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Welcome to the Local Government Health Insurance Plan (LGHIP)! The Local
Government Health Insurance Board (LGHIB) is pleased to offer your employees

health insurance coverage under the LGHIP. Our mission is to provide a best-in-

class, affordable health care program that is effectively communicated and offers
excellent benefits, financial soundness, and innovative approaches to improve
the health and well-being of our members. We take this mission seriously and it is
imbedded in everything we do.

For years, the LGHIB has been able to offer a robust set of benefits at a cost well
below the average premium of other plans in Alabama and the southeast. This is

due, in part, to our wellness program which identifies members who may be at-
risk of certain serious health conditions and provides those members initiatives
to address the conditions. Virta, Teladoc and Wondr Health are just a few of the
programs offered through the LGHIP that have positively impacted our members’
health and helped premiums stay affordable. The LGHIB is constantly researching
other programs that could have a significant, positive impact on our members’ well-
being and will keep the LGHIB as a leader in providing health insurance for local

government entities.

This guide walks you through the application, eligibility and enrollment process and
provides information on premiums. If you have any questions or if we can be of
further service, please visit the ‘Contact Us’ section of our website, www.Ighip.org,
or contact a member of the LGHIB staff at 334-263-8326 or 1-866-836-9137.

We thank you for allowing the LGHIB to be a part of your employees’ benefit package
and for allowing the LGHIP to provide for their health insurance needs.

ALaght)—

David C. Hilyer,
Chief Executive Officer
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Coverage Details

Coverage for Active Employees and
Non-Medicare Retirees

Currently, the LGHIP’s medical benefits are administered
by Blue Cross and Blue Shield of Alabama (BCBS)
and prescription drug benefits are administered by
OptumRx. A local government unit (unit) may also choose
to offer dental coverage through BCBS in addition to
medical coverage.

Coverage for Medicare Retirees

If a unit elects to provide coverage to its Medicare retirees,
the LGHIB currently offers a Medicare Advantage plan
through UnitedHealthcare.
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Voluntary Plans

The LGHIB also offers voluntary dental and vision coverage,
administered by Southland Benefit Solutions. These plans
are available to all eligible employees.

More Information

Additional information about these plans is available on
the LGHIB’s website, www.lghip.org. The website has
relevant information related to the health insurance plan,
including plan books, the LGHIB wellness program, rates,
forms, and other information regarding the administration
of the LGHIP.



CHAPTER 2

Application and
Enrollment

To request participation in the LGHIP, a unit must submit
a letter to the LGHIB requesting to participate. If the
LGHIB determines the unit qualifies for coverage in the
LGHIP, the unit must submit a New Unit Application as
outlined below. Also on the application, units may elect
to provide coverage for elected officials and retirees,
and their dependents, pursuant to LGHIP rules. Once
enrolled in the LGHIP, the unit’s eligible employees, and
dependents, will be entitled to coverage and benefits
according to LGHIP rules.

New Unit Application

A unit that has been approved to join the LGHIP
must submit a New Unit Application, which includes
the following:

e Resolution: The unit, or its governing body, must adopt
and approve the Resolution to enroll in the LGHIP.

e Participation form: This form incudes a unit’s
coverage election, effective date of coverage, contact
information and enrollment census information. The
following documents must also be submitted with the
participation form:

o A list, separated by department, of all employee
names and the last four of their Social
Security numbers.

o A list of COBRA participants: All current COBRA
subscribers must be identified on a separate list
as “COBRA.” Include their name, the last four of
their Social Security number, address, qualifying
event, and the date COBRA coverage originally
began. The LGHIB may accept the COBRA report
from the previous insurance carrier. The LGHIB
will administer the COBRA benefits through the
end of the participant’s COBRA election period.
Do not fill out an enrollment form for COBRA
subscribers. The LGHIB will send them a letter and
a COBRA application .

o For cities, towns and counties, a listing of elected
officials, which includes office and term of each
elected official. This must be submitted even if the unit
does not elect coverage for elected officials.

e Business Associate Agreement: This agreement is a
requirement of the Health Insurance Portability and
Accountability Act (HIPAA) and must be signed by
the unit.

e Application fee: A $50-per-employee (minimum $100)
application fee must be submitted along with the
Application. This amount is due at the time of application
and is non-refundable. The only form of payment
accepted is a check drawn from the unit’s bank account.

Application Process

The Application and documentation may be emailed to the
LGHIB via secure email to enrollments@Ighip.org (contact
the LGHIB for the secure email to be initiated) or mailed,
along with the application fee, to the LGHIB by one of the
following means:

Mail

Local Government Health Insurance Board
Post Office Box 304900

Montgomery, Alabama 36130-4900

Qvernight Delivery

Local Government Health Insurance Board
201 South Union Street, Suite 200
Montgomery, Alabama 36104

After the Application has been approved, the LGHIB will
provide the unit a certificate of participation in the LGHIP.
The LGHIB will also create an online account for the new
unit to access the online enrolliment system. The unit must
use the online enrollment system to submit Enroliment and
Declination of Coverage forms along with proof of other
acceptable coverage. (See the Enrollment Rules section for
additional information).
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If a unit with less than 300 subscribers submits the
Enroliment/Declination of Coverage forms through the
online enrollment system by the 20th day of the month, the
unit’s effective date will be the first day of the second full
month. For example, if the unit submits the Application and
Enrolliment/Declination of Coverage forms by January 20th,
the unit will have a March 1st effective date of coverage.
However, if the unit submits the required documents on
January 21st or later, the unit will have an April 1st effective
date of coverage. Units with more than 300 subscribers will
be notified by the LGHIB of the unit’s effective date.

Future Unit Contact and Coverage Changes

Afterunitsare enrolled inthe LGHIP, a Unit Change form (LG11)
must be submitted to revise the unit’s contact information,
including changes to an address, telephone number, email
address, or updates to any of the unit’s contacts.

Enroliment Information

All eligible full-time employees (an employee who receives a
W-2, is in an employee/employer relationship and regularly
works 30 hours or more per week) must either enroll in
the LGHIP or decline coverage and provide proof of other
acceptable coverage. Other acceptable coverage includes,
but is not limited to: ACA qualified group and individual plans,
Marketplace, Medicare, Medicaid and Tricare. Acceptable
proof is current documentation from an employer/insurance
carrier verifying current coverage. For more information,
please see the LGHIB Administrative Guide.

ACCEPTABLE PROOF

* Proof of Coverage letter/certificate from the
insurance carrier with a current date (may be
printed from the carrier’s website or on letterhead)

*  Medicare Card

+ Letter from employer stating employee is currently
covered under the employer’s plan

* Front and back copy of current Military ID

NOT ACCEPTABLE PROOF

* Insurance card
*  Explanation of Benefits Documentation (EOB)

*  Paystub
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Effective Dates

New units must select one of the following two options for
the effective date of coverage for new eligible employees:

e Date of Hire: The effective date of coverage will be the
date of employment. If the unit selects this option, a
prorated premium will be billed for new employees on
the next billing cycle.

e First Day of the Second Month: The effective date of
coverage will be the first day of the second full month
following the new employee's date of hire. For example,
if a new employee’s hire date is in the month of January,
the effective date of coverage will be March 1.

