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GRAND JUNCTION REGISTRY WEEK

EXECUTIVE SUMMARY

Overview: The Grand Junction Registry Week took place between Tuesday, March 1 at 8:00 am
and Wednesday, March 2 at 4:00 pm, and included two parts: identifying and surveying
individuals and families who were sleeping unsheltered as well as surveying those who were
residing in emergency shelter or transitional housing programs. Approximately 30 volunteers
were trained on the data collecticn requirements/forms/process and assisted with the surveying.
Over the 2 day period, different geographic areas within Grand Junction were surveyed. A group
of providers, relying heavily on the Grand Junction Police Department, developed a list of “hot
spots” where they believed those sleeping unsheltered were likely to be found, and focused
their efforts on those areas. All of the individuals who identified as homeless and provided their
consent had the survey administered to them. However, refusals were not captured, so these
numbers should definitely be seen as a low estimate.

The Survey: The survey tool used during this Registry Week was the Vulnerability Index Service
Prioritization Decision Assistance Tool (VI-SPDAT). This tool is used to prescreen individuals for
services that might be available to them, and to determine who is in need of immediate
assistance. In addition to the VI-SPDAT, a short series of localized questions capturing military
background were asked. For each person surveyed, the VI-SPDAT generates an acuity score—a
numeric assessment of the severity of a respondent’s needs. The VI-SPDAT is divided into four
domains, and assesses a person’s history of housing and homelessness, their involvement in
risky situations, their level of socialization and ability to function on a day-to-day basis, and their
level of wellness, including physical and mental health as well as substance use.

Limitations: Because data was not captured on everyone experiencing homelessness, the
quality of the data is not the highest possible. Many volunteers reported back that individuals
who were likely sleeping unsheltered refused to take the survey, and it is unclear to what degree
we were able to obtain surveys on those sleeping in emergency shelters or transitional housing.

Results:

s 212 households surveyed
e 146 households experiencing chronic homelessness
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Risks: The experience of being homeless is associated with numerous increased risks, which
were measured during the Registry Week. Risks can take a variety of forms; 16% said that they
do things that may be considered to be risky like exchange sex for money, run drugs for
someone, have unprotected sex with someone they don't know, share a needle, etc
Furthermore, 12% reported that they get forced or tricked into doing things they don‘t want to
do. Note that some activities, like exchanging sex for money or running drugs, may be included
in both categories.

Service Utilization in the Past 6 Months:

Times 2 3 4+
Ambulance
Rides 5% 1% 5%
| ER Visits | 43 15% 8%  15%
| Hospitalizations | 3% 1% 4%
: Crisis Service 6% 3% 4%

g Police 3‘_'
5 Interactions |
Jail Nights

7% 4% 15%
7% 2% 8%

Wellness: Overall, 13% of respondents reported no problems related to weliness. The remaining
87% reported having at least one health issue. “Tri-morbidity” refers to the co-occurrence of a
physical health problem, a mental health problem, and a substance use problem. It is linked with
a higher risk of death among homeless persons. Overall, 12% of respondents had tri-morbidity.

Tri-Morbidity [ - 12%

Physical | - : - : e
Heallh ey 007

Substance
Use

Mental ke e
a Hoalth RPN 36%

" 33%

Recommendations
Recommendation 1:

Develop a 30-40 unit single site Permanent Supportive Housing (PSH) project targeting chronically
homeless single individuals who are medically fragile and/or have substance abuse and/or mental health
issues. Based on the data 68 households (47% of the 146 people experiencing chronic homelessness) are
in need of PSH, a proven, cost effective solution to ending chronic homelessness. This housing must be
managed and services provided using a Housing First and Harm Reduction model and building and

I service design should be based on trauma informed care principals.



Process: Because these projects are complicated and the funding sources are highly competitive there must be
strong support from the community including the City Council, Mayor's Office and Police department. A local
service provider with experience with Housing First and Harm Reduction should be the local lead and through
an RFP process, partner with a developer, owner and property manager who has experience with these types of
projects. PSH for this specific population needs to be structured with 0 debt and have 100% project based
vouchers. The service provider must commit to on-going training on Housing First, Harm Reduction and
Trauma informed care and be willing to fully embrace a model where sobriety, medication compliance and
utilizing services are not a condition of tenancy.

