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e | MONTANA STATE AUDITOR INSWASSOCIATIONM APPFLY
o) JOHN MORRISON Montana Small Business Health Care Affordability Act

COMMISSIONE INSURANCE
CoMMI ngﬁgﬁ 8; ISESC.%I;{ITI%S Please complete and return to:  Montana State Auditor’s Office
840 Helenz Avenue

840 Helena Ave, + Helena, MT 59601 ¢ 800-332-6148 Helena, MY 59601
?

Fax: 406-444-3497

Please note that in_addition to completing this application form, vbu must _slso include the following
attachments: , .

e The Association health plan’s outline of coverage as required by 33-22-521, MCA, including but not limited to the
following information: plan deductible(s), coinsurance(s), co-payments, member out of pocket maximum(s), up-front
preventative benefits offered, lifetime maximom(s) of the policy, preseription drog coverage(s), dental coverage(s),
vision coverage(s), and policy exclusions, If the insureds are offered a choice of cost-sharing options, please show all
options available, as well as the percentage of insureds that choose those options.

»  Schedule of rates, incleding the number of age-bands and health tiers used, as well as base rate(s) for the plan(s) and
network(s) of coverage.

Copies of policies and certificates offered.
Health insurance application form as well as any fellow-up materials, including health status questionxaires,
associated with this form.

« Association or Organization mission statement and/or list of services and benefits aside from health insurance
available to members.

i "Demographic Information (must be complete

Association Name

Montana  Febail  Association
Contact Name and Title
bad Griflen MEA  Boavd  Lresi dewt-

Address City State Zip Code

s Pl Spide b (i lings MT Sz
Msiling Address if Difforent ! City ’ Statc Zip Code
Telephone Fax Ermail Address ’Stmn Tax [D
[400) 24~ 100S _ [Hpb) A%k~ 0188 bhradgeiflen £ \g0con et Ue2za istawrit
Plesss List Any Additiona) Compsny Names ) 4 i

Please answer the following guestions. _ - .

1. Who is the insurer(s) of the Association Heslth Plan? WWestern WMuduad ‘ WSuyountd wa\ Pamy

2. Is the Association Health Plap fully insured? \465

3, Havc your insurance polim;es been approved by the Department of Insurance 43 employer-sponsored group health plans? Please
submit proof of form approval, or a palicy form pumber for verification putposes? Yos, ser efthic < gt

4. s the Association a Bona Fide Association as defiped in MCA 33-22-18037 \{1"5"

(2) Has been actively in existence for at Jeast 3 years; .

() Was formed and has been maintained in good faith for purposes other than obtaining insurance; . ‘

(c) Doesnot condition membership in the association on 2 health status-related factor relating to an individual, including an
employee of an employcr or a dependent of an employee;

(d) Makes health insurance coverage offercd through the association availuble to 2 member regardless of a health status-related
factor relating to the member or an individual cligible for coverage through 8 mwember; and ‘ . Ny

() Does not make health insurance coverage offered through the association available atbet than in connéction with 2 member of the

association.
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5. Is the Association a Non-Bona Fide Association as defined in ARM 6.6.50607 No . ;
A “non-bona fide association” mesns an association which meets the requirements listed in 33-22-1803(7), MCA, except:

(a) The association must have been actively in oxistence for at least 2 years

Approximnately how long until the Association becomes Bona Fide?

6. What are the employer contribution requirements for the p]aﬁ(s)‘? %0% E% ~Huo fzm!{ 2'@5{ e (&B"

7. What are the gmplgyee participation requirements of the plan(s)? )
Ser__tacked  slect

8. Within the Association policy, are the employers or employees offered a choice of plans? If so, please describe.
Ves, ser  ptbiched  <luck

9. Do rates within an individual small group vary based on the age of the participants? ‘{f’S ! ﬂ;ﬁggﬁ: £ vi S?By_g_’}ﬁmct

chekad .

10. Are you in cousplisnce with Montans Code Annotated 33-22-18097 The  Assccighon g Ehe }H‘ ‘RW

Pleasc attach a copy of your Jast actuarial certification as required by 33-22-1809(5)

Huse l’*fqu/%rww:{s‘ Puase reder o “fhe enolosesl
ooy B e Tsla Ll Pom e Fodibes
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