Units may change their selection for the effective date of
coverage by submitting a Unit Change form (LG11) during
the annual open enrollment period (Nov.1 — Nov. 30). Upon
approval by the LGHIB, the new effective date of coverage
will begin January 1.

Retirees (For Units Offering Coverage for Retirees)

A retiree is an individual who retires from active employment
and meets the eligibility requirements of the LGHIB.
Terminated employees are not eligible for retiree coverage
in the LGHIP. Eligible Retirees must enroll on the first day
they become eligible for retiree coverage. If coverage is
declined, enroliment will not be allowed at a later date.
Also, if existing retirees decline coverage at the unit’s initial
enrollment, they cannot enroll in the LGHIP at a later date.

Elected Officials
Elected Officials)
An elected official is an individual elected to public office

by the vote of the people at the state, county or municipal
level of government.

(For Units Offering Coverage for

If a new unit chooses to cover elected officials, all elected
officials of the unit have the following options:

e Enroll in the LGHIP: Elected officials may enroll in the
LGHIP when the unit initially joins the LGHIP.

e Decline coverage in the LGHIP: Elected officials may
decline coverage in the LGHIP by submitting a declination

form with proof of other acceptable coverage. An
elected official who declines coverage may enroll in the
LGHIP later upon loss of other acceptable coverage or
at open enrollment.



e Opt-out of the LGHIP: If the elected official opts not to
enroll in the LGHIP and does not submit a declination

form with proof of other acceptable coverage, the
elected official may only be allowed to enroll in the
LGHIP upon election to a new term of office.

Elected officials who fail to elect one of the above options
will be treated as if they chose to opt-out of the LGHIP.

Audit

The LGHIB will periodically conduct reviews of units to
ensure units are complying with the rules and regulations
governing the LGHIP. See the Audit section of the LGHIP
Administrative Guide for more information.

Electronic Signature Policy

In accordance with the Alabama Uniform Electronic
Transaction Act (Ala. Code § 8-1A-1et seq.), the Local
Government Health Insurance Board will accept electronic
signatures for coverage requests provided the unit certifies
that its electronic signature process complies with the
Alabama Uniform Electronic Transaction Act and the
following security requirements:

e Complies with the Alabama Uniform Electronic

Transaction Act.

e Provides an identical copy of the original signed and
executed document to the signer.

~ OHERIFF

e Ensures non-repudiation; that the signer cannot deny the
fact that he or she electronically signed the document.

e Captures information about the process used to capture
signatures (i.e. create an audit trail), including but not
limited to:

o |P address;
o Date and time stamp of all events;

o All web pages, documents, disclosures, and other
information presented;

o What
and signed.

each party acknowledged, agreed to,

e Encrypts, end-to-end, all communication within the
Encryption
comply with state encryption standards, including

signature  process. technologies  shall
the requirements that cryptographic modules be
validated to the current Federal Information Processing
Standards (FIPS).

By signing and submitting a form with an electronic
signature, the unit acknowledges and certifies its electronic
signature process complies with the Alabama Electronic
Transactions Act and the security requirements outlined in
this section. These requirements constitute the minimum
required for an acceptable electronic signature.
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CHAPTER 3

Premiums

Each unitis classified into either the “standard” or “preferred”
premium category for calculating active employee
premiums. Units that are classified in the preferred premium
category have a lower cost premium. Retiree premiums are
calculated based on the claims experience and do not use

standard or preferred premium categories.

Premium Category Criteria for Units that Do Not
Offer LGHIP Retiree Coverage

Standard
Units meeting one or more of the following criteria are
classified in the standard premium category:

e |ess than two complete years of participation in
the LGHIP.

e | ess than 80% wellness participation* by their active
employees during the wellness qualifying period.

e Has failed to pay its premium payment within 30 days
from the due date on two or more occasions within the
last two years.

Preferred
Units must meet all of the following criteria to be classified
in the preferred premium category:

e More than two complete years of participation
in the LGHIP.

e 80% or more wellness participation* by their active
employees during the wellness qualifying period.

e Has not been delinquent on two premium payments
within the last two years.

*The LGHIB’s monthly billing indicates the active employees
that have been screened during the current and previous
screening period. You can view your billing by logging into
your unit's account at www.lghip.org.

Additional Preferred Premium Criteria
for Units Offering Retiree Coverage

Units that offer retiree coverage must also meet these
additional requirements to be classified in the preferred
premium category:
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* 5% or more of the unit’s total enrollment are retirees™, or

¢ the unit has certified that all employees eligible for retiree
coverage under the LGHIP’s rules were offered LGHIP
retiree coverage by submitting a list of all employees
who left employment during the certification period of
November 1 through October 31. The LGHIB will use
this information to ensure all former employees eligible
for LGHIP retiree coverage were offered coverage by
the unit.

** If a unit sponsors a separate retiree health plan for its
eligible retirees in addition to LGHIP retiree coverage, the
unit’s retirees covered under its non-LGHIP retiree health
plan will count toward the 5% requirement above, provided
the LGHIB has approved the other plan.

Retiree

LGHIP non-Medicare and Medicare retiree premiums do
not have standard or preferred categories.

Payment of Premium

Each unit determines the portion of the premium it will
charge its employees and retirees, for both single and
family coverage. The LGHIB will only accept payment from
the unit, not from the unit’s employees or retirees. COBRA
premiums are the only exception to this rule and may be
paid by the unit’s former employee.

The LGHIB bills in advance for the upcoming month’s
coverage. Each unit must pay the invoice as written. Partial
payments will not be accepted and changes to the invoice
are not allowed. Additions, deletions and changes by
the LGHIB will be reflected on the next invoice provided
the proper forms (cancellation, change or enroliment) are
received and approved by the LGHIB. Failure to remit
payment for the full invoice amount before the due date
may result in cancellation of coverage or may impact the
unit’s premium category classification.

Premium Schedules

The following premium schedules specify the monthly
premiums each unit will be billed for eligible participants.
COBRA subscribers will be billed directly.

n



Monthly premiums effective January 1, 2022 - Employee Premiums

Standard Rates with Dental

Single

$604

Standard Rates without Dental

Single

$580

Family

$1,526

Family

$1,465

Monthly premiums effective January 1, 2022 - Southland Voluntary Insurance Plan
Premiums reflect single or family coverage per month

Employee COBRA

Vision Single $12.00 Vision Single $12.00
Vision Family $20.00 Vision Family $20.00
Dental Single $44.00 Dental Single $46.00
Dental Family $44.00 Dental Family $46.00

Monthly premiums effective January 1, 2022 - Retiree Premiums

Non-Medicare Retiree — With Dental

Retiree $1,141

Retiree & dependent (not Medicare) $1,141 $2,104
Retiree & dependent (Medicare) $1,141 $1,340
Retiree and 2 dependents (Medicare) $1,141 $1,539

Non-Medicare Retiree — Without Dental

Retiree $1,117

Retiree & dependent (not Medicare) $1,117 $2,043
Retiree & dependent (Medicare) $1,117 $1,292
Retiree & 2 dependents (Medicare) $1,117 $1,467
Medicare Retiree — With Dental Single Family
Retiree $199