Design: PSH requires a level of consideration taking in the design of the site and building above and beyond
what affordable housing requires, therefore the service provider should be part of the development team giving
input into design throughout the process. Design considerations should include: single point of entry, 24 hour
front desk coverage, security cameras, office space for case managers and outside service partners, community
space, community kitchen and dining area and a space for a visiting nurse and/or mental health professional.

Recommendation 2:

Create a Homeless Coordinating Committee — This is chaired by an elected official with a vice chair and
membership includes all who serve and are impacted by your homeless citizens. This would include, but limited
to, the Continuum of Care agencies/leaders, State employees who have resources that serve homeless citizens,
Faith Based leaders, Housing Authority, Emergency Service providers, police, haspital leaders, business leaders,
community advocates, and others. This committee is to:

Identify and engage champions for the homeless cause.
Review the present homeless delivery system and implement improvements to effectively identify and
assess homeless citizens and match them with appropriate resources, such as permanent supportive
housing for the chronically homeless individuals, rapid rehousing for families, veterans with VA services,
homeless youth with transitional housing, etc.
Support the development of additional permanent supportive housing and affordable housing.
Identify gaps in services and funding and identify and obtain needed resources.
Increase the collaboration among all agencies serving the homeless citizens.

Engage the public in providing service to your homeless brothers and sisters.

Recommendation 3:

Public Education Strategy- Wark with community partners to develop a two page document with talking points
which address the economic impacts of the current system, cost savings generated by housing homeless and
the humanitarian impact of homelessness.

Recommendation 4:

Implement a technical assistance program for developers who want to develop affordable and permanent
supportive housing in Grand Junction,

Recommendation 7:

Re-prioritize local affordable housing resources/funding to permanent supportive housing projects to take

| advantage of the current priority in the State of Colorado on state and federal dollars being invested in
permanent supportive housing.
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Background

Registry Weeks were made popular throughout the United States during the 100,000 Homes Campaign
organized by Community Solutions. A Registry Week is when a community comes together and mobilizes over a
few days to identify the most vulnerable individuals experiencing homelessness through the use of a survey tool,
This process helps providers determine who is likely to die on the streets with no housing intervention.
Communities use the results from this process fo prioritize individuals for permanent supportive housing, and
other housing resources that may be available in the community.

Methods

This Regisiry Week included two parts: identifying and surveying individuals and families who were sleeping
unsheltered as well as those who were housed in emergency shelter or transitional housing programs.

The surveying took place between Tuesday, March 1 at 8:00 am and Friday, March 4 at 400 pm.
Approximately 50 volunteers assisted with data collection, who were trained on the data collection
requirements/forms/process. v

Street Count

Qver the 4-day period, different geographic areas within Grand Junction were surveyed. A group of providers,
relying heavily on the Grand Junction Police Department, developed a list of “hot spots” where they believed
those sleeping unsheltered were likely to be found, and focused their efforts on those areas.

Al individuals who identified as homeless. and ogreed to taking a survey, had the VI-SPDAT adminisiered.
However, the decision was made to not keep track of those who refused to take they survey. so these numbers
should very much be seen as a low estimate.

Sheltered Count

An attempt was made to survey individuals at each agency in the area that provides emergency shelter or
transitional housing. Most agencies cobliged with this request. Additionally, individuals who were homeless prior
to entering Mesa County Jail were surveyed.

The Survey

The survey ool used during this Registry Week was the Vulnerability Index Service Prioritization Decision
Assistance Tool (VI-SSPDAT). This toal is used to prescreen individuals for services that might be available to them,
and fo determine who is in need of immediate assistance. In addition o the VI-SPDAT, a short series of localized
questions capturing military background were asked.
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The VI-SPDAT

In order to conduct a needs assessment for the homeless population as a whole, the Vulnerability Index-
Service Prioritization Decision Assistance Tool (VI-SPDAT) was used. The VI-SPDAT is a short survey, jointly created
by Community Solutions and OrgCode Consulting, Inc., that is intended to be used by anyone with basic
fraining on the survey, including service providers or volunteers, Although he VI-SPDAT was first developed to
enable service providers ic make quick, informed decisions about the prioritization of clients and resources
based on individual needs, it was used in Grand Junction to collect aggregate data about the prevalence of
various risk factors associated with homelessness among the homeless population in Grand Junction.

