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ATTEST:

RCA 17-195-11/13

ORDINANCE NO. 167-17

AN ORDINANCE AUTHORIZING THE MAYOR TO ENTER
INTO A CONTRACT WITH MEDICAL MUTUAL OF OHIO
FOR HEALTH CARE INSURANCE FOR THE EMPLOYEES
OF THE CITY OF MEDINA, AND DECLARING AN
EMERGENCY.

BE IT ORDAINED BY THE COUNCIL OF THE CITY OF MEDINA, OHIO:

That the Mayor is hereby authorized and directed to enter into a coniract with
Medical Mutual of Ohio to provide health care insurance for the employees of the
City of Medina, Ohio for the year 2018,

That a copy of the Contract is marked Exhibit A, attached hereto and incorporated
herein.

That it is found and determined that all formal actions of this Council concerning and
relating to the passage of this Ordinance were adopted in an open meeting of this
Council, and that all deliberations of this Council and any of its committees that
resulted in such formal action, were in meetings open to the public, in compliance
with the law.

That this Ordinance shall be considered an emergency measure necessary for the
immediate preservation of the public peace, health and safety, and for the further
reason so that employees may receive new insurance cards before the beginning of
2018; wherefore, this Ordinance shall be in full force and effect immediately upon its
passage and signature by the Mayor.

November 27, 2017 SIGNED: John M. Coyne, 111
President of Council
Kathy Patfon APPROVED: November 28, 2017
Clerk of Council
SIGNED: Dennis Hanwell
Mayor
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ClaimsLink™ Agreement for 100+ Alliance groups (Fully Insured Public Employer) A o~ iad o] ?
(11/2017) Ceniyl

~+ MEDICAL
\ MUTUAL
SERVICES

ClaimsLink™™ Agreement (for Alliance Members)

Once the Agreement and Confidentiality Statements are completed, please return them to the approptiate Medical
Mutual Account Representative.

This is a ClaimsLink™ Agreement (“the Agreement™) between
Citv of Medina (the "Group"), Group Number 778236 and
Medical Mutual of Ohio ("Medical Mutual”).

RECITALS

A. The Group is an insured member of an Alliance with which Medical Mutval has a signed agreement fo provide
group health plans to each member of the Alliance,

B. The Group has moxe than 100 eligible employees and desires to perform certain customer service andfor plan
administration functions for those persons covered under group’s health insurance plan (hereinafter the "Covered

Person™).

C. Medical Mutual has developed the ClaimsLink program to enable the Group to have access to certain claim
and/or enrollment information via online access.

D. Medical Mutual and the Group wish to state their respective rights and responsibilities under the ClaimsLink
progran.

In consideration of the muival promises contained herein, the parties agree as follows:

PROVISIONS
1. Medical Mutual will provide maintenance for and service to the online web application known as ClaimsLink.

2. The Group acknowledges that the ClaimsEink program will allow access oaly fo information regarding the
Group’s Covered Persons. .

3. The Group acknowledges that ClaimsLink will allow access to confidential medical and claim information on its
Covered Persons. The Group represents and warranis that it has amended its Plan in compliance with HIPAA to
allow it to receive PHI of its enrollees. Further, the Group agrees to keep confidential any medical and claim
information it obtains regarding Covered Persons and will not divulge any claim information to any peison or entity
without the express written consent of Medical Mutual and the Covered Person, Notwithstanding the forgoing, the
Group agrees that it will not disclose any information regarding the pricing or discount for any specific claims or
providers. Such information is considered proprietary trade secref information of Medical Mutual.

The Group will be also given access to certain confidential and proprietary information of Medical Mutual in
connection with the Claimslink program. The Group acknowledges that (i) Medical Mutual will make the
information available to the Group solely for the purpose of the ClaimsLink program; (if) Medical Mutual has a
strong desire and legitimate interest in maintaining the confidentiality of the information; and (iii) the information is
and will be made available to the Group in reliance on the Group’s agrecment to use the information solely for the

purpose described in this ClaimsLink Agreement and in reliance on its agreement fo keep the information strictly

Page 1 of 4




ClaimsLink™ Agreement for 100+ Alliance groups (Fully Insured Public Employer)
(11/2017)

confidential. The Group agrees that it will not disclose any information received from Medical Mutual without the
priot written consent of Medical Mutual and shall not use or permit the use of any information except to the extent
such disclosure or use is necessary to perform +he customer service or membership functions for Covered Persons.
The Group shall not make, use or permit making any coples, synopses of summmaries of the ipformation made
available or supplied by Medical Mutual through the ClaimsLink program except to the extent necessary to perform
customer service or membership functions for Covered Persons. The Group shall take all reasonable security
precautions necessary 0 protect the information against unauthorized disclosure and to keep the information
confidential including, but without Hmitation, protection of the information from theft, unauthorized duplication or

discovery of the content.