Retiree & dependent (not Medicare) $199 $992
Retiree & dependent (Medicare) $199 $398
Retiree & 2 dependents (Medicare) $199 $597

Medicare Retiree- Without Dental

Retiree $175

Retiree & dependent (not Medicare) $175 $931
Retiree & dependent (Medicare) $175 $350
Retiree & 2 dependents (Medicare) $175 $525




Monthly premiums effective January 1, 2022 - COBRA Premiums

Standard Rates with Dental

Single $616

Standard Rates without Dental

Single $592

Family $1,556

Family $1,495

COBRA Disabled Premiums

Standard COBRA Standard COBRA
Subscriber Disabled Rates Subscriber Disabled Rates
with Dental without Dental
Single $906 Single $870
Family $1,846 Family $1,773

Monthly premiums effective January 1, 2022 - Retiree COBRA Premiums

Non-Medicare COBRA Retiree — With Dental

Retired COBRA subscriber $1,164

Retired COBRA subscriber & dependent (not Medicare) $1,164 $2,146
Retired COBRA subscriber & dependent (Medicare) $1,164 $1,367
Retired COBRA subscriber & 2 dependents (Medicare) $1,164 $1,570

Non-Medicare COBRA Retiree — Without Dental

Retired COBRA subscriber $1,139

Retired COBRA subscriber & dependent (not Medicare) $1,139 $2,146
Retired COBRA subscriber & dependent (Medicare) $1,139 $1,367
Retired COBRA subscriber & 2 dependents (Medicare) $1,139 $1,570
Medicare COBRA Retiree — With Dental Single Family
Retired COBRA subscriber $203

Retired COBRA subscriber & dependent (not Medicare) $203 $1,012
Retired COBRA subscriber & dependent (Medicare) $203 $406
Retired COBRA subscriber & 2 dependents (Medicare) $203 $609

Medicare COBRA Retiree — Without Dental

Retired COBRA subscriber $179

Retired COBRA subscriber & dependent (not Medicare) $179 $950
Retired COBRA subscriber & dependent (Medicare) $179 $358
Retired COBRA subscriber & 2 dependents (Medicare) $179 $536
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CHAPTER 4

New Unit
Enrollment
Ferms

LG16
LG15
LG13
BAA

New Unit Application Package

A new unit must complete this package to apply for
coverage in the LGHIP. The package includes information
regarding type of participation, coverage election, effective
date of coverage, contact information, a resolution
required for enrollment, business associate agreement,
and an employee information sheet for current employees.
If applicable, please include a list of COBRA participants.

LGO1

Employee Enrollment Form

Enroll employee into the LGHIP and/or Southland
Voluntary Coverage.

LGO4

Declination of Coverage Form

New employee must complete to decline coverage in
the LGHIP. Must submit proof of other coverage when
submitting this form.

LG28

Municipal Unit Elected Officials Form

Municipal units with elected officials must complete this
form, regardless of whether the unit offers coverage to its
elected officials.

LG29

County Unit Elected Officials Form

County units with elected officials must complete this
form, regardless of whether the unit offers coverage to its
elected officials.

2022 LGHIP Administrative Procedures Guide
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Form LG16 GOVE

Revised 2/22 wm}

RESOLUTION

WHEREAS, , requests permission from the Local

(Name of Local Government Unit)
Government Health Insurance Board to participate in the Local Government Health Insurance
Program (Code of Alabama 1974, Section 11-91A-1, et seq.); and

WHEREAS, agrees to abide by the rules, procedures

(Name of Local Government Unit)

and audit rights established for the Local Government Health Insurance Program by the Local
Government Health Insurance Board; and

WHEREAS, the information submitted for enrollment into the Local Government Health Insurance
Program has been verified for completeness and accuracy; and

WHEREAS, an application fee is submitted as part of this Application Package as our equity contribution
to the fund's reserves, but does not entitle to any

(Name of Local Government Unit)

interest in fund reserves that have accumulated in prior years;

NOW, THEREFORE, BE IT RESOLVED, that does

(Name of Local Government Unit)

hereby submit this application package to participate in the Local Government Health Insurance
Program, as administered by the Local Government Health Insurance Board.

ADOPTED AND APPROVED THIS DATE:

If signed electronically, | acknowledge and certify the electronic signature process complies with the Alabama Uniform Electronic Transaction Act and the LGHIB
rules outlined in the Administrative Guide.

Authorized Person's Signature

Type or Print Name

Type or Print Title

2022 LGHIP Administrative Procedures Guide
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Form LG15
Revised 5/22

LOCAL GOVERNMENT HEALTH INSURANCE PROGRAM

Participation Form

Local Government Unit

Federal ID Number

Mailing Address

City State ZIP Code

Physical Address

City State ZIP Code

Unit Contacts

Health Insurance Administrator

Name

Title

Phone Number

Email Address

Primary Contact (If different)

Name

Title

Phone Number

Email Address

Additional Contact (If different)

Name

Title

Phone Number

Email Address

Wellness Contact (If Different)

Name

Title

Phone Number

Email Address

Physical Address

City State ZIP Code

Coverage Selections

New units must select coverage allowances and effective date of coverage for all new eligible employees.
Units may change these selections during Open Enrollment (Nov. 1- Nov. 30).

BCBS Dental Coverage

|:| Yes |:| No

Coverage for Non-Medicare Retirees

|:| Yes |:| No

Coverage for Medicare Retirees

|:| Yes |:| No

Coverage for Elected Officials
(For Cities, Towns or Counties)

|:| Yes |:| No

Effective Date of Coverage

[ ] Date of Hire [_] 15t Day of 2" Month

2022 LGHIP Administrative Procedures Guide
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Form

LG15

Revised 5/22

Please include the number of eligible employees who will enroll in, or decline, LGHIP coverage.

Active Employees Enroll: Decline:
Elected Officials Enroll: Decline:
Retired Enroll:

Total Eligible Participants Enroll: Decline:

Total Number of Individuals Currently on COBRA:

Contribution Amount

Please provide the percentage the unit will contribute to the single and family premium

Single Coverage Participants

Number of Participants:

% Paid by Unit: % Paid by Employee:

Family Coverage Participants

Number of Participants:

% Paid by Unit: % Paid by Employee:

Attach to this application package an alphabetical listing, by department,
of all eligible employees’ names and last four of their Social Security numbers.
Please also include a list of all individuals currently enrolled in COBRA.

Name of Benefit Administrator

Title

If signed electronically, | acknowledge and certify the electronic signature process complies with the Alabama
Uniform Electronic Transaction Act and the LGHIB rules outlined in the Administrative Guide.

