Office of the State Controller

Michael F. Easley, Governor Robert L. Powell, State Controller

January 20, 2005

MEMORANDUM NO. PR2005-002

TO: All Agencies Served by the State Controller’s Office
Payroll Section

FROM: Roger Farmer
Payroll Administrator

SUBJECT:  ASI TRICARE Agency Information Forms
Please find three pages which need to be filled out with the requested information pertinent for

your agency. These forms should be completed and immediately faxed to Ms. Pauline
Marshall. The contact information for Ms. Marshall has been listed below.

Ms. Pauline Marshall, Director

Corporate Accounts

Association & Society Insurance Corporation
656 Quince Orchard Road

Gaithersburg, MD 20878

TELEPHONE:

VOICE (800) 638-2610 Ext. 113

FAX (301) 816-1171 / (800) 311-3126
MAILING ADDRESS Telephone: (919) 981-5454 LOCATION
1410 Mail Service Center Fax Number: (919) 981-5567 3512 Bush Street
Raleigh, NC 27699-1410 State Coutier: 56-50-10 Raleigh, NC

Website: www.ncosc.net/ OSC/
An Equal Opportunity/Affirmative Action/ Americans With Disabilities Employer



STATE OF NORTH CAROLINA
ASI TRICARE Supplemsnt Program

ITEMS REQUIRING REVIEW (Complete and Retum by fax (301-816-1171) to Pauline Marshall)

Address for State of Horth
Caroclina:

Monthly Premium Rates:

Flan Code: 443.2

Thrae-tier
Employes 56050
Employes + Cluld(ren)  $11%.50
Employes + Fanuly £160.50

OCenfumed
[Otiet Confirmed

(If a changs in ter is required, pleasa contact
Pauling Mzrshall E00-638-2610 x 113)

S5tate of Worth Carclina Has
How Many Employees?

Approximately How Many are
Betired Military?

Effective Date of Coverage:

Yearly Open Enrollment
Period:

a) Enrollment Forms a O

Eligibility BReporting

Method: b Membership' Eligihility File b [
FPayment by Flrvsical check Mailed to

Method of Premium Payment: ASI a O
Favment by wire to ASI's checking b [

account (Account Information Required)

Will Employer Pay 100% of
Premium? If not, what
percentage will be Paid?

Premium Billing Contact: Name:
. o Telephone:
Include billing address if different from Fax-
corporate office address )
Email Address:
Enrollment Contact: Name:
Telephone:
Inchade if different from the Preminm Billing Fax:
Comzact Email Address:

v Icertify that I have reviewed the information above for the 2003 Flan Year.

Emplover Representative Name (Please Pring) Title Telephone Number
Signature Date
H- A A Marketing' State of WCOINC ClientImplementationPacket.doc 8/28/04 16
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STATE OF NORTH CAROLINA
ASI TRICARE Supplement Program

When will New Employees be
Eligible for Coverage?

a) Huwe Date. a0

Or 1* of the month following

b) 30 days, b1 [
c) 60 days o[
d) 90 days 40

Of contmuons emploviment.

Method of Termination:

i1

2} Emplovees who termunate
coverage are covered for the a [
entire month m which
teITImation ooours.

b}  Emplover follows the 15716

Fauls of ternunation. b) L]
Will Coverage Continue for Tes []
Spouse and Dependents if the
employee is not eligible (=== page Ne [

S under Age Termination)

Will COBEA be offered to
terminating employees or should
employees contact AST for
portability mformation?

Tes [ COBERA will be offered

Mo [[] COBEA will not be offered; emplovees can contact ASI

If employees contact ASI for
portability mformation, is it OK to
discuss the monthly portability
premium rates with them?

Tes [
Ne [

Select Method of Billing:

a) List Bill [] Bills on AST's secure web site

b} Self Bill ]

Time Frame for Premium
Payment:

Premium is due from she 1'% to
the 20" of the month.

Our msurance company, The Hartford, has given us a 30-day grace period in
which premium payments should be made. If a premium payment is not
made withm that time-frame given, each employes’s coverage will
automatically lapse.

By What Date Will State of
Horth Carclina Expect to
make Monthly premium
payment?

v Icerdfy that I have reviewed the information above for the 2003 FPlan Tear.

Emplover Representarive Name (Flease Pring) Title

Telephone Number

Signature

HrAA MarketingState of NOINC ClientimplementationPacket.doc 8/28/04 17

Date
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STATE OF NORTH CAROLINA
ASI TRICARE Supplement Program

Data Format & Transmission:

If vour company will not uss the new HIPAA 334 format, please select your format

of transmission below.

Will Your Company Use the New
HIPAA 534 Format to Transmit
Membership/Enrollment Data?

IT Contact for testing and
transmission is on the on page 15,

Via U5, Postal Service on CD-
ROM or Floppy Dusk

FTP via Encrypted PGP
EMAIL via Encrypted PGP
FTP Encrypted via

EMATL Encrypted via

HTTPS via upload link from ASTs
web site

a) [
b) [0 Version of PGP
o) [0 Versiom of PGP
4 O

Encryption Soffware name and
Version

=) [
Encryption Software name and
VeTsion

f) [ AST s Preforence (Quck & Easy

Process)

If Your Company will not Use the
HIPAA 534 Format, Do You have
a Proprietary File Format You
would like AST to Test?

b Mo

a) [ If*Ves,” please send the fils
layout specification along with 2 sample
test file to ASL Procead to file lavout
below.

B[] If“Ne.” md you will notuse
envollment forms, please tell us how you
plan to relay enrollment mformation to
ASL

v Icertifi that Ihave reviewed the information above for the 2003 Plan Tear.

Emplover Representative Name (Please Pring) Title Telephone Number
Signature Date
H-AA Marketing State of NC'INC ClientImplementationPacket.doc 8/28/04 12
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