] Transfer Payment [ Post Payment

if Transfer Payment, method of Transfer Payment:
[] Wire Transfer [_] Draft [_] Electronic Fund Transfer [_] Other (please specify):

Payment Period:
[ Daily [ ] Weekly [] Bi-Weekly [ ] Monthly [ ] Other (please specify):

Claim Settlement Period: [_] Monthly [_] Quarterly [_] Other (please specify):

If Transfer Payment, Tentative Final Settlement Period:

Transfer Payments to be made for the following time period after termination:

[] Three (3) months [ Six (6) months [ Nine (8) months [ ] Twelve (12) months
[] Other (please specify):

Excess Loss — Run Off Period: months Standard is tweive (12) months.

Final Settlement: Final Settlement is to be made within days after end of Excess Loss Run-Off Period. Standard is
sixty (60) days.

Employer Payments are to be made past the run-off period for all claims and adjustments.

Proprietary and Confidential Information of Biue Cross and Blue Shield of lilinois. Not for use or disclosure outside Blue Cross and Blue
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{PPO Only} Advanced Payment Review {APR): APR is a suite of payment integrity offerings. Refer to the ABS.
Reimbursement Services are included for the Cost-Plus program. BCBSIL will retain twenty-five percent (25%) of any
recovered amounts made on third-party liability claims other than recovery amounts received as a result of or associated
with any Workers’ Compensation Law,

Does Employer elect additional APR capabilities? [ ] Yes [ ] No  If yes, indicate APR Savings Program or PEPM below:
1 APR Savings Program

[0 PEPM

For APR capabilities other than Reimbursement Services: If Employer elects APR Savings Program, BCBSIL will invoice

twenty-five percent {25%) of any recovered amounts identified by BCBSIL or third-party vendor other than recovery amounts
received as a result of or associated with any Workers' Compensation Law.

For Cost Plus plans, Effective Date of Termination for a person who ceases to meet the definition of Eligibte Person:
[] The date such person ceases to meet the definition of Eligible Person.

[1 The last day of the calendar month in which such person ceases to meet the definition of an Eligible Person.

[l Other (please specify):

Prescription Drugs covered under the Medical Benefit:
Medical Drug Rebate Credit
PPO: § per covered Employee per month.

Prescription Drug Program:

[l HMO (If selected, the Pharmacy Benefit Manager(s) (‘PBM”) Fee Schedule Exhibit must be attached and is part of
this BPA.)

[]1 PPO (If selected, the PBM Fee Schedule Exhibit must be attached and is part of this BPA.)

Rebate Credit for Drugs covered under the Pharmacy Benefit:
PPO: § per covered Employee per month.
HMO: § per Enrollee per month.

HMO Pharmacy Network (Select one (1))
1 Traditional Select Network
[] Network shown on PBM Fee Schedule Exhibit

PPO Pharmacy Network (Select one (1)):

[l Advantage Network

[1 Preferred Network

[J Network shown on PBM Fee Schedule Exhibit

PPO Drug List: Select Drug List; Other (please specify):

Prescription Drug Program Clinical Management Programs

] Medication Therapy Management (MTM) (Retrospective) (HMO) Fee: $ per member per month for
administration of the program.
[] Medication Therapy Management (MTM) (Retrospective) (PPO) Fee: $ per member per month for

administration of the program.

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
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Termination Administrative Charge
As applies to the Run-Off Period indicated in the Payment Specifications section below:

i For service charges (including, but not limited to, access fees) billed on a per covered Employee basis at the
time of termination of the Policy or partial termination of covered Employees, the Termination Administrative
Charge will be the amount equai to ten percent (10%) of the annualized charges based on the service charges in
effect as of the termination date or date of partial termination and the Policy participation of the two {2) months
immediately preceding the termination date or date of partial termination. Such aggregate amount will be due BCBSIL
within ten (10) days of BCBSIL’s notification to the Employer of the Termination Administrative Charge described
herein.

ii. For service charges (including, but not limited to, access fees) billed on a basis other than per covered
Employee at the time of termination of the Policy or partial termination of covered Employees, the Termination
Administrative Charge will be such service charges in effect at the time of termination of the Policy or partial
termination of covered Employees to be applied and billed by BCBSIL, and paid by the Employer, in the same manner
as prior to termination of the Policy or partial termination of covered Employees.

Termination Administrative Charges assume the continuation of the Policy benefit program(s) and the administrative
services in effect prior to termination. Should such Policy benefit program(s) and/or administrative services change, or in
the event the average Policy enrollment during the three (3) months immediately preceding termination varies by fen percent
{10%) or more from the enrollment used to determine the service charges in effect at the time of termination, BCBSIL
reserves the right to adjust the rates for service charges (including, but not limited to, access fees) to be used to compute
the Termination Administrative Charge.

FOR NON-HMO COST-PLUS PROGRAMS ONLY:
PLAN PROVIDER ACCESS FEE(S)
[ Yes [X No

Group Number{s):

[0 % of Average Discount Percentage ("ADP") savings: %

[1 $ per Employee per month: $

Please complete for groups with multiple products (for example, Comprehensive Major Medical and PPO) with
separate access fees: '

Group Number(s):

[0 % of ADP savings: %

[1 $ per Employee per month: $

EMPLOYER STATEMENTS:

1. Changes in state or federal law or regulations or interpretations thereof may change the terms and conditions of
coverage.

2. The undersigned representative is authorized and responsible for purchasing insurance on behalf of the Employer,

has provided the information requested in this BPA and, on behalf of the Employer, offers to purchase the benefit
program as outlined in the Request For Proposal (“RFP”} or, in the case of an HMO Plan, the proposal document
submifted to the Employer by the Sales Representative. Any changes to the RFP are specified below. It is
understood and agreed that the actual terms and conditions of the benefit program are those contained in the Policy.

3. This BPA is subject to acceptance by BCBSIL. Upon acceptance, BCBSIL shall issue a Policy to the Employer and
this BPA shall be incorporated and made a part of the Policy. Upon acceptance of this BPA and issuance of the
Policy, the Employer shall be referred to as the Policyholder. In the event of any conflict between the RFP and the
Policy, the provisions of the Policy shall prevail. No coverage will begin until receipt of the first (1) premium by
BCBSIL.

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disciosure outside Blue Cross and Blue
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The undersigned representative acknowledges that any preducer is acting on behalf of the Employer for purposes
of purchasing the Employer's insurance, and that if BCBSIL accepts this BPA and issues a Policy to the Employer,
BCBSIL may pay the Employer's producer a commission and/cr other compensation in connection with the issuance
of such Policy. The undersigned representative further acknowledges that if the Employer desires additional
information regarding any commissions or other compensation paid the producer by BCBSIL in connection with the
issuance of a Policy, the Employer should contact its producer.

The undersigned representative acknowledges that the Employee Retirement Income Security Act of 1974
("ERISA™), as amended, establishes certain requirements for employee welfare benefit plans. As defined in Section
3 of ERISA, the term “employee welfare benefit plan” includes any plan, fund, or program which is established or
maintained by an employer or by an employee organization, or by both, to the extent that such plan, fund, or program
was established or is maintained for the purpose of providing for its participants or their beneficiaries, through the
purchase of insurance or otherwise, medical, surgical or hospital benefits, or benefits in the event of sickness,
accident or disability. The undersigned representative further acknowledges that: (i} an employee welfare benefit
plan must be established and maintained through a separate plan document which may include the terms hereof
or incorporate the terms hereof by reference, and that (ii) an employee welfare benefit plan document may provide
for the allocation or delegation of responsibilities thereunder. However, notwithstanding anything contained in the
employee welfare benefit plan document of the Employer (or any group member if the group is an association), the
Employer agrees that no allocation or delegation of any fiduciary or nonfiduciary responsibilities under the employee
welfare benefit plan of the Employer {or, for Non-HMO Plans, any group member if the group is an association) is
effective with respect to or accepted by BCBSIL except to the extent specifically provided and accepted in this BPA
or the Pelicy or otherwise accepted in writing by BCBSIL.

The Rebate Credit (if applicable) is a per covered Employee per month (or, for the HMQO plan, per Enrollee per
month) credit applied to the monthly billing statement. Rebate Credits shall not continue after termination of the
Prescription Drug Program, except as otherwise set forth in this BPA or the PBM Fee Schedule Exhibit. (Further
information about rebates, the Pharmacy Benefit Manager and the Rebate Credit is included in the governing Group
Administration Document to which this BPA is attached under the section titled “The Plan’s Separate Financial
Arrangements Regarding Prescription Drugs.”).

OTHER PROVISIONS:

1.

Reimbursement: It is understood and agreed that in the event BCBSIL makes a recovery on a third-party liability
claim, BCBSIL will retain twenty-five percent (25%) of any recovered amounts, other than recovery amounts
received as a resulf of, or associated with, any Workers' Compensation Law.