For each person surveyed, the VI-SPDAT generates an acuily score—a numeric assessment of the severity of a
respondent’s needs. Three versions of the tool were used during this process: VI-SPDAT v.2 for Single Individuals,
VI-SPDAT v.2 for Families, and the TAY-VI-SPDAT v.1, the “Next Step Tool for Homeless Youth". The higher the
score, the higher the respondent’s acuily. In general, homeless persons with high acuity would be best served
with a Housing First intervention, while individuals and families with moderate acuity would best be served with
a Rapid ReHousing intervention. However, this is a generalization, and a full assessment is recommended on o
case-by-case basis.

The VI-SPDAT is divided into four domains, and assesses a person's history of housing and homelessness, his or
her involvement in risky sifuations, their level of socialization and ability to function on a day-to-day basis, and
their level of weliness which includes physical and mental health as well as substance use.

Limitations

Because data was not caplured on everyone experiencing homelessness, the quality of the data is not the
highest possible. Many volunteers reported back that individuals who were likely sleeping unsheltered refused
to take the survey, and it is unclear to what degree we were able to obtain surveys on those sleeping in
emergency shelters or transitional housing.
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213 Surveys Administered

178 Single Individuals

16 Families

19 Transition Aged Youth

HIGH ACUITY
46%

B 98 surveys indicated that respondents had high acuity. In general, homeless persons with high acuity would
be best served with a Housing First intervention.

B 106 surveys indicated that respondenis had moderate acuity, and would best be served with Rapid
ReHousing.

B 9 surveys showed that respondents will likely self-resolve their own homelessness
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Length of Homelessness in Years
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Where do you sleep most frequently?

# Qutdoors

u Shelters

1% , -

= Transitional Housing
Safe Haven

a Other







Where do you most frequently sleep?

individual

‘ mShelters

— : ® Outdoors

‘ = Other

u Transitional Housing
m Safe Haven

m Refused

mShelters
m Outdoors
= Other

u Transitional Housing

Shelters

mOutdoors

u Other

= Transitional Housing
mCouch Surfing







In the past 6 months how many times have you received healthcare at an emergency department/room?

Individual

® None
B0ne Time
B Two Times

u Three Times

# Four Times
o Five Times

B Six or More Times

J
S

e

W None

@One Time

B Two Times

i Three Times

w Four Times

| Five Times

m Six or More Times

B None

= One Time
n Two Times
m Four Times

W Ten or More Times




In the past 6 months how many times have you taken an ambulance to the hospital?

- Individual

|




In the past 6 months how many times have you been hospitalized as an inpatient?

Individual

— ]

H None

wOne Time

© Two Times
© Three Times
® Four Times {
® Five or More Times

W Refused

- —__ e

mNone
@ 0ne Time
u Two Times

® Thirty or More Times

#None
|Two Times

# Ten or More Times

B




Youth




In the past 6 months how many times have you talked to police because you witnessed a crime, were the victim of a
crime, or the alleged perpetrator of a crime ar because the police told you that you must move along?

Individual

u None

m One Time

= Two Times

® Three Times

W Four Times

® Five or More Times
u Refused

| No

mYes

Youth

m None
= One Time
= Two Times

= Three Times




Family




Have you been attacked or beaten up since you've been homeless?

Individual

aNo

mYes |
Family

mNo

BYes

Youth

o =

m Mo






Do you have any legal stuff going on right now that may result in you being locked up, having to pay fines, or that
make it more difficult to find a place to live?

Individual

BNo [
mYes

 Refused

Youth

BNo
mYes




Does anybody force or trick you to do things that you do not want to do?

Individual




Do you ever do things that may be considered risky like exchange sex for money, run drugs for someone, have
unprotected sex with someone you don’t know, share a needle or anything like that?

Individual ?

B No

. . — .

{
S —

ENo

o Yes




serson, past landlord, business, baokle, dealer, or government group like the
them money?

1

Youth




Do you get any money from the government, a pension, an inheritance, working under the table, a regular job, or
anything like that?

Individual

mNo
=Yes

|
= Refused |

. —
|

®No

mYes
r"" - —

Youth r,

B No
oYes

15



2ctivities, other than just surviving, that mak

Individual




Are you currently able to take care of basic needs like bathing, changing clothes, using a restroom, getting food and
clean water and other things like that?

