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To: Kelli Burgess <kburgess@myokaloosa.com>; Kelly Bird <kbird@myokaloosa.com> 
Subject: Fwd: 10/01 Okaloosa County Retiree Renewal 

Ladies, see below and attached from Lynn. 
I am in Boston but I wanted you to get this ASAP. 

Sent from my iPhone 

Begin forwarded message: 

From: Lynn Hoshihara <lhoshihara@myokaloosa.com> 
Date: August 23, 2022 at 9:48:48 AM EDT 
To: DeRita Mason <dmason@myokaloosa.com> 
Cc: "Parsons, Kerry" <KParsons@ngn-tally.com> 
Subject: Re: 10/01 Okaloosa County Retiree Renewal 

DeRita, 

With the attached changes, this is approved. 

Lynn M. Hoshihara 
County Attorney 
Okaloosa County, Florida 

Please note: Due to Florida's very broad public records laws, most written communications to or from County 
employees regarding County business are public records, available to the public and media upon 
request. Therefore, thls written e-mail communication, including your e-mail address, may be subject to public 
disclosure. 

From: DeRita Mason 
Sent: Friday, August 12, 2022 10:43 AM 
To: Lynn Hoshihara 
Cc: 'Parsons, Kerry' 
Subject: FW: 10/01 Okaloosa County Retiree Renewal 

Good morning, 
Earlier this week, you advised us that we would need a separate agreement regarding the below 
issue with retiree billing. 
Please review and approve the attached. 

Thank you, 
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CONTRACT: C22-3227-RM 
MILLENNIUM BENEFIT ASSOCIATION 
ADMINSTRATIVE SERVICES AGREEMENT 
EXPIRES: 09/30/2023 WI YEARLY RENEWALS 

ADMINISTRATIVE SERVICES AGREEMENT 

This agreement, made and entered into effective OCTOBER 1, 2022, by and between 
OKALOOSA COUNTY BOARD OF COUNTY COMMISSIONERS herein referred to as "Plan 
Sponsor", and MILLENNIUM BENEFIT ASSOCIATION, herein referred to as "Plan 
Administrator." 

WHEREAS the "Plan Sponsor" has established a fully-insured Dental Benefit Plan to provide 
certain classes of Eligible Person(s) (and their eligible dependents, if applicable), as identified in 
Appendix A attached to and forming a part of this Agreement as referenced herein, under which 
"Plan Administrator" will provide billing and eligibility services to which they are entitled; AND 

WHEREAS the "Plan Administrator" is set to provide billing and eligibility services for that 
purpose under the terms and conditions as set forth herein and in Appendix A attached to and 
forming part of this Agreement. 

NOW THEREFORE, in consideration of the foregoing and of the mutual covenants and 
conditions herein contained, "Plan Sponsor" and "Plan Administrator" agree to the terms and 
conditions herein set forth. 

Section 1. Administrative Fee 

The Administrative Fee for the contract period from October 1, 2022 through September 30, 
2023, shall be one-hundred fifty dollars ($150.00) per month, or one-thousand eight hundred 
dollars ($1,800.00) per annum. In addition; 

a. "Plan Sponsor" will prepay "Plan Administrator" the Administrative Fee at the start of 
the plan year, for which services are to be provided. 

b. "Plan Sponsor" will remit to "Plan Administrator" the Administrative Fee within 30 
calendar days of receipt of such billing. 

Section 2. Plan Sponsor Responsibilities 

"Plan Sponsor" Agrees: 

a. To furnish "Plan Administrator" an accurate statement at the start of the contract of 
the names of all Eligible Person(s) (and their covered dependents, if applicable), who 
are eligible to receive plan benefits for which the "Plan Administrator" will provide 
billing and eligibility services for. 

https://1,800.00


Any new Eligible Person(s) (and their covered dependents, if applicable), will be 
provided to the "Plan Administrator" at least one (1) calendar month prior to when 
those individuals are set to be billed for their plan coverage. 

b. When reporting Eligible Person(s) (and their eligible dependents, if applicable) in an 
electronic format (file or via e-mail), such data should be provided in an agreed upon 
format by both parties. 

c. To provide enrollmenUeligibility records that is in compliance with Federal and 
Statutory laws related to confidentiality of all participants. 

d. To remit payment for the administrative fee to "Plan Administrator" in compliance 
with the provisions set forth in Section 1 of this agreement. 

e. To provide prior approval for any and all mailings and plan documents that are sent 
to Eligible Person(s) (and their covered dependents, if applicable) and to agree to 
remit payment to "Plan Administrator" for all costs related to paper, postage, labor 
etc., as agreed upon at the start of the project. An invoice will be provided prior to 
engaging in mailings separate from the Administrative Fee outlined in Section 1. 

f. To provide all relevant access and approvals to "Plan Administrator" in order to 
effectively perform their duties as they relate to the billing and eligibility functions of 
Eligible Person(s) (and their dependents, if applicable). Relevant access should 
include; access to make eligibility changes as it relates to the population being 
provided services for. 

g. To ensure that throughout the length of this agreement, that compliance is 
maintained with the relevant payers that provide actual insurance coverage for to 
ensure continuity for Eligible Person(s) (and their eligible dependents, if applicable), 
that are being provided billing and eligibility functions under this agreement. 

Section 3. Plan Administrator Responsibilities 

"Plan Administrator" Agrees: 

a. To provide billing and eligibility services for all plan participants under which this 
agreement is governed under. 

b. To provide plan participants with convenient ways to pay for their insurance 
premiums that is both approved by the "Plan Sponsor" and in compliance with each 
carrier' business practices related to billing and eligibility of enrollees. 

c. To provide plan participants with a toll-free number and staffed with personnel that 
can provide support relating to all insurance coverage payments for which 
Enrollee(s) have opted to enroll under. 



d. To remit monthly premium payments to all insurance carriers that is in compliance 
with said carriers' business practices as it relates to billing and collections of plan 
participants. 

e. To be responsible for all billing and collections processes and procedures in 
accordance with rules established by the "Plan Sponsor" and the underlying payer 
for which insurance coverage is provided. 

f. To provide billing and eligibility reporting on the number of covered persons being 
provided insurance coverage for on a frequency established by the "Plan Sponsor" 
(i.e., monthly, quarterly, semi-annually or annually). 

g. To provide all enrollment/eligibility services that is in compliance with Federal and 
Statutory laws related to confidentiality of all participants. 

Section 4. Notices 

Notices between the "Plan Sponsor" and "Plan Administrator" shall be provided in writing and 
with at least 30-days' notice prior to any material changes being made to this agreement. 
Notices will be sent by USPS mail to: 

Okaloosa County Board of County Commissioners 
Attn: Kelly Bird 
302 N. Wilson St., Suite 301 
Crestview, FL. 32539 

AND 

Millennium Benefit Association 
Attn: Christina Gabriel 
PO Box 773317 
Coral Springs, FL 33077 

Section 5. Term and Termination 

a. This agreement shall remain in full force and effect through September 30, 2023. The 
parties understand and agree that this Agreement may be renewed on its anniversary 
date for successive one-year terms or for such term(s) as the parties agree, with 
amendments thereto. "Plan Sponsor" agrees to notify "Plan Administrator", on or before 
anniversary date of this Agreement, of intent to renew for successive one-year term or 
for shorter terms as agreed to by both parties. 



b. In the event either parties shall desire to change the administrative fee, terms of this 
agreement, or any other such change having a material impact, advice of such proposed 
changes must be shared no less than 90 days prior to such anniversary date. 

c. If either party otherwise fails to observe or perform any of its obligations under this 
agreement, and if the failure continues for a period of 30-days after written notice thereof 
to the defaulting party, then without prejudice to any other rights or remedies the other 
party may have, this agreement will terminate as of the expiration date of the notice 
period. 



AUTHORIZED SIGNATURES 

NOW, THEREFORE, IN WITNESS of the Agreement effective October 1, 2022, the •p1an 
Sponsor" and •Plan Admin~ have caused such Admlnislrative Services AgRtement to be 
executed. 