Third-Party Recovery Vendors (other than Reimbursement Services): BCBSIL engages with third-party
recovery vendors on a post-pay basis to identify and/or recover any potential overpayments that may have been
made to Providers. This provision does not apply to the Cost-Plus PPO Program.

Third-Party Law Firms Provisions (other than Reimbursement Services), BCBSIL engages with third-party law
firms on a post-pay basis to identify and/or recover any potential overpayments that may have been made to
Providers.

Summary of Benefits and Coverage {(“SBC”). The SBC Addendum is attached and made a part of the Policy.
BCBSIL will create the SBC (only for benefits BCBSIL insures under the Policy) and provide the SBC to the
Employer in electronic format. If the Employer approves of the content, Employer will then distribute the SBC to
participants and beneficiaries (or hire a third party to distribute) as required by law. If the Employer would like
changes to the SBC, it will premptly notify BCBSIL. BCBSIL will also distribute the SBC to participants and
beneficiaries via regular hardcopy mail or-electronically in response to occasional requests received directly from
individuals. All other distribution is the responsibility of the Employer.

FSA purchased: [ ] Yes [X] No (If yes, select vendor)
(Vendor: Select Vendor)

BlueCare Dental HMO Coverage purchased: [ ] Yes D No (If yes, complete separate application.)

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
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10.

1.

12,

Life or Disability purchased: [X] Yes [ No (If yes, complete separate application.)

Excess Loss Coverage purchased: [ | Yes X No (If yes, complete separate application.)

Blue Directions for Large Business®™ purchased: [] Yes [X No (if yes, the Blue Directions®™ Addendum is
attached and made a part of the Policy.}

(For the Non-HMO Plan) Case Management: [ Yes [} No

If Yes: The undersigned representative authorizes provision of alternative benefits for services rendered to Covered
Persons in accordance with the provisions of the Policy.

Massachusetis Health Care Reform Act: Notwithstanding anything to the contrary in this BPA, with respect to the
Employer's Employees who live in Massachusetts (if any) the Employeér represents that it offers the health insurance
benefits provided for herein io all full-time Employees, and the Employer will not make a smaller premium
contribution percentage te a full-time Employee living in Massachusetts than to any other full-time Employee living
in Massachusetts who receives an equal or greater total hourly or annual salary. For purposes of this representation,
a “full-time employee” is defined by Massachusetts law, generally an Employee who is scheduled or expected to
work at least the equivalent of an average of thirty-five (35) hours per week.

Wellbeing Management {WBM)

ADDITIONAL PROVISIONS:

A.

Grandfathered Health Plans: Employer shall provide BCBSIL with written notice prior to renewal (and during the
plan year, at least sixty (60) days advance written notice) of any changes in its Contribution Rate Based on Cost of
Coverage or Contribution Rate Based on a Formula towards the cost of any tier of coverage for any class of Similarly
Situated Individuals as such terms are described in the Affordable Care Act and applicable regulations. Any such
changes {or failure to provide timely notice thereof) can result in retroactive and/or prospective changes by BCBSIL
to the terms and conditions of coverage. In no event shall BCBSIL be responsible for any legal, tax, or other
ramifications related to any benefit package of any group health insurance coverage (each hereafter a “plan®)
qualifying as a “grandfathered healith plan” under the Affoerdable Care Act and applicable regulations or any
representation regarding any plan's past, present and future grandfathered status. The grandfathered health plan
form ("Form”}, if any, shall be incorporated by reference and made part of the BPA and Group Policy, and Employer
represents and warrants that such Form is true, complete, and accurate. If Employer fails to timeiy provide BCBSIL
with any requested grandfathered health plan information, BCBSIL may make retroactive and/or prospective
changes to the terms and conditions of coverage, including changes for compliance with state or federal laws or
regulations or interpretations thereof.

Retiree Only Plans and/or Excepted Benefits: If the BPA includes any retiree only plans and/or excepted benefits,
then Employer represents and warrants that one (1) or more such plans is not subject to some or all of the provisions
of Part A {Individual and Group Market Reforms) of Titie XXVII of the Public Health Service Act {and/or related
provisicns in the Internal Revenue Code and ERISA) (an “exempt plan status”). Any determination that a plan does
not have exempt plan status can result in retroactive and/or prospective changes by BCBSIL to the terms and
conditions of coverage. In no event shall BCBSIL be responsible for any legal, tax or cther ramifications related to
any plan’s exempt plan status or any representation regarding any plan’s past, present and future exempt plan
status.

Employer shall indemnify and hold harmless BCBSIL and its directors, officers and employees against any and all
loss, liability, damages, fines, penalties, taxes, expenses (including attorneys’ fees and costs) or other costs or
obligations resulting from or arising out of any claims, lawsuits, demands, governmental inquiries or actions,
settlements or judgments brought or asserted against BCBSIL in connection with (a) any plan’s grandfathered
health plan status, (b) any plan's exempt plan status, (c} any directions, actions and interpretations of the Employer,
(d} any provision of inaccurate information, (e) the SBC, {f) any plan’s design (including but not limited to any
directions, actions and interpretations of the Employer, and/or (g) Employer's selection of EHB definition for the
purpose of the Patient Protection and Affordable Care Act (*ACA™. Changes in state or federal law or regulations
or interpretations thereof may change the terms and conditions of coverage.
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The provisions of paragraphs A-C (directly above) shall be in addition to {and do not take the place of) the other terms and
conditions of coverage and/or adminisirative services between the pariies.

Notwithstanding anything in the Policy or Renewal(s) to the contrary, BCBSIL reserves the right to revise our charge for the
cost of coverage (premium or other amounts) at any time if any local, state or federal legislation, regulation, rule or guidance
(or amendment or clarification thereto) is enacted or becomes effective/implemented, which would require BCBSIL to pay,
submit or forward, on its own behalf or on the Employer's behalf, any additional tax, surcharge, fee, or other amount (all of
which may be estimated, allocated or pro-rated amounts).

Renewals Only: If this BPA is blank, it is intentional, and this BPA is an addendum to the existing BPA. In such case, all
terms of the existing BPA as amended from time to time shall remain in force and effect. However, beginning with the
Employer's first renewal date on or after September 23, 2010, the provisions of paragraphs A-C (above) shall be part of
{and be in addition to) the terms of the existing BPA as amended from time to time.

Any reference in this BPA to eligible dependents may include Domestic Partners or Civil Union partners but will include
dependent covered children under the Limiting Age of twenty-six (26), or election made above.

Any reference in this BPA to the Limiting Age for covered children means twenty-six (26) years, or election made above,
regardless of presence or absence of a child's financial dependency, residency, student status, employment, marital status,
or any combination of those factors. If the covered child is eligible military personnel, the Limiting Age is thirty (30) years as
described in the certificate booklet.

Any reference in this BPA fo the “Employee plus ane (1) dependent” rate structure means "Employee plus one (1) spouse
(includes Civil Union partner and/or, if elected, Domestic Partner) or one (1) child.”

Any reference in this BPA to the “Employee plus Child{ren)” rate structure means “Employee plus one (1) or more children.”

Effective 10/01/2022:

1.} Medical Contract moving to 10/01/2022 - 12/31/2023.

2.) PPO Plan is moving to the Performance Drug List per BCBSIL Mandate for Fully Insured PPO plans. No other plan
changes.

3.) Dental moved to Metlife & Life insurance is remaining with BCBSIL/Dearborn.

4.) Updating the extension of benefits due to Disability from: 30 days, to: 365 days.

5.Cancel timing rule: End of month

6.) The following sections on the account structure to be renamed:
0101 to Non-Union

0107 to ACA

0110 to ACA-Fire Suppression

Rename 2001, 2003 to remove "-NONMED"

Rename 2002, 2004 to remove "-MED" and replace with "-POST 65"

7.) The following sections on the account structure will be ended:
0102, 0103, 0108, 0109

8.) The 2022 open enrollment will occur the month of August for an October 1st effective date, and then again November

for a_January, 2023 effective date. Moving forward open enrolliment will be held in November for a January 1st effective
date.
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Ben Coleman %‘7, Ch,.__

Sales Representative Signature of Authotized Purchaser
890 630-824-5399 Vella e Maace
District Phone No. Title 4
Mike Wojcik 5 Sewt. 20272
Producer Representative Date /b

Signature of Producer Representative Witness\—" >/
The Horton Group

Producer Firm

10320 Orland Parkway, Orland Park, IL
60467

Producer Address $ Amount Submitted (not raquired for renewals)
000607220

Producer Number

36-3672171

Producer Tax |D No.