Individual

lNd«\

mYes \

mNo
mYes

mNo
@ Yes

17



hy or abusive

Is your current homelessness in any way caused by a relationship that broke down, an unhealt]
P el L e e e i Lo sy ey . § -
relationship, or because family or friends caused you to become homeless?

{ P T

Indi




Have you ever had to leave an apartment, shelter program, or other place you were staying beacause of your physical
health?

Individual |

mtio
myes

————————u== BN

uNo
| Yes

= No

mYes

19



Do you have chranic health issues with your liver, kidneys, stomach, lungs, or heart?

Family




If there were space available in a program that specifically assists people that live with HIV or AIDS, would that be of
interest to you?

, Individual

2]

mNo
B Yas

m Refused

|
3 1
!
|
!

]
|
& No
mYes
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EBNo |

mYes




Do you have any physical disabilities that would limit the type of housing you could access, or would make it hard to
W‘&?‘i‘: te| Aﬂﬁmv ?P»Nx” “\‘QMW

Individual




When you are sick or not feeling well, do you avoid getting help?

Individual

B hNo
mYes

uNo

oYes |

mho
o Yes




se led you to being kicked out of an apartment or program where you were staying in the
past?

Individual




Will drinking or drug use make it difficult for you to saty housed or afford your housing?

Individual

ENo
o Yes

= Refused

uNo

HYes |

—

| MNo
mfes




d trouble maintaining your housing, or been kicked out of an apartment, shelter program or other
I"."‘,h Ce YOu \ g;;‘;;.p;'f*imzé; gcau !.%'E*Wl'ur;‘:l*’zm€ﬁ;m¥$§’w;§

imﬁ?ﬁﬁmﬂ




Have you ever had trouble maintaining your housing, or been kicked out of an apartment, shelter program or other
place you were staying because of a past head injury?

Individual |

1%

®|No
@ Yes

= Refused

mNo
mYes

Youth

e
E

| No
mYes
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Do you have any mental health or brain issues that would make it hard for you to live independently because you'd

need help?
[ Individual
I
|
| |
! = Ne ;
t myes |
|
] |
| |
i
|
|
®No
mYes

|
Youth i

mNo

mYes







Are there any medications like painkillers that you don’t take the way the doctor prescribed or where you sell the
medications?

Individual

mNo
oYes

Refused

B No

mYes

mNa
mYes




Has your current period of homelessness been caused by an experience of emotional, physical
or other type of abuse, or by any other trauma you have experienced?

Individual




Individual Specific Questions

Are you currently pregnant? (Qut of 49 women surveyed)

Individual

mNo

zYes

= Refused |
{

33



ehold have a medical condition, mental health concerns, and experience
problematic substance abuse?




In the last 180 days have any children lived with family or friends because of your homelessness or housing situation?

Family

BYes

Do your children attend sehool more often than not each week? {Out of 20 familles with school age children)

| Family

ahko |
BYes




Have the membersof your familt changed in the last 180 days due to thi ;ﬁm“w“"‘m WW?{W
with you, somecne leaving for military service or incarceration, a relative moving in, or anything like that?

Do you anticipate any other adults or chil oming to live with you within the first 180 days of beis




Do you have two or more planned activities each week as a family such as outings to the park, going to the library,
visiting other family, watching a movle, or anything like that?

Family

ENo

BYes |

1
|
J
i

Do your older kids spend 2 or more hours on a typical day helping their younger siblings with things like getting ready
for school, helping with homework, making them dinner, bathing them or anything like that? (Out of 7 families with
children 12 or younger AND children 13 or older)

Family

= No
mes

e

37



After school, or on weekends or days when there isn’t school, is the total time children spend each day where there is
no interaction with you or another adult three or more hours per day for children 13 or older?

Family

| Mo
o Yes

After school, or on weekends or days when there isn't school, is the total time children spend each day where there is
no interaction with you or another adult two or more hours per day for children 12 or younger?

Family

| No

oYes

1
|

g I Ele - |

®  67% have children under the age of 18 currently living with them
e 28% will have children under 18 coming to live with them once they find housing
o 6% have had children removed by Child Protective Services in the Jast 180 days
e 12% have had a child experience abuse or trauma in the fast 180 days
e  25% {out of 12 that responded) are currently pregnant

38



Youth Specific Questions

Were you ever incarcerated when you were younger than 187

Youth

o |
mYes

Are you currently pregnant, have you ever been pregnant, or have you ever gotten someone pregnant?

Youth ]

H No

mYes

39






Is your current Jack of stable houslng because your family of friends caused you to become homeless?

Youth '

® Mo
myes

Is your current lack of stable housing because of conflicts around gender identity or sexwal orientation?

Youth '

uNo
BYes

41



i current lack of stable housing because of viclence at home betwet ars7
rrent lack of stal 5;’:§:mmy cause of violence at home between family members?
en family members?

Youth




If you've ever used marijuana, did you ever try it at age 12 or younger?

Youth

43

mNo
BYes
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CITY OF

Grand ]unCtion Employee Retiree Health P:an
COLORADO City Council Workshop-May 2%, 2016

Executive Summary

The employee funded Retiree Health Plan (“Plan”) has been a benefit to City of Grand Junction
employees and the organization for 18 years. Because many of the jobs in the organization are
physically as well as mentally demanding, City employees frequently need to retire earlier than the
Medicare eligibility age of 65. The benefit to employees is affordable health care coverage to bridge the
age gap between retirement (or disability) and Medicare. The benefit to the organization is an improved
ability to manage aging workforce issues. Waorkers comp exposure, risk of disability and the personal
and organizational costs related to injury claims can all be associated with managing an older workforce.
These risks and costs can be reduced by employees being able to retire instead of remaining on the job
only to retain health insurance coverage. The Plan is underwritten so that the number of participants
waould be a small portion of the active employees with health insurance. Since inception there have
been over 1,300 employee participants contributing an average of 7 years into the Plan. Of those, 10%
have reached eligibility and retired on the Plan. Pubiic Works and Public Safety employees have
comprised the strong majority of these. Currently there are 69 retirees on the Plan.

The Plan is funded by active employee contributions, retirees’ portion of premiums, retiree buy-ins, and
interest earned on the fund balance. The premiums to Rocky Mountain Health Plans (“RMHP”) are then
paid out of these resources. In 2011 and 2012 the Plan was successful in receiving Early Retirement
Reinsurance Program (ERRP) funding. The terms of the funding required that other Plan design
components were not changed while receiving funding. Also during the recession, in order to minimize
the impact of wage reductions on active employees (3% wage reduction in 2010 and 2011), the
contributions were not increased. At the same time the City reduced its workforce by 12% thereby
cutting the number of active employees contributing to the Plan. Because of recessionary pressures on
active employee contributions, the cost of insurance increasing, and investment returns being limited,
the total outflow of the Plan has exceeded the inflow since 2012.

To re-establish the financial solvency of the Plan will require the formation of a Trust, infusion of a
portion of refunds received from our health insurance carrier as a result of employees’ responsible and
positive utilization of the health benefit, and some Plan design changes. Establishing a formal Trust
provides a long term investment strategy for the Plan with higher rates of return than are available
through more restrictive City investments. The Trust will be managed by the Board of Trustees (the
“Board”) who will have fiduciary responsibility over the Plan including communication to and
representation of plan participants, and administration of the Plan including design changes to ensure
ongoing solvency. The Board will be comprised of seven members and the compaosition will be
consistent with the existing employee boards (Fire, Police, and General Employee) for our ICMA
retirement plans. Three employee representatives from the existing boards, one retiree, and the City
Manager, Finance Director, and Human Resources Director will be on the board.

The proposed financial model for the Plan contains several assumptions and because this is a long term
projection, the assumptions are averaged in arder to smooth out the variability in the rates. The model
will be used by the Board moving forward to adjust assumptions based on current and new projected
economic conditions in order to make plan changes as required each year that ensure the affordability



Employee Retiree Health Plan

and sustainability of the Plan. The necessary financia! strategy is based on the following assumptions;
employee growth rate of .5% (based on 5 year past average growth); some increase in active employee
contributions; increase in retiree’s portion of premium to 22% (consistent with premium cost share of
active employees health insurance); medical inflation of 5% per year; fund rate of return of 4.5% per
year; and participation rates based on historical experience by age band and number of eligible years on
the Plan. The projected net benefits and cash flows (two options provided) based on these assumptions
stabilize the plan by providing positive cash flow and adding to the fund balance each year. The two
assumptions in the Plan which make the most impact on financial solvency are the contributions of
active employees and the sharing of the refunds which are a direct result of good claims experience due
to employees’ management of their own health.

In conclusion, in order to continue this long term benefit to the City employees and the organization as a
whole, and to ensure the financial viability of the Plan in the future, we need to move forward with
implementing the steps discussed above. The following analysis provides detail documentation of the
concepts reviewed in this executive summary and two options have been provided for consideration.

2|Page
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Historical Net Benefits and Cash Flows:

The City Retiree Health Plan (“Plan”) was initiated in 1998. Under the current Plan, retiring employees
are eligible to enroll at age fifty or older if they have at least fifteen years of service with the City or
upon disability at any age with at least five years of service with the City. Currently, the Employee
Retiree Health Fund pays 90% of the premium for retirees until the age of sixty-five or becoming
Medicare eligible, whichever comes first. Retirees are responsible for 10% of the premiums associated
with their coverage and 100% of the premiums associated with spouse and other dependent coverage.

The Plan has been partially funded through regular deductions from the payroll of those active
employees participating in the Plan. In 2016, payroll deductions were increased by 5% to $17.60 per pay
period, $457.60 per year. The deductions have been deposited into the Employee Retiree Health Fund
which is maintained by the City for the payment of explicitly subsidized retiree health care benefits.
Additionally, the Employee Retiree Health Fund has been financed by one-time, buy-in payments made
by employees at the time the employee enrolls in the Plan. The buy-in payment amount has been
defined by the City and is based upon the date and age at retirement. In addition, the fund also received
Early Retirement Reinsurance Program (ERRP) funding in 2011 (see column E). The receipt of this
funding limited plan changes until the funding was fully spent at the end of 2013. A summary of the
Plan’s historical net benefits and cash flows are provided below. The balance of the Fund as of January 1,
2016 is $1,021,201.

o
Q
Q
a

2006 $182,697 {$77,628) ($18,112) $86,957
2007 250,531 {95,484) {6,456) 148,591 |
2008 357,859 (107,832) (6,883) 143,144
2009 323,348 {103,946) (23,750) 195,652
2010 443,969 {121,957) (102,372) 219,640
2011 452,075 (144,033) {33,155) 274,887
2012 482,664 (163,234) (12,305) 307,125
2013 467,118 (147,717) (19,464) 299,937
2014 468,642 (128,676) (31,009) 309,957
2015 463,559 (101,222) (29,541) 332,796

Active
Fund Employee Net Benefit

Balance as of Contributions  Payments Interest Net Cash Flow
January 1 (A) (B) (C) Earned (D) Other {E) | (B)+(C)+(D)+(E)

$799,605 $162,194 (586,957) $33,891 $0 $109,128
2007 908,733 205,705 (148,591) 40,685 (640) 97,159
2008 1,005,892 271,074 (243,144) 39,698 0 67,628
2009 1,073,520 248,375 (195,652) 24,135 (518) 76,340
2010 1,149,860 242,126 (219,640) 14,677 32 37,195
2011 1,187,055 228,944 (274,887) 6,560 126,865 87,482
2012 1,274,537 232,597 (307,125) 6,139 7,882 (60,507)
2013 1,214,030 230,675 (299,937) 5,494 38 (63,730)
2014 1,150,300 244,357 {308,957) 5,091 36 (60,473}
2015 1,089,827 264,109 (332,796) 5,257 (5,196) (68,626)

3|Page
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Assumptions and Methodology for Projected:
Employee Growth Rate

Year Full Time Employees Growth Rate
2011 628
2012 629 0.16%
2013 647 2.9%
2014 642 {0.77%)
2015 641 {0.15%)

The 5-year average growth rate used for the purposes of future cash flow projections is .5%.
Active Employee Contributions

Active employee contributions of $17.60 per pay period are anticipated to increase, per annum, at some
level depending upon the option considered for the purposes of future cash flow projections.

Shared Funding Agreement

The City’s medical and prescription drug plans are experience rated with a shared funding agreement
with our health care provider. If health care utilization is above or below expected losses, the City or
RMHP pays that difference to the other party. It is assumed that year-to-year gains and losses under the
shared funding arrangement will sum to zero over an extended time period. A summary of the shared
funding arrangement for the last ten years is provided below.

RMHP Shared Funding Agreement

Total Premiums Total Claims Refund/(Payment)

2006 4,218,860 4,208,134 10,726

2007 5,167,711 4,954,635 213,076

2008 6,027,891 5,889,612 138,279

2009 6,664,622 5,873,946 790,676

2010 6,658,340 7,198,893 {540,553)

2011 6,805,036 6,231,862 573,174

2012 7,368,359 7,391,619 (23,260)
2013 8,010,880 6,684,032 1,326,848 |

2014 | 8,840,463 8,132,344 708,119

2015 Estimate 9,059,722 8,600,138 i 459,584
Total Refund 3,656,669 |

The City has devoted a great deal of time and effort in educating our employees to be responsible health
care consumers. While some costs simply cannot be avoided, it is our belief that the positive experience
the City has had under our shared funding arrangement is a direct result of an array of health insurance
products to fit the varied needs of our workforce and of our employees being informed consumers. it is
recommended to transfer a portion of these refunds based on the share of employee contributions
rates to the Employee Retiree Health Trust in order to re-establish financial solvency for the plan. These
contributions have been included for the purpose of future cash flow projections.
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Employee Retiree Health Plan

Retiree Premium Rates:

As of January 1, 2016, the City offers two medical and prescription drug plans for active employees and
two medical and prescription drug plans for retirees, Retirees are to be billed the same composite
premium as active employees in the most expensive plan if enrolled in the RMHP Good Health Classic
3000 Plan and the same composite premium as active employees if enrolled in the RMHP Good Health
HMO HSA 32508 Plan. It is assumed the City will maintain this strategy regardless of the retiree medical
and prescription drug plan designs used to provide health care benefits. Revised Retiree premium
contribution rates have been used for the purposes of future cash flow projections.

Anticipated Plan Participation

Since the plan was

initiated in 1998, Years Paid by Participants

there have been over s (e
1,300 active employee 13 ———
participants B o ——
contributing into the =
Employee Retiree ! —
Health Fund. %
Participants -
contributed for an 0 o 100 150
average of 7 years. il i
Of the 1,300 active employee participants,
RETIREES BY DEPARTMENT 201 employees reached eligibility, and 137 of
Convention those individuals retired on the Plan from
Parks & ?::'::: various departments as shown to the left,
Recreation 4%
9% A summary of historical retirements by age
Aarminlitratl o ‘:;" BliE " bands is demonstrated in the chart below.
on /ﬂ‘ 5 orks
13% 4 ; AT, 38%

Historical Retiree Heath Plan Usage

Age 51-54

Age62-64
15%

Police 29%

Based on historical participation rates by age band, the
probability of future use has been projected. Thereisa
5% probability that eligible employees will be able to
retire and use the Plan at age 50 compared to a 37%
probability that they eligible employees will retire and
use the Plan from age 59-64.

Age 59-61
21%




Employee Retiree Health Plan

Medical Inflation

Actual medical cost inflation for the period 2009 - 2014, after receipt of RMHP rebates, estimates 5% per
year. Therefore, medical inflation rate of 5% per annum is applied to both active employee and retiree
premiums. If and when, inflation exceeds projections additional plan design and/or contribution changes
will be made.

Fund Rate of Return

JCMA Balanced Asset Allocation for QTR Ended 12/31/15

Fund Name 1 Year 3 Year 5Year 10 Year
VT Vantagepoint MP Cons Growth (1.75%) 4.02% 4.38% 4.27%
VT Vantagepoint MP Trad Growth (2.10%) 6.41% 5.90% 4,89%

The Vantagepoint MP Cons Growth Fund invests in 2 combination of other Vantagepoint Funds and one
or more third party exchange-traded funds (“ETFs”) to seek to obtain exposure to approximately 61%
fixed income investments, 30% equity investments, and 9% multi-strategy investments. Multi-strategy
investments generally include asset classes and strategies that seek to provide additional diversification
from traditional stocks and bonds. Examples may include convertibie securities, derivative-based
strategies and real estate investment trusts (REITs), among others.

The Vantagepoint MP Trad Growth Fund invests in a combination of other Vantagepoint Funds and one
or more third party exchange-traded funds (“ETFs”) to seek to obtain exposure to approximately 34%
fixed income investments, 54% equity investments, and 12% multi-strategy investments. Multi-strategy
investments generally include asset classes and strategies that seek to provide additional diversification
from traditional stocks and bonds. Examples may include convertible securities, derivative-based
strategies and real estate investment trusts (REITs), among others.

To remain conservative, a 4.5% per annum (average of long term return on both funds above),
compounded annually is used for the purposes of future cash flow projections, assuming that the retiree
health funds available are placed into 2 trust allowing for a long-term investment strategy.

