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VILLAGE OF LOMBARD
REQUEST FOR BOARD OF TRUSTEES ACTION
Resolution or Ordinance (Blue) Waiver of First requested __
Recommendations of Boards, Commissions & Committees (Green)
X Other Business (Pink)

TO: PRESIDENT AND BOARD OF TRUSTEES
FROM: David A. Hulseberg, Village Manager 0@;}{/\ :
DATE: March 14, 2011 (B of T) Date: March 23, 2011
TITLE: A motion to approve the extension of the Contract with Humana Dental

Insurance Company for two years.

SUBMITTED BY: Kathleen Dunne, Human Resource Administrator KD

BACKGROUND/POLICY IMPLICATIONS:

At the meeting of April 2, 2009, the Village Board of Trustees adopted a resolution authorizing
the Village President to sign a Group Master contract with Humana Dental Insurance Company.
A motion to extend this contract is requested. Upon approval, the contract will be effective from
June 1, 2011 through May 31, 2013. There will be an increase of 8.8%.

See attachment.

FISCAL IMPACT/FUNDING SOURCE:

Village Attorney Date
Finance Director Date

Village Manager &8 aviad) G Md’\g Date _ 2 I /it
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ILLINOIS

HumanaDental EMPLOYER GROUP APPLICATION

Please refer to your proposal to complete this appilcation. This document will form part of any contract issued.
Prmt clearly in b!ack ink, and answer ail questlons or mdlcate not apphcable "

Plan 1 Plan 2
Plan Name (as shown on your proposal) {ushwa Teadibicna) frelerced Ti Bepnid €3950
Coinsurance: Participating (In} : % [00/ 30 1 BO Participating {In): % ___/__ /.
Non-participating (Out): %_1€0/ 82/ 80 | Non-participating (Out):%___ 7 |
Deductible: Participating {In); § 757 395 Participating (In): $
Non-participating (Outk: $ 15} 995 Non-participating (Out): §
Annual Maximum: $§ 1,000 $ '
Preventive Services Deductible Options: G Apply Deductible QO Apply Deductible
Waive Deductlble Q Waive Deductible
Periodontic/Endadontic Options: Q Basic ' Q Basic
Major Q Major
QOrthodentia Options: QG Child Only: Lifetime Orthodontia Maximum § fior KO
O Adult And Child: Lifetime Orthodontia Maximum  § o YES
Composite Fillings for Molars: @ No O Yes O No O Yes
Implant Coverage: 4 No QO Yes O No O Yes
Out of network reimbursement options; & Maximum allowable fee O Maximum allowable fee
O In-netwaork fee schedule ' Q In-network fee schedule
Open Enrollment: O No @ Yes
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- Und_elwutmg approval Is required to offer more than one dental Participation requtrements.
cartier to your employees. Eligible Employees Participation
= Dental coverage is availsble to employers with two or more envolled 57 (Employer Pays 100% of Premium) 100%
employees, -
oy 2+ (Employees Contribute to Premium) 75%

» If the only employaes of a two-lsfe graup are hushand and wife, each — - _
must enroll separately as an employee and maintain eligibllity. The 2+ Eligible Employees with Spousal Waiver  50%

group is only eligible if a bona fide business entity exists, Voluntary Participation Requirements:
* Minimum empijoyer contribution toxlfvard emplayee premium is 25%. Eligible Employees Pa ,-'tidpaﬁon
s mini verage.
]h:s- minimum O?S “Dt_ apely to Voluntary coverage Traditional Preferred, PPO, Preventive Plus
« Retiree coverage is available to employers with 26 or more enralled 5, Employees Two enrolled employees or 25%
employees. . whichever is greater.
* Minimum age for retiree coverage is 65 for employers with 26 10 50 Agvantage Plus
enrolled employees and must be at [east 50 for 51+ enrolled 10+ Employeas Ten enrolled employees or 25%
employees, - whichever is greater
» Excluded class optionis: hourly, salary, union, non-union, management,  Prepald
non-management. 2+ Employees Twao or more enrolled employees
* It you do not maintain eligibility, underwriting, and participation Prepaid with orthodontia coverage

10 + employees Ten or more empioyees

e
0 % Dependent O o C\Hm’mm Md )

Are you offering dental coverage to retirees? O No O Yes I yes, required age: Minimum years of service;

Did you have prior group dental coverage? O No & Yes
ff yes, submit most recent carrier billing with effective and termination dates, -

Did your prior dental coverage include orthodontia? @ No Q Yes  PRD: No ', OHHD: Yes .

Will your employees have access to another carrler's dental covarage by viriue of their employment with you? & MNo O Yes
If yes, name of carrier:

IL-B0123-HD Thank you for cheosing Humana, Reorder#  1L-99555-HD 1272008
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The companies listed on this Employer Group Application, severally or collectively
as the context may require, are referred ta In this application as we, us and our,
You, the participating employer, policyholder, contracthelder, or group plan
sponsor, intend to establish, sponsay, and endorse an employea benefit plan
which will be governed by Employee Retirement Income Security Act of 1974
{ERISA}, You are the ERISA plan administrator.

Small emplayer mieans a persan, firm, corporation, partnership or association
actively engaged in buslness, which employed an average of at [east two but nat
more than 50 employees on business days during the preceding calendar year
and who employs at least two employzes on the first day of ite plan year, unless
otherwise provided under the state law. Entities that are affillated companies

or that are eligitle o file 3 combined tax return for the purpose of taxation, are
considered one employer,

You agree to make avallable your records which we determine ara relevant {o
this application and greup coverage for inspection by the Trustee, Administrator
us or our representative during your niormal business hours,

As claims edministrator with authority to make cfaim determinations as
described In Section 503 of ERISA, we may make decisions under the Policy or
Group Plan with respect to determining eligibility for coverage and paying claims
for benefits, intluding deciding appeals of denied claims.

You understand and agrea that failure to remit and pay premium when due

will he considered a default In premium payment, and that coverage will

be terminated by us, following a grace period of 31 days {rom the date of
ron-payment of premium, We may terminate your coverage according to the
termination section of the Policy or Group Plan. Except for non-payment of
B e e e e B R O R
SRS R

You, the participating employer, apply to participate In the Employers Health
Instrance Benedits Frust {No. 1 andior No. 3) for lnsurance coverage, which may
he modified from time to time, as underwritten

by us.

lfyyou are accepted, you acknowledge and agree on behalf of all persons who
obtain insurance coverage thraugh or under your application ta the Trust, that
the Trust Agreement, the provisions of the Trust, or ary other written instrument
the trustee signs on behalf of the Trust are fully binding upon you, The princlpal
dutles of the trustee are to hold the insurance policy{ies} through which
Insurance coverage Is provided for employers in accordance with the terms of

HUMANA.

Gufa’ance when you need it most.

HMO plans offered by Humana Health Plan, inc. PPQ, Classic
medical plans, Life and Short-Term Income Protection plans
insured or administerad by Humana Insurance Company.

[L-80123-BP 1272007
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premium or when a group or individual is not or has not beers eligibfe for
caverage, you will be provided with a 30 day advance wrilten netice, unless a
greater period is expressly specified in the Policy. If coverage is terminated by
us for non-payment of premium, you will still owe and we will coflect all due
premium including premium for the grace pericd,

You understand and agree that your coverage is renewed on a monthiy basls
sublect to timely payment of premium, We reserve the right to change the
premium rates on any premium due date, a3 permitted by applicable faw, after
your Insurance has been In effect under the Policy for six consecutive months,
You will recelve advance written notice.

For you to remaln efigible for the Pelley or Greup Plan, the eligibility,
underweiting and participation requirements must be maintained, for each
respective coverage. Faikire to maintain the plan eligibility, underwriting and
participation requirements will tarminate your coverage under the Polley or
Group Plan, Other termination provisions are stated In the Palicy or Group Plan.
Based upon our standard underwriting practice, we may require an employes
or dependent to submit Evidence of Health Status, We have the right to use
the Information provided by you and any applicant (emplayee o dependent)
to determine whether coverage will e provided, to determine aligibility and to
estabiish appropriate premiums. Any health refated information that has been
provided will not be used to dediine medical coverage unless permitted by law,
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the Trust Agreemant or any other wrltten i
behalf of the Trust.

TheTrust Agreement, any ather written instrument and the insurance policylies),
are available for inspecticn by you or by any covared parson through or under
your participation in the Trust, during normal business hours at our home affice,
Yau further understand and agree that the Trust and Trustee are not insurers.
You may withdraw from the Trust at any time subject to centain premiym
obligations describzd In the Employer Agreement section, thus terminating your
insurance coverage, provided written notice of termination is recaived by us prior
to the requested termination date,

HUMANA.

Specialty Benefits

Dental PPO and Traditional Preferred plans insured or

administered by HumanaDental Insurance Company or Humana
Insurance Company, Dental prepaid plans and AdvantagePius

dental plans offered and administered by CompBenefits Dental, inc.
Comphenefits Vision plan insured and administered by CompBenefits

Insurance Company.
Reerder# IL-99555-BP 3/2008




[nternal use only
. Group number:

ILLINOIS

Employer Group App'icatiOﬂ HUMANA / HUMANADENTAL / COMPBENEFITS

Please refer to your proposal ta complete this application. This document will form part of any contract issued.
Print clearly in black ink, and answer 2|l questions or indicate “not applicable.”

S e &MH

SRS e o S T”}'-Js“”"”" 5 *%“ —1;--?&-_ -. = ‘N- : Bk
f “dﬁ& ot hmloa_ufd Federal tax D umber (. - (.00 5975

Business name

Location address (not a PO, By 255 E. Whleony Ave..

City Ll}nba\r a State  T{ lpode (Y4 &  Couny Di/b F’Zzg\e_,
. \J

Do you have more than one location? 3 No O Yes

Billing adcress (if different) Yime ol olopue,

City ' State Zip code County

Nature of business or SIC number | ~e o, | e neir- Date company established J@{,9

Business status: Q Corporation O Partnership O Sole Proprietorship ‘5( Other. {explain} Loml GOVel nree

Business phone number  £,30y- ¢ S>D-54 18 Faxnumber (202082332

Managerent contact HW‘LG"LM_)\DMJ +_Administrative contact JA 2 bl 004 &}.,M_,%ﬁ-
Management contact e-mail 3ddress Auwinge K@i [[aaeo-qubwd org /

Management contact; Mother's maiden name
This will be used to gam access to the Employer Seif- Se.rv?ce Centerm wwHumana com.
e e G
e

;;ﬁ%,ﬁ;%lg,ﬁl E A i it ;
Requested effectwe date Iunc I 200‘1 How many employess are on your payroll? 300
How many hours per week must your employees work to be eligible? (select between 20 and 40 hours) Y1) -

Do you want to exclude a dass of employess? \i No O Yes
If yes, check class to exclude: (Cptions vary by plan. Refer to the Underwriting Requirements for each plan.)
O union Q nenunion O hourly Q salery O management O non-managament

How long must employees wait after hire date to become eligible? E(CI days QO 30days O 60days O 90 days
© Other, specify:

How many employees are eligible for coverage? QBY
New employee effective date provision: O First of month following waiting period {required for Medical MO or Prepad Dental plans)

QO Immediately following walting period 3 .
el * Tarke ol e

On alt plans, the employee termination date coincides with the effective date provision.
Is this employer required to comply with COBRA regulation? O No %Yes
Is this employer required to comply with state continuation regulation? © No ‘9{ Yes

Are any present or former employeesfdependents currently on or eligible o elect COBRA/State Continuation? O No O Yes
If yes, enter information below. Attach a separate sheet if necessary.

Name of applicant Qualifying event (e.g., termination of Date of Date COBRA or State
employment, divarce, etc,) qualifying event | Continuation coverage
terminates

IL-80123-BP 1272007 Reorderf IL-D9555-BP  3/2008
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You the employsr, understand, agree and reprasent:

* You have read this document and the Informatian you provided is accurate and complete to the best of your knowledge and belief and can be
substantiated by your business records.

= You have received and reviewed a proposal and the applicable regulatory infarmation required by your state.

* Neither you nor the agent/broker/producer has the authority to waive a camplete answer to any question, determine coverage or insteability, alter
any contract, bind us by making any promise or representation, or waive any of our other rights or requiremenis. No waiver or change will bind us
unless signed by an authorized officer of our company,

* The first monih's estimated premium {which may include a monthly admiristrative fe), and fully completed enrollment information for alf eligible
persons reguesting insurance coverage must be submitted with this application before action Is taken on this application, Unless we are informed
differently, we will perform a one-time electranic check conversian of the first month's premium payment from the account and for the amount

designated on the binder check.

* You will collect any employee contribution toward premium, Our acceptance of premium does not guarantee coverage.

* You will provide the documemation requested by us which establishes that all eligibility, underwilting, and participation requirements of the plan
are met.

* Cnly individuals who meet the eligibility requirements of the plan are eligible to maintain coverage,

* Providing incomplete, inaccurate, or untimely information may void, reduce, or increase past premium, or terminate an individual's coverage or the
group's coverage.

+ If choosing the HOHP Indexing plan, deductible and out of pocket amounts are established by IRS guidelines. Adjustments to these amounts by
the IRS will be made to the policy, without notice, upon renewa! of the group.

This document will form part of any contract Issued. Coverage is not in effect unless and unti) you receive written notification from us.

f this application is declined, we will return the premium deposit submitted with this application.

Do not cancel any current group coverage unti! you receive written notice from us that we have Issued coverage,
Dated on: By:

(month, date, year) {employer signature)

Dl S e
H‘j“ﬁ '-.EL%&EEE' ]
S

2..Agent/Agency. of Record
{for split-commissions):

Name (print)
Sodlal Security Number / Humana Agent Number Z¢-338M970 | Tax 1D/ Sodal Security Number / Humana Agent Number

Comission split: @ No © Yes ! Percentage ofsalest O Ng O Yes
I yes, percentage: {total should equal 100%) ; If yes, percentage: {total should equal 100%)

1. AgentfAgency of Record
{for-commissions and correspondence);

Name {print) Lof.k'h:ﬁ\ C.ompaﬁ €S

1. Writing Agent/Producer; 2, Writing Agent/Praducet:
Name (print)  Tarn Schaler Name (print)

Social Security Number

Percentage ofsales: O No O Yes
I yes, percentage: {total should aqual 100%}

Social Security Number

Commission spiit: O No O Yes
1f yes, percentage: (total should equal 100%)

General Agency
General agency information pertains to @’AgentlAgency af Record #1 O Agent/Agency of Record #2
Name {piint) | ek ban  Coveanies Tax ID / Humana Agent Number

Address S35 W. Monme  Suike Lo City ﬁh!’tagn State T Zip code {olfol

As the Writing Agent/Producer, | acknowledge that | am responsible to meat with the employer submitting this application in order to {uliy and
accurately represent the terms and conditions of the plans and services of the offering or insuring entity, or one of its subsidiaries, These provisions

gre avaitable to me and the employW' osure o7 other plan literature,
Writing Agent's Signature; / / ‘ / Date___S { Q_“f_! 09
" \M (/ ‘
IL-80123-BF 1212007 Rearder 1L-99555-BP 312008
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March 24, 2008

TO: William T. Lichter
Village Manager

FROM: Kathleen Dunne ¢ 1)
Human Resources Administrator

SUBJECT: Resolution for Discovery Benefits Section 125 Plans

The attached resolution provides for a new contract between the Village of Lombard and
Discovery Benefits. We are changing vendors due to several administrative issues with
our current vendor Wageworks. This contract provides for Section 125 Health Care
Reimbursement and Dependent Care Accounts. There will be a $5.25 fee per participant.






VILLAGE OF LOMBARD
REQUEST FOR BOARD OF TRUSTEES ACTION

Resolution or Ordinance (Blue) Waiver of First requested __
Recommendations of Boards, Commissions & Committees (Green)
Other Business (Pink)

X

TO: PRESIDENT AND BOARD OF TRUSTEES

FROM: David A. Hulseberg, Village Manager

DATE: March 15, 2011 Bof T) Date: March 23, 2011
TITLE: A Motion to Approve the Contract with ING Employee Benefits

(ReliaStar Life Insurance Company)
SUBMITTED BY: Kathleen Dunne, Human Resource Generalist
BACKGROUND/POLICY IMPLICATIONS:
The terms and conditions under the current contract for life insurance through ReliaStar Life
Insurance Company (provided by ING Employee Benefits) will remain the same for the next two
fiscal years, 'Y 2011 and FY 2013. A motion to approve the extension of the Life Insurance

Contract is requested. With approval, the Life Insurance Contract will be extended with the same
terms and conditions but at the decreased plan rate from June 1, 2011 to May 31, 2013.

FISCAL IMPACT/FUNDING SOURCE:

Village Attorney Date
Finance Director Date
Village Manager Date