Proprietary and Confidential Information of Blue Cross and Blue Shield of lllinois. Not for use or disclosure outside Blue Cross and Blue
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PROXY

The undersigned hereby appoints the Board of Directors of Health Care Service Corporation, a Mutual Legal Reserve
Company, or any successor thereof ("HCSC"), with full power of substitution, and such persons as the Board of Directors
may designate by resolution, as the undersigned's proxy to act on behalf of the undersigned at all meetings of members of
HCSC (and at all meetings of members of any successor of HCSC) and any adjournments thereof, with full power to vote
on behalf of the undersigned on all matters that may come before any such meeting and any adjournment thereof. The
annual meeting of members is scheduled to be held each year in the HCSC comorate headquarters on the last Tuesday of
October at 12:30 p.m. Special meetings of members may be called pursuant to notice provided to the member not less than
thirty (30) nor more than sixty (60) days prior to such meetings. This proxy shall remain in effect until revoked either in
writing by the undersigned at least twenty (20} days prior to any meeting of members or by attending and voting in person
at any annual or special meeting of members.

HCSC pays indemnification or advances expenses to its directors, officers, employees, or agents consistent with HCSC's
bylaws then in force and as ctherwise required by applicable law.

Group No(s):

Jatviite T. Cam

By:

H57

327832 Print Signer's Name Here

P71855 L_ / //
0’76—'7 ‘ ' d‘rer
“—Signature and Title

Group Name: Village of Tinley Park

Address: 16250 South Oak Park Avenue

City: Tinley Park State: _IL Zip Code: 80477

Dated this day of )

Month Year
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MetlLife

Application for Group Insurance

(Dental)



Metlife
Metropolitan Life Insurance Company
200 Park Avenue, New York, New York

APPLICATION FOR GROUP INSURANCE

The applicant named below is applying for Group Insurance to provide coverage for the class(es) of persons specified
below.

APPLICANT DATA
1. Full legal name of Applicant; Village Of Tinley Park (the "Policyholder")

2, Address: 16250 S Oak Park Ave City Tinley Park State IL Zip 60477
EFFECTIVE DATE

The effective date of the applied for group insurance will be 10/01/2022. subject to MetLife’s acceptance of this application
and the Applicant’'s payment of the Premium due on or before such date.

SITUs

Group Policy forms will be issued for delivery in and governed by the laws of lllinois

COVERAGE DATA
Employees / Members Dependents

Dental | | Dental

PREMIUM DATA
Premiums will be paid: X Monthly [ Quarterly [] Annually [] Other

Attached Is an advance payment of: $ 0

AGREEMENT

The Applicant signing below agrees to accept the terms and provisions of all Group Policy forms issued pursuant to this
application; including all Exhibits, amendments and endorsements, if any.

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

Signature of Applicant's Authorized Representative

Signedat: City Vi Ly Park , State XL Date: A-\~2022
Name of Authorized Representative Pat Carr

Title of Authorized Representative A\\u.m-,e LN ST

Applicant's Signature t—=7

Signature of Licensed MetlLife Agent or Resident Agent as required by law

Agent's State License No.
Date: 08/18/2022
Name of Agent; Anthony Manfrin

Agent's Signature Anthony Manfrin

GAPP13-02 IL



HIPAA Request

If you wish to include-in your booklet certificate the HIPAA" privacy language.shown.on the specimen "Sample Dental and/or
Vision Booklet Certificate/SPD Lariguage" prowded to you by MetLife, please answer: the foliowmg questlone sign, and return this
form to your MetLlfe Sales Ofﬁce S L

A. " Are there employees of the Pian Sponsor that may access PHI (Protected Health Informat:on) prowded by the Plan? If there
: 'are please provrde thelr t|t|e(s) or other identifiers below

" PLEASE DO NOT PROVIDE THEIR NAMES ONLY TITLE OR OTHER IDENTIFIER

: Tatle Cllent Executrve - N Trtle Assmtant Cllent Manager T|t|e Cllent Manager

R Tutle Human Resources Dlrector . Title - '_ Trtle{'_ ) _
B, Should the térm "Privacy. Oﬁ‘ cer" be rncluded n “Section IlI. (c) "Shanng of PHI wnt "the P]an Sponsor" of the Dental andlor
'_Vr5|on Plan Document? . S g
] Yes '’ . No -

C. Shou!d Sectlon V. "Pamcrpant's nghts" be |ncluded in the Dental andlor Vrsron Plan Document'? (ThIS is an optional sectron )

X Y Yes I:I No _ T
.. Should Section V. "Prrvacy Complalnts!lssues“ be included in the Dental andlor Vision Plan Document” (This is an optlonal =
' sechon) : ; vl S Ll

B Yes. Et No! 'j
As a duly authorlzed representatlve‘of the Customer named below and |ts group dental andlor vision plan, and consrstent with " .

. ‘such Customer's decision to.amend Its plan décument to incorporate. HIPAA privacy provisions, I'hereby request that MetLlfe 2
|nclude in Customers book[et certtflcate HIPAA privaicy Ianguage reflectrng Customer S cho:ces on this form :

Customer Narne Vlllage Of Tmley Park

Name of Authorlzed Representatwe Pat Carr

T|t|e of Authorrzed Representatlve \l WLAGE M\M\“\(‘ak-ﬂ-

VSsgnature of Authonzed Representatlve g e ,’? ¢ ) | “Date N Q'_I _2021 o



Group, Voluntary & Worksite Benefits

Metropolitan Life Insurance Company
200 Park Avenue
New York, NY 10166

Metlife

Statement of Responsibility

Metl ife will be responsible to the group policyholder for the performance of its administrative obligations under the group
policy, this agreement and any other written agreement between MetLife and the group policyholder. If MetLife uses a
third party in connection with any of MetLife's administrative obligations, MetLife wili remain responsible to the group
policyholder for the performance by the third party of those administrative obligations. The third party will work under the
contral and direction of Metlife and Metlife will be solely responsible for the acts, errors and omissions of the third party.

The group policyholder will be responsible to MetL.ife for the performance of its administrative obligations under the group
policy, this agreement and any other written agreement between MetLife and the group policyholder. If the group
policyholder uses a third party in connection with any of the group policyholder's administrative obligations, the group
policyholder will remain responsible to MetLife for the performance by the third party of those administrative obligations.
The third party will work under the control and the direction of the group policyholder and the group policyholder will be
solely responsible for the acts, errors and omissions of the third party.

To be completed by Policyholder:

. 3
Pat Carr NVILLAGE MBI GER
(Na%thorized Representative) (Title of Authorized Representative)
AT C Village Of Tinley Park
(Signature of Policyholtler Authorized Representative) {Group Policyholder Name)
Signed at: _
ioiey Dave Tl G4-\-2012 %
(City) ' {State) Date(MM/DD/YYYY)
e
To be completed by Metropolitan Life Insurance Company:
‘\
4:._. b . 77__
James W. Reid '
Executive Vice President Date(MM/DD/YYYY)
Group, Voluntary & Worksite Benefits ’
N
SoR (4/15)

Group Voluntary & Worksite Benefits



MetlLife

Village Of Tinley Park

Employer Sponsored Dental

Proposal produced on August 17, 2022
This quote is valid for 20 days from date of proposal

MetLife Cost & Benefits Summary
8/22/2022 2:44 PM Page 1 of 13 P2035795.1413668.



MetlLife

Village Of Tinley Park
Rate Summary

e oo el 525802
= Employee Only 113 $32.32
®*  Employee + Spouse 61 $71.33
= Employee + Child{ren) 27 $68.46
= Employee + Family 110 $105.91

Rates are guaranteed from October 1, 2022 - December 31, 2023

rates.

plan year's rates.

2 year Rate Cap: The first year's renewal rates will not be increased by more than 6.0% above the current

34 year Rate Cap: The second year's renewal rates will not be increased by more than 7.0% above the prior

MetLife Cost & Benefits Summary
8/22/2022 2:44 PM

Page 2 of 13

P2035795.1413668.




Metlife

Summary of Benefits

Dental Insurance - Dental Option - 1.3 8/10

Employer Sponsored De

Class Description

tal

All Active Full Time Employees (30

Retirees (Current & Future Retirees)

standards.

Hours) _ (30 Hours)
‘In-Network Out-of-Network’ In-Network Out-of-Network’

: Negotiated Fee R&C Negotiated Fee R&C
Reimbursement Schedule 90th Percentile Schedule 90th Percentile
Type A — Preventive 100% 100% 100% 100%
Type B — Basic 80% 80% 80% 80%
Type C — Major 50% 50% 50% 50%
Calendar Year B&C B&C B&C B&C
Deductible applies to: $50 $50 $50 $50
) ::“d"f;d“a' $150 $150 $150 $150

amity Aggregate Aggregate Aggregate Aggregate

Calendar Year
Maximum '
(appiles 10 A,B,C $1,000 $1,000 $1,DOO $1,000
services}
Orthodontia 50% 50% 50% 50%
Orthodontia Lifetime
Maximum $1,250 $1.250 $1,250 $1,250
* Out of Network benefits are payable for services rendered by a dentist who is not a participating provider, The Reasonable and

Customary charge is based on the lowest of (1) the dentist's actual charge (the *Actual Charge’), (2) the dentist's usual charge faor the
same or similar services {the ‘Usual Charge'} or {3) the charge of most dentists in the same geographic area for the same or similar
services as determined by MetLife (the ‘Customary Charge’). Services must be necessary in terms of general

ly accepted dental

MetLife Cost & Benefits Summary

8/22/2022 2:44 PM

Page 3 of 13

P2035795.1413668.