MILLENNJUMBENEFITASSOCMTION 

By~fJ-
Christina Gabriel 
Vice President 

Date of Signing 

Okaloosa County Boan1 ofCounty Commissioners 

By:~£µL 
Risk Manager 

Date s· 



APPENDIX A - <BENEFIT PLAN & RATES> 

Dental Insurance 
CO','M;lg& that helps makes ii easier to vi•~ a dentist and holps lower your 
dental oo&j5, 

Okaloosa County Board of County Commissioners 

Network: PDP PIUS 

Type A : Preventive 
cleanin s exams X-ra 

Type B: Basic Restorative 
fillin extractions 

Type C: Major Restorative 
brid es dentures 

Individual 

Fam!ly 

Per Person 

Per Person"' 

1 1n-NMWCdl B,nent,.. referw to ~s prov!dad IIMti INS plan for c:over&d dental services thllll are- -pf<l"i\~ bit a -par1iclplllling denllsl:. "Oul:-Of-Networ-. aenents• reren lo b-ef"ll'flt! 
p<O\'ldod Undo• 11'110 pltn to, ,....,.d - ....ico, Iha!•• not ptOYlded 1>y • palklpltlng -•I. 
21'fe!WI~ fffs rwfar to. th, rM1 ltMII partlclpetlng dditi, ~ agntld to Ke,p,1 a,s paymtnl In l'ull for ,wfi9d seMces, M.)tcl to any copaym, n1i, d1ducllbllls, ,c:;01-I s'har1ng ilfl.(j b.ndS: 
m.,lmum1. Nogotilloct - .,. ,...,]od lo chang.. 
~Rnn~•mf.tlt tor DUl•of,,net.wrk uMces Js bllHd on 1tlt less« or the denllsh: •ctu,1 ,_ ur th• Malmum Alowable Charg-e (MAC). Th1 OJ.i.of-network Maximum All~i. Charge 41 ■ 
sch~wn«n dl'l,nnlntd by u.tt...lfll. 
··R:&.C r.1...r1rsto-H1• RH,on1ble-end C1.1sl:omil";' (R&C) char91. 1A4"11tfl 11 tll!IIHd an H11-towfll of (1) !lhe-d4H1Ust'11 •i::tusl r;h-lrg•. {2) the dentist's usu ■!-c-hllig• rorthe .tame Df:Sl~ller 
sllMc:•1. or (3) lh1i ,;;hilfgll of m(!st -dti'l'lisb in lM :sam• geographlc 1r11a1Dr lhe 111m I or 1lmU1r HNiCH IS dttittrflifltd by Melllf.-. 
tApp!tH only k>· Tll!>• B& C SOM'-'•· 
... 0rlhi;id1.mU11 Hi::tuded fOI' adults. A:1ret11tite tor ct.pendent chilck'en up to ag,t 19. 

List of Primary Covered Services & Limitations 

The seivice categories and plan limitations shown represent an oveiview ot your Plan Benefits. This 
document presents the majority of services v..ithin each category but is not a complete description of the Pian. 

Prophylaxis (cleanings) 

Oral Examinations Two exams in 1 ~ months 

One fluoride treatment in 12 months for dependellt children up toTopical Fluoride Applications 
hi&.111er 16th t)irthd.ay 

• Full mol!tll X-rays; once in 36 roonths X-rays 
• Bitewirigs X-rays; once in 12 months for adults and children under age 19 

......................... n•• ..••rnrnrn•••----- ••••••r•-•U•"•OH"" .. urn•u•n•H--mrnr--------m•n•nmm••..n•n•n•r•••r• 

Space Maintaine~ Space maintain!!~ for (le pendentchildJert up to hisll1er 16th birthday 

IIIIMatUfe 

https://�Rff11t,urs1m.nt
https://t)irthd.ay


Dental Insurance 
Co-e lh..t helps make;s I oasier tovist • d- and holps lower your 
dental costs. 

Okaloosa County Board of County Commissioners 

One application of sealant material fNecy 36 months for each non-restored,
Sealants 

non-decayed 1st and 2nd molar ofa depen<ie'nt child up lo his/her 16th birthday 

FR!ings 1 replacement per surfac:e in 24 months 

Simple Extractions 

Oral Surgery 

Endodontics Root canal tri,lltmel'll llmlted to once per tooth per Lifetime 

Crown, Denture and Bridge Recemen1ations 1 in 12 months 

\Nhen dentally necessary in oonneclionwith oral surgery, extractions, or other
General Anesthesia COVE:red dental seivioes 

• Periodontal sc:aling and root planing once per quadrant, every 24 months 
• Periodonuil !ajrgery once per quadrant, every 36 IT10nth!;Periodontics 
• Total m.t~r of periodOlital rnairilefiance treatments and prophylaxis- cannot 

exoeed fourtraatments.in a calendar year, includes 2 cleanings 

Crown, Denture and Bridge Recementations 1 in f2 mont:tu, 

Implants 1 per tooth positlon in 60 !'l'K)nths 

• !nitiai plac;ement to replace one or 
more natural reeth, which are· lost 
while. rovered by the plan 

~ Dentures and bridgework replacement; one every 60 consecutive months 
Bridges and Dentures • fleplacement of an existing · 

lempo~ry fl.Iii denture if the 1emporary denture cannot be repaill!Q and the 
permanent d:en!ure Is installed within 
12 months after the temporary denture was inslalled 

Crowns, Inlays and Onlays Replacement once per tooth in 60 months 

IIIMetUfe 

• Your children, up to.age 19, are covered v.hile Dental insurance i5 in effect. 
• .AH denti;il procedures performed in connection 'llo'ith orthodontic treatment are 

payable as Orthodontia 
• Payments are on a repetitive basis 
• 20% .of the Orthodontia L~me Maximum Will be considered at .mitial 

plaO(!)ment of the appliance and paid based on the plan benefit's coinsurance 
level for Orthodontia 8$ defined in !he ·plan summary 

• Qrthtidontic beneMs en(! at c,am;ellation of coverage 

Metropoht~rn Ute, lnsur:..1ncE:-Company ! ~.JJD P::nf< 4·leri:.h:! ~J~:-"/ ';o:'°', ~;Y iG... Gt1 
l . ··' ,, ~ 'o • ,.. • .:·. : 

https://fourtraatments.in


Dental Insurance 
C"""""!le that hejps makes I easier to vis• a dentist and helps l<IWefyour 
dental coots. 

Okaloosa County Board of County Commissioners 
Tlt9 Sonrfco -gadH - plan - lhown lb... •-nnl an''"'"""" olyCIIIF plln benotlll, Ti,is dO<Umonl p<onm Ibo 01lijorly of """'loo< 
Ylllhln ·••h cllogory. blll 11 !IOI • •ompiol• delCllpllcin otiho pion. . . 

Exclusions 
This plan does not cover the following sa,vlcn, treatments and supplies: 
• Servk:es which are not Dentally Necessary, those which do not meet generally accepted standards of care tor treating the 

particular dental cQndition, or which we deem experimental in nature; 

• Services tor .....tlich you \'\CUld not be required to pay in the absence of Dental Insurance; 

• Services or supplies received by you or your Dependent before the Dental Insurance startlS for that person; 

• Servic;es which are primarily cosmetic (for Texas residents, see nOQce page section in Certificate); 

• Services which are neither performed nor prescribed by a Dentist elCcept for those seT11ioes of a licensed dental hygienist 
which are supervised and billed by a Dentist and which are for: 
o Scaling and l)Oli&hing of teeth; or 

o Fluoride treatments; 

• Services or ·appliances 'Mlich restore or alter occlusion or v11rtical dimension; 

• Restoration of tooth structure damaged by attrition, abrasion or erosion; 

• Restorations or appliances used for the purpose of periodontal splinting; 

• Coun~ing or instn1ction about oral hygiene, plaque oontrol, nutrition and tobacco; 

• Personal supplies or devices including, but not limited to: water picks, !QOthbrushes, or dental floss; 

• Decoration, personalization or inscription of any tooth, device, appliance, crown or other dental w::ork; 

• Missed appointments; 
• Services: 

o Covered under any w::orkers' compensation or occupational disease Jaw; 

o Covered under any employer liability law; 

o For which the employer of the person receiving such services is not required to pay; or 
a Received at a facility maintained by the Employer, labor union, mutual benefit association, or VA hospital; 

• Services c011ered under other coverage pro.rided by the Employer; 

• Temporary or provisional restorations; 

• Temporary or provisional appliances; 

• Prescription drugs; 

• Services for which the submitted documentation indicates a poor prognosis; 

• The following when charged by the Dentist on a separate basis: 
o aaim form completion; 

o Infection oontrol such as gloves, masks, and sterilization of supplies; or 

o Local anesthesia, non-intravenous conscious sedation or analgesia such as nitrous oxide. 

• Dental seJVices arising out of accidental injury to the teeth and supporting structures, except for injuries 10 the teeth due to 
chewing or biting of food; 

• Cari11s susceptibftity tesl!i,; 

• Initial installation ofa fixed and permanent Denture to replace on11 or more natural teeth 'Mlich were missing before such 
person was insured for Dental 1nsurance 

• Other fixed Denture prosthetic services not described elsewhere in the certificate; 

• Precision attachments, elCceptwhen the precision attachment is related to implant prosthetics; 

• Initial installation of a full or removable Denture to replace one or more natural teeth 'M'lich wera missing before such person 
was insured for Dantal Insurance 

• Addition of tellth to a partial removable Denture to replace one or more natural teeth which w11re rnssing before such person 
was insured for Dental lnsu1ance 

Metropolitan Life Insurance company I :?00 P,i;k """"'"' f N;;;·,.,r ·/ork, NY ,01&,Ill MetLife ~ ..!!.'. :: :,<:-:.;. ·,. -;- --:::;,., ~- ..:~;. -;; :,:.:,, :,•.-.>, -~. ·::, ""-: :..-::. ~ ..,._: >:' ,,..., ,·, : : •. 
Ofii--J\fiY..PPtJ.C-UAL, 



Dental Insurance 
Co""""gethal helps makes~ easi<!rto ,,;,~ a dentist and helps low.,,.your 
dental oost1>. 

Okaloosa County Board of County Commissioners 

• Adjustment of a Denture made within e months after Inst.illatlon by the same Dentist who installed it; 

• .Implants supported prosthetics to repl= one or more natural teeth INhich were missing before such person was insured for 
Dental Insurance, except for C011genitally missing natural teeth; 

• Fixed and removable appliances for correction of harmful habits; 

• Diagnosis and treatment of temporomandibular joint (TMJ) disorders, This exclusion does not apply to residents of 
Minnesota; 

• Repair or replacement ol an orthodontic device; 

• Duplicate prosthetic devices or appliances; 

• Replac;ement of a Jost or stolen appliance, Cast Resloration, or Denture; and 

• Intra and extraoral phorographic images 

Limitations 
Altem.ate Benefits: \Nhere two or more professionally acceptable dental treatments for a dental condition exist, payment is 
based on the least costly treatment alternative, If you and your dentist have agreed on a treatment thal is more costly than the 
treatment upon which the plan benef~ is based, you 'Nill be responsible for any additional payment responsibility. To avoid any 
misunderstandings, we suggest you discuss treatment options with your dentist before services are rendered, and obtain a pre
treatment estimate of benefits prior to receiving certain high cost services such as crO'M'ls, lmdges or dentures, You and your 
dentist ,,.,;11 each receive an Explanation ot Benefits (EOB) outlining the services provided, your plan's payment for those 
services, and your out-of-pocket expense. Actual payments may vary from the pretreatment estimate depending upon annual 
maximums, plan frequency limits, deductibles and other Iimits applicable at time of payment 

Cancellation/Termination of Benefits: C0,1erage is provided under a group insurance policy (Policy form GPNP99) issued by 
Metropolitan Life I.nsurance Company (MetLife), Coverage terminates when your participation ceases, when your dental 
contributions cease or upon termination of the group policy by the Policyholder or MetLife, The group policy terminates for non
payment of premium and may terminate if participation requirements are not met or if the Policyholder fails to perform any 
obligations under the policy The follow,ng se111ices that are in progress while coverage is in effect will be paid after the 
coverage ends, if the applicable installment or the treatment is finished within 31 days after individual termination of coverage: 
Completion of a prosthetic device, crl>'M1 or root canal therapy, 

Group dental insurance policies featuring the Preferred Dentist Program are underwritten by Metropolitan Life Insurance Company, New 
York, NY 10166, 

Questions & Answers 
a. Who is a partlclpating dentim? 

A. A participating dentist is a general dentist or specialist who has agreed to accept negotiated fees as payment in full for 
CO\lered services provided to plan members, Negotiated fees typically range from 30% - 45% below the average fees 
charged in a dentisfs community for the same or substantially similar services, t 

Q. How do I find a participating dentist? 
A, There are thousands of general dentists and specialists to choose from nationv.ide -·SC you are sure to ftnd one that meets 

your needs, You can receive a list of these participating dentists online at www,mellife.comlmybene~ls or call 1-800-942-
0854 to have e list faxed or mailed to you, 

a. What services are covered under this ptan? 
A. The Plan documents set forth the servioes 00\lered by your plan. The List of Primary Covered Services & LIm~ations herein contains a 

summary of covered services, In the event of a conflict between the Plan documents and this summary, the terms of the Plan 
documents shall govem,. 

Q. May I choose a non-participating dentist? 

A. Yes, You are always free to select the dentist of your choice. Ho-ver, if you choose a non-participating dentist your out-of
pocket costs may be higher 

Q, can my dentist apply for participation in tile network? 

A. Yes. If your current dentist does not participate in the network and you 1M>uld like to encourage him/her to apply, ask your 
dentist to visit www,me!dentai.com, or call 1-866-PDP-NTVvl< for an application, TT The website and phone number are for 
use by dental professionals only. 

Metropolitan life lns\jrnnce Company I '.'00 Pack Avmu,, i N"w York, NY rn1«; 
~•' ::-;_-·'.·.c:'··•··':;,;:-.:--,~,~,::.,'.;:··:\·\'·, ::-.-:;;_,,.· ·-IIIIMetUfe 

Df4-~~iY.:t>PG-CJAL. 

www.metdents;;.com
www.methfe.com'mybenefits
https://servic.es


Dental Insurance 
Cove,age that helps makes l eas!orto viol a derti.t and helps lower Y""' 
dental costs. 

Okaloosa County Board of County Commissioners 

Q, How are claims processed? 

A. Dentists may submit your claims for you which means you have little or no paperv..ork. You can track your claims online and 
even receive email alerts when a claim has been processed. If you need a claim form, visitwww.rnetlife.com/mybenefits or 
request one by calling 1-800-942-0854. 

Q. Can I get an estimate of what my out-of-pocket expenses wlli be before re<»iVing a service? 
A. Yes. You can ask tor a pretrea1ment estimate. Your general dentist or specialist usually sends Metlife a plan for your care 

and requests an estimate of benefits. The estimate helps you prepare for the cost of dental services. We recommend that 
you request a pre-treatment estimate for services in excess of $~00. Simply have your dentist submit a request onl ine at 
www.metdental.com or call 1-877-MET-D059. You and your dentist will receive a benefit estimate for most procedures 
while you are still in the office. Actual payments may vary depending upon plan maximums, deductibles. frequency limits 
and other conditions at time of payment. 

Q. Can MetLife help me find a dentist outside of tile u .S. if I am tr:ave!I ng? 
A. Yes. Through international dental travel assistance services· you can obtain a referral to a local dentist by calling ->1-312-

356-5970 (collect) when outside the U.S. to receive immediate care until you can see your dentist Coverage will be 
considered under your out•of-networl<. benefits." Please remember lo hold on to all receipts to S'-lbmit a dental claim. 

Q, How does MetLife coordinate benefits with other Insurance plar,s? 

A. Coordination of benefits provisions in dental benefits plans are a set of rules that are follo.Ned when a patient is covered by 
more than one dental benefits plan. These rules determine the order in which the plans wll pay benefits. If the MetLife 
dental benefit plan is primary, MetLife wili pay the full amount of benefits that would normally be available under the plan, 
subject to applicable law. If the MetLife dental benefit plan is secondary, most coordination of benefits provisions require 
MetLife to determine benefits after benefits have been determined under the primary plan. The amount of benefits payable 
by MetLife may be reduced due to the benefits paid under the pnmary plan, su bjecl to applicable law. 

a. Do I need an 10 r;.ard? 

A. No. You do not need to present an ID card to confirm that you are eligible. You should notify your dentist that you are 
enrolled in the MetLife Preferred Dentist Program. Your dentist can easily verify information about your coverage through a 
toll-free automated Computer Voice Response system. 

tBa:i&d on tr;t-Et-mai anSily$i\ b"J MetUf&:, Nie-golla1-t<! fi-U tel'•~ 1<:> lhe- fe:e-t thiU it)--n~IWQrl d&rmsts ha•;e c!gr.ted' to .a~r•pt .u: psyrn-i:.nl l~ Ml iilr tO-.Ji!-te'IS st-r.,it;;e~, :i:ui)j:e:d t,o; ~ny .CO·payn<.e-nt:s. 
d-aci-1..1clib~es, cc:i:i ,s,1a.:iilif al'Ni DQn,~ffls m;,udrnums:. N&5i~U..1-1a-.;;1 faij,&!:o ace subje(:t to tti:ange. 

tt{)ue M- i::onluu:11;.al rnqulrem:an11i, ri.'itiUfe Is ;=ir-8\l~i.l rrom s.011etlin9 c~rt9-ln pi·Q-...1Mn. 

·_4'1,,A A55:i::.lan~e U£A. lnr; pm-.~des ~f!lflJ reh!1'11il servicla!!> Qnfy AXA As::.isl.a,1,c9 is ~oi -i,trittat&-o:i. with MelUfe, IJ,{1,d; !hot .,_~,,,1c;-e--s: mu:: bEr!ri!i'it~ t'"l-ey p,o~•;.rJ,a !:Ire Sll-f1.tmta and ~part frem !.h~ 
mii.Ar.1111cie pr.:iv~M b)' M~tl1'1'-t! Reft.rral ,-ol'\.1C~3 ar-e no! nv~!.abie In JH k:lc-Jllcns. Ei::ctu:tt-oti1• n,,e AXA Traver A!:.,;;ltU1~~.:i F~,ogram E:; !!;'1,'J:llabtt!- for perl•cip.iin1:t I!'! !Jtivl!iAng ~t,,11..13-. '/tiheri.e1;1·e~ 
~ trip ~~cee,Ji 12-0 dllyir, 11,e parti::,~.-rrt j:3 fltl 1:tmg'9=r c:1:1r.!lh:l'1;:&>610 bil- ~i'l: t!~ng s.1ehts and is. merl!ffote ;'1,o l.ong@rEl(gibl-e for me- :illlr-..~.r:~'!!i Al~a_ A.JI.A A9.s:f:'i.anc.a U'SA wm not s--ve11.;.~e or 
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Okaloosa County Retiree 
Enrollment Appllcatlon 111111 MetLife 

Please complete this enrollment for yourself and any dependents you wish to include. !f you need 
additional space. please include the information on a separate sheet. 

Name: Effecffve Date: 

Social Sec.#: Date of Birth: Gender: (M) (Fl 

Sheet Address: 

C1ty: State: Zip Code: 

Phone No: Cell No: 

Email: 

Are you currenffy enrolled In benefits? Yes D No D If yes, carrier name? 

Relallonshh:, Name flast, first, middle int, 1 Date of Birth Soelal Sec. # 

Spouse 

Dependent 

Dependent 

Dependent 

Dependent 

Oentol PDP Plus Network Rates Elfect1ve 10/1/2022 

Tier Monthly Quarterly 
Semi• 

Annually 
Annually 

Retiree Only $25.49 $76.47 $152.94 $305.88 

Retiree + Dependent(s) $73.95 $221.85 $443.70 $887.40 

I hereby agree to pay: Monthly D Quarterly D Semi-Annually D Annually O Decllne D 

MIiiennium Benefit Association, Post Offlat Boll n3317, Coral Sprinp, n 330n eToll FrM 13S.430.o888 •Ph. 646,751.1no • Fax 929.270.0249 



0 Option 1 - I wish fo mail my payment 

Make checks payable to MIRennlum One Administrators and mail to: 
POBoxn3317 
Coral Springs, FL 33077 

(NOTE: payments must be received by the ,,, of each month in order to avoid poUcy lapse) 

□ Option 2 - Please aulo-draff for my premiums via credit eard1 

MasterCard IVisa jAmerican Express Discover 

Name on card: Business Card 
Personal Card 

Credit/Debit Card No.: 

Verification Code: (CV\12. CVC2. CID) Expiration Date: 
Lost 3 dicib k,ooted on ihe back of lhe card. I American Exoress is 4 diaib k>coled on !he lront of the cord•. 

I cerllfy that my answers are true and complete lo the bestaf my knowledge, I further 1.mdersro nd that my enrollment in the 
programs are subject to the right and ,esponsibirifies of the comer in which I am applying for the coverage through. I 
furlher agree to indemnity or hold harmless Mil/enniom One Administrato,s, orils affilia fed companies.. 

Signature: ____________________ Date: _________ 

'Credit card charces carry a 3.7S"/4fee on top of premtum&/TPAfees. Transaction will be added to final charge. 

Millennium Seneflt Association, l'ost Offke 8oll 173317, Coral Sprinss, FL 33077 •Toll Free 833.430.0IIIB • Ph, 646,751.m0 •Fax 929,270.0249 

https://646,751.m0