4, As a public employer, the Group is subject to the laws of the State of Ohio, including without limitation the Ohio
Constitution and applicable sections of the Ohjo Revised Code. As such, (i) to the extent permitted by Chio law, the
Group agrees to be lable for the acts and omission of its offfcers, employees and agents engaged in the scope of
their employment arising under this Agreement, and (if) specifically, in lien of the Group’s obligation 1o indemnify
Medical Mutual under this Agreement, the Group hereby agrees to be responsible for any and all liability, claims,
costs, expenses (including reasonable legal fees) or damages arising from any claim with respect to the Group’s

actiong in connection with this Agresment.

5. The Group agrees to instruct its employees that claim information may only be accessed on ClaimsLink in
response to a specific inquiry from a Covered Person or as necessary to update enrollment or other roembership

information. The Group agrees that if it updates enroliment information using ClaimsLink it will pay its premiums
as billed by Medical Mutual. .

6. The Group agrees to adhere to proper security procedures and to allow access to ClaimsLink only by those
employees who have been propetly trained in its use and who have signed Confidentiality Statements {attached as
Exhibit A) to keep information obtained from ClaimsLink strictly confidential. Each employee of the Group who
has access to ClaimsLink must sign a Confidentiality Statemert.

7. Medical Mutual makes no representations or warranties as to the accuracy or reliability of any conclusions or
interpretations made by the Group or its employees from ClaimsLink information.

8. The ClaimsLink program and any materials related to the ClaimsLink program are the sole and exclusive property
of Medical Mutual.

9. Medical Mutual reserves the right to alter, amend, modify, terminate or discontinue the ClaimsLink program and
if necessary, to gain access to the ClaimsLink program at any time and without notice.

10. Medical Mutual reserves the right to withdsaw or revoke without cause any consent or appioval previously
granted. Either party may terminate this ClaimsLink Agreement without cause by giving the other party (or the

Agent of the other party} thirty (30) days advance written notice.
11. This Agreement shall be governed by Ohio law and any applicable federal law.

2. This Agresment shall be binding upon and inure to the benefit of the parties hereto and their respective
successors. The right to receive Confidential Information may not be assigned without Medical Mutual’s written

consent.

13. The effective date of this ClaimsLink Agreement is 1/1/20 % regardless of the date it is signed by the parties.

(SIGNATURES ON FOLLOWING PAGE)
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ClaimsLink™ Agreement for 100+ Alliance groups (Fully Insured Public Emplover)
{11/2017)

IN WITNESS WHEREOF, the parties have signed this ClaimsLink Agreement on the dates indicated below,

City of Medina MEDICAL MUTUAL OF OHIO
GROUFP NAME
P
Signature (Company Officer) Signature
pris Hanuell
Name (type or print) Name (type or print)
Mayor
Title ~ Title
[|->F-2 0

Date Date
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ClaimsLink™ Agreement for 100-+ Alliance groups (Fully Insured Public Employer)
: (11/2017)

EXHIBIT A
CONFIDENTIALITY STATEMENT

I have been advised and understand that Medicat Mutual and the Alliance have 2 signed agresment pursuant to
which Medical Mutual insures members of the Alliance. City of Medina

(the “Group™), Group Number 778236 i an insured member of the Alliance. Medical Mutpal has
agreed to the provide the Group and/or its Agent with the ClaimsLink program that will enable the Group and/or its
Agent to have access to certain claim information via online application to the Group and will allow the Group's or
Agent’s employees to perform customer service on behalf of Covered Persons. I further understand that Medical
Mutual and the Group enforce a strong policy on the confidentiality of all medical claim records and that
enforcement of the policy is essential to meet the needs of the Group's Covered Persons and is in accord with
responsible business practices. For these reasons, I acknowledge the policy of confidentiality and agree to adhere fo
the following statement:

1 am not to disclose to anyone other than a covered person, except to those who have signed similar
Confidentiality Statements, nor am I fo use in an improper manner any confidentfal information, including
but not limited to, claims information, computer system information and medical information either during
or after the term of the above-referenced agreement except with express written permission of Medical
Mutual or the Covered Person(s). 1 agree not to access the ClaimsLink system except in response t0 a
specific customer service inquiry. 1 agree only to disclose limited claim information to Covered Persons,
and I am not to discuss or disclose specific diagnosis codes. Additionally, I will not disclose my password
or allow any access to the Claimslink™ system to any mnauthorized person.