B\ MetLife

. Emloyee Only

=  Employee + Spouse $71.33 81
= Employee + Child(ren) $68.46 27
= Employee + Family $105.91 110
= Total 311

$21,502

Rates are guaranteed from October 1, 2022 - December 31, 2023 (15 months)

rates.

plan year’s rates.

2™ year Rate Cap: The first year's renewal rates will not be increased by more than 6.0% above the current

3" year Rate Cap: The second year's renewal rates will not be increased by more than 7.0% above the prior
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B MetLife

Frequency & Allocations / Exclusions

{Custom Primary {Flex) - Custom Lower Cost (Flex))

Class Description: All Auﬂive Full T

Be

Examinations

2 times in 1 calendar year

Examinations — Problem Focused

Combined with Examinations Limit

Prophylaxis: Cleanings

2 times in 1 calendar year

Fluoride

2 times in 1 calendar year for a dependent
child under age 19

Full Mouth X-Rays

Once in 38 months

Bitewing X-Rays

For a child under 14: 1 time in 12 months
Adult: 1timein 12 months

Periapical X-Rays

Ot

Sealants

o]

1 péf mola} |n 6

age 19

Space Maintainers

No Limit for a child under age 19

Amalgam Fillings

1 replacement per surface in 24 Months

Root Canal

1in 24 months

Periodontal Maintenance

2 perio. Treatments in 1 calendar yr, includes
2 cleanings {total comb: 2)

Periodontal Surgery

1 per quadrant in any 36 month period

Scaling & Root Planing

1 per quadrant in any 24 month period

Prefabricated Crowns

1 per tooth in 5 calendar years

Labs & Other Tesis

Emergency Palliative Treatment

General Anesthesia

Resin Composite Fillings{includes coverage
for composite fillings on molars)

Pulpotomy

Pulp Capping

Pulp Therapy

Apexification & Recalcification

Periodontal Surgery — Soft & Connective
Tissue Grafts

Pericdontics = Non-Surgical

Oral Surgery: Simple Extractions

Oral Surgery: Surgical Extractions

Other Oral Surgsry

General Services

nefits ar tart date-
» Consultations = 1inA1
= Crown Buildups / Post Core = 1 pertooth in 5 calendar years
= Repairs = 1in 12 months
= Recementations =  1in 12 months
= Dentures = 1in5 calendar years

MetLife Cost & Benefits Summary
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B MetLife

s |mmediate Temporary Dentures — Complete = 1 rgplacement in 12 months
/ Partial '
= Dentures — Rebases / Relines » 1in 36 months
= Denture Adjustments = 1in12 months
» Fixed Bridges = 1in 5 calendar years
* Inlays / Onlays /Crowns = 1 replacement per tooth in 5 calendar years
* Tissue Conditioning = 1in 36 months

Occlugal Adjustmenis

1in 12 months

= Orthodontic Di _g;ostlcs
= QOrthodontic Treatment

—Exclusion

'AII Active Full Tlme Employees X

= Services which are not dentally necessary, those which do not meet generally accepted standards of
care for treating the particular dental condition, or which we deem experimental in nature,

= Services for which a covered person wouid not be required to pay in the absence of dental insurance.

» Services or supplies received by a covered person before the insurance starts for that person.

= Services which are neither performed nor prescribed by a dentist except for those services of a licensed
dental hygienist which are supervised and billed by a dentist and which are for scaling or polishing, of
teeth or flucride treatment.

= Services which are primarily cosmetlc (For residents of Texas: Services which are primarily cosmetic

unless required for the treatment or correction of a congenital defect of a newbaorn child).

Services or appliances which restore or alter occlusion or vertical dimension.

Restoration of tocth structure damaged by attrition, abrasion or erosion unless caused by disease.

Restorations or appliances used for the purpose of periodontal splinting.

Counseling or instruction about oral hygiene, plague control, nutrition and tobacco.

Personal supplies or devices including, but not fimited to. water piks, toothbrushes, or dental floss.

Initial installation of a Denture to replace one or more teeth which were missing before such person was

insured for Dental Insurance, except for congenitally missing natural teeth.

Decoration or inscription of any tooth, device, appliance, crown or other dental work.

Missed appointments.

Services coverad under any workers’ compensation or occupational disease law.

Services covered under any emplover liability law.

Services for which the employer of the person receiving such services is not required to pay.

Services received at a facility maintained by the Policyholder, labor union, mutual benefit association, or

VA hospital.

Services covered under other coverage provided by the Policyholder.

Temporary or provisional restorations.

Temporary or provisional appliances.

Prescription drugs.

Services for which the submitted documentation indicates a poor prognosis.

Services, to the extent such services, or benefits for such services, are available under a government

plan. This exclusion wili apply whether or not the person receiving the services is enrolled for the

government plan. We will not exclude payment of benefits for such services if the government plan
requires that Dental Insurance under the group policy be paid first.

* The following when charged by the dentist on a separate hasis - Claim form completion; infection control
such as gloves, masks, and sterilization of supplies; or local anesthesia, non-intravenous conscious
sedation or analgesia such as nitrous oxide.

* Dental services arising out of accidental injury to the testh and suppomng structures, except for injuries to
the teeth due to chewing and biting of food.

MetLife Cost & Benefits Summary
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» Caries susceptibility tests.

» Precision attachments associated with fixed and remavable prostheses.

*  Adjustment of a denture made within 6 months after installation by the same dentist who installed if.

»  Duplicate prosthetic devices or appliances.

* Replacement of a lost or stolen appliance, cast restoration or denture.

* Intra and extraoral photographic images.

* Fixed and removable appliances for correction of harmful habits.

» Appliances or treatment for bruxism {(grinding teeth), including but not limited to occlusal guards and night
guards.

* Implantclogy, including repairs.

» Treatment of temporomandibular joint disorder. This exclusion does not apply to residents of Minnesota.
Implant Supported Prosthetics.

Frequency & Allocations / Exclusions

{Custom Primary (Flex) - Custom Lower Cost (Flex))
iption: Retirees (Current & Future Retlrees

Class Descri

»  Examinations . 2 times in 1 calendar year

»  Examinations — Problem Focused »  Combined with Examinations Limit

»  Prophylaxis: Cleanings = 2times in 1 calendar year

*»  Fluoride = 2times in 1 calendar year for a dependent
child under age 19

=  Full Mouth X-Rays *  Oncein 368 months

* Bitewing X-Rays = Forachild under 14: 1 time in 12 months

= Adult: 1 time in 12 months

= Periapical X-Rays

" . 1 per molar in 60 months for a chlid under
age 19

* Space Maintainers » __No Limit for a child under age 19 .

*  Amalgam Fillings » 1 replacement per surface in 24 Months

*  Root Canal *  1in 24 months

»  Periodontal Maintenance 2 perio. Treatments in 1 calendar yr, includes
2 cleanings (total comb: 2)

= Periodontal Surgery » 1 per quadrant in any 36 month period

* Scaling & Root Planing » 1 per guadrant in any 24 month period

»  Prefabricated Crowns = 1 pertooth in 5 calendar years

& Labs & Other Tests

= Emergency Palliative Treatment

= General Anesthesia

= Resin Composite Fillings(includes coverage

for composite fillings on molars)

= Pulpotomy

s Pulp Capping

*»  Pulp Therapy

Apexification & Recalcification

MetLife Cost & Benefits Summary
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* Periodontal Surgery — Soft & Connective
Tissue Grafts
Periodontics — Non-Surgical
- Oral Surgery: Simple Extractions
Oral Surgery: Surgical Extractions
Other Oral Surgery
General Services

= Crown Buildups / Post Core = 1 pertooth in 5 calendar years
= Repairs = 1in 12 months
=  Recementations = 1in 12 months
=  Dentures = 1in 5 calendar years
* Immediate Temporary Dentures — Complete * 1 replacement in 12 months
/ Partial
= Dentures — Rebases / Relines = 1in 36 months
= Denture Adjustments * 1in 12 months
= Fixed Bridges = 1in 5 calendar years
= Inlays / Onlays /Crowns = 1 replacement per tooth in 5 calendar years
= Tissue Conditicning = 1in 36 months

Qcclusal Adiustments 1 i[l 127

Beé ablei
»  Orthodontic Diagnostics
= Orthodontic Treatment

Retirees (Current & Future Retirees)

= Services which are not dentally necessary, those which do not meet generally accepted standards of
care for treating the particular dental condition, or which we deem experimental in nature.

» Services for which a covered person would not be required to pay in the absence of dental insurance.

» Services or supplies received by a covered person before the insurance starts for that person,

= Services which are neither performed nor prescribed by a dentist except for those services of a licensed
dental hygienist which are supervised and billed by a dentist and which are for scaling or polishing of
teeth or fluoride treatment.

» Services which are primarily cosmetic. (For residents of Texas: Services which are primarily cosmetic

unless required for the treatment or correction of a congenital defect of a newborn child).

Services or appliances which restore or alter occlusion or vertical dimension.

Restoration of tooth structure damaged by attrition, abrasion or erosion unless caused by disease.

Restorations or appliances used for the purpose of periodontal splinting.

Counseling or instruction about oral hygiene, plague control, nutrition and tobacco,

Personal supplies or devices including, but not limited to: water piks, toothbrushes, or dental floss.

Initial installation of a Denture to replace one or more teeth which were missing before such person was

insured for Dental Insurance, except for congenitally missing natural teeth.

Decoration or inscription of any footh, device, appliance, crown or other dental work.

Missed appointments.

Services covered under any workers’ compensation or occupational disease law.

Services covered under any employer liability law.

Services for which the employer of the person receiving such services is not required to pay.

Services received at a facility maintained by the Policyholder, labor unicn, mutual benefit association, or

MetLife Cost & Benefits Summary
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Metlife

VA hospital.

Services covered under other coverage provided by the Policyholder.

Temporary or provisional restorations.

Temporary or provisional appliances.

Prescripticn drugs.

Services for which the submitted documentation indicates a poor prognosis.

Services, to the extent such services, or benefits for such services, are available under a government

plan. This exclusion will apply whether or not the person receiving the services is enrolled for the

government plan. We will not exclude payment of benefits for such services if the government plan
requires that Dental Insurance under the group policy be paid first.

*  The follewing when charged by the dentist on a separate basis - Claim form completion; infection control
such as gloves, masks, and sterilization of supplies; or local anesthesia, non-intravenous conscious
sedation or analgesia such as nitrous oxide,

= Dental services arising out of accidental injury to the teeth and supporting structures, except for injuries to

the teeth due to chewing and biting of food.

Carigs susceptibility tests.

Precision attachments associated with fixed and removable prostheses.

Adjustment of a denture made within 8 months after installation by the same dentist who installed it.

Duplicate prosthetic devices or appliances.

Replacement of a lost or stolen appliance, cast restoration or denture,

Intra and extraoral photographic images.

Fixed and removable appliances for correction of harmful habits.

Appliances or treatment for bruxism (grinding teeth), including but not limited to occlusal guards and nlght

guards.

» Implantology, including repairs,

= Treatment of temporomandibular joint disorder. This exclusion does not apply to residents of Minnesota.

» Implant Supported Prosthetics.

MetLife Cost & Benefits Summary
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MetLife

Highlights

Broker Commissions included in the rate: Flat 2.00%

Third Party Entity Service/Platform fees in the rate:
Employer Sponsored Dental: 3.00%

Expected Participation: 89% and at least 10 covered lives.

Employee Contributions: 25%

Financial Arrangement; Non-retrospectively Experience Rated

Situs is ILLINOIS

Only those residing in the United States are eligible for benefits

Dependent Child Definition: A Child is covered up to age 26, A student is covered up to age 26.

Ortho coverage applies to: Child Only. Children are covered to the dependent age limit.

This quote assumes the plan is a Section 125 plan.

An Open Enrollment period occurring annually is included.

MetLife Cost & Benefits Summary
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Metlife

WillsCenter.com: Online will prep service offered through SmartLegalForms, Inc., available to all customers at
no charge.

If insurance coverage is provided, it will be governed by the terms and conditions of the insurance policy and
applicable law. |f administrative services are provided, they are governed by the terms and condition of the
administrative services agreement and by applicable law.

If MetLife is requested to duplicate contractual provisions from the prior carrier, such provisions must be
compatible with all MetLife's standards.

The quoted rates and or fees are based upon the request received. If new or additional information in
connection with this request is provided, MetLife reserves the right to change its quote at any time before the
effective date. After the effective date, rate and or fees are subject to the terms and conditions of the policy
and or administrative services agreement.

Only those eligible persons residing in the United States may be covered. Any others must be approved by
MetLife.

NOTICE REGARDING NON-US COVERAGE

When providing you with information concerning a group insurance policy issued or proposed to your affiliate
or subsidiary outside the United States by a Metropclitan Life Insurance Company (MLIC) affiliate or by other
locally licensed insurers that are members of the MAXIS Global Benefits Network (MAXIS GBN), New York
insurance law requires the person providing the information to be licensed as an insurance broker. In this
capacity, the information provided to you will only be on behalf of such insurers and not on behalf of MLIC or
any other insurer that is not a member of MAXIS GBN. Please note that while MLIC is a member of MAXIS
GBN and is licensed to transact insurance business in New York, the other MAXIS GBN member insurers are
not licensed or authorized to do business in New York. The group insurance policies they issue are for
coverage outside the United States and are governed by the laws of the country they were issued in. These
policies have not besn approved by the New York Superintendent of Financial Services, are not subject to all
of the laws of New York, and are not protected by the New York State Guaranty Fund. .

Some services in connection with the coverage may be performed by our affiliate, MetLife Services and
Solutions, LLC. These service arrangements in no way alter Metropolitan Life Insurance Company's
obligations. Coverage will continue to be administered in accordance with Metropolitan Life Insurance
Company’s policies and procedures,

SIC Code: 9111

MetLife Cost & Benefits Summary
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MetlLife

U.S. Business Intermediary and Producer Compensation Notice

Metropolitan Life Insurance Company, Metropolitan Tower Life Insurance Company, and Metropolitan General
Insurance Company {collectively herein called “MetLife"), enters into arrangements concerning the sale, servicing
and/or renewal of MetLife group insurance and certain other group-related products {“Produicts”) with brokers, agents,
consultants, third party administrators, general agents, associations, and other parties that may participate in the sale,
servicing and/or renewal of such products (each an “Intermediary”}. MetLife may pay your Intermediary compensation,
which may include, among other things, base compensation, supplemental compensation and/or a service fee.
MetlLife may pay compensation for the sale, servicing and/or renewal of products, or remit compensation to an
Intermediary on your behalf. Your Intermediary may also be owned by, controlled by or affiliated with another person
or party, which may also be an Intermediary and who may also perform marketing and/or administration services in
connection with your products and be paid compensation by MetLife.

Base compensation, which may vary from case to case and may change if you renew your products with MetLife, may
be payable to your Intermediary as a percentage of premium or a fixed dollar amount. MetLife may also pay your
Intermediary compensation that is based upon your Intermediary placing and/or retaining a certain volume of business
(number of products sold or dollar value of premium) with MetLife. In addition, supplemental compensation may be
payable to your Intermediary for eligible Products. Under Metl.ife’s current supplemental compensation plan (SCP),
the amount payable as supplemental compensation may range from 0% to 8% of premium. The supplemental
compensation percentage may be based on one or more of: (1) the number of products sold through your
Intermediary during a one-year periocd, or other defined period; {2) the amount of premium or fees with respect to
products sold through your Intermediary during a one-year period; (3} the persistency percentage of products inforce
through your Intermediary during a one-year period; (4) the block growth of the products inforce through your
Intermediary during a one-year period; (5) premium growth during a one-year period; or (6) a flat amount, fixed
percentage or sliding scale of the premium for products as set by MetLife. The stipplemental compensation
percentage will be set by Metilife based on the achievement of the outlined qualification criteria and it may not be
changed until the following SCP plan year. As such, the supplemental compensation percentage may vary from year
to year, but will not exceed 8% under the current supplemental compensation plan.

The cost of supplemental compensation is not directly charged to the price of our products except as an allocation of
overhead expense, which is applied to all eligible group insurance products, whether or not supplemental
compensation is paid in relation to a particular sale or renewal. As a result, your rates will not differ by whether or not
your Intermediary receives supplemental compensation. If your Intermediary collects the premium from you in relation
fo your products, your Intermediary may earn a return on such amounts. Additionally, MetLife may have a variety of
other relationships with your Intermediary or its affiliates, or with other parties, that involve the payment of
compensation and benefits that may or may not be related to your relationship with MetLife (e.g., insurance and
employee benefits exchanges, enrollment firms and platforms, sales contests, consulting agreements, participation in
an insurer panel, or reinsurance arrangements).

More information about the eligibility criteria, limitations, payment calculations and other terms and conditions under.
MeiLife's base compensation and supplemental compensation plans can be found on MetLife's Website at
www.metlife.com/business-and-brokers/broker-resources/broker-compensation. Questions regarding Intermediary
compensation can be directed to askdmet@metlifeservice.com, or if you would like to speak to someone about
Intermediary compensation, please call (B00) ASK 4MET., In addition to the compensation paid to an Intermediary,
Metl ife may also pay compensation fo your representative. Compensation paid to your representative is for
participating in the sale, servicing, andfor renewal of products, and the compensation paid may vary based on a
number of factors including the type of product(s) and volume of business sold. If you are the person or entity to be
charged under an insurance policy or annuity contract, you may request additional information about the
compensation your representative expects to receive as a result of the sale or concerning compensation for any
alternative quotes presented, by contacting your representative or calling (866) 796-1800.