Profected Net Benefits and Cashflows:

Provided below are ten year projections of the anticipated net benefit payments and Fund cash flows
reflecting the participation, contribution, growth, medical inflation, and fund rate of return assumptions.

Premiums Paid By Net Benefit

Retiree Premiums Retiree Buy-tn Payments Provided
Paid to RMHP (A) (B) {C) (A) + (B) + (C)

] $522,850 ($132,876) ($30,361) _ $359,613
2017 581,965 (163,816) {15,706) 402,443
L 2018 663860 | (200,903) {26,112) 436,845
2019 684,330 _ (220,743) (14,323) 449,264
2020 674,651 ~ (228,956) (43,412} 402,283
2021 699,366 (246,698) (38.328) 414,340
2022 736,438  (263,576) (37,265) 435,597
2023 787,621 (286,342) ___(37,408) 463,875
2024 820,043 (302,675) (33,333) 484,035
2025 814,765 (305,901) (35,333) 473,531
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Employee Retiree Health Plan

TAssumes infusion of employee share of 10 year refunds from health insurance carrier mid-year 2016 as |
well as continued share of future refunds and an annual increase in active employee contributions of

% per year {$17.60 per pay period in 2016, by 2025 $21.98 per pay period). Employee Retiree Trust
____Fund Balance at the end of 2025 projected as 52,265,803.
i | Active o R | E o

Fund | Employee || Net Benefit Employee

Balance as of || Contributions || Payments || [nterest Share Net Cash Flow

J .; January 1 (A) || (B) e (C) || _Earned (D) || Refunds (E) || (B)+(C)+(D}+(E)

$1,021,201 $270,712 ($359,613) $21,685 $761,613 $694,397
2017 1,715,598 278,867 (402,443) 76,671 100,000 53,096
2018 1,768,693 287,268 (436,845) 78,476 100,000 28,899
2019 1,797,592 295,922 (449,264) 79,691 100,000 26,349
2020 1,823,942 304,836 (402,283) 82,135 100,000 84,688
2021 1,908,630 314,020 {414,340) 85,881 100,000 85,561
2022 1,994,191 323,479 (435,597) 89,466 100,000 77,348
2023 2,071,539 333,224 (463,875) 92,530 100,000 61,878
2024 2,133,417 343,263 (484,035) 95,086 100,000 54,315
2025 2,187,732 353,603 (473,531) 98,000 100,000 78,072

A e on of employee of 10 d 0 e e d 016 d
ployee co b 0 0 or 20 018, 2019 60 per p period
016 o 0 4.0 eg g 020 B of 20 projected 4
plo B plo
B 0 D butio P are 0
e A B D a B D

2016 $1,021,201 $293,161 ($359,613) $21,938 $761,613 $717,098
2017 1,738,299 327,036 (402,443) 76,527 -0- 1,120
2018 1,739,419 364,825 (436,845) 76,653 -0- 4,634
2019 1,744,053 406,980 (449,264) 77,531 -0- 35,247
2020 1,779,300 409,015 (402,283) 80,220 -0- 86,952
2021 1,866,253 411,060 (414,340 83,908 -0- 80,628
2022 1,946,880 413,116 (435,597 87,104 -0- 64,622
2023 2,011,502 415,181 (463,875) 89,422 =0~ 40,727
2024 2,052,230 417,257 (484,035) 90,848 -0- 24,071
2025 2,076,300 419,343 (473,531) 92,214 -0- 38,026
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Employee Retiree Health Plan

The chart below demonstrates the flow of Employee Retiree Health Funds and the City’s shared funding
agreement.

F Retreasih >y i -
‘ Fr:dlhmee Rreathion. (4 7. Raticen Buy, § == E;‘:::::e )
il ROY (22% + {ower & - o
Contritutions Deperdent] s B , ] : % Health-Funds §

<

Current
Employee Current
Health Ins 1 Employer
Deductians Heaith Benefit
Expense (78%) J

RMHP
Annual
\ Premiums

Paid

Self Insurance Fund

(:Current 0\ RMHP \ E;‘hi:':‘:::s
| i ] : Final Refund
. S

‘Experience £ ettlement

Employee Retiree

Health Trust

" Retiree
Health
i Claims §
7 /
Experlence__ 8|Page




