Blue Cross Blue Shield of Michigan Rate Quote

Groupwide Change, Non-Reform

Agent: Ted Chase

Quoted Benefits
Community Blue Plan 3A

Medicare HCR-PCB Preventive Care Benefits
Mental Health Parity

CBC-MT$30 - Manipulative Treatments Copay

Cl - Contraceptive Injections

PCD - Prescription Contraceptive Devices
PD-TTC$5/$25/$50 RXCM

PDCM - Prescription Contraceptive Medications
RX90 - Retail Purchase 2X for 90-day Refill
Total Medical and Drug Rate

Advantage Pricing - Drug Coverage
Adjusted Medical and Drug Total
Medical and Drug Enrollment

Total Plan Rate

Agency: CreativeFinancialServices Client: Bronson Comm. Schools ' Group(Subgroup)/Suffix(Class) Specific Data
269-695-1567 Group/Suffix: 0 0 Effective Date: 9/1/2011
BCBSM Area: 9 Renewal Date: 5/1/2011
; County: Branch
Assoc: MAIA Bronson MI 49028 Zi:::: 49028 Total Eligibles: 158
Group SIC/Industry 8211 Elementary and secondary schools o Customer Size: 41
BCBSM: Classd Type: Association Suffix/Class Size: 41
One Two Med.
Person Person Family Suppl.
613.33 1472.02 1840.01 410.72
0.00 0.00 0.00 1.22
926 2221 27.78 N/A
CB-OV$30 - $30 Office Visit/Outpatient Services Copay -27.33 -65.50 -82.00 N/A
-16.76 -40.23 -50.29 N/A
OCSM-12, osteopathic & chiropractic spinal manipulation w/$30 OV 046  -1.11  -1.39 N/A
0.00 0.00 0.00 N/A
0.10 0.25 0.31 N/A
95.89 230.13 28767 278.19
1.79 4.30 5.37 N/A
0.00  0.00 Q.00 N/A
675.81 1621.97 202745 690.13
-16.13 -36.32 -45.39 -8.09
660.68 1585.65 1982.05 682.04
-5 _1B3 21 _20
660.68 1585.65 1982.06 682.04
$68,711.30

Monthly Premium

Please submit quote with enroliment documentation.

BCBSM reserves the right to adjust rates If any of the assumptions or calculatlons used in the quoting process are incorrect.
Final rates will be determined by BCBSM underwriting based on actual group enrollmernt and participation.
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Blue Cross Blue Shield of Michigan Rate Quote

Groupwide Change, Non-Reform

One

Two ‘Med.
Quoted Benefits Person Petson Family Suppl.

Cross CCF = 0.9600, Shield CCF = 0.9600
Drug CCF = 0.9600, Dental CCF = 1.0000, Vision CCF = 1.0000
If group participation is below 75% a participation factor Is part of the CCF,

To comply with new requirements in the Patient Protection and Affordable Care Act (PPACA)(aiso referred to as health care reform)
groups may be required to make changes to their health insurance coverage. If necessary, this may result In an adjustment to

the rates. To learn more about the PPACA, please visit-our webpage, http:/www.bcbsm.com/healthreform/. You should also consult
with yvour legal counsel on how you may comply with the law and regulations and the applicability to your plan.

!

|
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Rotter Decisions. Better Healthcare,

July 27, 2011

Ms. Rachelle Roby
Bronson Community Schools
215 W, Chicago St.
Bronson, MI 49028

Re: Group Rate Renewals

Dear Ms. Roby,

Enclosed are the rate renewals dated September 1, 2011 for Group-Suffix 66723-002 & 003.

» MEBS WRAP™ Medical Plan

» Self-Funded Prescription Drug Plan
Self-Funded Dental Plan
Self-Funded Vision Plan
Negotiated Life

These rates will be reflected on your September 2011 invoice.

MEBS WRAP™ Administration Fee
Per employee/month $32.82

MEBS Rx Administration Fee
Per employee/month $2.56

MEBS Dental Administration Fee
Per employee/month $5.75

MEBS Vision Administration Fee
Per employee/month $2.30

Associated Mutual Negotiated Life Premium
Premlum/$1,000 $0.24

Tharnk you for making MEBS the answer to your employee benefit needs.

cc

Ted Chase, Agent, Creative Financial Services

MEBS 3809 Lake Eastbrook Blvd SE, Grand Rapids, Ml 49546  Ph: (800) 968-6327

www.mebs.com

Fax: (618)458-3495

1023603Mktg-RWDSL Local 386



BRONSON COMMUNITY SCHOOLS i
Detailed Experience Report for Setf-Funded Benefit Plan G Y
Medical & Rx Experience Hylter Unoiniony, Better Healthoare.

Group Renewal Date: 9/01

Exposure
s - - ME‘Br;;dT;;)FEE . PE;:X)CZ:::“Tk Paid Wrap Claims | BCBSM Premium | Total Plan Cost

SEP 10 4 16 20 51,309.46 54,869.74 $10,395.49 $31,768.44 $48,343.13
ocT 5 16 20 $1,452.15 $4,640.28 510,936.52 $33,763.65 $50,792.60
NOV 5 16 20 51,448.12 $11,096.79 510,620.02 $33,988.35 $57,153.28
DEC 5 16 20 $1,448.12 $5,299.05 $12,370.61 $33,988.35 $53,106.13
JAN 11 4 14 23 51,448.12 $4,341.30 $9,701.97 535,040.20 $50,531.59
FEB q 14 23 $1,448.12 57,307.32 $6,762.20 $35,040.20 $50,557.84
MAR 4 14 23 $1,448.12 $6,760.82 $12,379.07 $35,040.20 $55,628.21
APR 4 14 23 $1,448.12 $5,139.46 $7,572.83 $35,040.20 $49,200.61
MAY 5 13 23 51,448.12 $8,379.63 $7,391.66 $33,460.78 $50,680.19
JUN 5 13 23 $1,448.12 $7,239.08 $9,197.67 $34,580.01 $52,464.88
JUL

AUG

|Tota| 5 15 22 514,346.57 $65,073.47 $97,328.04 5341,710.38 $518,458.46|
Reserves:

Should you elect to fund your incurred but not reported {IBNR) claim liability, the following estimate may be used:
IBNR is calculated at 20.00% of medical claims & 8.00% of Rx claims paid between 07/01/2010 and 06/30/2011
Total IBNR as of 06/30/2011 is: Medical: §22,397.63 Rx: 56,739.74

Illustrative Rates for Experience Period

MEBS Admin Paid Caremark Paid Wrap .
Fee (Med + Rx) {Rx] Claims Claims BCBSM Premium
Single $35.32 $62.45 593.41 $328.71
Two-Person $35.32 5149.88 5224.18 $788.90
Full-Family $35.32 5187.36 $280.22 $986.12

lllustrative Rates for Renewal Period

i
MEBS Admin | Paid Caremark Paid Wrap ) :
Fee (Med + Rx) | (Rx) Claims * Claims =+ |2CBSM Premium|
Single $35.38 ) 565.28 5101.81 $441.43
Two-Person $35.38 $156.67 $244.35 $1,059.43
Full-Family $35.38 $195.84 $305.44 51,324.28

* Includes trend of 4.53% based on Book of Business !
** Includes trend of 9.00% based on Book of Business

Approximate Rate Increase [ 0.17% | 4.53% | 9.00% | 34.29% | 24.87% |

3809 Lake Eastbrook Blvd SE
Grand Rapids, M| 49546
800.968.9682
www.mebs.com 7/27/2011



BRONSON COMMUNITY SCHOOLS

Detailed Experience Report for Self-Funded Benefit Plan

Medical & Rx Experience
Group Renewal Date: 9/01

MEBS

Loy ariviony, Better Healtheare.

éi =
s:%’f*ie
e

e

Single
Two-Person
Full-Family

MEDICAL & Rx COBRA RATES

MEBS Admin Fee | Paid Rx Claims +| _ " 2'd Wrap _ 206 COBRA | Total COBRA.
Claims + Trend +{BCBSM Premium .
{(Med + Rx) Trend + IBNR Admin Fee
IBNR
$35.38 $90.98 5138.64 $441.43 $14.13
$35.38 5218.36 533275 $1,059.43 53292 8167
$35.38 $272.95 $415.93 $1,324.28 $40.97
Paid Wrap & Rx Claims: 7/1/2010 - 6/30/2011
Medical: $111,988.13 Rx: $84,246.80

IBNR:

BCBSM Premium;

MEBS Admin:

COBRA Admin 2%:

Effective Date:

Incurred but not reported claims

For fully insured coverage

Administration fees are stated above

An administration charge for COBRA

9/1/2011

3809 Lake Eastbrook

Blvd SE

Grand Rapids, M| 49546

800.968.9682

www.mebs.com

7/27/2011



BRONSON COMMUNITY SCHOOLS

Detziled Experience Report for Self-Funded Benefit Plan

Dental Experience
Group Renewal Date: 9/01

MEBS

S,
i)
vy

Fatier Bocisions, Bether Heatthoare.

Exposure
MEBS Admin Fee Paid Claims Total Plan Cost

S TP FF
SEP 10 4 20 26 $264.50 53,157.12 $3,421.62
ocT 5 21 26 $304.75 $2,124.88 $2,429.63
NOV 5 21 26 $299.00 $251.20 $550.20
DEC 5 21 26 $299.00 $1,125.34 $1,424.34
JAN 11 4 18 30 $299.00 $2,923.48 $3,222.48
FEB 4 17 31 $299.00 $2,514.31 $2,813.31
MAR 4 17 31 $299.00 $2,297.56 $2,596.56
APR 4 17 31 $299.00 $3,987.71 $4,286.71
MAY 5 16 31 $299.00 $2,229.48 $2,528.48
JUN 5 16 31 $299.00 $2,254.72 $2,553.72
JUL
AUG

S 18 29 $2,961.25 $22,865.80 $25,827.05
Reserves:

Should you elect to fund your incurred but not reported (IBNR} claim liability, the following estimate may be used:

IBNR is calculated at 12.50% of claims paid between 07/01/2010 and 06/30/2011

Total IBNR as of 06/30/2011 is:

Single
Two-Person
Full-Family

Single
Two-Person
Full-Family

Dental:

$3,487.40

Hustrative Rates for Experience Period

MEBS Admin | .4 Claims
Fee
5$5.75 $19.45
$5.75 543,77
$5.75 548.63

MEBS Admin Paid Claims *
Fee
$5.75 $20.52
55.75 $46.18
$5.75 $51.31 g

* includes trend of 5.50% based onr Book of Busines.

3809 Lake Eastbrook Blvd SE
Grand Rapids, Mi 49546
800.968.9682
www.mebs.com

7/27/2011



BRONSON COMMUNITY SCHOOLS i
Detailed Experience Report for Self-Funded Benefit Plan M E B S %%@%
Vision Experience Better Seciwipng. Better Healteare,

Group Renewal Date: 9/01

Exposure
MEBS Admin Fee Paid Claims Total Plan Cost

S TP FF
SEP 10 4 20 26 $103.50 $938.26 $1,041.76
ocT 5 21 26 $119.25 51,433.50 $1,552.75
NOV 5 21 26 $117.00 $1,433.50 $1,550.50
DEC 5 21 26 $117.00 $1,493.50 $1,610.50
JAN 11 4 17 31 $117.00 $286.50 $403.50
FEB 4 17 31 $117.00 $1,447.50 $1,564.50
MAR 4 17 31 $117.00 $941.00 $1,058.00
APR 4 17 31 $117.00 $448.00 $565.00
MAY 5 16 31 5117.00 $235.00 $352.00
JUN 5 16 31 5117.00 $324.50 $441.50
JUL
AUG

5 8 29 $1,158.75 $8,981.26 $10,140.01
Reserves:

Should you elect to fund your incurred but not reported (IBNR) claim liability, the following estimate may be used:
IBNR is calculated at 12.50% of claims paid between 07/01/2010 and 06/30/2011
Total IBNR as of 06/30/2011 is: Vision: 51,374.15

lllustrative Rates for Experience Period

MEBS Admin Paid Claims
Fee
Single $2.25 57.64
Two-Person $52.25 517.19
Full-Family $2.25 $19.10

illustrative Rates for Renewal Period

. y
MEBS AdMin | 5214 Claims » |
Fee ;
Single 52.30 $7.83
Two-Person $2.30 $17.62 ).
Full-Family 52.30 519.58 HITGRLIB

* Includes trend of 2.50% based on Book of Business

3809 Lake Eastbrock Blvd SE
Grand Rapids, M| 49546
800.968.9682
www.mebs.com g 7/27/2011



BRONSON COMMUNITY SCHOOLS .
MEBS

Detailed Experience Report for Self-Funded Benefit Plan

Dental Experience

Group Renewal Date: 9/01

Hetigr Decisions. Better Healtheare.

Single
Two-Person
Full-Family

DENTAL COBRA RATES

MEBS Admin Fee

Paid Claims + 2% COBRA
Trend + IBNR Admin Fee

$5.75 $28.01 50.68

$5.75 $63.02 51.38

$5.75 $70.02 51.52
Paid Wrap & Rx Claims: 7/1/2010 - 6/30/2011 $27,899.20
IBNR: Incurred but not reported claims
MEBS Admin: Administration fees are stated above

COBRA Admin 2%:

Effective Date:

An administration charge for COBRA

7/1/2011

3809 Lake Eastbrook Blvd SE
Grand Rapids, M| 49546
800.958.9682
www.mebs.com

7/27/2011



BRONSON COMMUNITY SCHOOLS

Detailed Experience Report for Self-Funded Benefit Plan
Vision Experience
Group Renewal Date: 9/01

Barkee Daeivions. Better Healthcare,

YisioON COBRA RATES
MEBS Admin Fee Paid Claims + 2% C-OBRA
Trend + IBNR Admin Fee
Single $2.30 $10.76 $0.26
Two-Person $2.30 $24.20 $0.53
Full-Family $2.30 $26.89 $0.58
Paid Wrap & Rx Claims: 7/1/2010 - 6/30/2011 $10,993.21
IBNR: Incurred but not reported claims
MEBS Admin: Administration fees are stated above
COBRA Admin 2%.: An administration charge for COBRA
Effective Date: 7/1/2011

3809 Lake Eastbrook Blvd SE
Grand Rapids, M| 48546
800.968.9682
www.mehs.com

7/27/2011



Medical Rates

UnitedHealthcare

'JJ A UnitedHeaith Group Company

Company Name: Bronson Community Schools
Company Street Address: xx

Broker: TED FOSTER

Account Executive: GUY WALTER

Effective Date: 09/01/2011

UWID# D -193311107

Broker Phone: (269) 695-1567

Account Executive Phone: (269) 216-2117

Quote Number:

9881330

Company City: Bronson

Zip Code: 49028

Market: GRAND RAPIDS MI

SIC: 8211 - Elementary and Secondary Schools

Quote Date: 06/20/2011

HSA2500/80%
9BJ w/PF (SM)

HSA1500/80% BAL10025/4000 /100%

9BI w/PF (SM)

510 wiPL {SM}

BAL10030/3000 100%

5JP wiPL (SM)

HRA25/2500/80%
5JX wiPL (SM)

HSA2000/100%
Q3X WPF (SM)

BAL25/2500/90%
5JJ wiPL {SM)

Package Name

MULTICHOICE_MI

MULTICHOICE_MI

MULTICHOICE_MI

MULTICHGICE_MI

MULTICHOICE_MI

MULTICHOICE_MI

MULTICHOICE_MI

Package Number MI002 MI002 mMioo2 MI002 MHDD2 MI002 MI002
Sequencs - Internal Use 26 25 15 14 21 17 13
OWSA/BIT - Internal Use 01/00/CG 01/00/1CG 01/00/CG 01/00/CG 01/00/CG 01/00/CG 01/00/CG
Class # of Employees
Employes 5 $377.80 $438.12 $44513 $457.09 $459.97 $463.23 $ 465.39
Employee + Spouse 15 $793.38 $922.15 $934.77 $959.89 5 965.94 $972.78 $977.32
Employee + Child{ren) 0 $717.82 $834.33 $ 845.75 $ 86847 $873.04 $880.14 $884.24
Employge + Family 21 $1.174.20 $1,364.79 $1,383.47 $ 1,420.64 % 1,429.59 §1,439.72 $1,446.44
Premium Totals:
Employee-Only Monthly Premium $ 15,489.80 $18,003.92 $18,250.33 $ 18,740.69 $ 18,858.77 5 18,992.43 $ 19,080.99
Dependent-Only Monthly Premium $ 22,058.10 § 26,684.52 $27,040.74 §27,776.55 $27,951.57 $28,149.54 $ 28,281.00
Total Monthly Premium Including Rx Benefit $ 38,447.90 $ 44,688.44 $45,300.07 $46,517.24 $46,810.34 $47.141.97 § 47.361.99
Employer Contribution Percentage - Employee Only 100% 100% 100% 100% 100% 100% 100%
Employer Contribution Premium/Month - Employee Only $ 15,489.80 $18,003.92 $18,250.33 $18,740.69 § 18,858.77 % 18,992 .43 $19,080.99
Total Annual Premium Including Rx Benefit § 461,374.80 $ 536,261.28 § 543,600.84 $ 558,206.88 $561,724.08 $ 565,703.64 $ 568,343.88
Rate Adjustment Percent 0.00% ¢.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Risk Factor 0.95 0.95 0.95 0.85 0.85 0.95 0.95
Moanthly Administration Fee $.00 $ .00 $ .00 $.00 $.00 $.00 $.00
Total Employee Count 41 a1 4 41 41 41 41
Total Number of Eligible Employees 41 a1 41 41 41 41 41
Total Dependent Count 78 78 78 78 78 78 78
Total Member Count 119 119 119 119 119 119 119
Benefit Qverview:
Plan Type UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare
Product Type CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS
Plan Category Daefinity HSA Definity HSA Balanced 100 Balanced 100 Definity HRA Definity HSA Balanced
Deductible - Single {In/Out) $ 2500/ $ 5000 $ 1500/ $ 3000 $ 4000/ $ 8000 $ 3000/ $ 6000 $ 2500/ $ 5000 $ 2000/ % 4000 $ 2500/ $ 5000
- Family (In/Out) § 5000/ $ 10000 3 3000/ § 6000 $ 8000/ § 16000 $ 6000/ % 12000 $ 5000/ 3% 10000 $ 4000/ $ 8000 § 5000/ % 10000
Coinsurance {InfOut) 80% / 50% B80% f 50% 100% / 70% 100% / 70% B80% f 50% 100% / 70% 90% / 60%
Office Visit Copay/Coinsurance 80% 80% $25(s) $ 30 (s} § 25 (s) 100% $ 25 (s)
Out of Pocket Maximum - Single {In/Cut) $ 5000 / $ 10000 $ 3500/ $ 9000 $ 4000/ $ 10000 $3000/ % 10000 $ 45007 § 9000 $ 4000/ § 9000 $ 4500/ § 10000
- Family (In/Owt} $ 10000/ $ 20000 § 7000/ $ 13000 $ 8000/ $ 20000 $ 6000/ $ 20000 $9000/$ 18000 $ 8000/ % 18000 $ 9000/ § 20000
Med/Rx Ded Combined Yes Yos No No No Yes No
Med/Rx OOP Combined Yes Yes No No No Yes No
Pharmacy Copay/Coinsurance $10/$35/$60/N/A $10/335/360/N/A $10/$335/360/N/A $10/535/860/N/A $10/$35/560/NA $10/535/560/N/A $10/535/860/N/A
Pharmacy Deductible Combined with Med Combined with Med NiA N/A N/A Combined with Med N/A
1. Proposal Rates are valid through the requested effective month.
2. Agents may receive commissions, bonuses and other compensation for selling the products presented in this proposal. The cost of this compensation may be directly or |nd|rectly reﬂecaed in the premium or fees for thase products,
Contact your agent if you have questions on their compensation for the products in this proposal.
3. UnitedHealthcare'’s Packaged Savings Program allows you the oppertunity io receive an administrative credit on your monthly invoice when you purchase eligible UmiedHeaIthcare specialty products with your medical coverage.
Per-employee per-menth administrative savings apply based on the number of enrolled medical subscribers and will continue for a period of 12 months as long as eligible medigal and specialty benefits remain in-force. Sontact your
The above ratas and benefits are for ganeral information und dlscusulon pUrposes on y and not valid unlass approved by UnitedHealthcare. This rale quots is not 2n offer or a guarantee of coverage. The rates quoted are applicable to the plan design selected. We reserve tha right 1o modify your rales in the avent your plan
dasign must be modifisd as a resull of any change, modifi in law, i g the Patient P ion and Affordable Cara Act. This group should not, under any circurnstancas, cantel its existing coverage uniess and urill covarage is oiferad by us and final rates hava bean accapiad by and initial premium paid by

the group. Final rales are determinad by UnitedHealthcare's underwriting guidelines and final enrallment. The Insurance policy, nol ganeral rates and descriptions in this Yeb site or printed oulput, will form the coniract between the insured and UniedHealhcare, and the Certificate of Coverage issuad 1o the subscriber will provide

Page 5 of 16

the legal description of coverage.



UnitedHealthcare’

IJJ A UnitedHsatth Group Company

Medical Rates

Company Name: Bronson Community Schools : Company City: Bronson

Company Street Address: xx Zip Code: 49028

Broker: TED FOSTER Broker Phone: (269) 695-1567 Market: GRAND RAPIDS MI

Account Executive: GUY WALTER Account Executive Phone: (269) 216-2117 SIC: 8211 - Elementdry and Secondary Schools
Effective Date: (9/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011

UWID#: D-193311107

UnitedHealthcare representative to discuss plan and program availability. UnitedHealth Group Incorporated owns the trademark for Packaged Savings. Used by permission of UnitedHealth Group Incorporated.

4. Engingering Companies with the SIC code of 8711 may be eligible for discounted rates through the American Council of Engineering Companies (ACEC) Life and Health Trust. Please contact your account executive for additional
details.

5. Medicare Part D regulations require employers to provide creditable coverage notification to Medicare eligible participants of their prescription drug plan, as well as to Centers for Medicare & Medicaid Services (CMS) at least once a
year at specified times. Please contact your UnitedHealthcare representative for information on the support and services UnitedHealthcare can provide employers to help them meet these requirements.

6. The Shared Pharmacy Plans pay a fixed dollar amount toward the cost of covered medications based on the tier level, Employees are responsible for a copayment as welt as costs that exceed the plan contribution. Please reference
the benefit summary for plan codes: CC, CD, CE, CF and EY for additional benefit information,

7. Genaric RX, plan code DZ, provides coverage for most generic drugs at a tier 1 copay. In states where entire therapeutic classes of medications {brands and generics) are required to be covered, these medications will be covered
under a 3-tier copayment structure. Brand name medications will fall on Tiers 2 and 3. Contact customer care or myuhc.com for drug coverage information.

8. Employer Contribution Premium / Month (Employee Only) is the amount of the total monthly employee premium contributed by the empleyer and does not include any additional amounts that may be coniributed for dependents, This
amount will change depending on the number of employees and the contribution percentage. If no contribution percentage has been provided, this amount assumes the employer pays 100% of the employee premium.

9. If the employer offer consists of more than one medical plan, we require-the policy year, or calendar ysar basis selection be the same for each sold policy if the employees have the option to choose from among the plans offered.

*** indicates State Mandated Ptan

{s) This plan features split physician office visit copayments. Enrolless in thase plans will pay a higher copayment when they see specialists than when they see primary care physicians.

{SM) These pharmacy plan designs contain a separate member cost share for certain Specialty Medications. Your employees should review their benefit summary fo determine how they will be affected.

The abova rdtas and banefits are lar ganara! information and discussion purposes only and nai valid unleas approved by UriledHaalthcare. This rale quote is not an offer or a guarantea of coverage. The rates quolad are applicable lo the plan design selected. We resarve the right to modify your rates in tha evant your plan
design must be modified as a result of any change, medification or clarfication in law, inciuding the Patlant Protection and Affordabla Care Act. This group should nol, nder any circumstances, cancel its existing coveraga unless and until coverage is offared by us and final rates have been accapled by and initial premium paid by
tha group. Final rales are detarmined by UnitedHaalthcara's und g guidelines and final liment, Tha ingurance palicy, nol genaral rateg and descriptions in this Web sils or printed output, will form the contracl batwasn tha insured and UnitadHealthcars, and tha Gerificate of Caveraga Issuad 10 tha subseriber will provide
the |egal description of coverage.

Page 6 of 16




Medical Rates

UnitedHealthcare

!!J} A UnitedHsaith Group Company

Company Name: Bronson Community Schools
Company Street Address: xx

Broker: TED FOSTER

Account Executive: GUY WALTER

Broker Phone: (269) 695-1567
Account Executive Phone: (269) 216-2117

Company City: Bronson

Zip Code: 49028

Market: GRAND RAPIDS MI

SIC: 8211 - Elementary and Secondary Schools

Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011
UWID#: D -193311107
BAL-V30/1500 1100% BAL25/2000/80% HRA25/2000/80% HSA1500/100% BAL25(1500/80% BAL10025/2500 /100%  BAL-V30/1000 /100%
Y31 (E) w/QE (SM) SJW wiPL (SM) 5JV wiPL (SM) Y3N (E) w/HI (SM) SJU wiPL (SM) 5JNW/PL (SM)  Y3F (E) wiQE (SM)

Package Name

MULTICHOICE_M}

MULTICHOICE_MI

MULTICHOICE_MI

MULTICHOICE_M!

MULTICHOICE_MI

MULTICHOICE_MI

MULTICHOICE_MI

Package Number Miogz2 MI002 MI002 MIo02 MIQO2 Mooz M1002
Sequence - Internal Use 23 11 20 24 10 12 22
QISABIT - Internal Use 0100/CG 01/00/CG 01/00/CG 01/00/CG 01/00/CG 01/00/CG 0100/CG
Class # of Employees
Employee 5 $ 465.42 $ 47047 $474.47 $474.78 $483.04 $483.84 $491.81
Employee + Spouse 15 $977.30 5 987.99 § 996.39 $997.04 $1,014.39 $1,016.07 $1,032.39
Employee + Child(ren) 0 $ 884.30 $ 893,89 $901.49 $902.08 $917.78 $919.30 $934.06
Employee + Family 21 §1,446.53 $1,462.22 $1,474.66 $1,475.62 $1,501.30 $1,503.7¢ $1,527.93
Premium Totals:
Employse-Only Monthly Premium $19,082.22 $19,289.27 $19,453.27 $19,465.98 $19,804,64 $19,837.44 $20,156.01
Dependent-Only Monthly Premium $ 28,282.86 $ 28,589.55 $28,832.79 $28,851.54 $29,353.71 $29,402.40 $ 20,874.42
Total Monthly Premium Including Rx Benefit $ 47.365.08 $47.878.82 § 48,286.06 $48,317.52 $49,158.35 $49,239.84 $ 50,030.43
Employer Contribution Percentage - Employee Only 100% 100% 100% 100% 100% 100% 100%
Employer Contribution Premium/Month - Employee Cnly $19,082.22 $ 10,289.27 $19,453.27 $19,465.98 $19,804.64 $19,837.44 $ 20,156.01
Total Annual Prémium Including Rx Benefit $ 568,380.96 $ 574,545.84 $579,432,72 $579,810.24 $ 589,900.20 $ 590,878.08 § 600,365.16
Rate Adjustment Percent 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Risk Factor 0.95 0.95 0.95 0.95 0.95 0.95 0.95
Monthly Administration Fee $.00 $ .00 $.00 $ .00 $.00 $ .00 $.00
Total Employee Count 41 41 41 41 41 41 41
Tatal Number of Eligible Employees 41 41 41 41 41 41 41
Total Dapendent Count 78 78 78 78 78 78 78
Total Member Sount 119 119 119 119 119 118 119
Benefit Overview:
Plan Type UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare
Product Type CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLLIS
Plan Category EDGE Balanced Definity HRA EDGE with Definity HSA Balanced Balanced 100 EDGE
Deductible - Single (In/Out) § 1500/ § 3000 § 2000/ $ 4000 $ 2000/ § 4000 $ 1500/ § 3000 $ 1500/ % 3000 § 2500 / § 5000 $ 1000/ § 2000
- Family {infOut) $ 4500/ $ 9000 $ 4000/ § BOOO $ 4000/ $ 8000 $ 3000/ § 6000 $ 3000/ $ 6000 $ 5000 / $ 10000 $ 3000 / § 6000
Coinsurance {in/Qut} 100% / 50% 80% / 50% 80% / 50% 100% / 50% B0% / 50% 100% / 70% 100% / 70%
Office Visit Copay/Coinsurance %30 (s) $25(s) $25(s) 100% $25(s) $ 25 (s} $ 30 {s)
Qut of Pocket Maximum - Single (In/Out) $ 3000 / § 6000 $ 4000/ % 9000 $4000/§ 8000 $ 3000/ % 6000 $ 4500/ $ 9000 $ 2500/ $ 10000 $ 3000/ % 6000
- Family {In/Out) $ 6000/ % 12000 $ 8000/ % 18000 $ 8000/ § 16000 $ 6000 /% 12000 $ 8000/ § 18000 $ 5000/ $ 20000 $ 6000/ % 12000
Med/Rx Ded Combined Nao No No Yes No No No
Med/Rx QOP Combined No No No Yes No No No
Pharmacy Copay/Coinsurance $15/845/%85/3200 $10/835/860/NA $10/835/860/N/A §15/845/585/3200 3$10/335/%60/N/A $10/835/860/N/A §15/545/885/%200
Pharmacy Deductible N/A N/A N/A Combined with Med N/A N/A N/A

1. Proposal Rates are valid through the requested effective month,
2. Agents may receive commissions, bonuses and other compensation for selllng the products presented in this proposal. The cost of this compensation may be directly or 1nd|rectly reﬂected in the premium or fees for those products.
Contact your agent if you have questions on their compensation for the products in this proposal.
3. UnitedHealthcare's Packaged Savings F'rogram allows you the opportunity to receive an administrative credit an your monthly invoice when you purchase eligible UnltedHeal!hcare specialty products with your medical coverage.

Per-employes par-month administrative savings apply based on the number of enrolled medical subscribers and wilf continue for a period of 12 months as long as eligible medical and specialty benefits remain in-force. Contact your

Tie above rates and benefits are for general inf ion and di

only and nol valid unless approved by UnitedHeahhcare. This rata quote is not an offer or a guaraniea of coverage. Tha rales quoled ara applicabla o the plan design selecied, We reserve tha right to modity your rates in the event your plan

dasign must ba modified as a rasult of any change, modification or clarification In iaw, including the Patient Protection and Affordable Care Act, This group should nat, under any crcumslances, cancel s axisting coveraga unlass and until covarage Is offared by us and final rates have been accentad by and initlal praatium paid by

tha group. Final rates are by UnitedF
the legal descriplion of coverage.
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‘s underwriling guidelines and final snroliment. The insurance policy, not ganeral rales and dascriptions in this Web site or prinlad cutput, will form tha contract belwean the insurad and UinitedH

and the L

of Covarage issued to the subscriber will provide



UnitedHealthcare

A UntedHeaith Graup Company

Medical Rates

Company Name: Bronson Community Schools Company City: Bronson

Company Street Address: xx Zip Code: 49028

Broker: TED FOSTER Broker Phone: (269) 695-1567 Market: GRAND RAPIDS MI

Account Executive: GUY WALTER Account Executive Phone: (269) 216-2117 SIC: 8211 - Elementary and Secondary Schools
Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011

UW ID#: D - 193311107

UnitedHealthcare representative to discuss plan and program availability. UnitedHealth Group Incorporated owns the trademark for Packaged Savings. Used by permission of UnitedHealth Group Incorporated.

4. Engineering Companies with the SIC code of 8711 may be eligible for discounted rates through the American Council of Engineering Companies (ACEC) Life and Health Trust. Please contact your account executive for additional
details.

5. Medicare Part D regulations require employers to provide creditable coverage notification to Medicare eligible participants of their prescription drug plan, as well as 1o Centers for Madicare & Medicaid Services (CMS) at least once a
year at specified times. Please contact your UnitedHealthcare representative for information on the support and services UnitedHealthcare can provide employers fo help them meet these requirements.

€. The Shared Pharmacy Plans pay a fixed dollar amount toward the cost of covered medications based on the tier level. Employees are responsible for a copayment as well as costs that exceed the plan contribution. Please reference
the benefit summary for plan codes: CC, CD, CE, CF and EY for additional benefit information.

7. Generic RX, plan code DZ, provides coverage for most generic drugs at a tier 1 copay. In states where entire therapautic classes of medications (brands and generics) are required to be covered, these medications will be covered
under a 3-tier copayment structure. Brand name medications will fall on Tiers 2 and 3. Contact custorner care or myuhc.com for drug coverage information,

8. Empioyer Contribution Premium / Month (Employes Only) is the amount of the total monthly employee premium contributed by the employer and does not include any additional amounts that may be contributed for dependents, This
amount will change depending on the number of employees and the contribution percentage. If no contribution percentage has been provided, this amount assumas the employer pays 100% of the employee premium,

9. If the employer offer consists of more than one medical plan, we require the policy year, or calendar year basis selection be the same for each sold policy if the employees have the option to choose from amang the plans offered.

*** Indicates State Mandated Plan

(s} This plan features split physician office visit copayments, Enroliees in these plans will pay a higher copayment when they see specialists than when they see primary care physicians.

(SM) These pharmacy plan designs contain a separate member cost share for certain Specialty Medications. Your emplayees should review their benefit summary to determine how they will be affected,

(E} For specialty physicians with UnitedHealth Premium designation for both quality and efficiency, higher coverage levels will apply for this UnitedHealthcare EDGE Medical plan.

The abave rates and bensfits are for genaral Information and discussion purposes only and not vahd unlass approved by UnitedHeahhcare. This rate quota i4 not 2n offar or a guarantee of covarage. Tha rates quoled are applicable to the plan design selected. We reserva the right to modify your rates in the event your plan
casign musi be modified a8 & rasult of any change, modification or clarificalion in law, including the Patiant Protection and Atfordable Care Act. This group should nol, under any circumstances, cancel its exlsting coverage unlass and until coveraga is offered by us and final ratas have basn accepled by and initisl premium paid by
the group. Finel rales are detarmined by UnltedHaalthcare’s underwriting guidatines and final earolimant. Tha policy, not general rates and descripticns in this Wab sita or printed outpul, will form the contracl balwesn the insured and UnitedHeafthcare, and the Cartificate of Coverage Issued to ihe subscriber will provide

the legal dascription of coveraga.
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Medical Rates

UnitedHealthcare

!w A UnitedHzaith Group Company

Company Name: Bronson Community Schools
Company Street Address: xx

Broker: TED FOSTER

Account Executive: GUY WALTER

Broker Phone: (269) 695-1567
Account Executive Phone: (269) 216-2117

Company City: Bronson

Zip Code: 49028

Market: GRAND RAPIDS MI -

SIC: 8211 - Elementary and Secandary Schools

Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011
UW ID#: D - 193311107
HRA30/1000 /80% HSA1500/100% HRA25M1500/90% BAL25/1000/80% BAL10025/1500 100% BAL25/1000/90% TRAD25/500/80%
5)Q wiPL (SM) Q3W wiPF (SM) SJH wiPL (3M) 5T wiPL (SM)} 5JM wiPL (SM) 5JZ wiPL (SM) 5JY wiPL (SM)

Package Name MULTICHOICE_MI MULTICHOQICE_MI MULTICHOICE_MI MULTICHOICE_MI MULTICHOICE_MI MULTICHOICE_MI MULTICHOICE_MI
Package Number Mi002 MI0G2 MI0G2 MIO02 Minaz MIDO2 MI002
Sequence - Internal Use 18 16 19 8 9 7 5
OlSA/BIT - Internal Use 01/00/CG 01/00/CG 01/00/CG 01/00/CG 01/00/CG 01/00/CG 01/00/1CG
Class # of Employees
Employee 5 $ 499.67 $ 503.96 $ 506.22 § 506.88 §523.99 $527.41 §534.02
Employee + Spouse 15 $1,049.31 $1,058.32 $1,063.06 $1,064.45 $1,100.38 $1,107.56 $1,121.44
Employee + Child{ren} 0 $ 949.37 $957.52 $961.82 $ 963.07 § 905.58 § 1,002,086 $1,014.64
Employee + Family 21 $1,562.98 5 1,566.31 $1,573.34 $1,575.39 $1,628.57 $1,639.19 $1,659.74
Pramium Totala:
Employee-Only Monthly Premium $ 20,486.47 § 20,662.36 $ 20,755.02 $20,782.08 $21,483.59 $21,623.81 $ 21,894.82
Dependent-Only Monthly Premium $ 30,364, 11 $30,624.75 $30,762.12 $ 30,802.26 3 31,842.03 $ 32,040.63 §32,451.42
Total Monthly Premium Including Rx Benefit % 50,850.58 $ 51,287.11 $51,517.14 $51,584.34 $ 53,325.62 $53,673.44 $ 54,346.24
Employer Contribution Percentage - Employea Only 100% 100% 100% 100% 100% 100% 100%
Employer Contribution Premium/Month - Employee Only $ 20,486.47 $ 20,662.36 $ 20,755.02 $20,782.08 $ 21,483.59 $21,623.81 $21,804.82
Taotal Annual Premium Including Rx Benefit $ 610,206.96 $ 615,445.32 $618,205.68 $619,012.08 $ 639,907.44 $644,081.28 ¥ 652,154.88
Rate Adjustment Percent 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Risk Factor 0.95 0.85 0.95 0.95 0.85 0.95 0.95
Monthly Administration Fea $.00 $.00 $.00 $.00 $.00 $.00 $.00
Total Employee Count 41 41 a4 41 a1 41 41
Total Number of Eligible Employees 41 41 41 41 41 41 41
Total Dependent Count 78 78 78 78 75 78 78
Total Member Count 119 119 119 119 119 119 118
Benefit Overview:
Plan Type UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitegHealthcare UnitedHealthcare
Product Type CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS
Plan Category Definity HRA Definity HSA Definity HRA Balanced Balanced 100 Batanced Traditional with
Deductible
Deductible - Single {In/Out} $1000/$ 2000 $ 1500/ § 3000 $ 1500/ $ 3000 $ 1000/ % 2000 $ 1500/ % 3000 $1000 / $ 2000 $500/5% 1000
- Family {In/Out} $ 2000/ § 4000 $ 3000/ % 6000 $ 3000/ $ 6000 $ 2000/ % 4000 $ 3000/ % 6000 $ 2000/ $ 4000 $ 1000/ § 2000
Coinsurance {In/Out) 80% / 50% 100% / 70% 90% / 80% 80% / 50% 100% / 70% 90% / B0% B80% / 50%
Office Vigit Copay/Coinsurance %30 {s) 100% $25(s) $25(s) 525 (s) $25(s) $25(s)
Cut of Pocket Maximum - Single {InfQut} $4000/ $ 8000 $ 3500/ $ 9000 $ 3500/ % 7000 $ 3500/ % 7000 $ 1500/ % 9000 $ 2500/ % 7000 $ 3000/ § 6000
- Family (InfQut) $ 8000/ § 16000 $ 7000 /% 18000 $ 7000/ $ 14000 $ 7000/ % 14000 $3000/ 8 18000 $ 5000/ % 14000 $ 6000/ % 12000
Mad/Rx Ded Combined No Yes No No No No No
Med/Rx OOP Combined No Yes No No No No No
Pharmacy Copay/Coinsurance $10/$35/560/N/A $10/835/860/N/A $10/$35/8660/N/A $10/$35/$60/N/A $10/535/$60/NA $10/335/$60/N/A $10/835/860/N/A
Pharmacy Deductible N/A Combined with Med N/A N/A N/A N/A NIA

t. Proposal Rates are valid 1hrough the requested effective month.
2, Agents may receive commissions, bonuses and other compensation for selling the products presaented in this proposal. The cost of this compensation may be directly or mdlrectly reflected in the premium or fees for those products.
GContact your agent if you have queshons on their compensation for the products in this proposal.
3, UnitedHealthcare's Packaged Savings Program alfows you the opportunity to receive an administrative cradit on your monthly invoice when you purchase eligible UnitedHealthcare specialty products with your medical coverage.

The above rates and benafils ara for ganaral i ion ang di i
design must be modiflad as a resul‘ ofuny chanpe modmcauon or ification in law, i tha Palisnt P
tha group. Final ratas ara di by U iting guideli

the lagal description of coverags,
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only and not valid unlass approved by UnitadHealthcara. This rate quola I8 not an ofter or a guarantes of covaragh. The fates quoted are applicabla to the plan design salactad, Wa reserve the right lo modify your salss in the event your plan
ion and Affordable Cara Act. This group should nol, under any circumstances, cancel its existing coverage unless and until coverage is offered by ue and final rates have baen accepled by and initial premium pald by
and final entoliment. Tha insuranca policy, not general rales and descriptions in this Wab sita or printed oulput, will form the coniract betwaen tha insured and UnitedHealthcara, and tha Cedificate of Coverage issued 10 1he subscriber will provide



UnitedHealthcare

w AUnitedHaaith Group Company

Medical Rates

Company Name: Bronson Community Schools Company City: Bronson

Company Street Address: xx Zip Code: 49028

Broker: TED FOSTER Broker Phone: (269) 695-1567 Market: GRAND RAFPIDS MI

Account Executive: GUY WALTER Account Executive Phona: (269) 216-2117 SIC: 8211 - Elementary and Secondary Schools
Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011

UWID¥: D-193311107

Per-employee per-month administrative savings apply based on the number of enrclied medical subscribers and will continue for a period of 12 months as long as eligible medical and specialty benefits remain in-force. Contact your
UnitedHealthcare representative to discuss plan and program availability, UnitedHealth Group Incorporated owns the trademark for Packaged Savings. Used by permission. of UnitedHealth Group Incorporated.

4. Engineering Companies with the SIC code of 8711 may be eligible for discounted rates through the American Council of Engineering Companies (ACEC) Life and Health Trust. Please contact your account executive for additional
details.

5. Madicare Part D regulations require employers to provide creditable coverage natification to Medicare eligible participants of their prescription drug plam, as well as to Centers for Medicare & Medicaid Services (CMS) at least once a
year at specified times. Please contact your UnitedHealthcare representative for information on the support and services UnitedHealthcare can provide empioyers to help them meet these requirements.

6. The Shared Pharmacy Plans pay a fixed dollar amount toward the cost of covered medications based on the tier leval. Employees are responsible for a copayment as well as costs that exceed the plan contribution. Flease reference
the benefit summary for plan codes: CC, CD, CE, CF and EY for additionat benefit information,

7. Generic RX, plan coda DZ, provides coverage for most generic drugs at a tier 1 copay. In states where entire therapeutic classes of medications (brands and generics) are required to be covered, these medications will be covered
under a 3-tiar copayment structure, Brand name medications will fall on Tiers 2 and 3. Contact customer care or myuhc.com for drug coverage information.

8. Employer Contribution Premium / Month (Employee Only} is the amount of the total monthly employee premium contributed by the employer and does not include any additional ameunts that may be contributed for dependsnts. This
amount will change depending on the number of employees and the contribution percentage. If no contribution percentage has been provided, this amount assumes the employer pays 100% of the employee premium.

9. If the empioyer offer consists of more than oneg medical plan, we require the policy year, or calendar year basis selection be the same for each sold policy if the employees have the option to choose from among the plans offered.

*** Indicates State Mandated Plan

(s} This ptan features split physician office visit copayments. Enroliees in these plans will pay a higher copayment when they see specialists than when they see primary care physicians.

(M) These pharmacy plan designs contain a separate member cost share for certain Specialty Medications. Your employeas should review their benefit summary 1o determine how they will be affected.

The above rates and benafiis are for ganaral information and discussion purpases only and not valid unlass approvad by UniledHealthcare, This rale quots is not an offer or a guarantee of coverage. The rates quoled are applicable lo tha plan design solected. We rasarva tha right to medify your rales in the evenl your plan
design musl be modified as a resull of any changs, modification or clarification in law, inciuding the Patient Protaction and Affordable Care Act. This group shodld not, Lnder any circumstanees, cancel its existing coveraga unless and unlil coverage is offered by us and final rates have been accepled by and inltial pramium paid by
tha group. Final rates are determined by UnitedHaalihcare's underwriting guidelines and final enrollmant. Tha insurance palicy, not ganaral ratas and descriptions in lhis Wel sile or printed outpul, will form tha contracl betwean the insured and Unitedt and the Cartifi of Covarage izsuad 10 1ha subscribar will provide

tha lagal dascriplion of coveraga,
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UnitedHealthcare

w A UnitedHaalth Group Company

Medical Rates

Company Name: Bronson Community Schools
Company Street Address: xx

Broker: TED FOSTER

Account Executive: GUY WALTER

Company City: Bronson

Zip Code: 49028

Market: GRAND RAPIDS MI

SIC: 8211 - Elementary and Secondary Schools

Broker Phone: (269) 695-1567
Account Executive Phone: (269) 216-2117

Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011
UWID#: D -193311107
BAL10025/1000 TRAD25/500/90% TRAD25/250/90% TRAD20/500 /100% TRAD20/250 /100%
100%
5JL wiPL (SM) SJK wiPL (SM) 5J1 wiPL (SM) 5J8 wiPL (SM) 5JR w/PL (SM)
Package Name MULTICHOICE_MI MULTICHGICE_MI MULTICHOICE_MI MULTICHOICE_MI MULTICHOICE_MI
Package Number MI002 MI002 Mioo2 MIoD2 MIDO2
Sequence - Internal Use 6 4 2 3 1
OISA/BIT - Internal Use 01/00/CG 01/00/CG 01/00iCG 01/00/CG 01/00/iCG
Class # of Employees
Employee 5 $'553.41 § 558.69 § 587.22 $619.57 $650.17
Employee + Spouse 15 $1,162.16 $1,173.25 $1,233.16 $1,301.10 $1,365.36
Empioyee + Child(ren) 0 $1,051.48 $1,061.51 $1,115.72 $1,177.18 $1,235.32
Employee + Family 21 $1,720.00 $1,736.41 $1,825.08 $1,925.63 $2,020.73
Promium Totals:
Emplayee-Only Monthly Premium $22,689.81 $22,906.29 $ 24,076.02 $25,402,37 $ 26,656.97
Dependent-Cnly Monthly Premium $33,629.64 $ 33,950.52 $ 35,684.16 $37,650.21 $ 39,509.61
Total Monthly Premium Including Rx Benefit $56,319.45 § 56,856.81 $59,760.18 §63,052.58 $ 66,166.58
Employer Contribution Percentage - Employes Cnly 100% 100% 100% 100% 100%
Emplaysr Contribution Premium/Month - Employee Only $ 22,6890.81 $ 22,906.29 $ 2407602 $25402.37 $ 26,656,97
Total Annual Premium Including Rx Benefit $ 675,833.40 $682,281.72 $717,122.16 $ 756,630.96 $ 793,998.96
Rate Adjustment Percent 0.00% 0.00% 0.00% 0.00% 0.00%
Risk Factor 0.95 0.95 0.95 0.95 0.85
Monthly Administration Fee $.00 $.00 $.00 §.00 $ .00
Total Employes Count 41 a1 4 41 41
Totat Number of Eligible Employees 41 41 41 41 41
Total Dependent Count 78 78 78 78 78
Total Member Count 119 119 119 119 119
Benefit Overview:
Plan Type UnitedHealthcare UnitedHealthcare UnitedHealthcare UnitedHsalthcare UnitedHealthcare
Product Type CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS CHOICE PLUS
Plan Category Balanced 100 Traditional with Traditional with Traditional with Traditional with
Deductible Deductible Deductible Deductible
Deductible - Single {InfOut) $ 1000/ $ 2000 $500/§ 1000 $250/% 500 $ 500/ $ 1000 §250/% 500
- Family (In/Out) $ 2000/ $ 4000 $1000 /% 2000 $500/% 1000 $ 1000/ $ 2000 $ 500/ 1000
Coinsurance (In/Out) 100% / 70% 90% / 60% 90% / 60% 100% / 70% 100% / 70%
Office Visit Copay/Coinsurance $25(s) $25(s) $25(s) $ 20 (s) $20(s)
Qut of Pocket Maximum = Single {In/Out) $ 1000/ $ 7000 $ 3000/ % 6000 $ 2500/ § 5000 § 500/ % 5000 $250/ % 3500
- Family (In/Cut) $ 2000/ $ 14000 $ 6000/ $ 12000 $ 5000/ $ 10000 $ 1000/ $ 10000 $ 500/ % 7000
Med/Rx Ded Combined No No No No No
Med/Rx OOP Combined No No No No No
Pharmacy Copay/Coinsurance $10/335/360/N/A $10/835/560/NA $10/835/560/NA $10/835/560/N/A 510/535/360/N/A
Pharmacy Deductible N/A N/A N/A N/A N/A

1. Proposal Rates are valid through the requested effactive month,

2. Agents may receive commissions, bonuses and other compensation for selimg the products presented in this proposal. The cost of this compensation may be directly or mdiredly reflected in the premium or fees for those products.

Contact your agent if you have questions on their compensation for the products in this proposal.

' l

The above rates and benslits are for ganeral information and discussian purpoesas only and nat valid unlags approved by UniledHaalthcare. This ralé quota i ol an offar or a guaraniea of coverage. The rales qualed are applicable 10 tha plan design seiected, We resarva tha right ta modify your ratas in the avant your plan
design must be modified as a resull of any change, modification or clarification in law, including tha Patiant Protection and Atiordable Care Act. This group should not, under any circumslances, cancel its existing coverage unless and untit coverage is offered by us and final rates have been accapted by and initial premium paid by
the group. Final rates are determined by UniledHaalthcars's undeneriting guidelines and final enrcliment. Tha insurance policy, not ganaeral rates and descriptions in this Web sita or primad output, will form the contract between the insured and UnltedHealtheara, and the Centificala of Coverage iasued o the subscriber will provide

the lagal description of coverage.
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UnitedHealthcare'

l}ﬁ A UsnitedHeaith Group Company

Medical Rates

Company Name: Bronson Community Schools ' Company City: Bronson

Company Street Address: xx Zip Code: 49028

Broker: TED FOSTER Broker Phone: (269) 695-1567 Market: -GRAND RAPIDS MI

Account Executive: GUY WALTER Account Executive Phone: (269) 216-2117 SIC: 8211 - Elementary and Secondary Schools
Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011

UWIiD#: D -193311107

3. UnitedHealthcare's Packaged Savings Program allows you the opportunity to receive an administrative credit on your monthly invoice when you purchase eligible UnitedHealthcare specialty products with your medical covarage.
Per-smployee per-month administrative savings apply based on the number of enrolled medical subscribers and will continue for a period of 12 months as long as sligible medicat and specialty benefits remain in-force. Contact your
UnitedHealth¢are rapresentative to discuss plan and program availability. UnitedHealth Group Incorporated owns the trademark for Packaged Savings. Used by permission of UnitedHealth Group Incorporated.

4, Engineering Companies with the SIC code of 8711 may be eligible for discounted rates through the American Council of Engineering Companies (ACEC) Life and Health Trust. Please contact your account executive for additional
details,

5. Medicare Par D regulations require employers to provide creditable coverage nofification to Medicare eligible paricipants of their prescription drug plan, as well as to Centers for Madicare & Medicaid Services (CMS) at least once a
year at specified times. Please contact your UnitedHealthcare representative for information on the support and services UnitedHealthcare can provide employers to help them meet these requirements,

6. The Shared Pharmacy Plans pay a fixed dollar amount toward the cost of covered medications based on the tier level. Employees are responsible for a copayment as well as costs that exceed the plan contribution, Please reference
the benefit summary for plan codes: CC, €D, CE, CF and EY for additional benefit information.

7. Generic RX, plan code DZ, provides coverage for most generic drugs at a tier 1 copay. In states where entire therapeutic classes of medications (brands and generics) are required 1o be covered, these medications will be covered
under & 3-tier copayment structure. Brand name medications will fall on Tiers 2 and 3. Contact customer care or myuhc.com for drug coverage information,

8. Employer Contribution Premium / Month (Employee Only) is the amount of the total monthly employse premium contributed by the employer and does not include any additional amounts that may be contributed for dependents. This
amount will change depending on the number of employees and the contribution percentage. If no contribution percentage has been provided, this amount assumes the employer pays 100% of the employee premium,

9, If the employer offer consists of more than one medical plan, we require the policy year, or calendar year basis selection be the same for each sold policy if the employees have the option to choose from among the plans offered.

*** Indicates State Mandated Plan

(s} This plan features split physician office visit copayments. Enrotlees in these plans will pay a higher copayment when they sea specialists than when they see primary care physicians.

(SM) These pharmacy plan designs contain a separate member cost share for certain Specialty Medications. Your employees should review their benefit summary to determine how they will be atfected.

The above rales and bensfils are for gereral information and discussion purposes onLy and not valid untess approved by UmladHBa\lhcara This raie quote is not an offer or a guarantes of coverage. Tha rates queled are applicable to the plan dasugn salected. Wa rasarve the right 1o modify your rates in the evenl your ptan
design must ba modifiad as a resuli of any change, modification or clarification in law, g the Patiaril P dable Cara Acl. This group shauld nat, undar any circumslances, cancel ils existing coverage uniess and until coverage is offered by us and final rates have baen accepted by and initial premiur paid by
tha group. Final cates are i by Unitedh '8 und g guidalines and final enroliment. The | msurancu polncy nol ganeral rates and descriplions in this Web ste or printed output, will form the contract between the Insured and UnitedHealtheara, and tha Certificate of Coveraga issuad 1o tha subscribar will provide
the legal description of coverage.
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UnitedHealthcare

lJJJ A UnitedHealth Group Company

Dental PPO/Indemnity Rates

Company Name: Bronson Community Schools
Company Street Address: xx

Broker: TED FOSTER

Account Executive: GUY WALTER

Effective Date: 09/01/2011

UWID#: D - 193311107

Company City: Bronson

Zip Code: 49028

Market: GRAND RAPIDS MI

SIC: 8211 - Elementary and Secondary Schools
Guote Date: 06/20/2011

Broker Phone: (269) 695-1567
Account Executive Phone: (269) 216-2117
Quote Number: 9881330

#of P4877 P3365 P4879

Class Employeas 01/00/CG 01/00/CG 01/00/CG

Employee 5 $3341 %3396 $ 37.80

Employee + Spouse 15 $ 66.82 $67.92 % 75.60

Employee + Child{ren) 0 $69.91 $71.06 §79.11

Employee + Family 21 $106.71 $ 108.47 $120.75

Premium Totals:

Total Monthly Premium $3,410.26 $ 3,466.47 % 3,858.75

Employer Contribution Parcentage - Employea Only 100% 100% 100%

Employer Contribution Premium/Month - Employee Only $1,369.81 N/A $1,549.80

Total Annual Premium $40,923.12 % 41,587.64 § 46,305.00
Benaofit Overview:

Plan Type UnitedHealthcare UnitedHealthcare UnitedHealthcare

Product Type PPC  VOLUNTARY PPO PPO

Deductible (InfCut) - Single $50/§50 $50/%50 $50/850

i $150/% 150 $150/% 150 $150/§% 150

Coinsurance - Preventive & Diagnostic {InfOut} 100% / 100% 100% / 100% 100% / 100%

- Minor Restorative {In/Out} 80% / 80% B0% / 80% B0% { 80%

- Endodontic/Periodontic/Oral Surgery (In/Out) 50% / 50% 50% / 50% B0% / 80%

50% / 50% 50% / 50% 50% / 50%

- Orthodontia (in/Out) N/A f NIA N/A | NIA NA NIA

Waiting Period ji N/A 12 menths N/A

- Orthodontia N/A N/A NiA

Annual Maximum  (In/Owut) $ 1000 /%1000 $ 1000 /% 1000 $1000/% 1000

1. Product availability may vary based upon group size and prior dental coverage.

2. UnitedHealthcare’s Packaged Savings Program allows you the opportunity to receive an administrative credit on your monthly nvoice when you purchase eligible UnitedHealthcare specialty products with your medical coverage.
Par-employes per-month administrative savings apply based on the number of enrclled medical subscribers and will continue for a period of 12 moenths as long as eligible medical and specialty benefits remain in-force. Contact your
UnitedHealthcare representative to discuss plan and program availability. UnitedHealth Group Incorporated owns the trademark for Packaged Savings. Used by permission of UnitedHeaith Group Incorporated.

3. Agents may receive commissions, bonuses and other compensation for selling the products presented in this proposal. The cost of this compensation may be directly or indirectly reflected in the premium or fees for those products.
Contact your agent if you have questions on their compensation for the products in this proposal.

4. The Cut of Network reimbursement may be based on a percentage of the Usual and Customary (UCR} or Maximum Allowable Charges (MAC) which are applicable for the same service that would have been rendered by a network
provider. GON reimbursements are based on the gecgraphic area in which the expenses are incurred. Please see the Benefit Summary for OON reimbursement basis. "P” plans can vary by MAC, 85th, 80th or 95th percentile of UCR.
*A" plans can vary by MAGC or 70th percentile of UCR.

5. Empioyer Contribution Premium / Month (Employee Only) is the amount of the total monthiy employee premium contributed by the employer and does not include any additional amounts that may be contributed for dependents. This
amount will change depending on the number of employees and the contribution percentage. If no contribution percentage has been provided, this amount assumes the employer pays 100% of the employee premium.

6, The Employer Contribution for Voluntary dental plans may range from 0%- 49%.

7. For certain dental plans the Endodontic, Periodontic and Oral Surgery benefits may, as a group or individually, be class shifted between Class Il and Class Il coinsurance rates. For more information, please see the Dental Benefit
Summary for the specific plan setup,

8. For Indemnity, PPO and ING plans, the employer must meet minimum centribution and eligible smployes participation requirements, Employer-Paid dental plans: employer contribution: 50% or more of the employee rate. At least
75% participation of eligible employees who do not waive coverage, not to fall below 50% of total eligible employees (must have at least 2 enrolled employees for plans without ortho and 8 or more enrolled for plans with orthodantia ).
Voluntary dental plans: employer may contribute O to 43% of the total premium. For voluntary dental plans: 2 or more employees aenrolled; for plans with Orthodontia, 8 or more employees enrolled.

8. Proposed rates are valid to the Effective Date or 30 days from the Quote Date, whichever is sooner.

10. Please note that for some Dental Plans minor restorative services {i.e. fillings, space maintainers) may be paid at a higher benefit leval.
11. Lifetime Deductible dental plans are; P3420 - P3426, P3429, P3430, P3320 - P3326, P3328, P3330, P3331, P3471 - P3477, P3480, P3431, 11213 - 11216 & 11316 - 11321, The deductible is met once per lifetime per eligible
individual, with no family maximum. !

i !

Tha abova rates and bansfits are for general i lion and di only and not valid unlass approvad by UniledHsalthcara. This rate quota is not an offer o 4 guarantea of coveraga. The rates quoted are applicable 16 the plan design salected. We rasarva tha right la madify your ralas in tha svent your plan
dasign must be modified as a result of any change modification or clarification in law, including the Patiant Protection and Affordable Care Act. This group should not, under any circumstances, cancel its axisting coverage unless and until coveraga is offered by us and final rates have been accepted by and inilial premium paid by
the group. Final rales are determinad by UnitedHaalthcara's undanwriling guidelines and final enrollmant. Tha insurance policy, nol general ratas and dascriptions in this Web site or printed culput, will form the contract batwaen 1ha insured and UnitedHealtheara, and the Cerntificala of Coverage issued ko the subscriber will provide
the lagal description of coverage.
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UnitedHealthcare’

UJ A UniredHealth troup Comgpany

Vision Rates

Company Name: Bronson Community Schools Company City: Bronson

Company Street Address: xx Zip Code: 49028

Broker: TED FOSTER Broker Phone: (269) 685-1567 Market: GRAND RAPIDS MI

Account Executive: GUY WALTER Account Executive Phone: (269) 216-2117 SIC: 8211 - Elementary and Secondary Schools
Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011

UWID#: D - 193311107

#of V1008 V1008

Class Employess 01/00/CG 01/00/CG

Employse 5 5864 $11.08

Employee + Spouse 15 §16.85 $21.60

Employee + Child{ren) 0 $17.71 52271

Employes + Family b4l $ 24.62 $31.57

Premium Totals:

Total Monthly Premium $812.97 $1,042.37

Total Annval Premium $9,755.64 $12,5058.44
Benefit Overview:

Plan Type UnitedHealthcare UnitedHealthcare

Product Type VOLUNTARY VOLUNTARY

Frequency - Exam 12 months 12 months

- Lenses 12 months 12 months

- Frames 24 months 12 months

In-Network Copays - Exam $10.00 % 10.00

: - Materials $25.00 $25.00

Out-of-Network Allowance - Exam Up to $ 40.00 Up to § 40.00

- Bingle Vision Lenses Up to § 40,00 Up to § 40,00

- Frames Up to § 45.00 Upto § 45.00

- Contact Lenses Upto $ 105.00 Upto $ 105.00

1. Out-of-Network Allowances for lenses will vary by lens type with a maximum of $80. Medically necessary contacts have a maximum allowance of $210.

2. Agents may receive commissions, bonuses and other compensations for selling the product in this proposal. The cost of the compensation may be directly or indirectly reflected in the premium or fees for these products,

3. UnitedHealthcare's Packaged Savings Program allows you the opportunity to receive an administrative credit on your manthly invoice when you purchase eligible UnitedHealthcare specialty products with your medical coverage.
FPar-amployee per-month administrative savings apply based on the number of enrolled medical subscribers and will continue for a period of 12 months as long as eligible medical and specialty benefits remain in-force. Contact your
UnitedHealthcare representative to discuss plan and program availability. UnitedHealth Group Incorporated owns the trademark for Packaged Savings. Used by pertnizsion of UnitedHeatth Group Incorporated,

4. UnitedHealthcare Vision 24 month rate guarantees on all plan designs.

5. Vision plan codes beginning with V9 utilize the Focus Network. Please refer to the plan benefit summary for important information on the Focus Network.

6. The employer must meet the minimum contribution and eligible employee participation requirements. For voluntary Vision plans: minimum 1 or more enrcllees required; ne participation percentage required. For employer sponsored
plans, if offered with medical 75% participation net of waivers required. For employer sponsored plans and if standalone only, 100% participation net of waivers is required.

7. Proposed rates are valid to the Effective Date.

8. This quote assumes Carrier replacement.

9. Product availability may vary based upon group size.

The abovae rales and bensfits are for ganeral information and digcussion purposas only and not vali¢ unless appraved by UnitedHealthcare. This rate quole is nol an offar or & guaranles of coverage. The rates quoted are applicable 1o the plan design seiected. We reserve the right to modify your rates in the event your plan
dasign must ba modified as a rasult of any change, modification or clarification in law, inciuding the Patiem Protection and Affordable Care Aci. This group should not, under any circamstances, cancel lis existing covarige unfess and uniil coveraga s offerad by us and finai rates have bean accepted by and initial pramium paid by
thia group, Firdl riates are datermined by UnitedHaalthcare's undanwriting guidelinas and final anrellmant. The insuranca policy, nol general ralas and descriplions in this Web site or prinled cutput, will form the contract betwsen Lhe insured and UnitedHealthcars, and the Certificate of Coverage issued to the subscriber will provide
the legal description of coverage.
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UnitedHealthcare

w A UnitedHeaith Group Company

Life / AD&D Rates

Company Name: Bronson Community Schools Company City: Bronson

Company Street Address: xx Zip Code: 49028

Broker: TED FOSTER Broker Phone: (269) 695-1567 Market: GRAND RAFIDS MI

Account Executive: GUY WALTER Account Executive Phone: (269) 216-2117 8IC: 8211 - Elementary and Secondary Schools
Effective Date: 09/01/2011 Quote Number: 9881330 Quote Date: 06/20/2011

Uw ID#: D - 193311107

Flat $ 15000 Flat $ 20000
Basic Life/AD&D Products 41/00/CG 01/00/CG
Plan Type UnitedHealthcare UnitedHealthcare
Basic Life Rate/1000 Volume $0.29 $0.27
ADSD Rate/1000 Volume $0.03 $0.03
Total Rate/1000 Volume $0.32 $0.30
Total Rate per Employee $4.80 $6.00
Total Life Volume $ 609,750.00 $ 813,000.00
Basic Life Monthly Premium 5 176.83 §219.51
AD&D Monthly Premium $18.29 $24.309
Total Monthly Premium $195.12 $243.90
Employer Contribution Percentage - Employee Only 100% 100%
Employer Contribution Premium/Month - Employee Only $195.12 $ 243,90
Total Annual Premium $2,341.44 $ 2,926.80

1. Stand-alone Life/AD&D available for employer groups with 6 or more sligible employees. Life/AD&D must be sold with medical for groups with 2 to 5 lives.

2. Agents may receive commissions, bonuses, and other compensatian for the products in this proposal,

3. UnitedHealthcare’s Packaged Savings Program allows you the opportunity to receive an administrative credit on your monthly invoice when you purchase sligible UnitedHealthcare specialty products with your medical coverage.
Per-amployee per-month administrative savings apply based on the number of enrolied medical subscribers and will continue for a period of 12 months as long as eligible medical and specialty benefits remain in-force. Contact your
UnitedHealthcare representative to discuss plan and program availability. UnitedHealth Group Incorporated owns the trademark for Packaged Savings. Used by permission of UnitedHealth Group Incorporated.

4. Rates are guaranteed for 24 months

5. Employer Contribution Premium / Month (Employee Only) is the amount of the total monthly employee premium contributed by the employer and does not include any additional amounts that may be contributed for dependents. This
amount will change depending on the number of employees and the contribution percentage. If no contribution percentage has been provided, this amount assumes the employer pays 100% of the empioyee premium.

&. The employer must meet minimum contribution and eligible employee parncupahon requirernents. Non-Contributory ptans require the employer contribute 100% of the premium yielding 100% participation. Contributory plans require
75% participation of eligible employees.

7. Basic Life benefits include: waiver of premium, accelerated death benefit, reduction in benefits tc 65% at age 65 and to 50% of original amount at age 70. Retirees are not eligible for coverage.

Individual Evidence of insurability may be required if amounts exceed the Guarantee Issue limit, Allowable Plan Maximums vary by employer group size. Refer to table below.

Group Size (eligible smployees) Guarantee Issue Limit Plan Maximum Limit
2-5ees $ 25,000 $ 50,000
6- 19 ees $ 50,000 $ 175,000
20 -50 ees $ 100,000 $ 250,000
[
E
The abova rales and banefits are for ganaral il ion and di only and not valid unless approved by UniledHeahhcare. This rate quate ie not an offer or & guaranien of coverage. Tha ralas queled ara applicable 1o tha plan design salacted. We reserve thae righl to modify your rates in the evan your plan

degign must ba modifiad as a reaull of any chnngn modification or elarification In law, including the Patiant Protaction and Affardabie Care Act. This group should not, under any circumstances, cancel its axisting coverage unless and until coverage Is offared by us and final ratas have been acceptad by and Initial premlum paid by
the group. Final rales are by U underwriling guikdelines and final enrallment, The insurance palicy, not ganaral rates and dascriptions in this Web sita or printad cutput, will form the contract betwasn the insured and UnitedHeaithcara, and the Certificala of Covarags issuad o the subscribar will provide
the lagal dastiption of coveraga.
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United Healthcare
New Business Proposal for Employers with 2-50 Eligible Employees

We are pleased to provide you with this rate quote and benefit summary. Please note that this quote is subject to
the following conditions and assumptions.

1. This rate quote is not an offer or a guarantee of coverage. Enroliment materials must be complete and submitted
10 days prior to the effective date before a group will be considered for coverage. This group should not,
under any circumstances, cancel its existing coverage until a Benefit and Premium Confirmation is
received and is signed by the employer and the group has paid the initial premium.

2. If coverage is issued, these rates will be in effect for 12 months from the initial effective date of coverage, subject
to the group policy provisions.

3. Premiums for an Employee who changes age rate bands during the policy year will be charged at the new band's
premium level as of the first due date following the change (where permitted by law).

4. The rates in this quote are valid for the proposed effective date, but rates are subject to change if:

« Data for employees actually enrolled is different than the quoted employee data;

« Any benefits are added or deleted;

= Additional medical information is revealed on the individual employee health applications or individual
underwriting telephane interview(s);

= The effective date is deferred;

= Medical underwriting accepts coverage conditional to an additional percentage increase to the medical
rates (where permitted by law}).

5. Total premium due in any month may differ on the employee payment summary due to rounding in the individual
payment calculations. Actual billed payment will be that which is shown on the employee payment summary.

6. United Healthcare small group plans are subject to pre-existing conditions limitations when permitted by law.

7. The United Healthcare Insurance Company wilt underwrite the Medical and Dental Rates and Benefits presented
in this quote.

8. Coverage will be offered only if the employer meets minimum contribution and participation requirements.

Medical:
Contribution: Employer must contribute at least 50% of employee-only premium cost.
Participation: At least of 75% of eligible employees must participate

Dental:
Contribution: Employer must contribute at least 50% of the employee-only rate for Contributory
Plans.
Participation: At least 51% of all eligible employees must participate, as well as at least 75% of
eligible employees who do not waive coverage for Contributory and Non-Contributory Plans. At least
eight eligible employees must enroll for Voluntary Plans with orthodontic coverage; at ieast two
employees must enroll for other Voluntary Plans.
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CI\’hysmlansCare

lth plans

SHARED FUNDING PROPOSAL

BRONSON COMMUNITY SCHOOLS - EXCLUDING RX
Effective:  9/1/2011

PHYSICIANS CARE PROPOSAL
PPO: $0 Deductibla & 100% coverage thereafter
Employee Current | Insurance Claims
Enroliment Count Rates i Service Fee Premium Funding Total
Single 5 $328.71 $50.00 $322.88 $264.39 $637.27
Double 15 $788.80 $50.00 $573.06 $473.17 $1,096.23
Family 21 $986.12 , $50.00 $931.18 $772.02 $1,753.20
Total Monthly 41 $34,185.57 $2,050.00 $29,765.08 $24,631.92 $56,447.00
Total Annual $410,226.54 $24,600.00 $357,180.96 $295,583.04 $677.364.00
% Change from Current/Renewal 65.1%
Carrler Information
Carrier; PAN AMERICAN LIFE Contract Type: 12112 Covered Benefit: MEDICAL

STOP LOSS COVERAGE REQUIREMENTS AND OPTIONS:

1) Stop loss guotes assuma satisfaction of the carrer's minimum requirements for eligibility, participation, benefits and plan design.

2) Stop loss quotes above reflect an annual benaflt maximum per covered person per plan year of $5,000,000 (see ASR Health Benefits/Physicians
Care Plan Highlights Benefit Description). The maximum reimbursable amount par tha stop loss policy will be $10,000,000 per covered person per
policy year.

3) A completed Disclosure Statement must be submitted for review and approval before final stop loss insuranca ratas and funding factors are
issued,

4) The stop loss insurance rates and funding factors are cantingent upon receipt and review of renewal rates from the quoted group's current health
plan.

5) Employers must pay premiums and fund claims based on a minimum of 15 employees for sach month of the contract.

6) Terminal liability coverage is required on a 12/12 contract if the policy is terminated upon renewal. The dlient will be required to psy an additional
two months of the inforce insurance premiums, claims funding factors and administrative fees based on the average enroliment from the last two
months of the policv vear. The additional charges will provide for coveraae and pavment of all aligible ¢laims for up 10 12 months bevond the policy

GENERAL SPECIFICATIONS:

7) Sefvice foe quoted above Includes the following costs: Administration fee, PPO network access fees (Physicians Care and the Multiplan Extended
National network), Utilization Review services with Physicians Care Heaith Management, HIPAA administration and postage/handling for the direct
release of chacks and EQOBs.

8) Initial supply of Physicians Care directories included at the point of sale. Additionat Physicians Care directories are avallable at a cost of $3.53
each, Directories are also available on-line at www.physicianscare.com and www.multiplan.com.

9) Physiclans Care/ASR Health Benefits & Pan American L.ife wilt not be bound by any typographical errors/omissions in this proposal.

10) Do not cancal current coverage until confirmation of final rates and funding factors has been issued and group is accapted for caverage.

11) Agent receivas part of the service fee as compensation,

Date of proposal: 6/24/2011



&) MESSA

.Messo.ory

1475 Kendale Boulevard, PO Box 2560

East Lansing, MI 48526-2560

800.252.4910

Quote Summary Exclusively for
Bronson Community Schools
Quote Effective 08/01/2011

Quoted Group(s): NEW-Admin & Support Staff

_Requested: 07/20/2011
Quote Reguest ID; 209047
MESSA Field Rep:,Bonnis Br

i

Description Current - NEW Census Used | Quote ID 315994 Rate Quote iD 3153995 VRate
PAK A PAK A
Medical: Single: 5 MESSA Choices il 668.47 | MESSA Choices il 649.24
IN Deductible: 2-Person: 12 30 1,504.31| $100/5200 1,458.89
QON Deductible: Family; 24 $250/8500 1,671.28 | $250/5500 1,620.83
OV/UC/ER Copay: $10/825/850 7 . 310/825/850
. RX Drug Copay: 310/520 : $10/820
Riders Included: XVAZ XvAz -
Cental: Single: 5 33.80 23.64
Class I: 2-Person: 12 B0% 62,58 | 80% 43.74
Class II: i Family: 24 80% 104.65| 50% 77.76
Clags lII: 50% 50%
Annual Max: $1,000 — $1,000
Class IV: 50% 50%
Lifetime Max: §1,000 £1,000
Riders Included: 2 Cleanings 2 Cleanings
Vision: Single: 5 VEP 2 545 vSP 2 5.45
2-Person: 12 11.72 1472
Family: 24 17.63 17.63
Life Ins: 41 $15,000 $10,000
Volume: 615,000 410,000
Rate/$1,000: 0.18 0.17
Composite: 270 1.70
AD&D Ins: 41 515,000 $10,000
Volume: 615,000 470,000
Rata/$1,000: 0.03 0.03
Compasite: 0.45 0.30
Dep Life ns: Mot Included in Benefit Package Not Included in Benefit Package
Veluma:
Rate/$1,000:
Composite:
LTD: Not included in Benefit Package Not Included in Benefit Package
Waiting Pericg:
Alcohol/Drug:
Mental/Nervous:
S8 Offset:
COLA:
Volume:
Rate/$100:

Total Monthly Rate Par Member - Single
Total Monthly Rate Per Member - 2 Person
Total Monthly Rate Per Member - Family

$711.81
31,581.76
$1,791.71

$680.33
$1,516.35
$1,718.22

The above rates are based on the information provided, Melerial changes in the compesition of the group suck as nimber of enrolives, defineble group, eligibility requirements or plons uffered will affect final raves.

Finai rates will be calcul

d at time of imp!

tation in accordance with MESSA Underwriting and Rating guideiines.
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MESSA.

9
. ‘ 1]
messog.org
1475 Kendale Boulevard, PO Box 2560
East Lansing, M| 48826-2560

800.292.4910

WOW WL

Quote Summary Exclusively for
Bronson Community Schools

Quote Effective 08/01/2011

Requested: 07/20/2011

" Quote Request ID: 209G47

MESSA Field Rep: Bonnie Brooks

LQuoted Group(s): NEW-Admin & Support Staff

QON Deductible:
OV/UC/ER Copay:
1 RX Drug Copay:
Riders Included:

Description Current - NEW Ratse Census Used | Quote ID 315994 Rate Quote ID 315985 Rate
PAK B PAK B

Medical: Not Included in Benefit Package Nat Included in Benefit Package

IN Deductible;

Dental; Single: © 33.43 23.44

Class |: 2-Person: 4 BO% 61.92) 80% 43.36

Class II: Family: 6 B0% 104.96| 50% 77.37

Class HI: 50% 50%

Annuat Max; 51,000 31,000

Class IV: 50% 50%

Lifatime Max; 31,000 51,000

Riders Included: 2 Cleanings 2 Cleanings

Vision: Single: 0 vsP 2 545| vsP 2 5.45
2-Person: 4 .72 11.72
Famity: & 17.63 17.63

Life Ins: 10 $15,000 310,000

Volume: 150,060 100,000

Rate/$1,000: 0.18 a17

Composite; 270 1.7¢

AD&D Ins: 10 §15,000 $10,000

Volume; 150,000 100,000

Rate/$1,000: 0.63 0.03

Composite: 0.45 g.3¢

Dep Life Ins: Mot Included in Benefit Package Not Included in Benefit Package

Volume:

Rate/$+,000:

Composite:

LTD: Not Included in Benefit Package Not Included in Benefit Package

Waliting Period:

Alcohol/Drug:

Meantal/Nervous:

85 Offget;

COLA:

Volume:

Rate/5100: ,

Total Monthly Rate Per Member - Single
Total Monthly Rate Per Member - 2 Person
Total Monthly Rate Per Member - Family

$42.03
$76.79
$125.74

$30.89
$57.08
$97.00

The above rates are based on the information provided. Material changes in the composition of the group such as number of enrolices, definable group, eligibility requirements or plans offeved will affect final raies.

in acc

Final rates will be calenlay

i et time of impl

e with MESSA Underwriting and Rating guidelines.
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o MESSA.

www ., massa.org

Quote #: 313922
MESSA Field Rep: Bonnie Brooks
Date Created: 04/30/2011

2011 Rate Renewal Exclusively for
Bronson Community Schools
Renewal Effective 07/01/2011

‘.,‘5"‘Kendale Boulevard, PO Box 2560
st Lansing, Ml 48826-2560

800.292.4910

PAK A - 385B Teachers 2010-11 Rates Enrollment 20111-12 Rates
Medical: MESSA Choices i $589.10 Single: 11 - $6490.24
OV/UC/ER Caopay: $10/$25/$50 $1,323.61 2-Person: 14 $1,458.89
RX Drug Copay: $10/$20 $1,470.51 Family: 28 - $1,620.83
Deductible: In-$100/$200, Out-$250/$500
Riders Included: XVAZ2, Adult immunizations
Dental: Single; 11 $21.39
Class I 80% 2-Person: 14 $39.66
Class |l: 50% Family: 28 $73.96
Class 1l 50%
Annual Max; $1,000
Class IV: 50%
Lifetime Max; $1,000
Riders: 2 Cleanings
Composite: $51.08
Vision: VSP 2 Single: 11~ $5.45
2-Person: 14 .. BTz
Family; 28. §$17.63
Composite: $14.18
Life Insurance; $10,000 53
" Rate/$1000 $0.14
Volume $530,000.00
Composite: $1.50 $1.40
AD&D Coverage: $10,000 53
Rate/$1000 $0.03
Volume $530,000.00
Composite; $0.30 $0.30
Total Monthly Rate per Member - Single $656.16 $677.78
Total Monthly Rate per Member - 2-Person $1,390.67 $1,511.97
Total Monthly Rate per Member - Family $1,537.57 $1,714.12
PAK A COBRA RATES:
Medical Single $647.74
2-Person $1,457.3%
Family $1,619.33

The COBRA rates for Dental and Vision are the same as the rates above.

The above rates are based on plans and enroliment as of 04/21/2011. Rates will be guaranteed for 12 months for plans which remain in compliance with MESSA
Underwriting and Rating guidelines. Materlal changes in the composition of the group such as number of enrollees, definable group, eligibility requirements
or plan may require re-calculation of rates.
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/‘\ 2011 Rate Renewal Exclusively for Quole #: 313922
‘.3 MES SAw MESSA Field Rep: Bonnie Brooks

www.messa.aca Bronson Community Schools Date Created: 04/30/2011

1475 Kendaie Boulevard, PO Box 2560 .

East Lansing, M! 48826-2560 Renewal Effective 07/01/2011

800.252.4910

PAK B - 385B Teachers 2010-11 Rates Enrollment 201112 Rates

Dental: Single: $20.93

Class I 80% 2-Person; 1 $38.82

Class II: 50% Family: 8 $73.27

Class IlI; 50%

. Annual Max: %1,000

Class IV: 50%

Lifetime Max: $1,000

Riders: 2 Cleanings

Composite: $63.74

Viston: VSP 2 . Single: 0 $5.45
2-Person: 1 $11.72
Family: 8 $17.63

Composite: $15.83

Life Insurance: $10,000 9

Rate/$1000 $0.14

Volume ' $90,000.00

Composite: $1.50 ‘ $1.40

AD&D Coverage: $10,000 9

Rate/$1000 $0.03

Volume $90,000.00

Composite: $0.30 $0.30

Total Composite Rate per Member $81.37

Total Monthly Rate per Member - Single : $28.08

Total Monthly Rate per Member - 2-Person . : $52.24

Total Monthly Rate per Member - Family $92.60

PAK B COBRA RATES:
The COBRA rates for Dental and Vision are the same as the rates abave.

The ahove rates are based on plans and enroliment as of 04/21/2011. Rates will be guaranteed for 12 months for plans which remain in compliance with MESSA
Underwriting and Rating guidelines. Material changes in the composition of the group such as number of enroliees, definable group, eligibility requirements
or plan may require re-calculation of rates,
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