Non-U.S. Coverage

When providing you with information concerning an eligible group insurance policy issued or proposed to your affiliate
or subsidiary outside the United States by a MetLife affiliate or by other locally licensed insurers that are members of
the MAXIS Global Benefits Network (MAXIS GBN), New York insurance law requires the person providing the
information to be licensed as an insurance broker. In this capacity, the information provided to you will only be on
behaif of such insurers and not on behalf of MetLife or any other insurer that is not a member of MAXIS GBN. Please
note that while MetLife is a member of MAXISGBN and is licensed to fransact insurance business in New York, the
other MAXIS GBN member insurers are not licensed or authorized to do business in New York. The group insurance
policies they issue are for coverage outside the United States and are governed by the laws of the country they were
issued in. These policies have not been approved by the New York Superintendent of Financial Services, are not
subject to all of the laws of New York, and are not protected by the New York State Guaranty Fund.

L0621014130[exp0822][All States][DC,GU,MP,PR,VI]
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MetlLife
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THE HORTON GROUP
MARKETING PROPOSAL



Insurance  Risk A y Employoe Bunefits

HORTON

The Horton Group's

Marketing Proposal

Prepared for: Village of Tinley Park
October 2022

Presented By:

Michael E. Wojcik
mike.wojcik@thehortongroup.com

Phone: 708-845-3126 / Cell: T08-650-1557
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Village of Tinley Park

Qctober 1, 2022

The following Medical markets were approached:

Carrier : Status
Aetna Declined
Blue Cross Blue Shield of IL Quoted
Cigna Declined
Humana Declined
United Healthcare Declined

The following Voluntary Dental markets were approached:

Carrier Status
Aetna Quoted
BCBS Incumbent
MetL ife Quoted
UHC Quoted

Page 2 of 10



Village of Tinley Park
Health Review
October 1, 2022

7aken o Renewai

BA HMO 0
KA ’ 14 5 B 1% [ [ E
[ S I - B8 3 { 241
Totzl 104 57 109 E 1

Presented by: Mike Wajelk 12 Month Palic; ___15 Month Palic:
- CURRENT ' . RENEWAL o . RENEWAL -
. BCRS
"BAHMO | HMol PPQ BA HMD HME § PPD BAHWO HMCI |  PPO
In Network Benafits
Individua) Daductibla nfa nfa 3500 nia nia 8500 e nia 3500
Family Deductible nfa nfa 51,500 nfa nie 51,500 nia nfa $1,500
Co-Insurance 100% 100% an% 100% 120% 80% 100% 100% 0%
Indivictual Qut of Pocket 31,500 51,600 51,600 §1,500 $1,500 $1,500 81,600 $1,500 $1,500
Family Qut of Pocket| $3,000 53,000 $4,500 §3,000 33,000 54,500 53,000 53,000 $4,500
Emergency Room Co-pay £150 $150 F250 150 $150 $250 £150 $150 5250
Hospital Co-pay 100% 100% 80% After Dad 100% 100% B0O% Atter Ded 100% 100% B04% Atter Dad
Reteil Rx Go-pay 310440/60 $10/40160 F15H0IG0 $10M0/60 10440450 F1540/60 $10/40/50 510/40/80 $15740/80
Mail Order Rx Go-pay 2 x Retail 2 x Ratad 2 Retail 2 x Retail 2 x Retail 2 x Retail 2 x Retail 2 x Ratail 2 x Retait
Individusl Rx DOFM includes copays $1,000 31,000 $1.000 51,000 31,000 51,000 $1.000 31,000 31,000
Family Rx QOPM includes copays §2,000 32,000 §1,000 2,000 32,000 $3,000 £2,000 32,000 53,000
Primary Physician Office Visit Go-pay s20 530 525 520 330 325 $20 30 325
Specialists Office Visit Ca-pay $40 $50 550 540 138 350 40 530 350
Telemedicine MIA A $25 A NiA 425 NiA NA $25
Prevantative Services 100% 100% 100% 100% 100% 100% 100% 100% 100%
Lifetime Maximurm Unlimitag Unlimited Unlimited Unlimitad Unlimited Unlimitad Unlimited Unlimited Unlimited
jOut of Network Benefits
Individual Deductble $1,500 §1,500 $1,500
Family Deductinle 4,600 34,500 4,500
Co-Insuranca 80% 80% €0%
Individual Qut of Pocket $4,500 34,500 54,500
Family Out of Pocket &10,400 §10,600 $10,500
Emergency Go-pay 80% After Ded 0% After Ded 40% After Ded
. $200, then $3Q0, than 3300, than
Haspital Go-pay 80% After Ded B0% After Ded 60% After Ded
Physician Office Visit Sarvices, B0% After Dod B0% After Ded B0% After Ded
Preventativa Services, 60% Atter Dad ED% Aftsr Dad 60% After Ded
Lifetlme Maxitmum Unlimitad Unlimited Unlimited
Medlcal Premiuny
Employss $589.08 5506.84 77511 3716.92 5728.35 F943. 31 37577 S745.45 H983.11
Emplayee + Spouse $1,204.3¢ $1,220.25 $1,584.73 $1,465.74 51,485.04 $1,928.82 $1,504.28 51,524.08 $1,978.33
Empioyes +Children $1,155.77 $1,170.88 $1,520.74 $1,406,57 §1,425.08 51,850, 74 $1,443 56 §1,482.55 $1,689.40
Farny $1,788.18 $1,811.72 $2,362.88 52,178.23 82,204 88 $2,883.45 52,233.45 32,262,384 $2,03875
Medicare Primary $500.63 5507.23 3658.72 5609.27 3517.30 §801.68 $625.29 $533.53 $82274
Medicare + 1 $1,00127 §1.0t4.44 $1,317.45 51,218.55 $1,234 57 51,6033 $1,250.59 $1.267.04 $1,645.50
Manthly Premium 529,605.59 $42,162.06 $379,667.76 $36,029.95 $61,312,30 $461,923.79 $36,977.32 $62,661.61 $474,080.21
Total Monthly Premium $431,336.37 $649,278.04 $583,71%.13
Total Annual Fremium $5.416,035.44 $4,591,312.48 $6,764,629.68
Premium Change $1,176,276,04 $1,348,591,24
Percent Change 21,70% 24,90%
*Qut of Pecket Maximum includes all member costs, Seouctble, CoinsUIanca, oMce WISl CopayMments, emargency raom Wis and prescrplicn drug