SIGNED BY
CLAIMSLINK OPTIONS REQUESTED Qy ﬁ/l/—
@quired — Please check only one option: ‘] Signatufe (Company Employce)
View claims and request replacement I cards |5 /IZ{L' /J éﬁ, Bf" N ﬂ h/ra // ﬂ/a ‘.
View eligibility information ONLY ' Do Name & Tile
NO claims access
City of Medina
[OPTIONAL - Chock only if applicable: ] Company Name
/_Update, add, delete enrollment information, /3 a N, E[m o0 (j‘ A’I/‘f
A fully insured group must agree {o pay as Company Address
billed. ' .
ebrpun@ medinaoh oy
Email Address
Jennifer Hajdu 24-2056
Sales Representative Mail Zone
(- 2%~ 1]
Date
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ReportLink™ Agreement for 100+ Alliance groups (Fully Insured Public Employer)
(11/2017)

~» MEDICAL
\ MUTUAL
SERVICES

RepoftLixikSM Agreement (for Alliance Memb ers)
the appropriate Medical

Once the Agreement and Confidentfality Statements arc completed, please retun them to
Mutual Account Represeatative.

This is a Reporflink Agreement (“Agresment”) between City of Medina
{the "Group"), Group Number 778236 and Medical Mutual of Ohio  ("Medical Mutual”).

RECITALS

A. The Group is an insured member of an Alliance with which Medical Mutual has a signed agreement to provide
group health plans to each member of the Alliance.

B. The Group has more than 100 eligible employees and desires to perform certain administrative and/or analytical

functions using its claims data.

. Medical Mirtual has developed the ReportlLink Internet application to enable the Group to have access to cerfain

claim information.

D. Medical Mutual and the Group wish to set out their respective rights and responsibilities under the ReportLink
application.

In consideration of the mutual promises contained herein, the parties agree as follows:

PROVISIONS

1. Medical Martual will provide maintenance for and service to the online web application.

2. The Group acknowledges that the ReportLink application will allow access only to information regarding the

Group.
3, The Group acknowledges that ReportLink will allow access to confidential medical and claim information on its
ded its Plan in compliance with HIPAA to allow it to

Covered Persons, The Group represents that it has amen

receive PHI of its enrollees. Further, the Group agrees o keep confidential any medical and ¢laim information it
obtaing regarding Covered Persons and will not divalge any claim information to any person or entity without the
express written consent of Medical Mutual and the Covered Person. Notwithstanding the forgoing, the Group agrees
¢hat it will not disclose any information regarding the pricing or discount for any specific claims or providers. Such

information is considered proprietary trade secret information of Medical Mutual,

4. As a public employer, the Group is subject to the laws of the State of Ohio, including without limitation the Ohio
Constitution and applicable sections of the Ohio Revised Code. As such, (i) to the extent permitted by Ohio law, the
Group agrees to be liable for the acts and omission of its officers, employees and agents engaged in the scope of
their employment arising under this Agroement, and (i) specifically, in liew of the Group’s obligation to indemmnify

Medical Murtual under this Agreement, the Group hereby agrees to be responsible for any and all lability, claims,
costs, expenses (including reasonable legal fees) or damages arising from any claim with respect to the Group’s

actions in comnection with this Agreement.
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ReporﬂlinkSM Agreement for 100+ Alliance groups (Fully Insured Public Employer)
{11/2017)

5. The Group agrees to instruct its employees that claim information may only be accessed on ReportLink to prépare

" reports regarding claims experience that is necessary f0 the administration of the Plan.

r security procedures and to allow access to ReportLink only by those

6. The Group agress o adhere to prope
employees who have been properly trained in its use and who have signed Confidentiality Statements (attached as
employee of the Group who has

Exhibit A) to keep information obtained from ReportLink strictly confidential. Each
access to ReportLink must sign a Confidentiality Statement.

7. Medical Mutual makes no representations or warranties as to the accuracy or reliability of any conclusions or

interpretations made by the Group, its agents or its employees from ReportLink information.

8. The ReportLink application and any materials related to the ReportLink application are the sole and exclusive
property of Medical Mutual.

9. Medical Mutual reserves the right to alter, amend, modify, terminate or discontinue the ReportLink application,
and if necessary to gain access fo the Reportlink application ai any time and without notice.

10. Medical Mutnal reserves the right to withdraw or revoke without cause any consent or approval previously
granted, Bither party may terminate this ReporfLink Agreement without causs by giving the other party thirty [€]1)]

days advance written notice.

11. This apreement shall be governed by Ohio law & any applicable federal law.

5 and imure to the benefit of the parties hereto and their respective

12, This Agreement shall be binding upo
be assigned withount Medical Mutual’s written

successors. The right to receive Confidential Information may not
consent.
January 1, 2018 regardless of the date it is signed

13. The effective date of this ReportLink Addendum is
by the parties. '

IN WITNASS WHEREOF, the parties have signed this ReportLink Agreement on the dates indicated below.

Group_City of Medina Medical Mutua} of Ohio
Do g
Signdture (Company Officer) Signature
Dennis thawell
Name (type or print) Name (type or print)
Mayor
Title Title
November 28 20\
Date Date
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Reporl'LinkSM Agreement for 100+ Alliance groups (Fully Insured Public Employer)
(11/2017)

EXHIBIT A
CONFIDENTIALITY STATEMENT

I have been advised and understand that Medical Mutnal and the Alliance have a signed agresment puréuant to

which Medical Mutual insures members of the Alliance. City of Medina
(the “Group”), Group Number 778236 is an insured member of the Alliance. Medical Mutual has
agreed to provide the Group with the ReportLink application that will enable the Group to have access to cettain
claim information via the internet, I further understand that Medical Miutual and the Group enforce a strong policy
on the confidentiality of all medical claim records and that enforcement of the policy is essential to meet the needs
of the Group's Covered Persons and is in accord with responsible business practices. For these reasoms, I
acknowledge the policy of confidentiality and agree to adhere to the following statement:

I 2m not to disclose to anyone, except to those who have signed similar Confidentiality Statements, nor am

I to use in an improper manner any confidential information, including but not lmited to, claims

d medical information either during or after the term of the

information, computer system information an
above-referenced agreement except with express written permission of Medical Mutual or the Covered

Person(s) or as permitted by the HIPAA privacy rules, I will not, under any circumstances, disclose any
information regarding the amount of Medical Mutual’s payment to providers. I agree not fo access the
ReportLink application except in response to a specific reporting need. I agree only to disclose limited
claim information to third pérties, and I am mot to discuss or disclose specific diagnosis codes.
Additionally, T will not disclose my password or allow any access to the ReportLink application to any

unauthorized person.

SIGNED BY

E P |

Signatiire (Company Employee)

F-, /’ zalot th Brow. N, QL S/ voll Cl /ﬂ:, I REPORTLINK OPTIONS REQUESTED
Print Name & Title Pleass check the appropriate box:
City of Medina l/ Tully Insured Group
Company Name I
(34 M. E w0 ﬂﬂ[ /41/‘{’ ) . Both Fully Insured and Self-Funded (mixed)
Company Address : If funding is mixed, the sales representative for
the Group must contact Reporting and Data
330  TAN 9057 %3 Management to set up the proper ReportLink
Company Phone structure. :
e bm wh€ mw{m& ﬂ/’! 0 }rj' Please check the desired access for this
Email Address individual:
t—"ReporfLink Reports
Jennifer Hajdu 24-2056 e Tasured Trofos
Sales Representative Mail Zone Both
Al-328 -1

Date
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Chamber
Employer Group Enroliment Application/Change Form
. For Groups with §1-500 Eligible Employees .
[ minitial enrollment _[Ichang e | CONSUMERS LIEE:

MEDICAL MUTUAL
1. Group/Company Information - 5

Business Name \ .
. (.'..‘.*\'U, oF WY edimno=
flns fhis business ever heen krown by another name? Oes Wio If yes, what nams(s)?

Mecizsl Muiuel Mambership # (it appiicable}

Business Addrass (No PO, Buxes) Blling Address
VA M) Blvnuunod vencot , .
City o Counfy _ {8tate |Zip Code Business Phans Number

N e e - P(\E.C\\n@OH Quiye (o | B30 < VG~ ”‘—_‘*\-‘]
Chief E{)i?\ccuﬁve Dfﬁger Billing Contact Businass Fax Number
Dennts ' Yoo A S _ _
Business E-Iail Number of years In busingss {If lass than one yaar spagify | Plan Yoar

: {ha date the business slarted) =~ @\ <2

"Type of Buslhess {be spacific) SIC Code Employer/Federal Tax D& )

'C‘DC}\JEr"“'\me..V"\ %L{"Lﬂoo\%(—;kﬂ

e

1 Has group ever applied with Medical Mutual? W Yeos © No if so, when? AN AL V}C’u‘# _en

Is plan grandfathered? O Yos'd No

ts the plan subject to ERISA? % Yes D No (Check the applicable box below)
s~ Govarnment entiy (1.8, city, county, township, public schoof district}

O Chureh plan
o Group of one [solf erployed)
o Other:_ .

Do yoa have any afflkations with other companies or untuns-(lncluda parent, su.bsidlary, joint venture, at.) 7

it Yss ‘F{ Mo Ifyas, please describe.

if yas, do any of thees affifiates yualify as a single employer under subsection [B), {c), (m}, or {0} of the Internel Revanue Cods
Seotion 4147 if yes, please give the legal names, federal tax ID# and numbar of mplioyesas.

ey

Paga1of 8
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MEDICAL MUTUAE"

2. Entallment Criteria . ce
Eligible Employee Definition: What Is the minimum # of hours to he worked par week for employeeste be considered sllgible for
insurance henefits® "~ \ROMAES
Per ACA guidelines, your group probationary perlod may ot exceed 50 calendar days, Therefore, aligible members alocting
coverage shalf be effectiva no later than their 81st calender day of smployment,

}ii)ate of Hirs o First of month followlng 30 calendar days D 90 calendar days following Date of Hire
11 First of month following Date of Hire 1160 celendar days following Date of Hire 13 Other (not to excesd 80 calandar days
0130 calendar days following Date offire  mEFirst of month following 80 calendar days from Data of Hire _

Waive probationary pariod *Minimum cannot be greater than 30 tiours per weak for groups with §1 or inors eligiBie smployges.
for initial enraliment? #nohuding owners, officers and parfnors wha raceive compensation from the company, reported on a
o Yeso No tax form other than a 1099,
fre there aay other smploys! imposed elfgihiity Employer Contrihutions Single 2-Parson Famil); ' o Retiren
;'?qu‘mmsmsl? 0 YesH. No [Check ek and specify amouitl %$__?[1$§’ 03 }41$f _4’-"2 o0 08

“vgs”, explaln: o .

yas', expiain or Singls Spouse Child {per#ctildron) Hetires
of o3 o$ of

Patticipation ¥ (emb s S ) ok e..o( Aptive** COBRA Rstired*.*‘
Total numbar of gtiTent employees |purt time & full time}
Total number of full-time equtvalanté ' ,
Total numbet of eligibls employeas
Number of efigible employess applying for coverage
Total number of insfigibla employees
Total number of waivers '

Provide dstails below for anyons currantly sligible or enrolled in COBRA.
Name Sorlat Security # Beginning Date Expiration Bate Qualffying Event

Provide detalls balow for any ratirens who meet the eligibliity yequirements AND are mombers of a formel retirsmsnt program?

— 1 Ay s Worked Per Week
| Name Sooial Securlly 4 Age at Retrmnt__{ Date of Relrmat | Dale of Hira | Prior to Retemnt
0O\ O—
page 2 of B
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MEDICAL MUTUAL

3. Recent Healih Changes R
Are you aware of any medical conditions prosent for anroliing members that
Mutual during the past 30 days? 0 Yes W{No ‘

may notyet have basn disclosed to Medical

)

ConNst RS
ANEDICAL fUTUAL G

LIFE
ORBANY

Tfyes, pleasa deseribe._~=——_—

4, Employer Funding .
Is any part of the employee’s o dependent’s deductible

bolng funded hy the employer of from an

—FRIY: .

employer-estabiished aogount? ClYes [ No Ifso, how much? Single:
Dos the employer fund first? [ Yos T No

Drdar Numbar: X476 2/I6
Dapt of liws. Filing Wuwber: X078 R4
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MEDICAL MUTUAE

5. Life, ADGD, Dependent Life a Shoit-Term Disahility

a Yes!am electing lifs andjor short-term disability coverage iit accordance with proposal number
incorporated by reference in and wade part of this application for ali purposes,
If muitipla plans are indicated on the proposal, ndicate plan option eleatsd -

The requested effective date wilt ba as stated in the above-mentioned proposal, unfess Indinate& bhalow:

[Fthe Company apyroves this application, a pelicy will be issuad. The applicant ngreas that acoeptence of the Policy will be approval

of the Policy terms.

i / 'y CONSUMERS LIFE

K HEDICAL MUTUAL COMPANY

Participation-frea voverage

O Yes, | am electing patticipation-frea Voluntary Lifa and AD&D .

o Yes,|am electing participation-frea Voluntary Life, AD&D and short-term disability.

if participation-free, voluntary shortterm disahitlty is elected, indicato the plan: - 1/8/13 - 1/8/26

Waithny period is identical to medical probatlonary petfod, unless indicated below;

O Nope

B First of month following completion of days

o Other

Emp!nyeas warking less than 20 hours per week are ot oligible for coverage, If differant than 20 hours, planse indicate number of
DUrS:

Employer contribution percentages {%) for gl products are stated In the praposal, unlsss indicated belaw: -
Product ) % Product %

tiroup Leng-Term Disabiity

o Yag ! an elacting group fong-term disability coverage in accordance with ptoposal number .
ingorporated by reference in and made pert ofthis application for all purpases,
i multiple plans are Indicated on the proposal, indicate plan opflon elected

‘The requested effective date will be as statad in the above-mentianad proposal, unless indicated balow:

)

If the Campany approves this application, 8 pol
gpproval of the Polioy terms.

icy wilt be issued. The epplicant agroes that acceptance of the Policy will be

Prior carrler:

{Prior carrier must be listed and a copy of the priar policy included for continuity of soverage to apply.)

Termination date of prior poliey:

Waiting period — present employees:

Waiting period ~ fuiire employees:

Employees working less than 30 hours pet weok are not sllgible for coverage, if different than 30 hours, please ihdlcate

number of hours:

Cankributiom:

Employer % Employes % o Pre-taxdoflars O Post-tax, dollars

Page 4 of B
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GONSUMERS S

MEDICAL MUTUAL

- §, Terms and Gonditions - = .- S ,
|, as the undersigned smployer oF other eligtble membershlp organization duly erganized under the laws of the State of Dhio,
hersby apply to the carrial{s) offering the coverage indicated on tbis Application. | acknowledge that by applylag for these

preducts, coverags Is provided by the following sntities {collectively raforred to as "Medical Mutual”);

+ Medical Mutuat of Ohio® { MMO} for non-HIG heaith plans ‘

+ Medical Health [nsuring Corporatien of Ohio {(MHICO] for HMG health plans

» Consumets Life Insurance Company® {CLIC) for life, accidental death and dismemberment, and disabillty benefits
 understand, noknowledge and agree to the following:
« This Employer Group Envollment Application and Change Form (“Application”} s not a contract far benefits. | should continus
wy current coverage witil F am aotified I writing {fvat Medical Mutual hias accepled this Application.
If this Application is accepted by Madical Mutual, the actual benefits will be spocifiad In the group contract(s) and that said
hensfits will take offect on the date specified in a communtcation from the appficable carrierls) underwriting my group coverage.
sach employes nat enroliing wust complata the waiver sectien of the applicable employee applicatlon,

ividuals who apply for Insurance ceverage fram Madical Mutual
ck, whase compensatlon is reported on IR Form W-2.

Far alf groups,

Only my full-time employees are ellyible for coverage. All ind

must b full-time, common-law amployees, drawing a regalar payehe

independent contrdctors are not eligible for coveraga, For #fe and/or disabiilty beneflts only, being Actively at Work {as

described earller in this Application and detined in the group polioy} is a requirement tor vovorage. If an employes s not Actively

atWark on the day his coverags would otherwise be effective, the effective date of lils life andfor disabllity coverage will ba the
layes does not return to Active \Work, he will not be covered.

date of his return to Active Work. f an emp
o be eligible for coverage, | must comply with all applicabls laws of the Stata of Ohio, By applylng for coverags, { agres that
Modical Mutual may, from time to time, verity my compliance with the underwriting efigibility or participation standards of the

pertinent program, | agree to pravide payroll rasords if requested by Medical Mutual or any othier carter to verify my
compliance. ‘

Any unfrae or incomplete infarmation, stetemants or answars on this Application {whather or niot intentional) or engaging in

any fraudulent conduct, dsceptions or misreprasentation ralafing to any application, coverage, olaim or usege of a carrier
identification card, can resultin denfal of 2 elaim or rescission of cuverags for me o any group membet, and may subject me of
any group member to legal actlon by Medical Mutual, [ have a duty to nofify Medieal Mutual of any changes fo the information

cantained in this Application.
Approval and acceptance of this Application and Individual employs
guidslines, as pormitiad by lawh Checking the boxes does not caliss &
Applicaiion.

« This Application shall be made part of the polley

group coverage.

By sloning this Application, | represent thiat this group or company is not an entl
and it does not permit membership fn this group or cotapany solely for the purpa

¢ applications are subject to Medical Mutuals underwriing
utomatic enrelimant, Medical Mutual must approve this

for which application is made and supersedas any previous applications for this

ty that has been formed primarily o abtain
sa of abtaining insurance

insurance covarage,

cOVErage,
| autharize Msdical Mutual fo obtain information from prior cerrlers to dotermine existence of pre-existing condifions, Prior

oarriers are authorized to release sugh Information to Medicat Mutual upon receipt of a copy of this Application. Medicat Mutual
collocts this data as a servise o you.

-

Continued on page &
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MEDICAL MUTUAL

6. Terms.anil{
» No agentor broker has the authority to: {1} bind Medlcal
{ssuance of a policy; (2} walve any smswer oF any

dn authorized roprosentative of Medical Mutual to

« The group or company heraby appoints the Seeretary of
for and on Its behalf at any and every annual meeting or
group or company authorlzes Its proxy fo voto and

sooner revoksd by a notice in writing slgnad by the groy

“7, Authotizad Sijnatyite.

Conditions (continved) ..~ "

Medical Mutual vequasts; {3} approve coverage; (4) make or efter any contract on beh

any of Medical Mutual's other rights or requirerents, All contract {erms must be i wi
be binding en Medical Mutual.

act for and an behall of the member
mitant as the member could do if present theraat, This proxy

Mutual by making promises

portion of afty answer to any question on this Appilcation or any information
alf of Medical Mutual; or {5} waive or alter

riting and signed or aecepted In writlng by

Madical Mutual of Ohid as its proxy,

p and deliverad fo Madioal Mutual of Ohlo.

| ‘ AYor

regarding sligihility, benofits, or the

with power of substitutlen, to dct

any special meeting of the members of Medica Mutual of Bhio, The
at such masting as fully and to the same

shall continue in foree until ten years from the dete heraof uniess

Busipss Name Name {print}
P e & LR b o Dennis Hanwel!

Autharizad Signatyfe ) “Date ’ ’
7, j i SO o L8 NS

Brokar Signdiufe (pfipplidab R THroker Name (priat [ applicable) Dine MR i T

- DG Benetits (hrowe 1) F
Commlssions Pay3ble to Federai Tax ID # Royal Advantage Broker ' '
Al-B AN\

WARNING: Any person who, with lntent
or filas a claim containing & false or deceptive stateme

Order Number: X0475 2/14
Dopt of g, Filing Humbar; X8076 RI14

1o defraud or knowing thet
nt Is guilty of insurance fraud.

fe s factiitating a fraud against an insurer, submits an epplication
{Dhic Revised Coda Section 3502921}
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MEDICAL MUTUAEL

HIPAA Privacy Certification

Whereas, Medical Mutual of Ohio (“Health Plan”) has entered into an agreement to provide
health insurance for City of Medina . . _ (“Plan Sponsor”) dated

01/01/2018

Whereas, the Health Insurance Portability and Accountability Act of 1996 (CFR 160 and
164) Privacy regulation (“HIPAA”) requires that Health Plans obtain a certification from the
Plan Sponsor that states that the Plan Sponsor has amended its Plan Document and agrees to

certain restrictions,

Whereas, the Health Plan may not share Protected Health Information with the Plan Sponsor
without the certification.

Now, therefore, the Plan Sponsor certifies:

1. Plan Sponsor has amended its Plan Document to contain the following:

1. Establish the permitted and required uses and disclosures of such information by
the Plan Sponsor, and such uses and disclosures are consistent with the provisions
of HIPAA.

2. Describe those employees or classes of employees or other persons under the
control of the plan sponsor to be given access to the Protected Health Information
to be disclosed, provided that any employee or person who receives Protected
Health Information relating to payment under, health care operations of, or other
matters pertaining to the group health plan in the ordinary course of business must
be included in such description.

3. Restrict the access to and use by such employees and other persons described in
paragraph 164.504(f)(2)(iii}(A) to the plan administration functions that the plan
sponsor performs for the group health plan.

4. Provide an effective mechanism for resolving any issues of noncompliance by
persons described in paragraph 164.504(£)(2)(iii)(A) of this section with the plan
document provisions required by this paragraph. '

II. Plan Sponsor agrees to:
1. Not use or further disclose the information other than as permitted or required by

the plan documents or as required by law.

2. Ensure that any agents, including a subcontractor, to whom it provides protected
health information received from the group health plan agree to the same
restrictions and conditions that apply to the plan sponsor with respect to such

information.

{MMO-00010382-1}
19162 02/09/2015
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3. Not use or disclose the information for employment-related actions and decisions
or in connection with any other benefit or employee benefit plan of the plan
sponsot.

4. Report to the group health plan any use or disclosure of the information that is
inconsistent with the uses or disclosures provided for of which it becomes aware.

5. Make available protected health information in accordance with § 164.524.

6. Make available protected health information for amendment and incorporate any
amendments to protected health information in accerdance with §164.526.

7. Make available the information required to provide an accounting of disclosures
in accordance with § 164.528,

8. Make its internal practices, books and records relating to the use and disclosure of
protected health information received from the group health plan available to the
Secretary of Health and Human Services or his/her designee for purposes of
determining compliance by the group health plan with this subpart.

9, If feasible, return or destroy all protected health information received from the
group health plan that the sponsor still maintains in any form and retain no copies
of such information whes no longer needed for the purpose for which disclosure
was made, except that, if such return or destruction is not feasible, limit further
uses and disclosures to those purposes that make the return or destruction of the
information infeasible. :

10. Ensure that the adequate separation required in paragraph 164.504(£)(2)(ii) is
established.

This HIPAA Privacy Certification may be exchanged by facsimile or other electronic means,
each of which shall be deemed to be an original. The parties hereto agree and stipulate that the
original of this HIPAA Privacy Certification, including the signature page, may be scanned and
stored in a computer database or similar device, and that any printout or other output readable by
sight, the reproduction of which reproduces the original of this document, may be used for any
purpose just as if it were the original, including proof of the content of the original writing.

ACKNOWI.EDGED AND AGREED TO

AV Py

Signature
Dennis Hanuel!, Haysr

Title .
| [-2%-200

Date

{MMO-00010382-1}
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@ GRANDFATHERED STATUS FORM

MDA ML QRO 51+ size groups

Group Name: City of Medina Date Sybmitted: 11/16/2017 Effective Date: 01/01/2018
Group Number; 778236 Submitted by: Char Klimezak

Total number of Employees

Part 1 .
[] The company decreased its level of contribution fo health premiums by more than 5 percent below the centribution rate on March 23, 2010,
for any tier of caverage and any class of similarly situated individuals
The company merged, acquired or engaged ir a similar business resfructuring and the maln purpose of the action is to cover new individuals
under the grandfathered plan
The company eliminated a benefit option and transferred employees to another benefit option (please contact your broker for futher guidance)
" The company's health plan includes a health reimbursement account {HRA) and the company changed the level of contribution in a manner that
increased the amount the covered parson must contribute fo the deductible
The plan increased copayments by an amount that exceeds the greater of the sum of medical inflation plus 15 percent or $5 adjusted annually by

medical inflation
" The plan increased the employee’s cost-sharing percentage requirements (e.g., coinsurance) ‘
"The plan Increased the fixed-amount, cost-sharing requirements (e.g., deductible, out-of-pocket limits), other than copayments, in a manner that

" exceads the sum of medical inflation plus 15 percent
* The plan substantlally efiminated benefits to diagnose or freaf a particular condition (e.9., maternity)
The plan added an overall anrual limit on the dollar value that is lower than the dollar value of the former lifetime limit
" The plan added an overall annual limit on the dollar value of benefits if the plan was not imposing an overall annual or lifetime limit on the dollar

value of benefits
If the plan imposed an overall annual limit on the dollar value of all benefits, the plan decreased the dollar value of the overall annual lipnit

(regardless of whether the plan had an overall fifatime fimit)

] Other

Part 2

Please check the applicable box and then move to Part 3 for signature

M | represent my entire group is losing its grandfathered status or

%] | represent the following %ecdfo%s are losing grandfatheraed status-Sections
f

T ks o120

Sroup Official Signature: L .
Muver Deamt Thadivell

0o ooo-.ads o oo o

Sjease check the applicable box in Part 1 and then move to Part 2

cart1

] None of the items above In Section A apply to my group or certain sections of my group and grandfathered status is maintained

=1 Self-funded group selected third-party administrator with no reduction in benefits or contribution and grandfathered status is maintained

Jart 2

Slease check one of the following boxes and then move to Part 3

1 | represent my group is maintaining its grandfathered stafus

71 - | represent the following sections are maintaining grandfathered status-Sections

7 | represent the following base group or sections will lose their grandfathered status-Sections

Siease check all of the applicable boxes and then proceed to signature .

TF1 represent | have provided the required documentation (such as docymentation of contribution stating the group's contribution as of March 23,
1010, plus current contribution requirements, a schedule of benefits, certificate of coverage, summary plan document or benefit highlight sheet) of the
Jlan terms from the prior heaith coverage sufficient to determine that the plan has not changed in a manner that will cause it {o lose grandfather
status. The provided documents verify the following:

[ Benefits

1 Cost Sharing

{1 Employer Contributions

[ Annual Limits

5;01:;5 Official Signature: Date:




