STATE AND SCHOOL EMPLOYEES' HEALTH INSURANCE PLAN

MONTHLY PREMIUM RATES
Effective January 1, 2021

Legacy - Initially hired before 1/1/2006
Horizon - Initially hired on or after 1/1/2006

LEGACY EMPLOYEES
BASE SELECT
TOTAL EMPLOYEE|] TOTAL EMPLOYEE
ACTIVE EMPLOYEE PREMIUM PORTION | PREMIUM PORTION
Employee* $389 $0 $409 $20
Employee + Spouse $814 $425 $893 $504
Employee + Spouse & Child(ren) $1,037 $648 $1,116 $727
Employee + Child $499 $110 $579 $190
Employee + Children $671 $282 $750 $361

HORIZON EMPLOYEES

BASE SELECT
TOTAL EMPLOYEE| TOTAL EMPLOYEE
PREMIUM _ PORTION | PREMIUM _ PORTION
$389 $0 $430 $41
$814 $425 $914 $525
$1,037 $648 $1,137 $748
$499 $110 $600 $211
$671 $282 $771 $382

*The State pays 100% of the employee's premium for Base Coverage. Active employees enrolling in Select Coverage must pay a portion of the employee

premium.

LEGACY RETIREES HORIZON RETIREES
RETIRED EMPLOYEE - NON-MEDICARE ELIGIBLE BASE SELECT BASE SELECT
Retiree $447 $470 $714 $739
Retiree + Spouse (Non-Medicare) $936 $1,026 $1,431 $1,524
Retiree + Spouse & Child(ren) (Non-Medicare) $1,192 $1,283 $1,600 $1,693
Retiree + Child $574 $640 $841 $909
Retiree + Children $771 $811 $1,038 $1,080
Retiree + Spouse (Medicare) N/A $666 N/A $935
Retiree + Spouse & Child(ren) (One or more Medicare) N/A $836 N/A $1,105
RETIRED EMPLOYEE - MEDICARE ELIGIBLE BASE SELECT BASE SELECT
Retiree N/A $196 N/A $196
Retiree + Spouse (Non-Medicare) N/A $752 N/A $981
Retiree + Spouse & Child(ren) (Non-Medicare) N/A $1,009 N/A $1,150
Retiree + Child N/A $366 N/A $366
Retiree + Children N/A $537 N/A $537
Retiree + Spouse (Medicare) N/A $392 N/A $392
Retiree + Spouse & Child(ren) (One or more Medicare) N/A $562 N/A $562

LEGACY HORIZON

COBRA BASE SELECT BASE SELECT
Participant $396 $417 $396 $438
Participant + Spouse $830 $910 $830 $932
Participant + Spouse & Child(ren) $1,057 $1,138 $1,057 $1,159
Participant + Child $508 $590 $508 $612
Participant + Children $684 $765 $684 $786
COBRA DISABILITY EXTENSION BASE SELECT BASE SELECT
Participant $583 $613 $583 $645
Participant + Spouse $1,221 $1,339 $1,221 $1,371
Participant + Spouse & Child(ren) $1,555 $1,674 $1,555 $1,705
Participant + Child $748 $868 $748 $900
Participant + Children $1,006 $1,125 $1,006 $1,156




STATE OF MISSISSIPPI
STATE AND SCHOOL EMPLOYEES’ HEALTH INSURANCE PLAN
APPLICATION FOR COVERAGE

PLEASE PRINT
Section A: Enrollee Information (all fields are required)

Employer Name

Social Security Number First Name Ml Last Name

Home Address State ZIP

City

Primary Telephone Number | Secondary Telephone Number | Personal Email Address

Gender
Male

Marital Status
Single

Date of Birth (mm/dd/yyyy) | Date of Employment/Retirement

|:| Female

|:| Married

Were you ever a full-time employee of a covered entity under the Plan prior to 1/1/20067? [ No (Horizon) Oves (Legacy)

If yes, please list your most recent (pre-1/1/06) employer and dates of employment:

If married, is your spouse a Plan participant? [Yes [INo If yes, Spouse Name and SSN:

Section B: Health Insurance Membership Agreement Authorization (CHECK ONLY ONE BOX, SIGN AND DATE)

O | hereby apply to ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/or my dependents hamed on this Application For
Coverage form through the State and School Employees' Health Insurance Plan (PLAN). | certify that all information provided by me on this
application is complete and accurate, and is the basis for providing coverage herein. | understand that any misrepresentation by me or my
dependents may result in the cancellation of my/our coverage under the PLAN. | understand that the coverage applied for is subject to all
exclusions, provisions, and limitations set forth by the Plan Document. | agree to be bound by all terms and conditions of the PLAN. | understand
and agree that if my application for coverage is approved, any requested coverage changes will be effective the date fixed by the PLAN or
its Administrator. | understand that if the requested coverage is approved, | am responsible for payment of the appropriate premiums and
hereby authorize for such payments to be payroll deducted, or as appropriate, withheld from my State of Mississippi retrement benefits.

O | hereby WAIVE COVERAGE in the State and School Employees’ Health Insurance Plan. | have been offered coverage (or am eligible for
continuation of coverage) through the PLAN, but | elect not to be covered. | understand that by waiving coverage at this time, | may only
request coverage for myself or myself and eligible dependents at an Open Enroliment Period or during a Special Enrollment Period. | understand
that if | am a retiree and | waive coverage, | will not be allowed to re-enroll or have my coverage reinstated at a later date. If you are waiving
coverage because you are currently covered under another health insurance policy, please complete Section D.

Enrollee Signature: Date:

Section C: Coverage

Enrollee Type:

|:| Employee - Legacy
D Employee - Horizon
|:| Retiree

[] coBra

|:| Surviving Spouse

Coverage Type:
Enrollee Only
|:| Enrollee + Spouse
[_]enroliee + Child
|:| Enrollee + Children
D Enrollee + Spouse & Child(ren)

Coverage Option:
(Choose Only One)

O Select

O Base (HIGH DEDUCTIBLE)

Do you have Medicare?
Medicare Number:

O ves O No

[[]“A” Effective Date:

|:|“B” Effective Date:

Reason for Entitlement:
[] Age ESRD

[] pisabiity

Are you a tobacco user? |:| Yes |:| No If yes, are you interested in participating in the Plan’s free cessation program? [ Yes [] No

Section D: Other Coverage Information

Do any of the persons listed on this application have other health insurance coverage?]Yes [JNo If yes, please provide the following:

Name of Individual Covered: 1. 2. 3. 4.
Policyholder’'s Name:
Policyholder’s Date of Birth:
Policyholder’s Insurance
Effective Date:
Policy Number:
Policyholder’s Employment
Status:

Insurance Company Name
address & phone #:

Active, Retiree or COBRA  Active, Retiree or COBRA Active, Retiree or COBRA Active, Retiree or COBRA

]

Coverage Type: O Group |:| Non-Group O Group DNon—Group O Group DNon—Group O Group [ Non-Group

Application for Coverage Mississippi State and School Employees’ Health Insurance Plan Healthl (1/17)



Enrollee Last Name: First Name: Enrollee SSN:
Section E: Dependents
Dependents to be Covered | Relation to Social Security | Date of Birth Address Current Status
(Last Name, First Name, M) Enrollee Number (mm/dd/yyyy) | (if different from Enrollee)
1. Spouse Employed?
[Omale [ ves
[Jremale [ No
2. [Json [ child under 26
[Jbaughter [JDisabled
3. [(Ison [ child under 26
[COpaughter [JDisabled
4. [Json [ child under 26
[]paughter []pisabled
Are any of the dependents listed above covered by Medicare Part A or Part B? [] Yes [INo
If yes, please provide the following:
Name Medicare Number Part A Effective Date Part B Effective Date Medicare Reason
Section F: Change Information
DAdd Enrollee: |:| Open Enroliment DMarriage |:|Birth DAdoption |:|Loss of Coverage due to Divorce
|:| Other: Requested Effective Date:
|:|Add Dependent(s): |:|Open Enrollment DMarriage DBirth DAdoption |:|Other:
(List all dependents in Section E.) Qualifying Event/ Effective Date:
DChange Coverage: |:| Base Coverage |:|Se|ect Coverage
[brop Dependent(s): [Jpivorce [Ipeceased [other:
Provide information below for dependents to be dropped:
Name Social Security Number Requested Termination Date
[] Other Changes (Explain):
FOR EMPLOYER / ADMINISTRATOR USE ONLY:  GROUP NUMBER: ENTERED BY:
New Legacy Employee, Requested Effective Date: DATE:
New Horizon Employee, Requested Effective Date: ’
Retiree, Requested Effective Date: VERIEIED BY:
COBRA, Requested Effective Date: DATE:
Surviving Spouse, Requested Effective Date: '
Change(s), Requested Effective Date:
Print
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MISSISSIPPI STATE AND SCHOOL EMPLOYEES' LIFE INSURANCE PLAN
RETIREE LIFE INSURANCE RATES

01/01/2014
Age Rate/$1000 $5,000 $10,000 $20,000
40 & under $0.20 $1.00 $2.00 $4.00
41 $0.22 $1.10 $2.20 $4.40
42 $0.24 $1.20 $2.40 $4.80
43 $0.26 $1.30 $2.60 $5.20
44 $0.28 $1.40 $2.80 $5.60
45 $0.31 $1.55 $3.10 $6.20
46 $0.34 $1.70 $3.40 $6.80
47 $0.38 $1.90 $3.80 $7.60
48 $0.42 $2.10 $4.20 $8.40
49 $0.47 $2.35 $4.70 $9.40
50 $0.52 $2.60 $5.20 $10.40
51 $0.57 $2.85 $5.70 $11.40
52 $0.63 $3.15 $6.30 $12.60
53 $0.69 $3.45 $6.90 $13.80
54 $0.76 $3.80 $7.60 $15.20
55 $0.85 $4.25 $8.50 $17.00
56 $0.94 $4.70 $9.40 $18.80
57 $1.05 $5.25 $10.50 $21.00
58 $1.20 $6.00 $12.00 $24.00
59 $1.35 $6.75 $13.50 $27.00
60 $1.50 $7.50 $15.00 $30.00
61 $1.65 $8.25 $16.50 $33.00
62 $1.80 $9.00 $18.00 $36.00
63 $1.95 $9.75 $19.50 $39.00
64 $2.10 $10.50 $21.00 $42.00
65 $2.25 $11.25 $22.50 $45.00
66 $2.40 $12.00 $24.00 $48.00
67 $2.55 $12.75 $25.50 $51.00
68 $2.70 $13.50 $27.00 $54.00
69 $2.85 $14.25 $28.50 $57.00
70+ $3.00 $15.00 $30.00 $60.00




STATE AND SCHOOL EMPLOYEES'’ LIFE INSURANCE PLAN
ENROLLMENT/CHANGE REQUEST FORM

Underwritten by Minnesota Life Insurance Company, an affiliate of Securian Financial Group, Inc.

Policy 33683-G
SECTION A: Employee/Employer Information
Employee/Retiree Last Name: First Name: MI: | Social Security Number: Birthdate: (MM/DD/YYYY):

Employee/Retiree Home Address: Email Address: Home Phone:

Alternate Phone:

Employer Name: Employer Phone:

Employer Address:

SECTION B: Coverage (NOTE: For more information on available coverage, contact Minnesota Life toll free at 877-348-9217)

ACTIVE FULL-TIME EMPLOYEE: Life benefits and Accidental Death and Dismemberment (AD&D) maximums are based on two times

the employee’s annual wage rounded to the next higher one thousand dollars, subject to a minimum of $30,000 and a maximum of

$100,000. The employee and employer each pay 50 percent of the monthly premium.

|:| New Employee — Applications made within initial 31 days of employment; coverage becomes effective on the first day of employment.

|:| Late Enrollee Applicant — Applications made after initial 31 days of employment will be subject to medical evidence of insurability;
coverage will become effective on the first day of the month after or coincident with date of approval by Minnesota Life. (Employee
must also complete the Minnesota Life GROUP LIFE INSURANCE EVIDENCE OF INSURABILITY form.)

Date of Employment:

|:| RETIRED EMPLOYEE: Life benefit amounts are limited to $5,000, $10,000 or $20,000. Retired employees are not eligible for AD&D
benefits. A retired employee should apply before, but no later than 31 days after the date active employee coverage terminates. A
retiree pays 100 percent of the monthly premium.

Date of Retirement: COVERAGE AMOUNT REQUESTED: [__] $5,000 [] $10,000 [] $20,000

|:| DISABLED EMPLOYEE: Life benefit amounts are equal to employee’s current benefit level at the time coverage ceases as an active
employee. Disabled employees must apply no later than 31 days from the date active employee coverage terminates. Minnesota Life
is solely responsible for evaluating applications for coverage continuation. Premiums are waived after the first nine months.

(Employee must also complete the Minnesota Life NOTICE OF DISABILITY and ATTENDING PHYSICIAN'S STATEMENT forms.)

Date of Disability:

SECTION C: Beneficiary Information

NOTE: You cannot designate your life insurance beneficiary on this form. To designate your life insurance beneficiary, please follow
the instructions below:
1. Log in to your myBlue site, https://myblue.bcbsms.com, and click on the My Benefits tab.

2. Scroll down to the Life Benefits section below Medical Benefits. This section will show you the effective date and amount of life
insurance coverage you have.

3. Click the link in the Life Benefits section and you will be redirected to Minnesota Life’s online beneficiary management tool. Follow
the instructions on the site to submit your beneficiary designation.

Once you submit your beneficiary information, a confirmation statement will be mailed to you. You may view or update your beneficiary
information any time by accessing Minnesota Life's website through the myBlue portal.

If you do not designate a life insurance beneficiary, any resulting life insurance benefits will be paid according to the defaults set
forth in the policy.

If you do not have Internet access, contact Minnesota Life toll free at 877-348-9217 to request a paper beneficiary designation form.

Enroliment/Change Request Form Page 1 of 2 MSLIFEAPP 12/2016



Employee/Retiree Last Name First Name Ml | Social Security Number | Daytime Phone

SECTION D: Authorization and Certification

I am applying for group term life insurance for myself through the State and School Employees’ Life Insurance Plan (Plan). |
understand that if my application is approved, coverage will become effective on the date fixed by the Plan or Minnesota Life.
I certify that all information on this form is true and complete to the best of my knowledge and belief. | understand that this
insurance is subject to all of the terms of the Plan of Insurance contained in the Minnesota Life Insurance Company, Group
Policy #33683-G, and summarized in the Certificate of Coverage provided to me. | understand that any misrepresentation by
me may result in the cancellation or rescission of coverage under the Plan.

| understand that if | am a late enrollee applicant, any insurance subject to evidence of good health or medical information will
not become effective until Minnesota Life gives its written consent. | understand that my eligibility may be affected in the event
| fail to sign this form within 31 days of the effective date of eligibility, or if for any reason my employer does not receive the
Enroliment/Change Request Form within a reasonable time following the event.

| understand and authorize that the appropriate premiums for the coverage requested will be deducted from my wages or
retirement benefits, as appropriate, and authorize release of employment and payroll information or other such eligibility
information to the Plan and/or Minnesota Life as needed to verify my eligibility, benefit amounts, or other such information
necessary in the proper administration of the Plan.

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

Employee/Retiree Signature (Required) Date

SECTION E: Waiver/Request to Cancel Coverage (Only complete this section to waive or cancel coverage.)

|:|Waiver of Coverage — | hereby decline to apply for life insurance coverage in the State and School Employees’ Life
Insurance Plan. | understand that an active employee who waives coverage in the Plan may apply for coverage at a later
date so long as he continues to qualify as an active employee. | further understand that late enrollee applicants are subject
to medical evidence of insurability that may result in coverage being denied. | understand that a service retired employee
or totally disabled employee who declines to apply for continuation of coverage in the Plan within 31 days of the date his
coverage ceases as an active employee, forfeits his right to participate in the State and School Employees’ Life Insurance
Plan and will not be allowed to apply at a later date.

|:|Cancellation of Coverage — | hereby request that my life insurance coverage in the State and School Employees’ Life
Insurance Plan be cancelled. | understand that an active employee who cancels his coverage in the Plan may apply for
coverage at a later date so long as he continues to qualify as an active employee. | further understand that late enrollee
applicants are subject to medical evidence of insurability that may result in coverage being denied. | understand that a
service retired employee or totally disabled employee who cancels his coverage in the Plan forfeits his right to participate
in the State and School Employees’ Life Insurance Plan and will not be allowed to apply at a later date.

SIGN BELOW ONLY IF YOU DO NOT WANT LIFE INSURANCE COVERAGE.

Employee/Retiree Signature Date

FOR QUESTIONS REGARDING THE STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN, VISIT THE PLAN'S WEBSITE AT
http://KnowYourBenefits.dfa.ms.gov/ OR CONTACT THE DFA-OFFICE OF INSURANCE AT 866-586-2781.

FOR PERSONNEL/PAYROLL USE ONLY

COVERAGE AMOUNT: REQUESTED EFFECTIVE DATE: | GROUP NUMBER: INFORMATION VERIFIED: (INITIAL AND DATE)
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