Village of Tinley Park
Health Review
October 1, 2022

Faken trom Ranswal

EE ES Med Med + TJotal
[

BAHMD 11 L2 4 . K & [i] 6
arot W 5 SRR R i i o “de |
PPO 78 50 22 86 k] 1 241 :
7 3 il
*_Renegotiated 7.21
Presented by: Mike Wojelk __ 12 Month Pal P _
" CURRENT RENEWAL ' REMEWAL,
‘““"'e"" #eBs e : : Bops - E
Type ofPlan i } - - i " HM ~ e@AHMC ] HM&I | PFG |
In Network Benefits
Individual Qeductible nfa nia $500 nla nfa - 5500 nfa niz 3500
Family Deductible nfa nfa $1,500 nfa nfa 51,500 nfa na 31,500
Codnsurance 100% 100% 80% 100% 110% 0% 100% 100% BO%
idual Out of Pocket §1,500 51,500 $1,500 $1,500 §1,500 $1,500 31,500 $1,500 51,500
Family Qut of Packet| $3,000 $3,000 $4,500 $2,000 33,000 54,500 53000 53,000 54,500
Emergency Roor Co-pay &150 5160 §250 3150 $150 $250 5140 §150 $250
Hospital Co-pay 100% 100% E0% After Dad 100% 100% BO% After Dad 100% 100% BO% Atter Dad
Retail Rx Co-pay 31040460 $10/40/80 $15/:40/80 $10/40/60 $10/40/80 $15/40/80 $10/40/60 $10/4080 $15/80/60
Mail Order Rx Co-pay 2x Ratail 2 x Retail 2 x Retail 2 ¥ Retail 2 x Retail 2 x Retail 2 x Refail 2 x Retail 2 x Retail
Individual Rx OQPM includes copays 31,000 $1,000 $1,000 31,000 $1,000 41,000 41,000 51,000 31,000
Family Rx OOPM includes copays $2,000 $2,000 $3,000 $2,000 $2,000 33,000 52,000 32,000 33,000
Primary Physician Offica Visit Co-pay 520 530 325 520 $30 528 520 530 325
Specialists Office Visit Co-pay 340 $80 %50 Sa0 $s0 S50 $40 $30 550
Telemedicine NIA Nf& 325 NiA /A $25 A NiA $25
Prayentative Services 100% 100% 100% 100% 100% 100% 100% 100% 100%
Lifetime Maximum Unlimitad Unlimited Unlimited Unlimited Unlimited Unlimited Unlimitact Unlimited Unlimited
Out of Network Benefits
Individual Ceductible 31,600 31,600 31,500
Family Daductibla 54,500 34,500 $4.500
Co-Insurance 0% 0% 0%
Individual Qut of Pocket $4,500 34,500 34,500
Family Out of Pocket $10,500 510,500 510,500
Emargency Copay 50% After Ded 80% After Dad 80% After Ded
" 5300, then 3300, then 3300, then
Haspita) Go-pay 0% After Ded 60% After Ded 80% After Ded
Physician Office Visit Serviges 60% After Dad 60% Arter Dag 50% After Ded
Preventative Services 80% Aftar Ded 60% After Dad 60% Aftar Dad
Litetime Maximum Unlimited Unlimited Unlimited
Medical Pramium
[Employas $589.09 3596.84 SIS 5663.90 $572.84 3873.55 3675.69 5684.58 FB889.05
Employee + Spouse $1,204,38 $1,220.25 51,58473 §1,357.25 §1.375.22 $1,785,89 $1,281.44 $1,389.53 31,817,689
Employee +Children $1,166.77 $1,170.98 51,620.74 $1,302.556 31,319.68 $1,713.87 §1,326.67 31,343.12 $1,744.20
Family 51,768.18 3181172 $2,352.88 $2,015.29 $2,041.81 $2,651.70 32,051.08 52,078.04 32698.76
Medicars Primary $500,63 $307.23 3658.72 3564.21 357145 $742.38 $574.22 £581.78 $755.55
Medicare + 1 $1,001.27 $1,014.44 $1,317.45 %1,128.43 $1,14327 $1,484.77 §1,148.46 31,183.58 $1511.12
Monthly Premlum $29,605.56 $42,163.05 $379,567.76 $33,365.41 $47,517.78 $427773.20 $33,957.88 $48,381.07 $435,364.98
Total Menthly Premum $4481,338.37 $508.850.39 $517,882.72
Total Annual Premium $5.415,036,44 $6,103,876,68 $6,212,204,64
Premlunt Change $647.840.24 $79¢,162.20
Percent changie 12.70% A4.70%
01 of Pocket Maximum includes all member costs: deductible, coinsurance, office sk CpayMENts, EMargency rom copayments and prescrption drug copaymants,




Village of Tintey Park
Heaith Review
October 1, 2022

Taken from Renswal
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HEo! B . ¢ . 2 W 2 0 3
PPO 7 50 32 BE 3 1 241

3 t

Renegotigted 141

. 16 Month Policy

Presented hy: Mfchochk _ Plan change necessitates rebalancing of HYQO rates
GURRENT ' RENEWAL

RpeAs BCES

[Type of Plan
Tiar 1 Tier 2
In Network Banafity
Individual Deductible nfa nfa $500 nfa nia $500 $1,000
Family Deductible nfa nia $1,500 nfa nia $1.500 $3,000
Co-Insurance 100% 160% BO% 100% 160% 80% 80%
Individual Out of Pocket 31,500 31,600 $1,500 $1,500 51,500 31,500 $3,000
Family Qut of Packet $3,000 $3,000 $4,500 $2,000 $3,000 $4,500 58,000
Emergancy Roam Co-pay 3150 3150 5250 %50 3160 $280 §250
Hospital Co-pay 100% 100% 80% Atter Dad 100% 100% B0% After Ded €0% After Ded
Retail Rx Co-pay $10140/60 310/40/50 515740/80 10740450 $10/40/60 $15/40/50
Mail Order Rx Co-pay 2 x Retail 3 x Retail 2 % Ratail 2 % Retail 2 x Retail 2 x Retail
Individual Rx OOPM includes copays 1,000 51,000 $1,000 $1,000 $1,000 31.000
Family Rx OQPM includes copays 32,000 $2,000 $3,000 $2,000 32,000 $3,000
Primary Physician Office Visit Co-pay 320 $30 525 20 330 823 338
Specialists Office Visit Co-pay S40 330 50 340 §50 50 380
T i NIA NiA 325 NiA NIA
Preventative Services 100% 100% 100% 100% 100%
Lifetime Maximum Untimited Unfimited Unlimited Unlimited Unlimitad
NQut of Network Beneflts
Individua! Deductible $1,500 $2,000
Family Deductible $4,500 36,000
Co-nsurance B80% S0%
Individuat Out of Pocket 4,500 46,600
Family Qut of Pocket £10,500 $18,000
Emergancy Co-pay 80% After Ded 0% After Ded
" $300, then 3300, than
Hospita! Co-pay 60% After Dad 50% After Dad
Physician Cffice Visit Services 80% After Dad 50% After Ded
Preventative Services 804% After Ded £0% After Dad
Lifetime Maximum Unlimited Unlimited
Medical Premium
Employee $688.00 $606.84 477511 $673.80 572540 $852.62
Employee + Spouse $1,204.39 $1220.25 $1,56473 $1,377.58 $1,483.08 51,743.20
Emplayee +Children $118577 $1,170.83 §1,520.74 §1,221.97 3142321 $1,672.81
Family 31,788.12 $1,211.72 $2,352.98 52,045.33 32 201.86 $2,588.17
Medicare Primary 3500.83 5507.23 3658.72 $572.62 3616.49 $724.98
Madicare + 1 $1.001.27 51,014.44 $1,317.45 $1,145.25 §1,23295 $1,549.20
Monthly Premium $20,606.56 $42,163.05 $379,567.76 $33,862.81 $51,244.81 $417,624.35%
|Tetal Monthly Premium $461,326,37 $502,632.41
[Total Annual Premium $5,416,036.44 $6,031,685,32
FPremlum Change $616,648.88
Percent Change 11.37%
“Out of Pocket Maximum inclodes sl member costs, deaichble, consurancs, office visit copay Y gency raam and prescriphan dnig capay ¥
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Prasanted by; Mika Wajcik

:Ca riers:
Type of Plan

I Network Benefits
Individual Daduclible|
Family Deductible|
Preventative Co-Insurance
Deductible Waived on Praventative
Basic Co-Insurance
Majar Co-Insurance
Orthadontia So-nsurance|
Deductible Waived on Ortho
Endadontics Co-Insurance
Periodontics Co-Insurance
Surgical Periodontics Co-Insurance
Annual Maximum
Orthodentia Lifetime Maximum

Out of Network Benefits
Individual Deductible
Family Deduclible)
Preventative Co-Insurance
Beductibla Waivad on Pravantative
Basic Co-Insurancs:
Major Go-Insurance
Orthadantia Co-Insurance
Deductibls Waived an Ortho
Endadontics Co-Insurance
Periadontics Co-Insurance
Surgical Perfodaniics Go-Insurance
Annual Maxirmum
Orthodentia Lifetime Maximum

Dental Premium
Employaa
Employae +Spouse
Employee +Chitd
Family

Total PPO Monthly Premium
Total Dental Annual Premium

Percent Change
Rate Guarantes

GURRENT
BCHS,
PFG

350
$150
100%

Yes
80%
50%
0%

Yas

80%

80%

80%

$1,000
$1.250

550
5150
100%

Yes

80%

50%

50%

Yes

§0%

80%

80%

$1,000
§1,250
90th URC

§38.61

$87.43

$83.91
$128.80

$26,173.18
$314,078.16

Village of Tinley Park
Dental Review
October 1, 2022

"RENEWAL
__BoBS

S50
$160
100%

Yes
80%
50%
50%

Yes

80%

80%

80%

$7.000
$1,250

350
5150
100%

Yes

80%

50%

50%

Yes

80%

80%

80%

$1,000
$1,250
Q0ih U&C

$39.61
38743
38391
$129,80

§26,173.18
$314,078.16
0,00%
Until /30123

RENEWAL
BCBS

$50
$150
100%
Yes
80%
50%
50%
Yes
80%
80%
80%
$1,000
$1,250

350
$150
100%

Yes

a0%

50%

50%

Yes

80%

80%

80%

§1,000
$1.250
90tk UEC

$36.81
58742
$82.91
$129.80

$26,173.18
£314,078.16
0.00%
Until 12131123

Based on Renewat

OPTHIN
METLIFE*

QOPTION
WMETLIFE™*

CPTION
METLIFE™

FPO

* Certain benefits are limited to 1 per tooth in 1¢ calendar years

™ Cartain benefits are limited to 1 per tooth in 5 calendar years, matehing current BCBS benefits ;

$50 §50 $50
5150 $150 $150
100% 100% 100%
Yes Yes Yes
80% 80% 80%
50% 50% 50%
50% 50% 50%
Yes Yes Yes
80% 50% 80%
B0% 80% 20%
80% 80% 0%
$1,000 $1,000 §1,500
31,250 $1,250 31,250
$50 $50 $50
$150 $150 $150
100% 100% 100%
Yes Yas Yes
0% 80% 80%
50% 0% 50%
S0% 50% 50%
Yes Yes Yes
80% 80% 80%
80% 80% B0%
80% 80% 0%
51,000 $1,000 $1,500
31,250 $1,250 $1,250
R&LC 30th R&C 96th R&C 30h
$32.37 $32.32 $35.04
§71.45 871.32 §77.34
$68.58 $62.46 $74.23
$106.08 $105.91 $114.82
$21,388.98 $21,355.33 $23,152.84
$256,679.76 $256,283.96 $277,834.08
-18.28% 18.41% -11.54%
Until 12434123 Untll 12/31123 Until 12431/23
2nd Yr Cap: 6% 2nd Yr Cap: 6% 2nd Yr Cap: 5%
3rd Yr Cap: 7% ard Yr Cap: 7% 3rd Yr Cap: 7%




Village of Tinley Park
Life Review
Insutante £ ik Advisery § tmgloyer Senstitc October 1, 2022

HORTON

Presented by: Mike Wojclk

- "CURRENT
_ : © ¢ BCBS ‘

RENEWAL
BCBS,

BCBS |

Director & Assistant Director $65,000 $65,000 $65,000
Senior Management $60,000 $60,000 $80,000
Professional & Supervisory $55,000 $55,000 $55,000
Elected & Appointed Officlals $50,000 $50,000 $50,000
Library Employees $50,000 $50,000 $50,000
All Others $50,000 $60,000 $50,000
% Benefit Amount Reduces fo at Age 65 65% 85% 65%
% Benefit Amount Reduces to at Age 70 50% 50% 50%
% Benefit Amount Raduces ta at Age 7% 35% 35% 35%
% Benefit Amount Reduces to at Age 80 nfa nfa nia
Medical Evacuation Inciuded Included Included

Life Premium

Employee Life per $1000 $0.170 $0.170 $0.153
Employee AD&D per $1000 $0.025 50.025 $0.023
Total for Life & ADAD $0.195 $0.195 50,176
Life Volumse 12,892,500 12,892,600 12,992,500
Life Monthly Premium $2,533.54 $2,533.54 $2,286.68
Life Annual Premium $30,402.45 $30,402.48 $27,440.16
Percentage Change 1.00% 9.74%
Rate Guarantee Until 11/30¢23 Untll 12/31/24

*Pending Rate Ad] t 10{1/22 - Req { rate adj 1t as of 10A1/22 with revisad rates guarantead to 111724,




Village of Tinley Park
Vislon Review
October 1, 2022

Inpuranse £ dnr Agurary § eegloree deastin

RTON

Preseby: Mike Wi __

Current ’ ] ] Renewsal -
vap . ) ) : vsp . .

n-Network Out-cf-Network In-Network Qut-of-Natwark In-Netwark Out-of-Network In-Natwork Qut-of-Network

Standard Plan Premium Pian Staadard Plan Premium Plan
[Gopayment Exam 310 310 510 50
|Eopayment Matarlals $25 $25 335 326
Benefits
Exarnination 825 Reimbursed up ta $45 325 Reimbursed up to 345 526 Reimbursed up to $45 §25 Reimbursed up te $45
Basio Lenses
Single Covered in Full Reimbursed up to 530 Covered in Full Reimbursed up to $30 Govered ir Full Reimburaed up to $30 Covarad in Full Reimbursed up to $30
Blfocal Covered in Full Reimbursed up to $50 Caovered in Full Reimbursed up to §50 Covered in Full Reimbursed up to $50 Covara: Full Reimbursed up to 50
Trifocall Covered in Full Reimbursad up ta 565 Caoverad in Full Reimbursed up to 365 Covered in Full Reimbursed up to $65 Covered in Full Reimbursed up ta $65
Lens Oplians
Ant-Reflective Ceating| nia %0 na 30
teh i nfa 30 ] 30
Tint nia 50 nfa 50
Pr i 30173 50 $0-175 50
therf Averags 30% savings Avarage 30% savings Average 20% savings Avarage 30% savings

Contact Lensag
Coveredin PUlupto | Reimpursedupto $105 | CovermdIn Fulupte | peimbursed upto$105 | CoveredINFUlURto | Reimbursed upto $105 | Covered InFullupte | Reimiursed up o 8105

Elsstive Conventional Lenses 130 5180 $130 8180
Coveredin Fulup to Reimbursed up ta $105 Covared In Pyl up to Reimburzed up to $105 Covered in Full up to Reimbursed up ta $105 Cuvarsdslragu\l upts Reimbursed up to £105

Elactive Di 2130 5180 3130
Necessary Contact Lenaes * Covered in Full Reimbursad up to $219 Coverad in Full Reimbursed up to $210 Caveredin Full Reimbursed up ta 210 Covaradin Full Reimbursed up to $210
[Covered in full up te $130 Coverad in full up to $180: Covered in full up ta 3130 Coverad in full up te 5180
Frames retail allowance; 20% off | Reimbureed up to $70 | retail allowanes; 20% off | Reimburaed upte 870 || retail allowance; 20% off | Reimbursed up to 570 | retail allowance; 20% off | Reimbursed up to 570
balance balance balance balance

[Availability

Examination Once Every 12 menths Onee Every 12 months Cnee Every 12 months Once Every 12 months

Lenses Onee Evary 12 months Once Every 12 manths Qnce Every 12 months Qnee Every 12 months

Frames Onge Every 12 montha Qnce Every 24 months Cnes Every 12 mantha Once Every 24 months

Contacta Once Every 12 months Onea Every 12 months Once Every 12 months Onca Every 12 months
Rates
Employes $8.47 $11.68 $8.20 $11.31
Employee + Onse [EE + 3P} $12.65 318.89 $13.12 $18.08
(EE + CH) §13.83 $18.08 $13.39 $18.47
Family £$22.30 330.77 52159 §28.78
Manthly Pramium $548.81 $2,043.1 §520,41 $1,877.84
Total Menthly Premium $2.580.12 $2,507.25
Total Annual Premium $31,081.44 $30,067.00
Parcent Change <3.20%
Rate Guarantes 10112023 11112024




Horton Benefit Solutions
Disclaimer Notice

Exposura Evaluation

All terms of this proposal are based on the evaluation of material provided by you or your employees. Horton expressly disclaims all liability for the content of such evaluation material, including but not limited
1o, any errars or emissions contained therein or arising therefrom. The terms of this proposal are subject to change if you pravide new or revised evaluation material to Horton.

Coverage Terms & Conditions

All coverage terms and conditions in the preceding pages are intended as a reference only. Actual policies will contain full coverage exclusions or limitations, terms and conditions, and other wordings that are
net summarized herein.

10320 Qrland Parcway ¢ Qrard Park, L 60467 § 7C8-8452000 f 70B-845-300 Fax Invurarae |l Ausnany § Lalores Canafis
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STATE OF ILLINOIS )
COUNTY OF COOK ) SS
COUNTY OF WILL )

CERTIFICATE

I, Nancy M. O’Connor, Village Clerk of the Village of Tinley Park, Counties of Cook and Will and
State of Illinois, DO HEREBY CERTIFY that the foregoing is a trae and correct copy of Resolution No. 2022-R-
093, “A RESOLUTION AUTHORIZING THE EXECUTION OF APPLICABLE BENEFIT
AGREEMENTS FOR A 15-MONTH TERM FOR THE PURCHASE OF MEDICAL, DENTAL,
VISION, AND LIFE INSURANCE BENEFITS FOR THE BENEFIT PLAN YEAR OCTOBER
72022 THROUGH DECEMBER 2023,” which was adopted by the President and Board of Trustees of
the Village of Tinley Park on 16® day of August, 2022.

IN WITNESS WHEREOF, I have hereunto set my hand and affixed the corporate seal of
the Village of Tinley Park this 16" day of August, 2022.

VILLAGE CLERK



CONTRACT AND DOCUMENT APPROVAL CHECKLIST
Ordinance/Resolution No: 2022-R-093 Annual Benefit Renewal Horton Group

Exhibits Attached: Yes No |:|

Contracting Party/Vendor:

Contract Contact Info:

Bid Opening Date (If applicable):

Mylar (Rcvd by Clerk’s Office): Y/N - Date Sent for Recording: Date Recorded:

Certificates of Insurance Received: Yes |:| No D

Contract Expiration: Date: Pecember 2023

Signature of Contracting Party received: Yes . Date: Sept. 8, 2022

Staff Review Date: Approved Via: By:
Attorney Review: Date: Approved Via: By:
Village Manager Review: Date: 8/12/2022 Approved Via: in person By: PC
Committee Review Date: 8/16/2022 Commiittee Type: COW
Committee Approval Date: 8/16/2022 Committee Type: COW

Village Board Meeting: Date: 8/16/2022

Village Board Approval: Date: 8/16/2022 Approved: X Denied:

Notes:




