
BOS AGREEMENT NO. \q _ 00~-A' 

AMENDMENT TO BOARD OF SUPERVISORS 
AGREEMENT NO. 19-008 

This First Amendment to BOS Agreement No. 19-008 is entered into this ~ day of 
le~afW2020, by and between the COUNTY OF MENDOCINO, a political subdivision 

of the State of California, hereinafter referred to as "COUNTY" and PartnerRe America 
Insurance Company, hereinafter referred to as "CONTRACTOR". 

WHEREAS, BOS Agreement No. 19-008 was entered into on January 1, 2019; and 

WHEREAS, upon execution of this document by the Chair of the Mendocino County 
Board of Supervisors and PartnerRe America Insurance Company, this document will 
become part of the aforementioned contract and shall be incorporated therein; and 

WHEREAS, it is the desire of CONTRACTOR and COUNTY to extend the termination 
date set out in the original BOS Agreement No. 19-008, from December 31, 2019 to 
December 2020; and 

WHEREAS, Exhibit A, Excess Loss Policy, of BOS Agreement No. 19-008, is revised 
effective January 1, 2020 and attached here as Exhibit A 1; and 

WHEREAS, compensation payable to CONTRACTOR hereunder shall be as stated in 
the attached Exhibit A 1, for insurance stop loss services in calendar year 2020. 

NOW, THEREFORE, we agree as follows: 

1. The termination date set out in the original BOS Agreement No. 19-008 will be 
extended from December 31, 2019 to December 31, 2020. 

2. Exhibit A, Excess Loss Policy, of BOS Agreement No. 19-008 is revised effective 
January 1, 2020 and attached here as Exhibit A 1. 

3. Compensation payable to CONTRACTOR hereunder shall be as stated in the 
attached Exhibit A 1, for insurance stop loss services in calendar year 2020. 



All other terms and conditions of BOS Agreement No. 19-008 shall remain in full force 
and effect. 
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DEPARTMEN 

Budgeted: ~ Yes 

Budget Unit: 0715 -------- ---
Line Item: 862101 

-----------~ 

Grant: D Yes ~ No 

Grant No.: 

COUNTY OF MENDOCINO 

ATTEST: 
CARMEL J. ANGELO, Clerk of said Board 

By~~FPs:;~ 
I hereby certify that according to the provisions of 
Government Code section 25103, delivery of this 
document has been made. 

CARMEL J . ANGELO, Clerk of said Board 

INSURANCE REVIEW: 

, ... 
By: ------------~ 

Risk Management 

EXECUTIVE OFFICE/FISCAL REVIEW: 

APPROVAL RECOMMENDED 
· ;;.i-~· I {) 

By: ·~}_.J} ,(li1_ I •. .ft··~ 

Deputy CEO 

CONTRACTOR/COMPANY NAME: 

SEE A ITACll ED 

SIGNATURE PAGE 

NAME AND ADDRESS OF CONTRACTOR: 

Partnerf<e America Insurance Company 

450 San~e St., 4th Floor 

San Francisc:s;~. 94111 

By signing abov~ signatory warrants and 
represents that he/she executed this 
Agreement in his/her authorized capacity and 
that by his/her signature on this Agreement, 
he/she or the entity upon behalf of which 
he/she acted, executed this Agreement 

COUNTY COUNSEL REVIEW: 

APPROVED AS TO FORM: 

CHRISTIAN M. CURTIS, 
Acting County Counsel 

By: ___________ __ _ 

Deputy 

Signatory Authority: $0-25,000 Department; $25,001-50,000 Purchasing Agent; $50,001+ Board of Supervisors 
Exception to Bid Process Required/Completed 0 ______ _ 
Mendocino County Business License: Valid 0 
Exempt Pursuant to MCC Section: _______ _ 
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IN WITNESS WHEREOF, the parties hereto have executed this Agreement as of the day and 
year first above written. 
DEPARTMENT FISCAL REVIEW: CONTRACTOR/COMPANY NAME: 

SEE An'/\CllED 

SIGNATURE P /\GE 

DEPARTMENT HEAD 

Budgeted: ~Yes D No 

DATE 

Budget Unit: 0715 ___ ____,, _______ _ 
Line Item: 862101 \ 

-----;---------~ 

Grant: D Yes ~No \ 
I 
\ 

Grant No.: ' 

COUNTY OF MENDOCINO \ 

\ 

By:------~\:---_ 
CARRE BROWN, Chair \ 
BOARD OF SUPERVISORS \ 

ATTEST: \ 
CARMEL J. ANGELO, Clerk of said Boa.fd 

By: ___________ ~ 

Deputy 
\ . 

\ 
\ 

I hereby certify that according to the provisio~'s of 
Government Code section 25103, delivery of tH~s 
document has been made. \ 

NAME AND ADDRESS OF CONTRACTOR: 

PartnerRe America Insurance Company 

450 Sansome St., 4th Floor 

San Francisco, CA. 94111 

By signing above, signatory warrants and 
represents that he/she executed this 
Agreement in his/her authorized capacity and 
that by his/her signature on this Agreement, 
he/she or the entity upon behalf of which 
he/she acted, executed this Agreement 

COUNTY COUNSEL REVIEW: 

APPROVED AS TO FORM: 

CHRISTIAN M. CURTIS, 
Acting County Counsel 

By: _____________ _ 
\ Deputy 

CARMEL J . ANGELO, Clerk of said Board 

By:---------­
De ut 

INSURANCE REVIEW: 

By: 
Risk Management 

EXECUTIVE OFFICE/FISCAL REVIEW: 

APPROVAL RECOMMENDED 

By:------------
Deputy CEO 

\ 
\ 
\ 

\ 
\ 

I 

\ 

\ 
\ 

\ 
\ 

\ 

Signatory Authority: $0-25,000 Department; $25,001 -50,000 Purchasing Agent; $50,001 + Board of Supervisors 
Exception to Bid Process Required/Completed D ______ _ 
Mendocino County Business License: Valid D 
Exempt Pursuant to MCC Section: ________ _ 
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PartnerRe 
Excess Loss Insurance Policy 

PartnerRe America Insurance Company 
Wilmington, DE 
NAIC# 11835 

Mailing Address: 
450 Sansome Street, 4lh Floor 
San Francisco, CA 94111 
800 385 6802 

This Policy is issued to: 

Policyholder County of Mendocino 

Policy Number P0313123302 

Policy Period From: January 1, 2020 To: January 1, 2021 
{All insurance begins and ends at 12:01 A.M. standard time at the 
Policyholder's Principal Address as shown in the Schedule) 

The Company agrees to reimburse the Policyholder for certain benefits provided herein. Such 
reimbursement will be subject to all the terms and conditions of this Policy. 

This Policy is issued in consideration of: 
• the Application made by the Policyholder; 
• Disclosure and receipt of Claim Information; 
• the payment of the initial premium as of the Effective Date of this Policy; 
• the payment of all subsequent premiums when due; and 
• the continual compliance by the Policyholder with all terms and conditions of this Policy. 

This Policy is governed by the laws of the state of California. 

The provisions on the following pages are a part of this Policy. Please review this Policy carefully. 

Company obligations under this Policy are limited to the terms, cond itions and limitations of this 
Policy. We are not a party to, responsible for or a guarantor of the benefits provided under the 
Benefit Plan. We are not a Plan Administrator or a Fiduciary with respect to the Benefit Plan as 
those terms are used in the Employee Retirement Income Security Act of 1974, as amended. 

IN WITNESS WHEREOF, the Company has caused this Policy to be executed and attested and, 
where required by law, this Policy shall not be valid unless countersigned by its duly Authorized 
Representative(s ). 

\"Lli()· ~- . \"t'v~,o~ 

Kelly J. Munger 
President, PartnerRe Health 
PartnerRe America Insurance Company 
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7~~~~ 
Thomas L. Forsyth 
Corporate Secretary 
PartnerRe America Insurance Company 
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SECTION I - SCHEDULE OF INSURANCE 

In the event of a conflict between the terms, conditions and limitations of this Schedule of 
Insurance and the Excess Loss Insurance Policy, this Schedule of Insurance will control. 

1. POLICYHOLDER: County of Mendocino 
Principal Address: 501 Low Gap Road, Room #1326 

Ukiah, California 95482 

2. POLICY NUMBER: P0313123302 

3. POLICY PERIOD: Effective Date: January 1, 2020 
Termination Date: January 1, 2021 

4. CLAIM ADMINISTRATOR: Delta Health Systems, Inc. 
P.O. Box 80 Address: 
Stockton, California 95201 

5. EXCESS LOSS INSURANCE: 

a. SPECIFIC: ~ Yes D No 

i. Benefits To Be Covered: 
Medical 
Prescription Drug Plan 

ii. Coverage Period: 
Incurred in 36 months and Paid in 12 months 

Specific Deductible: $250,000 per Individual 
Individuals subject to an Adjusted Specific Deductible: 
Member ID# 818-05729@ $500,000 
Member ID# 818-01854@ $400,000 
Member ID# 818-01466@ $750,000 

Claims for individuals subject to the Adjusted Specific Deductible that exceed the 
Specific Deductible are excluded under any Aggregate Excess Loss Insurance. 

iii. Specific Benefit Percentage: 100% 

iv. Specific Premium: 
Single: 
Family: 
Composite: 

Covered Persons: 
560 
474 

1,034 

Premium Payable: Monthly 

v. Maximum Specific Benefit: 
Specific Lifetime Maximum: Unlimited 
Specific Annual Maximum: Unlimited 
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Premium Rate 
$61.38 
$150.37 
$102.18 
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b. AG GREGA TE: ~Yes 0 No 

i. Benefits To Be Covered: 
Medical 
Prescription Drug Plan 

ii. Coverage Period: 
Incurred in 24 months and Paid in 12 months 

Monthly Aggregate Monthly 
Aggregate Covered Expected Attachment Aggregate 

iii. Coverage Persons Claims Point% Attachment Point 
Single: 560 $571.97 125% 
Family: 474 $1,401.32 125% 
Composite: 1,034 $952.15 125% 

Minimum Annual Aggregate Deductible: $14,767,916 

Aggregate Limit of Liability: $1,000,000 per Coverage Period 

iv. Aggregate Benefit Percentage: 100% 

v. Aggregate Premium: 
Composite: 

Covered Persons: 
1,034 

Premium Payable: Monthly 

6. GENERAL CONDITIONS: 

Premium Rate 
$2.62 

$714.96 
$1,751.65 
$1,190.19 

a. All retirees are excluded under Specific and Aggregate Excess Loss Insurance Coverage 

b. Minimum Enrollment Required for Renewal of Coverage: 100 enrolled Covered Persons 
covered for Medical. 

c. Actively at Work requirement waived: Yes ~ NoO 

7. OPTIONAL ENDORSEMENTS: 

a. The following endorsement(s) are included in the Specific Excess Loss Insurance 
Coverage: 
i. Experience Refund 
ii. Plan Mirroring Coordination 
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SECTION 11 - DEFINITIONS 

Adjusted Specific Deductible means a separate Specific Deductible, if any, shown on the 
Schedule of Insurance for certain Covered Persons or Covered Dependents who are identified by 
name, member number or other means, which must be satisfied prior to any Specific Excess Loss 
benefits becoming payable under this Policy with respect to those Covered Persons or Covered 
Dependents. 

Administrative Manual means the document which details the administrative procedures and 
instructions to be followed by You in the payment of premium, submission of claims and 
administration of this Policy. 

Aggregate Attachment Point Percentage means the Aggregate Attachment Point Percentage 
as shown on the Schedule of Insurance. 

Benefit Month means any calendar month during which this Policy is in force. 

Benefit Percentage means the percentage of Eligible Expense the Company will consider eligible 
reimbursement after the application of the Specific Deductible or Adjusted Specific Deductible, if 
applicable or Annual Aggregate Deductible. 

Benefit Plan means a self-funded plan of benefits which the Policyholder provides for eligible 
Covered Persons and their eligible Covered Dependents. The benefits are described in a written 
plan document. A copy of the written plan document in effect on the Effective Date of this Policy 
is attached to the Excess Loss Insurance Application. Amendments to the Benefit Plan will be 
covered by this Policy when they become effective under such plan only to the extent provided 
in the Material Change Provisions section of this Policy. 

Claim Administrator means a firm or person which has entered into a written agreement with You 
to pay claims for the Benefit Plan and who has been approved by Us. The Claim Administrator 
acts on Your behalf and as Your agent and not as Our agent. The duties of the Claim Administrator 
under this Policy are described in the Claim Administrator Responsibilities section of this Policy. 

Claim Information means Complete Details following a Diligent Review of data requested by the 
Company in connection with the application for, or renewal of, this Policy on any claim Incurred, 
Paid or pended prior to Disclosure, the initial underwriting, the Effective Date of this Policy or the 
renewal of this Policy following the end of any Policy Period. 

Claim Disclosure Statement means the document submitted and signed by the Applicant, 
Policyholder or Claim Administrator which identifies and provides the Claim Information following 
a Diligent Review, upon which We will rely, to issue or renew the Policy, or to accept additional 
risk under the Policy at any time during the current Policy Period. 

Company, We, Us and Our means PartnerRe America Insurance Company. 

Complete Details means detailed information including but not limited to the Covered Person's 
or Covered Dependent's name, member number or other unique identifier, date of birth, admission 
date, estimated discharge date, diagnosis, prognosis (unless prognosis cannot be obtained due 
to reasons beyond the control of the Policyholder or its designated representative) and expenses 
incurred to date, on any Covered Person or Covered Dependent covered, or eligible for coverage, 
under a covered Benefit Plan. 
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Coverage Period means the time period as shown on the Schedule of Insurance. 

Covered Dependent(s) means, subject to the terms, conditions and limitations of this Policy, a 
Covered Person's dependent who is covered by the terms of the Benefit Plan . If a person becomes 
a dependent of a Covered Person and such dependent is covered under the terms of the Benefit 
Plan, coverage will be provided under this Policy for expenses Incurred by You on behalf of such 
dependent. 

Covered Person means a person enrolled in the Benefit Plan who is entitled to receive benefits 
under that Plan while this Policy is in force. A Covered Person includes: 

1. Legally employed covered employees of Yours; 
2. Participating COBRA beneficiaries; and 
3. Retirees, as defined by the Benefit Plan, may be Covered Persons if they are included 

on the Schedule of Insurance. 

Cost Containment Vendor means a third party contracted to reduce or control the cost of 
services or supplies provided to Covered Persons and Covered Dependents under the Benefit 
Plan. 

Deductible(s) means the Specific Deductible(s), Adjusted Specific Deductible(s), or Aggregate 
Deductible as shown in the SECTION I - SCHEDULE OF INSURANCE and as detailed in 
SECTION Ill , AGGREGATE EXCESS LOSS INSURANCE or Aggregating Specific Deductible, 
shown in the Aggregating Specific Deductible Endorsement. 

Diligent Review means a complete review by the Policyholder, its designated representative or 
the Claim Administrator prior to Disclosure, the initial underwriting, the Effective Date or the 
renewal of this Policy following the end of any Policy Period for Known potential Serious Claims. 
A claimant is Known if prior to or at the time of Disclosure, or Claim Information is requested the 
Policyholder had information about the claim, or could have reasonably been assumed to have 
had such information, had they conducted a Diligent Review. 

Disclosure Or Disclosed means the provision, following a Diligent Review, to the Company of 
Complete Details of all documentation requested, including but not limited to, the information 
requested on the Claim Disclosure Statement and in connection with the quote/proposal for the 
initial underwriting or for renewal underwriting of subsequent Policy Periods, membership 
information and Claim Information within the time period(s) specified by the Company in writing 
prior to the initial underwriting of this Policy, the Effective Date of this Policy or the renewal of this 
Policy following the end of any Policy Period. 

Domestic Claims are claims for Eligible Expenses provided by the Policyholder or at facilities 
named in the Schedule of Insurance to a Covered Person and for which benefits are payable 
through the Benefit Plan. 

Effective Date means the date shown on the cover page of this Policy and item 3. of the Schedule 
of Insurance. 

Eligible Aggregate Expenses means Eligible Aggregate Expenses as defined in the Aggregate 
Excess Loss Insurance section of the Policy if this coverage is elected by the Policyholder. 

Eligible Expenses means either Eligible Aggregate Expenses or Eligible Specific Expenses. 

Eligible Specific Expenses means Eligible Specific Expenses as defined in the Specific Excess 
Loss Insurance section of the Policy if this coverage is elected by the Policyholder. 
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Endorsement(s) means the document(s) listed in item 7 of the Schedule of Insurance and 
attached to this Policy that modifies the Policy by changing the coverage afforded under the Policy. 

Excess Loss Insurance means the coverage provided under this Policy, which provides benefits 
to You when Eligible Expenses which are Paid by You through your covered Benefit Plan(s) 
exceed the Deductibles defined in this Policy. 

Expected Claims means the amount of claims that, in the absence of an excess loss policy or 
other insurance or evidence of coverage, are projected by Us to be Incurred under a Benefit 
Plan covering health care expenses. 

Experimental Or lnvestigational, for the purpose of determining Eligible Expenses under this 
Policy, means a treatment, device, or drug that: 

1. is prescribed by a non-licensed Provider; or 
2. is governed by the United States Food and Drug Administration ("FDA") and the FDA has 

not approved the treatment, device or drug for the particular condition at the time the 
treatment, device or drug is provided; or 

3. except for "Approved Clinical Trials" as the term is defined in Title XXVll of the Public 
Health Service Act, Section 2709, is provided as part of an ongoing Phase I or II or Ill 
clinical trial as defined by the National Institutes of Health, National Cancer Institute or the 
FDA. In the event that an FDA approved drug or device is used for a particular condition 
during an ongoing Phase I or II or Ill clinical trial, and one or more other drugs or devices 
not FDA approved for such trial are also used, then all FDA approved and FDA non­
approved drugs or devices shall be considered experimental or investigational; or 

4. is documented in a major published U.S. peer-reviewed medical or scientific journal stating 
that further research, studies, or clinical trials are necessary to determine the safety, 
toxicity or efficacy of the treatment, device or drug; or 

5. is any treatment, device, drug or hospital confinement that arises from, relates to, or is 
provided in connection with the Experimental or lnvestigational treatment or drug whether 
or not the treatment, drug or hospital confinement, on its own, is considered standard of 
care or Medically Necessary. 

The Company will determine what is considered Experimental or lnvestigational for the purpose 
of determining Eligible Expenses under this Policy by reviewing the Claim Administrator's 
evaluation of the treatment, device or drug as well as studies, opinions and references to or by 
the American Medical Association, FDA, Department of Health and Human Services, National 
Institutes of Health, Council of Medical Specialty Societies, American Hospital Formulary Services 
Drug Information, American Academy of Pediatrics and any other association, federal program or 
agency that has the authority to approve medical testing or treatment. 

Incurred means the date on which services relating to an Eligible Expense were provided 
to a Covered Person or a Covered Dependent under the Benefit Plan. 

Known means information affecting the administration or underwriting of this Policy, which can be 
reasonably assumed that the Policyholder, its designated representative or Claim Administrator 
had knowledge of prior to or at the time of underwriting or a request for Disclosure or Claim 
Information. 

Independent Review Organization means the organization for external review as required under 
the Patient Protection and Afford able Care Act and as utilized by the Benefit Plan. 
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Managed Care Network means a Preferred Provider Organization (PPO), Exclusive Provider 
Organization (EPO), Point of Service Plan (POS), self-funded Health Maintenance Organization 
(HMO), or any Managed Care Network offered by You. 

Medically Necessary and Medical Necessity means a treatment, service, supply or medicine 
that: 

1. is within the scope, duration or intensity of that level of care which is needed to provide 
safe, adequate and appropriate diagnosis or treatment; 

2. is in accordance with generally accepted current professional medical practice, based on 
consultation with an appropriate service Provider; and 

3. involves only the use of drugs or substances that are not Experimental or lnvestigational. 

A treatment, service, supply or medicine will not be considered Medically Necessary if: 
1. it is part of a treatment plan that is considered to be Experimental or lnvestigational or for 

research purposes; or 
2. it is provided primarily as a convenience to the patient or the patient's family or the Provider 

of care. 

The fact that a physician may prescribe, order, recommend or approve a treatment, service, supply 
or medicine does not, of itself, make it Medically Necessary. 

Monthly Aggregate Attachment Point means the Monthly Expected Claims multiplied by the 
Aggregate Attachment Point Percentage, as shown on the Schedule of Insurance. 

Monthly Expected Claims means the amount of Expected Claims per month per Covered 
Person. The initial Monthly Expected Claims are as shown on the Schedule of Insurance. We will 
re-determine the Monthly Expected Claims on each anniversary of the Effective Date of Your 
coverage under this Policy and on the effective date of each Material Change to the Benefit Plan. 

Paid means the latest of the following dates: 
1. The covered expense is approved by You according to the terms of the Benefit Plan; and 
2. The draft or check is mailed, or the date the wire or other legal electronic transfer of funds 

has been issued by the Policyholder to the Covered Person or his or her assignee; and 
3. Sufficient funds are on deposit on the date the check, draft or electronic transfer is issued 

to permit the check, draft or electronic transfer to be honored. 

Policy means this Excess Loss Insurance Policy. 

Policyholder, You and Your mean You, the Policyholder, shown on the face page of this Policy, 
who is described in the Excess Loss Insurance Application and who is approved for coverage by 
Us under this Policy. 

Policy Period means the time period as shown on the Schedule of Insurance that is used in 
determining a Policyholder's eligibility for benefits under this Policy. The initial Policy Period is 
shown in the Excess Loss Insurance Application. Subsequent Policy Periods are shown on a 
separate, subsequent Schedule of lnsurance(s). 

Prescription Drug Plan means either a benefit provision of the Benefit Plan or a separate benefit 
plan maintained by You, under which prescription drug expenses are Paid independently of 
other medical expenses. 

Proof of Loss means Proof of Loss as defined in the Premium and Claims Provisions section of 
this Policy. 

ESL-1 OO-CA-2013 
10 

Issue Date 12/20/2019 



Provider means any hospital, physician or other person or facility that is licensed or otherwise 
authorized to provide health care services. 

Reasonable and Customary means the usual charge made by a Provider who renders or 
furnishes covered services, treatments or supplies; provided the charge is not in excess of the 
general level of charges made by other Providers who render or furnish the same or similar 
services, treatments or supplies to persons: 1) in the same geographical area; and 2) whose 
Injury or Illness is comparable in nature and severity. 

If the Policyholder, Benefit Plan or Claim Administrator has a contracted fee arrangement with 
certain Providers, "Reasonable and Customary" shall mean the lesser of the applicable fee as 
defined in that fee arrangement contract or the usual charge made by the majority of like Providers 
for the same or like service in the same geographical area in which the service or treatment is 
performed. 

Schedule of Insurance and Schedule mean SECTION I - SCHEDULE OF INSURANCE of this 
Policy. 

Serious Claim(s) means any claim for any Eligible Expense on any Covered Person or Covered 
Dependent Incurred or Paid or pended or expected to be Incurred by a Covered Person or 
Covered Dependent that may reasonably be assumed will exceed 50% of the Specific Deductible 
in this or in the next Policy Period. 

Specific Annual Maximum means the maximum amount of Eligible Specific Expenses We will 
apply towards the Specific Excess Loss benefit for a Covered Person or Covered Dependent 
during the Coverage Period. The Specific Annual Maximum is shown on the Schedule of 
Insurance. 

Specific Lifetime Maximum means the maximum amount of Eligible Specific Expenses We will 
apply towards the Specific Excess Loss benefit for a Covered Person or Covered Dependent 
during the Covered Person's or Covered Dependent's lifetime. The Specific Lifetime Maximum 
is shown on the Schedule of Insurance. 

Workers' Compensation means benefit payments to any eligible Covered Person or Covered 
Dependent as required by state law for accidents or occupational disease arising out of, or in 
connection with, the Covered Person's or Covered Dependent's employment. 
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SECTION Ill - EXCESS LOSS INSURANCE PROVISION 

SPECIFIC EXCESS LOSS INSURANCE: 

ELIGIBLE SPECIFIC EXPENSES 
Eligible Specific Expenses are those claims Incurred and Paid within the Coverage Period shown 
on the Schedule of Insurance. All such expenses must be eligible expenses under the terms of 
the Benefit Plan, Medically Necessary, and covered under the terms of this Policy. The Coverage 
Period and rates for Specific Excess Loss Insurance are shown on the Schedule of Insurance. 
A separate Schedule of Insurance applies to each Coverage Period. Eligible Specific Expenses 
are the benefits which We have determined to be properly paid by You. Such benefits must 
be Paid during the Coverage Period to or on behalf of a Covered Person or Covered Dependent 
according to the terms of the Benefit Plan. However, such expenses are subject to both the 
Exclusions section of this Policy and the Schedule of Insurance. Expenses Incurred under a 
Prescription Drug Plan will be included as Eligible Specific Expenses only if Prescription Drug 
Plan is shown as included on the Schedule of Insurance. All claims are subject to Our Claim Audit 
per the Miscellaneous Provisions of this Policy. 

The Company is not obligated to reimburse expenses which are not considered Medically 
Necessary; or are Experimental or Investigative procedures which are not recognized by the Food 
and Drug Administration of the United States Government or other authoritative body as generally 
accepted standards of medical practice. 

WHEN BENEFITS WILL BE PAID 
Specific Excess Loss benefits will be paid when a Covered Person or Covered Dependent has 
exceeded the Specific Deductible or Adjusted Specific Deductible, if applicable, during the 
Coverage Period shown on the Schedule of Insurance, subject to all of the terms, conditions and 
limitations of this Policy. Upon Our acceptance and approval of Proof of Loss, We will pay benefits 
to You for Eligible Specific Expenses that exceed the Specific Deductible or Adjusted Specific 
Deductible shown on the Schedule of Insurance for claims Paid that are: 

A. Incurred while the Benefit Plan is in effect; 
B. Paid according to the terms of the Benefit Plan; and 
C. Incurred and Paid during the Coverage Period shown on the Schedule of Insurance. 

AMOUNT OF BENEFIT PAYABLE 
The Specific Excess Loss benefit payable is subject to the Maximum Specific Benefit limitations 
shown on the Schedule of Insurance and shall be equal to the product of: 

1. The Specific Benefit Percentage, multiplied by 
2. The amount of eligible benefits Paid to or on behalf of a Covered Person or a Covered 

Dependent under the Benefit Plan during the Coverage Period which exceeds the Specific 
Deductible or Adjusted Specific Deductible, if applicable. 

The Specific Benefit Percentage, Specific Deductible and Coverage Period are shown on the 
Schedule of Insurance. 

TO WHOM BENEFITS WILL BE PAID 
Specific Excess Loss benefits will be paid to You. We will not make payment directly to any 
Covered Person, Covered Dependent, Provider or anyone else. You shall not represent Us as the 
insurer of benefits provided by the Benefit Plan. 
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AGGREGATE EXCESS LOSS INSURANCE: 

ELIGIBLE AGGREGATE EXPENSES 
Eligible Aggregate Expenses are claims Incurred and Paid within the Coverage Period as shown 
on the Schedule of Insurance. All such expenses must be eligible expenses under the terms of 
the Benefit Plan, Medically Necessary, and covered under the terms of this Policy. The Coverage 
Period and Monthly Expected Claims for Aggregate Excess Loss insurance are shown in the 
Schedule of Insurance. A separate Schedule of Insurance applies to each new Coverage Period. 
Eligible Aggregate Expenses are benefits which We have determined to be properly Paid by You. 
Such expenses must be Paid on behalf of a Covered Person or Covered Dependent according 
to the terms of the Benefit Plan. These expenses are subject to all of the terms, conditions and 
limitations of this Policy, including the Exclusions and Limitations section of this Policy and the 
Schedule of Insurance. Expenses Incurred under a Prescription Drug Plan will be included as 
Eligible Aggregate Expenses only if Prescription Drug Plan is shown as included on the Schedule 
of Insurance. All claims are subject to Our Claim Audit per the Miscellaneous Provisions of this 
Policy. 

Eligible Aggregate Expenses do not include: 

1. Benefits payable under any Specific Excess Loss or Excess Loss Insurance issued to You 
by Us or any other insurer; or 

2. Eligible Specific Expenses in excess of the Specific Deductible; or 
3. Eligible Specific Expenses in excess of the Specific Deductible for expenses Incurred by 

any Covered Person or Covered Dependent who is subject to the Adjusted Specific 
Deductible; or 

4. Any other benefits Paid by any other entity providing the same or similar coverage as 
the Benefit Plan during the Coverage Period. 

The Company is not obligated to reimburse expenses which are not considered Medically 
Necessary; or are Experimental or Investigative procedures which are not recognized by the 
Food and Drug Administration of the United States Government or other authoritative as 
generally accepted standards of medical practice. 

WHEN BENEFITS WILL BE PAID 
Aggregate Excess Loss benefits will be paid after the end of the Coverage Period if the deductible 
described below is satisfied, subject to all terms, conditions and limitations of this Policy. Upon 
acceptance of Proof of Loss, We will pay benefits to You for Eligible Aggregate Expenses that 
exceed the Annual Aggregate Deductible for claims Paid that are: 

1. Incurred while the Benefit Plan is in force; 
2. Paid according to the terms of the Benefit Plan; and 
3. Incurred and Paid during the Coverage Period shown on the Schedule of Insurance. 
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AMOUNT OF BENEFIT PAY ABLE 
The Aggregate Excess Loss benefit payable shall be equal to the product of: 

1. The Aggregate Benefit Percentage, multiplied by 
2. The amount of Eligible Aggregate Expenses Paid which exceeds the Annual 

Aggregate Deductible for the Coverage Period. 

The Aggregate Benefit Percentage is shown on the Schedule of Insurance. In no event will We 
pay more that the Aggregate Limit of Liability as shown on the Schedule of Insurance. 

ANNUAL AGGREGATE DEDUCTIBLE 
The Annual Aggregate Deductible for a Coverage Period will be the greatest of: 

1. An amount equal to the sum of 12 monthly amounts for the Policy Period where such 
monthly amount is equal the Monthly Aggregate Attachment Point, as shown on the 
Schedule of Insurance, multiplied by the number of Covered Persons covered under the 
Benefit Plan on the first day of each month of the Policy Period. If the Policy Period is 
less than 12 months, the sum of monthly amounts for the months completed will be 
divided by the number of months completed in the Policy Period and multiplied by 12. If 
the number of Covered Persons decreases, the decrease in the number of Covered 
Persons may not be reduced by more than 5% of the previous month's Covered Persons. 
During any period in which any of Your employees are absent from work due to a strike, 
lock out, or work stoppage, the number of Covered Persons will remain at the same level 
as for the month before the disruption began. 

If this Policy terminates during a Policy Period, the deductible will be based on a Policy 
Period of 12 full months. The Monthly Aggregate Attachment Point, multiplied by the sum 
of the monthly amounts for the months completed will be divided by the number of months 
completed in the Policy Period and multiplied by 12. Calculation of the deductible in this 
manner will not affect the termination of Aggregate Excess Loss benefits on the date this 
Policy actually terminates; or 

2. The Monthly Aggregate Attachment Point multiplied by 1,034, multiplied by 12; or 

3. The Monthly Aggregate Attachment Point multiplied by 85% of the number of Covered 
Persons under the Benefit Plan at the beginning of the eleventh month of the prior Policy 
Period, multiplied by 12; or 

4. The Minimum Annual Aggregate Deductible shown on the Schedule of Insurance. 

TO WHOM BENEFITS WILL BE PAID 
Aggregate Excess Loss benefits will be paid to You. We will not make payment directly to any 
Covered Person, Covered Dependent, Provider or anyone else. You shall not represent that 
We are the insurer of benefits provided by the Benefit Plan. 

SECTION IV - PREMIUM AND CLAIM PROVISIONS 

PAYMENT OF PREMIUMS: The premium rates and due dates for coverage provided under this 
Policy are shown in the Schedule of Insurance. The initial premium is due on the Effective Date 
of this Policy and subsequent premiums are due as specified on the Schedule of Insurance. For 
coverage under this Policy to remain in effect, each premium must be paid on or before its due 
date. You must pay the premium for this Policy to Us on or before the Premium Due Date. 
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GRACE PERIOD: A Grace Period of 31 calendar days will be allowed for the payment of each 
premium due after the first premium has been paid. This Policy will continue in force during 
the Grace Period . If a premium is not paid by the end of the Grace Period, this Policy will 
automatically terminate as of the last date for which premium was paid. We may deduct the 
amount of any premium due for a Grace Period from any benefit We may owe You under this 
Policy. 

PREMIUM RATES: The initial premium rates are stated in the Schedule of Insurance. We may 
change the premium rates: 

1. Whenever You amend or materially change the Benefit Plan; or 
2. When this Policy is amended; or 
3. On any Premium Due Date after the first Policy Period after We provide You with 45 

days advance written notice. 

PREMIUM DATA: You must provide a report to Us with each premium payment, in a form 
satisfactory to Us, that lists: 

1. The number(s) of participants in the Benefit Plan on the first day of the Benefit Month , as 
categorized under Coverage Description on the Schedule of Insurance; and 

2. The amount of premium paid. 

You acknowledge and understand that We use such premium data reports solely to process 
premium. Such premium data reports do not replace any report required, or which may be 
required, under the Reporting Requirements provision of this Policy. 

PROOF OF LOSS: You or the Claim Administrator must request payment and provide complete 
and accurate Proof of Loss, in form and content acceptable to Us, to support a claim within 90 
calendar days after the end of the Coverage Period. W e may deny any claim(s) received after 
the end of the 90 calendar day period. However, any claim that is either submitted, or that remains 
incomplete, more than 90 days after the termination of this Policy will be denied. In no event will 
the Company be liable for any claims if documentation acceptable to the Company to substantiate 
such claims is not received within the period of time specified above. 

PAYMENT OF CLAIMS: All benefits payable under this Policy will be paid to You and to no one 
else. In no event will the Company be liable for any claims which are not Incurred or Paid by the 
Policyholder within the Coverage Period indicated in the Schedule of Insurance. 

In the event charges for Eligible Expense Incurred and Paid by the Policyholder on behalf of any 
Covered Person or Covered Dependent during the Coverage Period stated in the Schedule of 
Insurance exceed, or are expected to exceed, the Specific Deductibl e, the Company shall have 
the right to appoint an administrator to represent its interest in the ongoing administration of the 
claim. Any cost incurred for the Company's administration of the claim shall be borne by the 
Company. 

The Policyholder must cooperate with the Company or its representative in a timely manner in the 
administration, investigation and the settlement of any claim payable under this Policy. 

OFFSET: The Company has the right to offset any claims payable to the Policyholder under this 
Policy against premiums due and unpaid by the Policyholder. This right will not prevent the 
termination of this Policy for non-payment of premium under SECTION VII - TERMINATION AND 
RENEWAL PROVISIONS. 
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REPORTING REQUIREMENTS: You are required to provide periodic reports to Us as described 
below. 

For Specific Excess Loss benefit reporting , You or the Claim Administrator must give notice to 
Us when the total amount of Eligible Specific Expenses Paid by You for a Covered Person or 
Covered Dependent equals or exceeds 50% of the Specific Deductible, or has the potential to 
exceed 50% of the Specific Deductible. Your failure to provide prompt notice may result in an 
adjustment of any Specific Excess Loss benefits payable to You, if any, to reflect any savings 
We could have obtained had prompt notice been given. Similar reporting shall be required for any 
Eligible Expenses Paid for a Covered Person or Covered Dependent subject to a Specific Adjusted 
Deductible as shown on the Schedule of Insurance. 

You or the Claim Administrator are required to provide Us with notice of any potential Specific 
Eligible Excess Loss claim within 31 days of the date: 

1. Covered Person's or Covered Dependent's Eligible Incurred Expenses exceed 50% of 
the Specific Deductible; or 

2. You or the Claim Administrator or Your medical management, utilization review, 
Prescription Drug Plan, precertification vendors, or any other party acting on Your behalf, 
are notified that a Covered Person or Covered Dependent has been diagnosed with, or 
treated for, a serious condition which, if Paid, would result in an Eligible Expense under 
this Policy that would equal or exceed 50% of the Specific Deductible. 

For Aggregate Excess Loss benefit reporting, You or the Claim Administrator are required to 
provide Us with a monthly report that lists: 

1. The total amount of Eligible Aggregate Expenses Incurred within the Coverage Period 
by any Covered Person or Covered Dependent and Paid by or on behalf of You during 
that Benefit Month; and 

2. The number(s) of participants in the Benefit Plan on the first day of the Benefit Month, 
as categorized under Benefits To Be Covered as shown on the Schedule of Insurance. 
The Aggregate Report must be provided to Us within 31 days after the end of each 
Benefit Month. 

SECTION V - EXCLUSIONS AND LIMITATIONS 

Eligible Expenses shall not include the following, whether or not such expenses are covered 
under the Benefit Plan, unless otherwise specifically included in the Schedule of Insurance: 

1. Any portion of an expense which You are not obligated to pay under the Benefit Plan, or 
which is reimbursable to You pursuant to or because: 

a. Another group health benefit program is or may be liable; 
b. The Covered Person or Covered Dependent is covered under, or eligible for, 

Medicare, the Railroad Retirement Program, or any similar federal, state or local 
program or statute; 

c. Services or supplies for the treatment of an occupational injury or sickness which 
are paid under any Workers' Compensation, occupational disease law or similar 
law whether or not the Covered Person claims his or her rights to such benefits; or 

d. Any coordination of benefits or non-duplication of benefits provision of the Benefit 
Plan. 
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2. Benefits Paid under the Benefit Plan which are in excess of Reasonable and Customary 
charges or result from any treatment, service or supply that is not Medically Necessary; 

3. Expenses associated with the administration of the Benefit Plan including, but not limited 
to , claim payment fees, PPO access fees, premium functions, medical review and 
consultant fees unless otherwise payable under the Reimbursement of Certain Fees 
provision, any tax liability, interest, or penalty imposed by any regulatory or taxing authority; 

4. Expenses Paid by You or the Claim Administrator relating to any litigation concerning the 
Benefit Plan, including, but not limited to, attorneys' fees, legal or investigative expenses, 
expert fees, extra-contractual damages, compensatory damages and punitive damages; 

5. Benefits Paid for expenses Incurred outside of the U.S. except in emergency situations. 
Emergency situations are defined as instances of a serious injury, the onset of a serious 
condition which requires immediate medical intervention to prevent death, or a serious 
impairment of health. Emergencies do not include elective care or care of minor illness 
or injury; 

6. Expenses which are Experimental or I nvestigational; 

7. Benefits Incurred by a Covered Person or Covered Dependent whose Known medical 
conditions were not accurately Disclosed to Us by You, Your designated representative or 
Claim Administrator at the time of Disclosure, the initial underwriting, the Effective Date or 
the renewal of this Policy following the end of any Policy Period. 

SECTION VI -MATERIAL CHANGE PROVISIONS 

MATERIAL CHANGE: You must give Us written notice within 31 days of any Material Change 
to the Benefit Plan which may have a material adverse financial, economic or other effect on Our 
liability under this Policy. Failure to provide such notice could result in termination of this 
Policy or denial of benefits payable on behalf of a Covered Person or Covered Dependent. 
Notice must be provided to: 

PartnerRe America Insurance Company 
Underwriting Department 

450 Sansome Street, 4th Floor 
San Francisco, CA 94111 

A Material Change includes, but is not limited to, a change to, or of, any of the following: 

1. The information disclosed by You upon which Our assessment of risk was based; 
2. The Benefit Plan; 
3. The Claim Administrator or Managed Care Network; 
4. An increase or decrease in the number of Covered Persons and Covered Dependents 

that exceeds 15% of the current number covered under the Benefit Plan; 
5. The insolvency or inability to pay obligations of You or the Benefit Plan; or 
6. A merger, acquisition or similar transaction involving You or any of Your affiliates or 

subsidiaries. 

If You amend the Benefit Plan, Managed Care Network, Claim Administer or change Your 
business so as to result in a material adverse financial, economic or other effect on Our liability 
or ri sk under this Policy, We will have the right to (i) recalculate Monthly Expected Claims and 
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Specific Excess Loss Premium Rates as shown on the Schedule of Insurance and continue this 
Policy, or (ii) terminate this Policy in accordance with the Policy Termination provision of this Policy. 
If We elect to continue this Policy, the new Monthly Expected Claims and Specific Excess Loss 
Premium Rate will be effective on the date specified by Us. 

BENEFIT PLAN AMENDMENTS: You must give Us written notice of any amendment to the 
Benefit Plan at least 31 days prior to the effective date of the amendment. If the amendment 
changes the benefits under the Benefit Plan, Your Monthly Expected Claims and Specific Excess 
Loss Premium Rate as shown on the Schedule of Insurance will be recalculated . Any revision to 
Your Monthly Expected Claims or Specific Excess Loss Premium Rate due to an amendment will 
become effective on the effective date of the amendment. If We do not receive notice from You 
prior to the effective date of the Benefit Plan amendment, We will determine if benefits are payable 
based on Your Monthly Expected Claims and Specific Excess Loss Premium Rate calculated (1) 
without the amendment or (2) with the amendment, whichever is greater. 

SECTION VII-TERMINATION AND RENEWAL PROVISIONS 

POLICY TERMINATION: This Policy will terminate on the earliest of the following circumstances: 

1. If You fail to pay the required premium by the end of the Grace Period, this Policy will 
terminate in accordance with the Premiums provision of this Policy. 

2. If the Benefit Plan terminates, this Policy will terminate on the date the Benefit Plan 
terminates. 

3. If You fail to maintain a minimum of 100 Covered Persons covered under the Benefit Plan 
at any time during the Policy Period, We may elect to terminate this Policy at the end of 
the first month during which there are less than 100 enrolled Covered Persons. 

4. This Policy will terminate at the end of the Policy Period unless You and We agree in 
writing to renew this Policy. 

5. If You or the Claim Administrator fail to satisfy any of its obligations under this Policy, We 
reserve the right to terminate this Policy by giving You 60 days advance written notice. 

We will not refund any portion of the premium paid by You if this Policy terminates during a Policy 
Period. 

If this Policy terminates prior to the end of the Policy Period, the Policy Period will be revised to 
end on the date of the effective date of the termination of the Policy and any specified number of 
months of the Coverage Period as shown on the Schedule of Insurance will be reduced by the 
number of months by which the original Policy Period was shortened. 

REQUIREMENTS TO RENEW COVERAGE: You may request this Policy be renewed. This Policy 
may not be renewed unless We approve Your request for renewal and all of the following conditions 
are satisfied: 

1. The number of Covered Persons enrolled in the Benefit Plan must equal or exceed the 
minimum enrollment shown on the Schedule of Insurance; 

2. You must furnish Us with information showing monthly Paid claims and enrollment data, 
organized by Benefits To Be Covered; 
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3. You must furnish Us with Claim Information and Disclosure for any Covered Person or 
Covered Dependent meeting the definition of Serious Claim; 

4. You must furnish Us with a census of all Covered Persons and Covered Dependents; 

5. You must furnish Us with a summary of the number of Covered Persons by residence zip 
code; and 

6. You must furnish Us with Your current Benefit Plan and any anticipated changes; and 

7. You must furnish Us with a summary report of Your Managed Care Networks(s), setting 
forth the average hospital discounts per day. 

Our approval to renew the Policy may be subject to terms, conditions and limitations. If we renew 
this Policy, We will furnish You with a revised Schedule of Insurance. 

SECTION VIII - GENERAL PROVISIONS 

ASSIGNMENT: You may not assign, pledge or transfer, in whole or in part, this Policy or any 
interest therein or any benefits payable hereunder without Our prior written consent. Any such 
action will be void and of no effect. 

CLERICAL ERROR: No clerical error, whether made by You, the Claim Administrator, or Us, that 
relates to recordkeeping, reporting, payment of benefits or premiums, will invalidate coverage 
otherwise validly in force or continue coverage otherwise validly terminated. However, upon 
discovery of such error or delay an equitable adjustment of premiums or benefits will be made. In 
the event that claims data and/or enrollment information furnished to Us is missing or incorrect, 
We have the right to recalculate the Monthly Expected Claims and Specific Excess Loss Premium 
Rate as shown on the Schedule of Insurance using the corrected information. 

CONFORMITY WITH STATE STATUTES: Any provision of this Policy which, on the Effective 
Date of this Policy, conflicts with any law of the state where this Policy is delivered, shall be 
deemed to be automatically amended to conform to the minimum requirements of such law. 

ENTIRE CONTRACT: The entire contract between You and Us consists of: 
1. The Policy; 
2. Your Excess Loss Insurance Application (a copy of which is attached to this Policy when 

issued); 
3. The Schedule of Insurance; 
4. The Claims Disclosure Statement (a copy of which is attached to this Policy when issued); 

and 
5. Any Endorsements included with and made part of this Policy. 
6. Administrative Manual 

All statements made by You shall be deemed representations and not warranties. No such 
statement shall be used in defense to a claim under this Policy unless it is contained in the written 
Excess Loss Insurance Application or Claims Disclosure Agreement and is signed by You or is 
attached to this Policy. 
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INDEMNIFICATION: You agree to indemnify, defend and hold Us harmless from any liability, 
damages of any kind, interest, penalties, or expenses (including without limitation, attorney fees) 
arising from, relating to or concerning in any way whatsoever, any dispute or legal action by or 
involving a Covered Person, Covered Dependent, or a provider of services to a Covered Person 
or a Covered Dependent. 

LEGAL ACTION: Legal action may not be taken to receive benefits until 60 days after the 
date Proof of Loss is received in accordance with the terms of this Policy. Legal action must be 
taken within 3 years after the date Proof of Loss is submitted. 

This Policy is deemed made in the state in which it was delivered, as shown on the face page 
of this Policy. Any lawsuits brought by either party against the other related to this Policy must 
be brought in that state and settled according to its laws. 

A clerical error is a mistake in performing a clerical function, such as typing, but does not include 
Your acts or Your failure to comply with the provisions of the Benefit Plan or this Policy. This 
paragraph shall not be construed in any way to impair Our rights under the Misrepresentation 
provision of this Policy. 

MISREPRESENTATION/MISSTATED DATA: The Company has relied upon underwriting 
information provided by You, the Claim Administrator or other party acting on Your behalf. If: 

1. You make any material misstatement, omission or misrepresentation, whether intentional 
or unintentional, in the information or documentation that You, the Claim Administrator or 
any other party acting on Your behalf provide to Us, and which We rely upon during the 
underwriting of this Policy; or 

2. After this Policy is issued, We learn of any expense or claim that was Incurred or Paid, but 
not reported to Us during the underwriting of this Policy, then, in such event: 

We reserve the right to deny any such claim, rescind this Policy or to revise the premium rates, 
deductibles, and terms, conditions and limitations of this Policy in accordance with Our 
underwriting practices in effect at the time the Policy was underwritten. Any such revisions may 
be made retroactive to the Effective Date. 

NO THIRD PARTY BENEFICIARY: The Policy is issued by Us to You, and to no one else. 
The provisions of this Policy are not intended to confer any benefits upon any person or entity 
other than You, and no person or entity is an intended third party beneficiary of this Policy. 

NON-PARTICIPATING: This Policy does not pay a dividend and shall not be entitled to share in 
Our surplus earnings. 

POLICY AMENDMENTS/CHANGES: We may amend this Policy on any renewal date. No 
change in this Policy is valid unless it is approved and signed by one of Our designated corporate 
officers or an Assistant Secretary. Agents or brokers do not have the right to change this Policy, 
waive any of its provisions, or bind Us in any way. 

PREPARATION OF POLICY: As You and We are both sophisticated entities, in the event of an 
ambiguity in or dispute regarding the interpretation of this Policy, interpretation of this Policy 
shall not be resolved by any rule providing for interpretation against the party who causes the 
uncertainty or against the drafter, and both You and We expressly agree that in the event of an 
ambiguity or dispute regarding the interpretation of this Policy, the Policy will be interpreted as if 
both You and Us had fully participated in the negotiation and preparation of this Policy. 
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REIMBURSEMENT: Your rights under the Benefit Plan to recover sums Paid during the 
Coverage Period on behalf of a Covered Person or Covered Dependent, are assigned by You to 
Us to the extent of any benefits paid under this Policy. You agree to promptly recover such sums, 
at Your cost, by initiating legal action or other effective means. Within 10 days of initiating any 
action or other means for recovery, You shall notify Us, and We shall have the right to intervene 
in any suit or other proceeding to protect Our reimbursement rights. We shall be entitled to 
receive full reimbursement to the extent of benefits paid under this Policy. 

REINSTATEMENT: If this Policy is terminated for non-payment of premium, We reserve the right 
to reinstate it as of the date it terminated upon payment of all outstanding premium. You must 
furnish all information requested by Us before We will consider reinstating this Policy. 
Reinstatement may be subject to terms, conditions and limitations. 

TIME LIMIT ON CERTAIN DEFENSES: After three years from the date of issue of this Policy no 
misstatements, except fraudulent misstatements, made by You in the application for such Policy, 
may be used to void the Policy or to deny a claim for loss incurred under the Policy commencing 
after the expiration of such three year period. 

YOUR BANKRUPTCY OR INSOLVENCY: Eligible Expenses will not be affected by Your 
bankruptcy or insolvency. In the event of Your bankruptcy or insolvency, subject to the terms, 
conditions and limitations of this Policy, We may pay to Your receiver, trustee, liquidator or 
legal successor amounts otherwise payable under this Policy. We will make such payments only 
if You have paid all required premiums and have Paid all eligible expenses under the Benefit 
Plan, and have complied with all Your obligations under this Policy. Nothing in this section shall 
increase Our liability beyond that which would have existed had You not become insolvent or 
bankrupt. 

SECTION IX - MISCELLANEOUS PROVISIONS 

CLAIM ADMINISTRATOR RESPONSIBILITIES: The Claim Administrator acts on Your behalf 
and as Your agent. If claims are Paid by a Claim Administrator, We may require that You provide 
Us with any information possessed by the Claim Administrator that will assist Us in administering 
this Policy. 

For Specific Excess Loss Insurance this includes but is not limited to: 
1. When expenses, Paid and/or pending, for a Covered Person or Covered Dependent 

exceed 50% of the Specific Deductible; 
2. Notification, regardless of the deductible amount, of any potential or planned organ 

transplant; 
3. Claim or claim report for any Covered Person or Covered Dependent who exceeds the 

Specific Deductible applicable to such Covered Person or Covered Dependent; 
4. Transplant contracts, case management notes, and any other documentation that may be 

needed in order for Us to properly determine how the Claim Administrator adjudicated 
the claim. If such items are considered proprietary by the Claim Administrator a written 
statement from the Claim Administrator providing the substance of the requested items 
may be accepted; and 

5. Documentation of any Experimental, lnvestigational or Medical Necessity review performed 
by the Claim Administrator in the determination of the eligibility of benefits paid under the 
Benefit Plan. 
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Similar reporting shall be required for any Eligible Expenses Paid for a Covered Person or 
Covered Dependent subject a Specific Adjusted Deductible as shown on the Schedule of 
Insurance. 

If Aggregate Excess Loss Insurance is included, the Claim Administrator's Responsibilities also 
include, but are not limited to, submitting a monthly report to Us in a format acceptable to Us 
showing the total amount of claims Paid and enrollment numbers detailed by coverage type. 

You are solely responsible for the actions of the Benefit Plan administrator, the Claim 
Administrator and any other agent of Yours. The Claim Administrator acts on Your behalf and 
not on Our behalf. The Claim Administrator is not Our agent. We are not responsible for any 
compensation owed to, or claims by, the Claim Administrator or other agents for services provided 
to, or on behalf of, You or the Benefit Plan. This Policy does not make Us a party to any agreement 
between You and the Claim Administrator, nor does it make the Claim Administrator a party to 
this Policy. 

CLAIM AUDIT: We may periodically examine any of Your or the Claim Administrator's records 
relating to the benefits under this Policy and any claims filed under the Benefit Plan. We have the 
right to audit all claims with respect to Eligible Expenses Paid under the Benefit Plan, in the event 
a claim for benefits is made under this Policy. 

INDEPENDENT REVIEW ORGANIZATION EXTENDED BENEFIT: In the event Eligible 
Expenses are Paid for a Covered Person or Covered Dependent due to a reversal by an 
Independent Review Organization of a previous denial of such expenses, and such covered 
expenses are then Paid after the Coverage Period, the Coverage Period to pay such expenses 
will be extended for a period not to exceed 12 months. We will consider the date the claim was 
denied as the "Paid" date under this Policy, provided: 

1. Such expenses are not eligible under any other coverage; and 
2. Such expenses are otherwise payable under the terms of this Policy. 

When Eligible Expenses are Paid pursuant to the terms, conditions and limitations of this 
Independent Review Organization Extended Benefit, such expenses will relate back to the 
Coverage Period in which they were Incurred and will be excluded from any other Coverage 
Period. 

If You terminate this Policy for any reason prior to 12 months following the Effective Date shown 
on the Schedule of Insurance, this provision will not apply. 

REIMBURSEMENT OF CERTAIN FEES: Eligible Expenses will also include the following fees 
Incurred and Paid by the Policyholder, if approved in advance of claim by Us: 

1. Hospital bill audits; 
2. Access to non-directed provider networks; 
3. Access to transplant provider networks; 
4. Negotiation of out-of-network bills; and 
5. Cost Containment Vendors. 

Such fees shall be considered Eligible Expenses only if You can demonstrate to Us that the 
services that generated the fees resulted in a cost savings to the Benefit Plan and Us. If You 
can demonstrate such a cost savings, We will consider such fee an Eligible Excess Loss Expense, 
up to 25% of such cost savings per Covered Person or Covered Dependent. 
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ST ATE ASSESSMENT LOADS: State and Federal laws may assess excess loss insurance 
carriers based on the number of that state's residents who are covered under excess loss policies. 
We shall have the right to increase premium rates to cover expected state assessment costs, 
based on the most current applicable assessment rates. 

STATE HEAL TH CARE SURCHARGES: If You pay a state health care surcharge in connection 
with the payment of Eligible Expenses, the health care surcharge shall be considered an Eligible 
Expense provided that the charges were submitted and duly noted as such. Penalties or fines 
associated with the health care surcharge or the underlying expenses will not be considered 
Eligible Expenses. 
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Experience Refund Endorsement 

PartnerRe America Insurance Company 
Wilmington, DE 

Mailing Address: 
450 Sansome Street, 4th Floor 
San Francisco, CA 94111 
800 385 6802 

Endorsement No.: ONE 

Effective Date: January 1, 2020 

Policyholder: County of Mendocino 

Attached to and forming a part of Policy No.: P0313123302 

PartnerRe 

This Endorsement modifies insurance provided under the Excess Loss Insurance Policy. It is 
hereby understood and agreed that the following changes are made and incorporated into the 
Policy: 

The Company may refund to the Policyholder a portion of the net profit from the Policy Period 
beginning January 1, 2020 and ending January 1, 2021 if the following conditions are satisfied: 

1. the gross premium due and paid for the Policy Period is not less than $1,000,000; 
2. the Policy is renewed for the subsequent Policy Period by Us; and 
3. the results of the refund calculation are a positive balance. If the refund calculation results 

in a negative balance, no refund will be paid. 

The amount of the refund will be 25% of the result of the following calculation: 
1. 60% of gross premium due and paid by You for the Policy Period, minus 
2. 100% of the Our Liability for the Policy Period, minus 
3. any deficit carried forward from the previous Policy Periods. 

For purposes of this Endorsement only, Our Liability means the total amount reimbursed by Us 
under this Policy for the Policy Period shown above. It includes any loss that was reimbursed 
under this Policy , audit and transplant access fees, eligible claim expenses and loss reserves 
established by the Us for the Policy Period. We have the sole discretion in determining the 
amount of the loss reserves. 

The calculation of the experience refund will be completed on the later of twelve (12) months 
after the end of the Policy Period or when Our Liability for the Policy Period is finally determined 
and both parties have agreed to settle and commute their interests and liabilities under this 
Policy. 

Except for the above, this Endorsement does not vary, alter, waive, or extend any of the terms 
of the Policy to which it is attached. 
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All other terms, conditions and limitations of the Policy apply to this Endorsement. 

In the event of a conflict between the terms, conditions and limitations of this Endorsement and 
the Policy, this Endorsement will control. 

This Endorsement if made part of the Policy to which it is attached. 

IN WITNESS WHEREOF, the Company has caused this Endorsement to be executed and 
attested and, where required by law, this Endorsement shall not be valid unless countersigned 
by its duly Authorized Representative(s) 

Vu~ ~- · '~"'"'"~'-~ 

Kelly J . Munger 
President, PartnerRe Health 
PartnerRe America Insurance Company 
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Thomas L. Forsyth 
Corporate Secretary 
PartnerRe America Insurance Company 
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Plan Mirroring Coordination Endorsement 

PartnerRe America Insurance Company 
Wilmington, DE 

Mailing Address: 
450 Sansome Street, 4th Floor 
San Francisco, CA 94111 
800 385 6802 

Endorsement No.: TWO 

Effective Date: January 1, 2020 

Policyholder: County of Mendocino 

Attached to and forming a part of Policy No.: P0313123302 

PartnerRe 

This Endorsement modifies insurance provided under the Excess Loss Insurance Policy. It is 
hereby understood and agreed that the following changes are made and incorporated into the 
Policy: 

Upon receipt of Proof of Loss acceptable to Us, We will reimburse You for payments of Eligible 
Expenses under Your Benefit Plan that are: 

1. Paid according to the terms of Your Benefit Plan; and 
2. Incurred and Paid during the Coverage Period shown on the current Schedule of 

Insurance. 

The expenses Paid by You shall be considered Eligible Expenses, but will be subject to 
exclusions 3, 4, 5, and 7 of the Exclusions and Limitations section of the Excess Loss Insurance 
Policy. 

All other terms, conditions and limitations of the Excess Loss Insurance Policy apply to this 
Endorsement. 

In the event of a conflict between the terms, conditions and limitations of this Endorsement 
and the Excess Loss Insurance Policy, this Endorsement will control. 

This Endorsement if made part of the Policy to which it is attached. 
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IN WITNESS WHEREOF, the Company has caused this Endorsement to be executed and 
attested and, where required by law, this Endorsement shall not be valid unless countersigned 
by its duly Authorized Representative(s) 

\ t LL ... ( '~-. '\'Y'vu_.,, 'liu/'-­

Kelly J. Munger 
President, PartnerRe Health 
PartnerRe America Insurance Company 

ESL-PMC-1 OO-CA-2013 
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Thomas L Forsyth 
Corporate Secretary 
PartnerRe America Insurance Company 
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PartnerRe 

CLAIMS DISCLOSURE STATEMENT 
Excess Loss Insurance 

Policyholder: County of Mendocino 

Polley Period: From: 1/1/20 To: 1/1/21 

This Claims Disclosure Statement must be completed and returned to PartnerRe America 
Insurance Company ("PartnerRe"). Prior to completing this Claims Disclosure Statement, 
Policyholder is required to perform a diligent review for potential Serious Claims by consulting with 
your administrator, utilization review and case management firm(s) to review claim information 
including, but not limited to, pre-certification information, disability and/or utilization review data, 
case management records, pended or denied clalm reports, hospital Inpatient logs and transplant 
waiting list(s). 

Serious Claims mean any expected or incurred claims that may reasonably be assumed to 
exceed 50% of the quoted Specific Deductible for any Covered Person or Covered Dependents 
in this Policy Period based on the following: 

1. Diagnosis; 
2. Current or ongoing condition or hospital confinement status; 
3. Potential for transplant; or 
4. Potential for receiving specialty drugs, blood factor products or blood derivatives. 

Serious Claims known by You, the Policyholder, from any delegated representative or claim 
administrator as of the date this Claims Disclosure Statement is signed, will be excluded from 
coverage unless Disclosed to and accepted by PartnerRe in writing. Known means information 
affecting the administration or underwriting of this Policy, which can be reasonable assumed that 
the Policyholder, its delegated authority or Claims Administrator has knowledge of at the time of 
underwriting or this Claims Disclosure Statement. 

Disclosed means PartnerRe's receipt, review and acceptance of the following information: 
1. Member ID/Name (or other unique Identifier) and Date of Birth; 
2. Admission date and estimated discharge date, if applicable; 
3. Diagnosis, current status, and treatment plan; 
4. Expenses incurred to date and estimated expenses to be Incurred or paid within this Policy 

Period; and 
5. Additionally, for Covered Persons identified as receiving, or having the potential to receive, 

specialty drugs, blood factor products or blood derivatives please provide: 
• Product name, dosage, frequency and cost per treatment 

It is Your duty as the Policyholder to provide current information for Covered Persons and Covered 
Dependents who may have been included In the information exchanged during the underwriting 
process and who meet the definition of Serious Claims at the time of signing this Claims Disclosure 
Statement. We retain the right to exclude coverage, adjust premium rates, deductibles or 
coverage terms if You fail to provide disclosure Information. 

Issue Dale 121212019 
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Policyholder Attestation: 
Based on the responsibilities detailed in this Claim Disclosure Statement, I or my authorized 
representative, confirm that all Serious Claims have been reviewed for any Covered Person or 
Covered Dependent expected to incur claims that may reasonably be assumed will exceed 50% 
of the quoted Specific Deductible based on the, diagnosis, current condition or hospital 
confinement status, potential for transplant, potential for receiving specialty drugs, blood factor 
products or blood derivatives based on review of all available reporting. 

If You or your authorized representative check No for any of the following please explain: 

Yes 
0 

No 
0 Large Claimant Reports/50% Notifications 

Case Management Utilization . 

Transplant Waiting Lists ...,. 0~ 11..vl- ~.£e.., r 0' 
D 
0" 
D 

D 
ff 
D 
Qf 

Pended or Denied Claim Reports ~ ~ "f(>""' 

Inpatient/Hospital Confinement Reports - Ar itwf 

Based upon the review of claim information, please confirm one of the following statements: 

0 Yes, I have Serious Claims to _Disclose. Please mfor to:. 

00 No, I have no Serious Claims to Disclose. 

After diligent review, I hereby represent and warrant Hmi thi!:;. Claims Disclosure Statement 
is complete and accurate to the best of my know ledge and ~H~l! ·'.l f and that nothing has been 
Intentionally omitted. It Is acknowledged that Partm:1f~r, America Insurance Company 
retains the right to exclude or otherwise adjust terms on :my Covered Person or Covered 
Dependents regarding this Claims Disclosure Statement. Should PartnerRe require 
additional Information on any Covered Person or Covered Dependents disclosed, we agree 
to provide access to that information so PartnerRe may evaluate the risk and provide final 
terms. 

INSURANCE FRAUD WARNING: Any person who with Intent to defraud or knowing that 
he/she Is facilitating a fraud against an Insurer, submits an application or files a claim 
containing a false or deceptive statement, or conceals information for the purpose of 
misleading, Is guilty of Insurance fraud and Is subject to criminal and/or clvll penalties as 
defined by your state statutes. 

Date 

Title 

Issue Date 12/2/2019 CDS0519 
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This Claims Dlsclosure Statement Is attached to and becomes a part of the Excess Loss 
Insurance Polley under the Entire Contract provision of the Polley. 
If this Claims Disclosure Statement or any attachments contains personal and Protected Health 
Information under HIPAA it should only be transmitted In a HIPAA compliant medium. 
DO NOT SEND VIA AN UNSECURED E-MAIL TRANSMISSION. 

Accepted by PartnerRe America Insurance Company: 

~Yes D No, the following Special Conditions of Coverage will apply: 

k~1~ 
Underwriter Date ' 1 

Special Conditions of Coverage: 
NIA 

Issue Date 12/5/2019 CDS061€ 
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PartnerRe 
Excess Loss Insurance Application 

PartnerRe America Insurance Company 
Wilmington, DE 
NAIC# 11835 

Mailing Address: 
450 Sansome St., 4th Floor 
San Francisco, CA 94111 
800 385 6802 

The Applicant hereby applies for the Excess Loss Insurance Policy. 

1. POLICYHOLDER: County of Mendocino 
Principal Address: 501 Low Gap Road, Room #1326 

Ukiah, CA 95482 

Are subsidiary or associated entities to be included? D Yes [8J No 
If Yes, please provide a list of their Full Legal Name(s) and Address( es). 

2. POLICY PERIOD: Effective Date: January Q1, 2020 
Ter.mlnation Date: January 01, 2021 

3. POLICYHOLDER INFORMATION: 

i. Standard Industrial Classification (SIC): 9111 

ii. 0 Corporation D Partnership D Sole Proprietorship 

If other, please specify: Executive Offices 

iii. Nature of Policyholder's Business: Municipality 

4. CLAIM ADMINISTRATOR: 
Address: 

Delta Health Systems, Inc. 
P.O. Box 80 
Stockton, CA 95201-3080 

5. EXCESS LOSS INSURANCE: 

a. Specific Excess Loss Insurance: [81 Yes 0 No 

i. Specific Deductible: $250,000 per Individual 
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Individuals subject to an Adjusted Specific Deductible: Member ID# 818-05729 at 
$500,000. Member ID# 818-01854 at $400,000 and Member ID# 818-01466 at $750,000. 

Claims for individuals subject to the Adjusted Specific Deductible that exceed the 
Specific Deductible are excluded under any Aggregate Excess Loss Insurance. 

Ii. Coverage Period: Incurred in 36 months and Paid In 12 months 

b. Aggregate Excess Loss Insurance: ~Yes 0 No 

i. Monthly Aggregate Attachment Point: $1,190.19 per Composite per month 
Monthly Aggregate Attachment Point: $714.96 per Single per month 
Monthly Aggregate Attachment Point: $1, 751 .65 per Family per month 

ii. Coverage Period: Incurred in 24 months and Paid In 12 months 

The coverage afforded by this Application is based upon the Excess Loss Quotation dated 
December 18, 2019 attached hereto, incorporated herein, and Is conditioned upon receipt, review 
and acceptance by PartnerRe America Insurance Company ("PartnerRe"), on or before December 
31, 2019, of all outstanding information as detailed In Special Notations section of the quotation. 
Additional underwriting adjustments, Including changes to terms, premium or specific deductibles 
on certain individuals, may be required. 

This Application is based upon claim details, enrollment, eligibility, Benefit Plan and other 
information provided by Applicant to PartnerRe. Any known material change in such information 
must be reported to and agreed upon by PartnerRe prior to coverage becoming effective. 

The coverage afforded by this Application is to be effective from 12:01 A.M. standard time on the 
Effective Date stated above at the Policyholder's address, provided the first month's premium is 
paid in full and that the Claims Disclosure Statement and this Application are accepted and 
approved by PartnerRe. The coverage afforded by this Application is subject to all terms and 
conditions of the Policy in current use by PartnerRe. This Application and Claims Disclosure 
Statement will become a part of the Policy when Issued. 

This Application assumes the Producer/Agent of Record is duly licensed as required by law and 
has been appointed with PartnerRe America Insurance Company in the state in which the 
Policyholder Is located and the Policy is to be delivered. 

By signing this Application and the Claims Disclosure Statement, the Applicant represents that all 
statements, answers and information provided to PartnerRe are complete and true to the best of 
its knowledge. Applicant further acknowledges and agrees (i) that such statements, answers and 
information provided and in the Claims Disclosure Statement, together with a copy of the Benefit 
Plan and other information attached to this Application or furnished to PartnerRe, are submitted 
by the Applicant as an inducement to and will be relied upon by PartnerRe in underwriting this risk 
and determining whether to accept this Application and issue the policy being applied for; (ii) if 
such statements, answers and information is/are incomplete or untrue and such Incompleteness 
or falsity is material to the risk to be Insured by PartnerRe, any policy issued by PartnerRe may 
be rescinded and/or any benefits that might otherwise be payable thereunder may be denied; and 
(iii) the Applicant has fully read and understands this completed Application and the Claims 
Disclosure Statement. 
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I hereby agree to the terms as stated above and warrant that I am duly authorized to execute this 
acceptance: 

Applicant Signed By: 

~w>. a >Q x""\xu . 
Its Corporate Officer or Authorized Representative Date 

Title i 
946000520 
FEIN# 

Accepted by PartnerRe America Insurance Company: 

hk~ //) /1f /;f 
Date I 1 

Title 

NOTICE TO CALIFORNIA APPLICANTS: FOR YOUR PROTECTION CALIFORNIA LAW 
REQUIRES THE FOLLOWING TO APPEAR ON THIS FORM: A PERSON WHO MAKES A 
FALSE STATEMENT IN AN APPLICATION FOR INSURANCE WITH ACTUAL INTENT TO 
DECEIVE OR WHICH MATERIALLY AFFECTS EITHER THE ACCEPTANCE OF THE RISK OR 
THE HAZARD ASSUMED BY THE INSURER WILL BE BARRED FROM RECOVERY UNDER 
THE POLICY. 
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EMPLOYER EXCESS Loss auor ATION Partner Re 

-Policyholder: PartnerRe America Insurance Company ("Company'J -
County of Mendocino Wilmington, DE (NAIC# 11835) 
501 Low Gap Road, Room #1 326 450 Sansome Street, 4th Floor 
Ukiah, CA 95482 San Francisco, California 94111 

Policy Period: January 01, 2020 - January 01, 2021 

PartnerRe America Insurance Company 
Ratings: Standard & Poor's: A+ Moody's: A1 A.M. Best: A+ Fitch: A+ 

Claim Administrator: Delta Health Systems, Inc. 
Status: 
Preferred Provider Network: 
Benefit Plan Basis: 

Single Employees: 
Family Employees: 
Total Employees: 
Retirees: 

Commission%: 

Specific Deductible: 
Specific Annual Maximum: 
Specific Lifetime Maximum: 

Specific Benefit %: 
Coverage Period: 
Plan Benefits Included: 

Monthly Specific Premium Rates 
Single: 
Family: 
Composite: 

Estimated Premium Per Policy Period: 
Minimum Premium: 

Aggregate Limit of Liability: 

Loss Limit Per Person: 
Aggregate Attachment Point %: 
Aggregate Benefit %: 
Coverage Period: 
Plan Benefits Included: 
Monthly Aggregate Attachment Points 

Single: 
Family: 
Composite: 

Minimum Aggregate Attachment Point: 
Aggregate Run in Limit: 
Aggregate Composite Premium Rate: 
Es timated Premium Per Policy Period: 

Approved 

Blues 
Current Plan 

560 
474 

1,034 
Not Included 

SOLD 
15% 

SPECIFIC STOP LOSS 
$250,000 

Unlimited 
Unlimited 

100% 
36112 

Medical & Rx 

$61.38 
$150.37 
$102.18 

$1,267,778 
$0 

AGGREGATE STOP LOSS 
$1,000,000 

$250,000 
125% 
100% 
24112 

Medical & Rx 

$714.96 
$1,751.65 
$1,190.19 

$14,767,916 
$0 

$2.62 
$32,557 
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PartnerRe 

Special Notations 

This Quotation is tentative and subject to receipt, review and acceptance of the following information by 
the Company, which is critical to coverage structure and premium rating. Additional underwriting 
adjustments, including changes in terms and higher specific deductibles on certain individuals, may be 
required. 

1. Quote is firm with receipt and approval of pre-certification, pending/unpaid/denied claim reports and 
executed/signed disclosure by 12/16/19. 

3. For Plan Mirroring - Current copies of the Plan Document, all Amendments and Restatements of the Plan 
Document and proposed changes are required to be submitted and approved by PartnerRe prior to binding 
coverage 

4. All claim reporting submitted from the selected Administrator should be provided to PartnerRe in sortable 
Microsoft Excel format throughout the Policy and Proof of Loss Periods. Failure to do so could result in a 
delay of claim reimbursements. 

5. Actively at Work is waived with receipt and acceptance of the PartnerRe Claim Disclosure Statement. 

6. This Quotation assumes that the AgenUBroker is operating under the appropriate license in which the risk is 
domiciled. The AgenUBroker license and appointment with PartnerRe will be required prior to binding 
coverage. 

7. This Quotation is subject to cancellation or revision prior to the binding of coverage. 

8. The statements herein may vary from the final Policy wording. The final Policy wording along with the Excess 
Loss Insurance Application and Claims Disclosure Statement shall govern over any inconsistency with the 
wording herein. 

9. The Company will pay the Policyholder 25% of the NET profit for this Policy after both parties have agreed to 
commute the Policy for the specific policy period. Net profit means 60% of gross premium, minus 100% of 
the total amount reimbursed by Company and any deficit carry-forward from prior policy year(s). Experience 
refund is payable only if the gross premium is not less than $1,000,000, the results of the refund calculation 
are a positive balance, and the Policyholder renews coverage with the Company for a subsequent Policy 
Da .. in~ haninninn 1 /1 /')1 

10. The following 3 individuals have an Adjusted Specific Deductible: 
818-05729@$500,000 
818-01854@ $400,000 
818-01466@ $750,000 

To ensure a smooth transition and to maximize cost containment iniOatives, PartnerRe offers an implementation meeting to each new 
client. Our goal is to understand the specific needs of the Policyholder and to offer solutions that meet their unique requirements. 

Terms presented in this Quotation expire on: 

Susan Kistner 
Senior Underwriter 
PartnerRe America Insurance Company 

December 20, 2019 
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