Signature of Benefit Administrator

Date

For LGHIB Use Only

Date Coverage Will Begin

Unit #:

20
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I-G_"B List of Employees
Please list all full-time employees employed by your unit

Name

Last 4
of SSN

Department

Enroll \/

Decline \/

2022 LGHIP Administrative Procedures Guide
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LG13
Revision Date: 1/22

Local Government Health Insurance Board
Pre-Authorized Payment Service Authorization Agreement

| authorize the Local Government Health Insurance Board (LGHIB) and the financial institution listed
below to electronically debit or credit my account as specified:

Checking or Savings Account Number

Name of Financial Institution

Enter Routing Number

1001

20 097650432
PAY

TO THE $| |
ORDER OF

DOLLARS

MEMO

13123456789 0987bL54321® 100L*
Routing Number Account Number Check Number

This authority is to remain in full force and effect until LGHIB and my financial institution have
received written notification from me of its termination. This should be done in such time and manner
as to afford the LGHIB and the financial institution a reasonable opportunity to act on it.

UNIT INFORMATION ACCOUNT HOLDER INFORMATION
LGHIB Unit Number

(If different from unit)

LGHIB Unit Name (please print) Account Holder Name (please print)

If signed electronically, | acknowledge and certify the electronic signature process complies with the Alabama Uniform Electronic Transaction Act and the
LGHIB rules outlined in the Administrative Guide.

Authorized Signature Account Holder Signature

Date Date

Please staple a voided check to this form to verify account information for withdrawals from your
checking account or a deposit slip for withdrawals from a savings account.

Return this form to: Local Government Health Insurance Board
Accounting Department
PO Box 304900
Montgomery, AL 36130-4900
accounting@lghip.org
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BUSINESS ASSOCIATE AGREEMENT

BETWEEN
THE LOCAL GOVERNMENT HEALTH INSURANCE
AND
This Agreement as made and entered into this __TH day of , 20__, by and between the Local Government Health

Insurance Board (201 South Union Street, Suite 200, Montgomery, Alabama 36104), on behalf of the Local Government

Health Insurance Plan, hereinafter collectively designated as “Covered Entities”, and hereinafter designated as

“Business Associate”.

WHEREAS, Covered Entities and Business Associate desire and are committed to complying with all relevant federal and
state law with respect to the confidentiality and security of Protected Health Information (PHI), including, but not limited
to, the federal Health Insurance Portability and Accountability Act of 1996, and accompanying regulations, as amended
from time to time (HIPAA) and the Health Information Technology for Economic and Clinical Health Act (HITECH), and any
regulations promulgated thereunder.

NOW, THEREFORE, for valuable consideration, the receipt of which is hereby acknowledged, and intending to establish a
business associate relationship under 45 C.F.R. § 164, the parties hereby agree as follows:

I. Definitions

a. “Business Associate” shall have the same meaning as the term “business associate” at 45 C.F.R. § 160.103, and in
reference to the party to this agreement, shall mean

b. “Breach” shall have the same meaning as the term “breach” set out in 45 C.F.R. § 164.402.

c. “C.ER.” means the Code of Federal Regulations. A reference to a C.F.R. section means that section as amended
from time to time; provided that if future amendments change the designation of a section referred to herein, or
transfer a substantive regulatory provision referred to herein to a different section, the section references herein shall
be deemed to be amended accordingly.

d. “Compliance Date(s)” shall mean the date(s) established by the Secretary or the United States Congress as the
effective date(s) of applicability and enforceability of the Privacy Rule, Security Rule and HITECH Standards.

e. “Designated Record Set” shall have the same meaning as the term “designated record set” in 45 C.F.R. § 164.501
and shall include a group of records that is: (i) the enrollment, payment, claims adjudication and case or medical
management record systems maintained by or for Covered Entities or (2) used, in whole or in part, by or for Covered
Entities to make decisions about Individuals.

f. “Electronic Protected Health Information” (EPHI) shall have the same meaning as the term “electronic protected
health information” in 45 C.F.R. § 160.103, limited to the information received from, or created on behalf of, Covered
Entities by Business Associate.

g. “HITECH Standards” shall mean the privacy, security and security breach notification provisions applicable to a
Business Associate under Subtitle D of the Health Information Technology for Economic and Clinical Health Act, which
is Title XIIl of the American Recovery and Reinvestment Act of 2009, and any regulations promulgated thereunder.

h. “Individual” shall have the same meaning as the term “individual” in 45 C.F.R. § 160.103, and shall include a person
who qualifies as a personal representative in accordance with 45 C.F.R. § 164.502(g).
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“Privacy Rule” shall mean the Standards for Privacy of Individually Identifiable Health Information at 45 C.F.R. parts
160 and 164, subparts A and E.

“Protected Health Information” (PHI) shall have the same meaning as the term “protected health information”
in 45 C.ER. § 160.103, limited to the information received from, or created on behalf of, Covered Entities by
Business Associate.

“Required by Law” shall have the same meaning as the term “required by law” in 45 C.F.R. § 164.108.

“Security Incident” shall have the same meanings as the term “security incident” in 45 C.ER. § 164.304.

. “Security Rule” shall mean the Standards for the Protection of Electronic Protected Health Information at 45 C.F.R.

parts 160 and 164, subparts A and C.

Terms used, but not otherwise defined, shall have the same meaning as those terms in the Privacy Rule, Security Rule and
HITECH Standards.

Il. Obligations of Business Associate

a.

Business Associate agrees not to use or disclose PHI other than as permitted or required by this Agreement or as
Required by Law. Business Associate will take reasonable efforts to limit requests for, use and disclosure of PHI
to the minimum necessary to accomplish the intended request, use or disclosure and comply with 45 C.FR. §§
164.502(b) and 514(d).

Business Associate agrees to use appropriate safeguards to prevent use or disclosure of the PHI other than
as provided for by this Agreement. Business Associate shall implement administrative, physical, and technical
safeguards (including written policies and procedures) that reasonably and appropriately protect the confidentiality,
integrity, and availability of ePHI that it creates, receives, maintains, or transmits on behalf of the Covered Entities as
required by the Security Rule.

Business Associate agrees to report to Covered Entities any use or disclosure of PHI, other than as provided for
by this Agreement, promptly after Business Associate has actual knowledge of such use or disclosure, and to
report promptly to the Covered Entities all Security Incidents of which it becomes aware as determined by Business
Associate except that, for purposes of this Security Incident reporting requirement, the term “Security Incident”
shall not include unsuccessful unauthorized access, use, disclosure, modification or destruction of information or
interference with system operations in an information system of which it becomes aware as determined by Business
Associate. Following the discovery of a breach of unsecured PHI, Business Associate shall notify Covered Entities
of such breach without unreasonable delay, and in no event later than 30 calendar days after such discovery. The
notification will include the identification of each individual whose unsecured PHI has been, or is reasonably believed
to have been, accessed, acquired or disclosed during the breach. A breach shall be treated as discovered as of the
first day on which such breach is known or reasonably should have been known to Business Associate. Any notices
required to be delivered by Covered Entities hereunder shall be at the expense of the Business Associate.

. Business Associate agrees to mitigate, to the extent practicable, any harmful effect that is known to Business

Associate of a use or disclosure of PHI by Business Associate in violation of this agreement or applicable regulations.

Business Associate agrees to ensure access to ePHI is limited to workforce members who require such access
because of their role or function.
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f. Business Associate agrees to implement safeguards to prevent its workforce members who are not authorized to
have access to such ePHI from obtaining access and to otherwise ensure compliance by its workforce with the
Security Rule.

g. Within 15 business days of receiving a request from Covered Entities, Business Associate agrees to implement
restrictions on use or disclosure of PHI agreed to by the Covered Entities on behalf of an Individual in accordance
with 45 C.FR. § 164.522(a).

h. Within 15 business days of receiving a request from Covered Entities, Business Associate agrees to honor requests
for alternative communications agreed to by Covered Entities on behalf of an individual in accordance with 45 C.F.R.
§ 164.522(b).

i. In accordance with 45 C.FR. § 164.502(e)(1)(i) and 164.308(b)(2), if applicable, Business Associate agrees to
ensure that any subcontractors that create, receive, maintain, or transmit protected health information on behalf
of the Business Associate agree to the same restrictions, conditions, and requirements that apply to the Business
Associate with respect to such information, including agreeing in writing to implement the same reasonable and
appropriate safeguards that apply to Business Associate to protect the Covered Entities’ ePHI.

j. If Business Associate maintains PHI in a Designated Record Set, Business Associate agrees to make available
to Covered Entities, within a reasonable time, such information as Covered Entities may require to fulfill Covered
Entities’ obligations to respond to a request for access to PHI as provided under 45 C.F.R. § 164.524 or to respond
to a request to amend PHI as required under 45 C.F.R. § 164.526. Business Associate shall refer to Covered
Entities all such requests that Business Associate may receive from Individuals. If Covered Entities request Business
Associate to amend PHI in Business Associate’s possession in order to comply with 45 C.F.R. § 164.526, Business
Associate shall effectuate such amendments no later than the date they are required to be made by 45 C.FR. §
164.526; provided that if Business Associate receives such a request from Covered Entities less than 10 business
days prior to such date, Business Associate will effectuate such amendments as soon as is reasonably practicable.

k. If applicable, Business Associate agrees to provide to Covered Entities, within a reasonable time, such information
necessary to permit Covered Entities to respond to a request by an Individual for an accounting of disclosures as
provided under 45 C.F.R. § 164.528. Business Associate shall refer to Covered Entities all such requests which
Business Associate may receive from individuals.

|. Upon reasonable notice, Business Associate agrees to make its internal practices, books, and records relating to the
use and disclosure of PHI available to the U.S. Secretary of Health and Human Services, or an officer or employee of
that Department to whom relevant authority has been delegated, at Covered Entities’ expense in a reasonable time
and manner, for purposes of the Secretary determining Covered Entities’ compliance with the Privacy Rule.

m. Notwithstanding any other provision in this agreement, Business Associate hereby acknowledges and agrees that
to the extent it is functioning as a Business Associate of Covered Entities, Business Associate will comply with the
HITECH Business Associate provisions and with the obligations of a Business Associate as prescribed by HIPAA
and the HITECH Act. Business Associate and the Covered Entities further agree that the provisions of HIPAA and the
HITECH Act that apply to Business Associates, and that are required to be incorporated by reference in a Business
Associate Agreement, are incorporated into this agreement between Business Associate and Covered Entities as if
set forth in this agreement in their entirety.
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lll. Permitted uses and disclosures by Business Associate

Except as otherwise limited in this Agreement, Business Associate may:

28

a.

a.

Use or disclose PHI on behalf of the Covered Entities, if such use or disclosure of PHI would not violate the Privacy
Rule, including the minimum necessary standard, if done by the Covered Entities.

Use or disclose PHI to perform the services outlined in any and all services agreements, or other contracts, entered
into between Covered Entities and Business Associate.

Use PHI for the proper management and administration of Business Associate or to fulfill any present or future legal
responsibilities of Business Associate.

. Disclose PHI for the proper management and administration of Business Associate, or to fulfill any present or future

legal responsibilities of Business Associate, provided that such disclosure is either required by law or Business
Associate obtains reasonable assurances from any person to whom PHI is disclosed that such person will: (i) keep
such information confidential, (i) use or further disclose such information only for the purpose for which it was
disclosed to such person or as required by law, and (i) notify Business Associate of any instances of which it is
aware in which the confidentiality of the information has been breached.

Use PHI to provide data aggregation services relating to the health care operations of the Covered Entities, as
provided in 45 C.FR. § 164.501.

To create de-identified data, provided that the Business Associate de-identifies the information in accordance with
the Privacy Rule. De-identified information does not constitute PHI and is not subject to the terms and conditions of
this Agreement.

Use PHI to report violations of law to appropriate Federal and State authorities, consistent with 45 C.ER.
§ 164.502()(1).

. Obligations of Covered Entities

Covered Entities shall notify Business Associate of any facts or circumstances that affect Business Associate’s
use or disclosure of PHI. Such facts and circumstances include, but are not limited to: () any limitation or change
in Covered Entities’ notice of privacy practices, (i) any changes in, or withdrawal of, an authorization provided to
Covered Entities by an Individual pursuant to 45 C.F.R. § 164.508; and (i) any restriction to the use or disclosure of
PHI that Covered Entities has agreed to in accordance with 45 C.F.R. § 164.522.

Covered Entities warrant that they will not request Business Associate to use or disclose PHI in any manner that
would not be permissible under the Privacy Rule or is not otherwise authorized or permitted under this Agreement.

Covered Entities acknowledge and agree that the Privacy Rules allow the Covered Entities to permit Business
Associate to disclose or provide access to PHI, other than Summary Health Information, to the Plan Sponsor only
after the Plan documents have been amended to provide for the permitted and required uses and disclosures of
PHI and to require the Plan Sponsor to provide a certification to the Plan that certain required provisions have been
incorporated into the Plan documents before the Plan may disclose, either directly or through a Business Associate,
any PHI to the Plan Sponsor.

. Covered Entities agree that they will have entered into Business Associate Agreements with any third parties to

whom Covered Entities direct and authorize Business Associate to disclose PHI.

2022 LGHIP Administrative Procedures Guide



V. Effective date: termination
a. The effective date of this agreement shall be the date this agreement is signed by the parties.

b. This agreement shall terminate on the date Business Associate ceases to be obligated to perform the functions,
activities, and services described in Article lll Sections A and B.

c. Upon Covered Entities’ knowledge of a material breach by Business Associate of this Agreement, Covered Entities
shall notify Business Associate of such breach and Business Associate shall have 30 days to cure such breach. In
the event Business Associate does not cure the breach, or cure is infeasible, Covered Entities shall have the right
to immediately terminate this Agreement and any underlying services agreement. If cure of the material breach is
infeasible, Covered Entities shall report the violation to the Secretary.

d. Upon termination of this agreement, Business Associate will return to Covered Entities, or if return is not feasible,
destroy, any and all PHI that it created or received on behalf of Covered Entities and retain no copies thereof. If the
return or destruction of the PHI is determined by Business Associate not to be feasible, or if Business Associate
is required by law to retain such information or copies thereof, Business Associate will maintain the PHI for the
period of time required under applicable law, or in accordance with Business Associate’s internal record retention
schedule as in effect from time to time, whichever is longer, after which time Business Associate shall return or
destroy the PHI.

e. Business Associate’s obligations under Sections Il and Il above shall survive the termination of this agreement with
respect to any PHI so long as it remains in the possession of Business Associate.

VI. Other provisions

a. The parties acknowledge that the foregoing provisions are designed to comply with the mandates of the Privacy
and Security Rules and the HITECH Standards. The Parties agree to take such action as is necessary to amend
this Agreement from time to time as is necessary for compliance with the requirements of the HIPAA Rules and
any other applicable law. If the parties are unable to reach agreement regarding an amendment within 30 days of
the date that Business Associate receives any written objection from Covered Entities, either party may terminate
this Agreement upon 90 days written notice to the other party. Any other amendment to the Agreement unrelated
to compliance with applicable law and regulations shall be effective only upon execution of a written agreement
between the parties.

b. Except as it relates to the use, security and disclosure of PHI and electronic transactions, this agreement is not
intended to change the terms and conditions, or the rights and obligations, of the parties under any other services
agreement between them.

c. Business Associate agrees to defend, indemnify and hold harmless Covered Entities, their affiliates and directors,
officers, employees, agents or assigns from and against any and all actions, causes of action, claims, suits and
demands whatsoever, and from all damages, liabilities, costs, charges, debts, fines, government investigations,
proceedings, and expenses whatsoever (including reasonable attorneys’ fees and expenses related to any litigation
or other defense of any claims), which may be asserted, or for which it may now or hereafter become subject,
arising in connection with (i) any misrepresentation, breach of warranty or non-fulfilment of any undertaking on its
part under this agreement; and (ii) any claims, demands, awards, judgments, actions, and proceedings made by
any person or organization arising out of, or in any way connected with, Business Associate’s performance under
this agreement.
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. Nothing express or implied in this agreement is intended to confer, nor shall anything herein confer, upon any person

other than Covered Entities, Business Associate, and their respective successors or assigns, any rights, remedies,
obligations, or liabilities whatsoever.

. The parties are and shall be independent contractors to one another, and nothing in this agreement shall be deemed

to cause this agreement to create an agency, partnership, or joint venture between the parties. Except as expressly
provided herein, neither party shall be liable for any debts, accounts, obligations, or other liabilities of the other party.

Any ambiguity in this agreement shall be resolved in favor of a meaning that permits the Covered Entities to comply
with the Privacy and Security Rules and the HITECH Standards.

. If any provision of this Agreement is held illegal, invalid, prohibited or unenforceable by a court of competent

jurisdiction, that provision shall be limited or eliminated in that jurisdiction to the minimum extent necessary so that
this agreement shall otherwise remain in full force and effect and enforceable.

This Agreement shall be governed by and construed in accordance with the laws of the state of Alabama to the
extent not preempted by the privacy or security or other applicable federal law.

This Agreement replaces and supersedes in its (their) entirety any prior Business Associate Agreement(s) between
the parties.

In witness whereof, this agreement has been signed and delivered as of the date first set forth above.

Local Government Health

Insurance Board

By: David C. Hilyer By:
As its: Chief Executive Officer As its:
. gOVEﬁmh
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Form LGO01
Revised 4/22

LOCAL GOVERNMENT HEALTH INSURANCE PROGRAM

2022 ENROLLMENT FORM
EMPLOYEE INFORMATION (PI print or type)

Name (First, Middle Initial, Last) Social Security Number Date of Birth Gender
Mailing Address City State ZIP Code

Physical Address *Must be completed by Medicare Retiree Enrollee City State ZIP Code

Primary Phone Number Work Phone Number E-mail Address:

Employment Status (Check One)

[ Full-time Employee [ Aca Eiigible [0 Elected Official [ Retired (Not Medicare Participant) | [_] Retired (Medicare Participant)
(Must submit Form LG23)

Employee declines LGHIP health insurance coverage but would like to enroll in Southland Voluntary Coverage [ |
If declining LGHIP health insurance coverage, a completed Declination of Coverage form must be submitted.

Note: If you or your covered dependent(s) are covered by Medicare, you must submit a copy of your Red, White, and Blue Medicare
Card and a physical address. Your name must match the name listed on your Medicare card.

Dependent Information - Documentation is required before dependents can be added to coverage. See back of form.

Dependent’'s Name (First, Middle, Last) Relationship to Employee Date of Birth Social Security Coverage
(Male or Female Spouse, Son, Number Check all that apply
Daughter, Stepson,
Stepdaughter, Male or Female
Custodial Dependent)

BCBS Southland

BCBS Southland

BCBS Southland

BCBS Southland

BCBS Southland

BCBS Southland

Southland Voluntary Coverage
A minimum enroliment of 12 months is required for employees and dependents without a qualifying event.
Premiums listed below are separate from LGHIP health insurance coverage.

Southland Vision Southland Dental
Single $12 per month Single $44 per month
Family $20 per month (complete dependent section above) Family $44 per month (complete dependent section above)
Effective Date of Coverage: Effective Date of Coverage:

Other Group Health Insurance Information
Do you have additional insurance coverage other than LGHIP coverage? [] Yes [] No
If yes, you must complete the Other Group Health Insurance Addendum on Page 3.

AFFIRMATION AND RELEASE

| hereby affirm that | have completely read and fully understand the terms and conditions of this form. | attest that all the representations made by me on this form are true
and correct. | understand that any misrepresentation may result in the forfeiture of coverage and that | will be personally liable for all claims related to such misrepresentation.
| further understand that there is mandatory utilization review and | do hereby give permission to release any information necessary to evaluate, administer, and process
claims for benefits to any person, entity, or representative acting on the LGHIB’s behalf.

| understand and acknowledge that only eligible dependents may be added to my coverage. | understand and acknowledge that it is my responsibility to notify the LGHIB
immediately when the eligibility of a covered dependent changes. |f it is determined that an act on my part (such as adding an ineligible person to coverage) or omission
(such as failing to remove a person no longer eligible for coverage) results in or contributes to the payment of claims for persons ineligible for coverage, | will be personally
responsible for all such overpayments and may be subject to disqualification from coverage under the plan.

Employee Signature Date

TO BE COMPLETED BY EMPLOYER

Full-Time Date of Hire: Local Government Unit Name: Unit Number:

If signed electronically, | acknowledge and certify the electronic signature process complies with the Alabama Uniform Electronic Transaction Act and the LGHIB rules
outlined in the Administrative Guide.

Signature of Benefit Administrator: Date:
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GENERAL INFORMATION

Eligible Dependent

(Appropriate documentation must be attached.)

The term “dependent” includes the following individuals, subject to appropriate documentation (Social Security number, marriage certificate, birth
certificate, court decree, etc.).

The participant’s spouse (excludes a divorced spouse)
A child under age 26, only if the child is:
o  The participant’s son or daughter
o Achild legally adopted by the participant or their spouse
o  The participant’s stepchild
A dependent, under age 19, for whom the participant, or his or her spouse, has been granted legal and physical custody by a court of
competent jurisdiction
An incapacitated child* over age 25 will be considered for coverage provided the dependent child is:
o  unmarried,
permanently mentally or physically disabled or incapacitated,
so incapacitated as to be incapable of self-sustaining employment,
dependent upon the participant for 50% or more financial support,
otherwise eligible for coverage as a dependent child except for age,
had the condition prior to the child’s 26th birthday, and
not eligible for any other group insurance benefits.

O O OO0 OO

*The above requirements must be met to be eligible for coverage as an incapacitated child. The LGHIB will decide whether an
application for incapacitated status will be accepted and final approval of incapacitation will be determined by medical review conducted
by BCBS. The LGHIB reserves the right to periodically recertify incapacitation. Neither a reduction in work capacity nor inability to find
employment is, of itself, evidence of eligibility. If a mentally or physically incapacitated child is employed, the extent of their earning
capacity will be evaluated.

See the “Enrolling an Incapacitated Child” section for critical enroliment deadlines. If deadlines are not met, coverage may be denied.

Ineligible Dependents
An individual who does not meet the definition of an eligible dependent shall not be allowed to be covered as a dependent under the LGHIP. Examples
include, but are not limited to:

A participant’s spouse or other dependents if they are independently eligible for coverage as an employee of a participating unit
An ex-spouse, regardless of what the divorce decree may state

Ex-stepchildren, regardless of what the divorce decree may state

Children age 26 and older

Foster children

Incapacitated children age 26 and older who do not meet the Incapacitated Child eligibility requirements

A child of a dependent child

A participant’s child, if the child has been adopted by someone other than their spouse and the participant has been relieved of their parental
rights and responsibilities

A daughter-in-law or son-in-law

Grandchildren or other individuals related to the participant by blood or marriage for which the participant does not have legal custody
Grandchildren or other children age 19 and older regardless of whether the participant has legal custody

Grandparents

Parents

A fiancé or live-in girlfriend or boyfriend

Enrolling an Incapacitated Child

To apply, contact the LGHIB to obtain an Incapacitated Child Certification form. A completed Incapacitated Child Certification form and proof of
incapacity must be provided to the LGHIB no more than 60 days after the dependent’s 26th birthday*. If the form and proof of incapacity is not
submitted within the required time, the child is not eligible for future enrollment except in the following two situations:

When a new participant requests coverage for an incapacitated child within 60 days of employment; or
When a participant’s incapacitated child is covered under a spouse’s employer group health insurance for at least 18 consecutive months
and:
o the spouse loses the other coverage because:
. the employer ceases operations, or
= of termination of employment or reduction of hours of employment, or
. the employer stopped contributing to coverage.

In these two situations, the child must meet all the Incapacitated Child eligibility requirements and submit an Incapacitated Child Certification form
and a New Dependent form to the LGHIB within 60 days of the incapacitated child’s loss of other coverage. The LGHIB will decide whether an
application for incapacitated status will be accepted and final approval of incapacitation will be determined by medical review conducted by BCBS.

*The 60-day time limit does not apply to enrollment in a Southland Voluntary Plan.
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Other Group Health Insurance Addendum
Must be completed if you, your spouse and/or dependents have any other coverage.

LIST EACH INSURANCE COMPANY SEPARATELY (ATTACH ADDITIONAL SHEETS IF NECESSARY)

Name of Contract Holder Contract Holder Date of Birth

Group # Insurance Contract #

Name of Insurance Company

Name of Employer

Types of coverage (Check all that apply)
[0 Hospitalization

O Doctor's Visits

O Prescription Drugs

O Dental

insurance card)

If other coverage includes prescription drug coverage, please complete the below (information can be found on your other coverage

Rx BIN Number

Rx ID

Are you or any of your dependents covered on this insurance policy? [ Yes (list each covered individual below) 0 No

Name(s) (First, Middle Name, Last) Date of Birth

Coverage Effective Date(s)

LIST EACH INSURANCE COMPANY SEPARATELY (ATTACH ADDITIONAL SHEETS IF NECESSARY)

Name of Contract Holder Contract Holder Date of Birth

Group # Insurance Contract #

Name of Insurance Company

Name of Employer

Types of coverage (Check all that apply)
[0 Hospitalization

O Doctor's Visits

O Prescription Drugs

O Dental

insurance card)

If other coverage includes prescription drug coverage, please complete the below (information can be found on your other coverage

Rx BIN Number

Rx ID

Are you or any of your dependents covered on this insurance policy? [ Yes (list each covered individual below) 0 No

Name(s) (First, Middle Name, Last) Date of Birth

Coverage Effective Date(s)
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Form LG04
Revised 1/22 LOCAL GOVERNMENT HEALTH INSURANCE PROGRAM

2022 DECLINATION OF COVERAGE FORM

EMPLOYEE INFORMATION (Please print or type.)

Name (First, Middle Initial, Last) Gender |Date of Birth
Social Security Number Contract Number Primary Phone Number Work Phone Number

( ) ( )
Mailing Address City State Zip Code

I, , wish to decline coverage in the Local Government Health

(name of local government employee)
Insurance Program. | affirm that | currently have other acceptable health insurance coverage* through

(name of employer/company)
My other insurance carrier is:

NAME OF INSURANCE COMPANY:

ADDRESS:

CITY: STATE: ZIP CODE:

TELEPHONE NUMBER:

* You must attach a current letter from employer/insurance carrier verifying coverage with the above-named carrier.
A copy of your insurance card IS NOT acceptable as proof of coverage.

Employee Status: Full-time Employee ACA Eligible Elected Official
ploy D ploy D (Must submit form LG23) D

NOTICE: Eligible employees who decline coverage due to other acceptable coverage and then lose their other coverage
must immediately notify the unit and enroll in the Local Government Health Insurance Plan. Coverage will be effective the
date the other acceptable coverage ended. If the unit does not notify the LGHIB of the loss of other acceptable coverage
and does not enroll the employee in the LGHIP, the unit will be responsible for any premiums due and will be billed
retroactively to the date the eligible employee should have been enrolled (i.e. the date the other acceptable coverage

ended).

Full-time Date of Hire: Employee Signature:

Local Government Unit Name:

Unit Number: Date:

If signed electronically, | acknowledge and certify the electronic signature process complies with the Alabama Uniform Electronic Transaction Act and the LGHIB rules
outlined in the Administrative Guide.

Signature of Benefit Administrator:

LOCAL GOVERNMENT HEALTH INSURANCE BOARD
POST OFFICE BOX 304900
MONTGOMERY, ALABAMA 36130-4900
(334) 263-8326 * 1-866-836-9137
Enroliments@Ighip.org
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LG28
52 Local Government Health Insurance Program
Listing of Elected Officials for a City or Town

City or Town of: Unit Number:

DNo

Unit Allows for Coverage of Elected Officials |:| Yes

A list of elected officials is required, regardless of whether the unit offers coverage to its elected officials.

Please complete the fields below with the elected official’s information.

Mayor

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline Opt-Out
Office SSN/Contract D D D

Council

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline  Opt-Out
Office SSN/Contract D D D

Council

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline  Opt-Out
Office SSN/Contract D D D

Council

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline  Opt-Out
Office SSN/Contract D D D

Council

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline Opt-Out
Office SSN/Contract D D D

Council

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline Opt-Out
Office SSN/Contract I I I I I I

Council

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline  Opt-Out
Office SSN/Contract I I I I I I

Council

Elected Official Name Date Assumed Date Term Ends Last 4 of Enroll Decline Opt-Out
Office SSN/Contract D D D

Form Completed By:

Name:

Title:

Signature:

Date:

If signed electronically, | acknowledge and certify the electronic signature process complies with the Alabama Uniform Electronic
Transaction Act and the LGHIB rules outlined in the Administrative Guide.

LOCAL GOVERNMENT HEALTH INSURANCE BOARD

POST OFFICE BOX 304900

MONTGOMERY, ALABAMA 36130-4900
334-263-8326 * 1-866-836-9137 ¢ Enrollments@Ighip.org
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LG29
4/22 Local Government Health Insurance Program

Listing of Elected Officials for a County Commission

County Commission Unit Number
Unit Allows for Coverage of Elected Officials D Yes D No

A list of elected officials is required, regardless of whether the unit offers coverage to its elected officials. Please complete the fields below

with the elected official’s information. If more space is needed, please complete an additional form.

Probate Judge

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract

Sheriff

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D

Tax Assessor

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D

Tax Collector

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D D

Revenue Commissioner

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D

Coroner

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D

Chairman

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract | I D

Commissioner 1

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract | I D

Commissioner 2

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D D

Commissioner 3

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D D

Commissioner 4

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D D

Commissioner 5

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D

Commissioner 6

Elected Official Name Date Assumed Date Term Last 4 of Enroll Decline Opt-Out
Office Ends SSN/Contract D D D

Name: Title:

If signed electronically, | acknowledge and certify the electronic signature process complies with the Alabama Uniform Electronic Transaction Act and the

LGHIB rules outlined in the Administrative Guide.

Signature: Date:

Enroliments@Ilghip.org * (334) 263-8326 or 1-866-836-9137
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CHAPTERS

Appendix

Governing Statute - Code of Alabama Section 11-91A-2(a) through (g)

(@ The Local Government Health Insurance Board shall govern and administer the Local Government Health Insurance Program
currently governed and administered by the State Employees’ Insurance Board (SEIB) pursuant to Chapter 29 of Title 36. The
transfer of the governance and administration to the board shall take effect at 12:01 a.m. on January 1, 2015, and thereafter
the board shall take all control and responsibility for the program under procedures and authority set out in this chapter.

(b) The program governed and administered by the board shall provide a reasonable relationship between the health care benefits
to be included and the expected health care expenses to be incurred by affected employees, retirees, and their dependents.
The board may establish a fully insured or self-insured health care plan for employees and retirees as defined in this chapter and
may adopt rules for the administration of the program. The program shall include appropriate controls to provide reasonable
assurance of its stability in future years, which may include, but are not limited to, deductibles, copayments, coinsurance, and
other cost containment measures, such as medical management, utilization review, wellness initiatives, and case management,
for the purpose of making the benefit plan more cost effective.

(c Except as otherwise provided herein, the program shall be funded solely from contributions of the employer participants of the
program and shall not receive any funding from the state. The governing bodies of entities participating in the program, hereinafter
“employer participants,” are authorized to make appropriations to the board as necessary for the proper administration of the
program including the payment of premiums as provided in this chapter or under rules adopted by the board.

Notwithstanding Section 36-29-14, the following entities and organizations shall be employer participants in the program:

e

(1) All entities and organizations which are active participants in good standing in the Local Government Health Insurance
Program governed and administered by SEIB immediately prior to 12:01 a.m. on January 1, 2015.

(2) Subject to acceptance by the board, any of the following entities or organizations not already employer participants in the
program pursuant to subdivision (1) which by resolution legally conforming to rules prescribed by the board elects to have
its elected officials, full-time employees, and retired employees become eligible for health care coverage under the program:
Any county, any municipality, any municipal foundation, any fire or water district, authority, or cooperative, any regional
planning and development commission established pursuant to Sections 11-85-50 through 11-85-73; the Association of
County Commissions of Alabama; the Alabama League of Municipalities; the Alabama Retired State Employees’ Association;
the Alabama State Employees Credit Union; Easter Seals Alabama; Alabama State University; the Alabama Rural Water
Association; Rainbow Omega, Incorporated; The Arc of Alabama, Incorporated, and any of the affiliated local chapters
of The Arc of Alabama, Incorporated; United Ways of Alabama and its member United Ways; the Alabama Network of
Children’s Advocacy Centers and its member Children’s Advocacy Centers; the Care Assurance System for the Aging and
Homebound and its affiliated local centers; any railroad authority organized pursuant to Chapter 13 of Title 37; or any solid
waste disposal authority organized pursuant to Chapter 89A of Title 11.
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The agreement of an employer participant to have its full-time employees, elected officials, retirees, and dependents covered under
the program may be revoked only if the employer participant, by resolution of its governing body, signifies its intention and desire to
withdraw from the program. Any resolution to withdraw shall be delivered to the board by certified mail no later than six months prior
to the effective date of withdrawal. Any employer participant that withdraws from participation in the program shall be responsible
for paying any claims incurred prior to the date of withdrawal that are not reported and paid by the date of withdrawal and, on and
after the date of withdrawal, shall be liable for interest accrued at a rate of one and one-half percent per month on any monies due
the board which are over 30 days past due.

Any organization that provides or administers health care benefits through or on behalf of the board shall not provide or administer
health care benefits to any entity that withdraws from the program for a period of two years from the effective date of withdrawal.

Any entities or organizations added to the Local Government Health Insurance Program on or after June 1, 2018, which were
not identified as employer participants eligible for participation in the Local Government Health Insurance Program pursuant to
subdivisions (1) and (2) of subsection (d) prior to June 1, 2018, shall be treated as separate entities and their premiums shall be
established independently from employer participants that entered the program prior to this date.

The board shall adopt rules as may be necessary for the effective administration of this section.
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# INSURANG

David Hilyer | Chief Executive Officer
(334) 263-8379

OPERATIONS

Rob Robison | Chief Operating Officer
(334) 263-8326
rrobison@Ighip.org

Jason Graham | Assistant Chief Operations Officer
(334) 263-8326
jgraham@Ighip.org

LEGAL

Chris Brodie | General Counsel
(334) 263-8326
cbrodie@Ighip.org

ACCOUNTING

Dustin Craik | Chief Financial Officer
(334) 263-8326, Option 3
dcraik@Ighip.org

AUDITING

Meg McHutchison | Auditor
(334) 263-8368
auditor@Ighip.org

COMMUNICATIONS

Michelle Walden | Communications Director
(334) 263-8332
mwalden@Ighip.org

ENROLLMENTS

Teresa Scroggins | Program Manager
(334) 263-8326, Option 1
enrollments@Ighip.org
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IT

Richard Pasley | IT Director: Infrastructure and Operations

(334) 263-8426
rpasley@Ighip.org

Craig Tucker | IT Director: Business Systems
(834) 263-8433
ctucker@Ighip.org

WELLNESS

Jessica O’Donnell | Clinical Director
(263-8326, option 4
wellness@Ighip.org

MEMBER SERVICES

LGHIB Member Services
(334) 263-8326

Blue Cross and Blue Shield of Alabama
Member Services
1-800-321-4391

OptumRx Member Services
1-844-785-1603

Southland Member Services
205-343-1250

UnitedHealthcare Member Services
1-866-950-6558
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