
FORM 392 -Current M o n t h  - 
Revision date: 0112000 

AETNA US HEALTHCARE 
GROUP 1 NSURANCE PREMIUM STATEMENT 

( R a t e s  effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: JANUARY~OOI 

ACTIVE EMPLOYEES 
LIFE INSURANCE: 

5,179,000 1 
1,420,000 2 

0 3 
192,500 4 

DISABILITY: 
259,957 5 

142 6 
0 7 

L i fe  - Basic $0.32 per 
A. D. & D. ($10,000 cov. per e $0.038 per 
L i fe - Supplemental $0.35 per 
L i fe - Optional $0.35 per 

Long Term Disability (non unio $0.400 per 
Short-term Managed Disability $1.17 per EMPLOYEE 
A.& s.-coveragefor New Jerse $0.20 ber 

MEDICAL, DENTAL, PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

4 8 Employees without dependent coverage 
I 5 9 Employees with dependent coverage 

MANAGED CHOICE 1 HMO 
22 10 Employees without dependent coverage 
98 11 Employees with dependent coverage 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

0 12 Individual (former emp., spouse, or dependent) 
0 13 Family (2 or more individuals) 
o 14 Under age 65 dependent (1) of a deceased retir 
0 15 Under age 65 dependents (>I) of a deceased re 
0 16 'Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE 1 
0 17 Individual (former emp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
o 19 Under age 65 dependent (1) of a deceased retir 
o 20 Under age 65 dependents (>I) of a deceased re 
3 21 *Medicare supplement, in Managed Choice Plan 

continuation of Coverage Subtotal: 

Rate 

$1,000 
$1,000 
$1,000 
$1,000 

$1 00 

Premium 

Total Premiums for Current Month: 
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FORM 392 -Current Month - 
Revision date: 0112000 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: FEBRUARY 2001 

ACTIVE EMPLOYEES 
LIFE INSURANCE: 

5,235,000 1 Life - Basic $0.32 per 
l,42O,OOO 2 A. D. & D. ($1 0,000 cov. per e $0.038 per 

0 3 Life - Supplemental $0.35 per 
192,500 4 Life - Optional $0.35 per 

DISABILITY: 

Rate 

$1,000 
$1,000 
$1,000 
$1,000 

$100 259,957 5 Long Term Disability (non unio $0.400 per 
142 6 Short-term Managed Disability $1.17 per EMPLOYEE 

0 7 A.& S.-Coverage for New Jerse $0.20 per 
MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

4 8 Employees without dependent coverage 
15 9 Employees with dependent coverage 

MANAGED CHOICE 1 HMO 
22 10 Employees without dependent coverage 
98 11 Employees with dependent coverage 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

0 12 Individual (former emp., spouse, or dependent) 
0 13 Family (2 or more individuals) 
0 14 Under age 65 dependent (1) of a deceased retir 
0 15 Under age 65 dependents (>I) of a deceased re 
0 16 *Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE I HMO 
1 17 lndividual (former emp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
0 19 Under age 65 dependent (I) of a deceased retir 
0 20 Under age 65 dependents ( 4 )  of a deceased re 
3 21 *Medicare supplement, in Managed Choice Plan 

Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

Premium 

$1,675.20 
53.96 

0.00 
67.38 

1.039.83 
166.14 

0.00 

1,082.88 
10,320.15 

5,250.52 
59,475.22 

$79,131.28 

0.00 
0.00 
0.00 
0.00 
0.00 

238.66 
0.00 
0.00 
0.00 

498.36 

$737.02 

$79,868.30 
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FORM 392 -Current ~ o n t h  - @ Revision date: 0112000 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: March 2001 

ACTIVE EMPLOYEES 
LIFE INSURANCE: 

5,281,000 I 
1,440,000 2 

0 3 
192,500 4 

DISABILITY: 
256,394 5 

144 6 
0 7 

Life - Basic $0.32 per 
A. D. & D. ($10,000 cov. per e $0.038 per 
Life - Supplemental $0.35 per 
Life - Optional $0.35 per 

Long Term Disability (non unio $0.400 per 

Rate 

$1,000 
$1,000 
$1,000 
$1,000 

$100 
Short-term Managed Disability $1 . I7  per EMPLOYEE 
A.& S.-Coverage for New Jerse $0.20 per 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

4 8 Employees without dependent coverage 
15 9 Employees with dependent coverage 

MANAGED CHOICE 1 HMO 
23 I 0 Employees without dependent coverage 
99 11 Employees with dependent coverage 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

0 12 Individual (former emp., spouse, or dependent) 
0 13 Family (2 or more individuals) 
0 14 Under age 65 dependent (1) of a deceased retir 
0 15 Under age 65 dependents (>I) of a deceased re 
0 16 'Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE I HMO 
1 17 Individual (former ernp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
0 19 Under age 65 dependent (1) of a deceased retir 
0 20 Under age 65 dependents (>I) of a deceased re 
3 21 *Medicare supplement, in Managed Choice Plan 

Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

Premium 

$1,689.92 
54.72 
0.00 

67.38 

1 ,025.58 
168.48 

0.00 

1,082.88 
10,320.15 

5,489.18 
60,082.11 

$79,980.40 

0.00 
0.00 
0.00 
0.00 
0.00 

238.66 
0.00 
0.00 
0.00 

498.36 

$737.02 

$80,777.42 
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FORM 392 -Current Month - @ Revision date: 01/2000 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: April 2001 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 
LIFE INSURANCE: 

5,221,000 1 Life - Basic $0.32 
1,420,000 2 A. D. D. ($10,000 cov. per e $0.038 

0 3 Life - Supplemental $0.35 
I 92,500 4 Life - Optional $0.35 

DISABILITY: 
256,644 5 Long Term Disability (non unio $0.400 

144 6 Short-term Managed Disability $1 . I 7  
0 7 A.& S.-Coverage for New Jerse $0.20 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

3 8 Employees without dependent coverage 
I 3 9 Employees with dependent coverage 

MANAGED CHOICE 1 FIMO 
23 10 Employees without dependent coverage 

100 I 1 Employees with dependent coverage 

per $1,000 
per $1,000 
per $1,000 
per $1,000 

Per $1 00 
per EMPLOYEE 
Per $10 

Actives' subtotal: $78,921.59 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

0 12 Individual (former ernp., spouse, or dependent) 
0 I 3 Family (2 or more individuals) 
0 14 Under age 65 dependent (1) of a deceased retir 
o 15 Under age 65 dependents (>I) of a deceased re 
0 16 'Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE I HMO 
I 17 Individual (former emp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
0 19 Under age 65 dependent ( I )  of a deceased retir 
0 20 Under age 65 dependents (>I) of a deceased re 
3 21 *Medicare supplement, in Managed Choice Plan 

Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 
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FORM 392 -Current Month - 
Revision date: 0112000 

AETNA US HEALTHCARE 
GROUP 1 NSURANCE PREMIUM STATEMENT 

(Rates  effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: May 2001 

Insurance/Employees: Rate 

ACTIVE EMPLOYEES 
LIFE INSURANCE: 

5,221,000 I Life - Basic $0.32 per $1,000 
1,450,000 2 A. D. & D. ($10,000 cov. per e $0.038 per $1,000 

0 3 Life - Supplemental $0.35 per $1,000 
1 92,500 4 Life - Optional $0.35 per $1,000 

DISABILITY: 
253,457 5 Long Term Disability (non unio $0.400 per $100 

144 6 Short-term Managed Disability $1 .I 7 per EMPLOYEE 
0 7 A.& S.-Coverage for New Jerse $0.20 per 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

3 8 Employees without dependent coverage 
13 9 Employees with dependent coverage 

MANAGED CHOICE / kIMO 
23 I 0 Employees without dependent coverage 

100 I I Employees with dependent coverage 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

0 12 Individual (former emp., spouse, or dependent) 
0 13 Family (2 or more individuals) 
0 14 Under age 65 dependent (1) of a deceased retir 
0 15 Under age 65 dependents (4) of a deceased re 
0 16 "Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE I HMO 
0 17 Individual (former emp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
0 19 Under age 65 dependent (1) of a deceased retir 
0 20 Under age 65 dependents (>I) of a deceased re 
3 21 *Medicare supplement, in Managed Choice Plan 

Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

Premium 

$1,670.72 
55.10 
0.00 

67.38 

1,013.83 
168.48 

0.00 

812.16 
8,944.13 

5,489. I 8  
60,689.00 

$78,909.98 

0.00 
0.00 
0.00 
0.00 
0.00 

0.00 
0.00 
0.00 
0.00 

498.36 

$498.36 
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FORM 392 -Current Month - 
Revision date: 0112000 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: June 2001 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 
LIFE INSURANCE: 

5,221,000 1 Life - Basic $0.32 
l,45O,OOO 2 A. D. & D. ($10,000 cov. per e $0.038 

0 3 Life - Supplemental $0.35 
I 92,500 4 Life - Optional $0.35 

DISABILITY: 
253,457 5 Long Term Disability (non unio $0.400 

144 6 Short-term Managed Disability $1.77 
0 7 A.& S.-Coverage for New Jerse $0.20 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

3 8 Employees without dependent coverage 
13 9 Employees with dependent coverage 

MANAGED CHOICE / HMO 
23 10 Employees without dependent coverage 

101 11 Employees with dependent coverage 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

per $1,000 
per $1,000 
per $1,000 
per $1,000 

Per $1 00 
per EMPLOYEE 
Per $10 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

0 12 Individual (former emp., spouse, or dependent) 
0 13 Family (2 or more individuals) 
o 14 Under age 65 dependent (1) of a deceased retir 
o 15 Under age 65 dependents (>I) of a deceased re 
0 16 'Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE 1 HMO 
I 17 Individual (former emp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
0 19 Under age 65 dependent (I) of a deceased retir 
o 20 Under age 65 dependents ( 4 )  of a deceased re 
3 21 *Medicare supplement, in Managed Choice Plan 

Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 
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FORM 392 -Current Month - @ Revision date: OlRDOO 

AETNA US HEALTHCARE 
GROUP 1NSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
?.?ON?!-! OF: July 2001 

InsurancelEmployees: 

ACTIVE EMPLOYEES 
L!FE !NSU24NCE: 

5,221,000 1 
1,440,000 2 

0 3 
192,500 4 

DISABILITY 
253,457 5 

144 6 
0 7 

Rate Premium 

Life - Basic $0.32 per $1,000 
P.. D. 8 D. ($? 0,000 cov. per srr! $0.038 per $? ,000 
Life - Supplemental $0.35 per $1,000 
~ ~ f e  - epticnz! $C35 per $?,000 

Long Tern Dieabi!i!y (nor! unior $0.40C! Fer $? 00 
Short-term Managed Disability $1 .I7 per EMPLOYEE 
.A. & S.-Cosfer3ge fcr Mew Jerse: $0.28 per 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
CQb.!PREHENS!\./E MAJOR ?.?ED!C,*L 

I 8 Employees without dependent coverage 
8 9 E.cp!nyees \!.it!? dspndpnf CO\.'B~S"- J- 

MANAGED CHOICE I HMO 
21 ? 0 Emp!oyees \.vithout dependent sove~gs 

108 11 Employees with dependent coverage 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

0 12 Individual (former emp., spouse, or dependent) 
0 13 Family (2 or more individuals) 
0 14 Under age 65 dependent (I) of a deceased retirc 
0 15 Under age 65 dependents (>I) of a deceased re 
0 16 *Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE 1 HMO 
1 17 individual (former emp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
0 19 Under age 65 dependent (1 ) of a deceased retirc 
0 20 Under age 65 dependents (>A) of a deceased re' 
3 21 "Medicare supplement, in Managed Choice Plan 

Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

0 Includes dependents at least 65 years ot age ot a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

KAW_R_AGKYDR1#134_attachment_062504
Page 7 of 46



FORM 392 -Current Month - 
Revision date: 0112000 

AETNA US HEALTHCARE 
GROUP l NSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2000) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: August 2001 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 
LIFE INSURANCE: 

5,433,000 I Life - Basic $0.32 
1,450,000 2 A. D. & D. ($10,000 cov. per e $0.038 

0 3 Life - Supplemental $0.35 
I 92,500 4 Life - Optional $0.35 

DISABILITY: 
269,749 5 Long Term Disability (non unio $0.400 

145 6 Short-term Managed Disability $1 . I7 
0 7 A.& S.-Coverage for New Jerse $0.20 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

1 8 Employees without dependent coverage 
8 9 Employees with dependent coverage 

MANAGED CHOICE I HMO 
26 10 Employees without dependent coverage 

106 I I Employees with dependent coverage 

per $1,000 
per $1,000 
per $1,000 
per $1,000 

Per $100 
per EMPLOYEE 
per $1 o 

Actives' subtotal: $79,419.99 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL, & PRESCRIPTION COVERAGE: 
COMPREHENSIVE MAJOR MEDICAL 

o 12 Individual (former emp., spouse, or dependent) 
0 13 Family (2 or more individuals) 
o 14 Under age 65 dependent (1) of a deceased retir 
o 15 Under age 65 dependents (>I) of a deceased re 
o 76 *Medicare supplement, in Comprehensive Plan 

MANAGED CHOICE I HMO 
0 17 lndividual (former emp., spouse, or dependent) 
0 18 Family (2 or more individuals) 
o 19 Under age 65 dependent ( I )  of a deceased retir 
o 20 Under age 65 dependents (>I) of a deceased re 
3 21 *Medicare supplement, in Managed Choice Plan 

continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 -Current Month - 
Revision date: 09/2001 

AETNA US HEALTHCARE 

GROUP INSURANCE PREMIUM STATEMENT 
(Rates effective September I, 2001) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: September, 2001 

InsurancelEmploYees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 1 $90.226.99 1 

DISABILITY: 

CONTINUATION OF COVERAGE 
- .b\ 

$0.295 per $1,000 

$0.295 per $1,000 

$0.020 per $1,000 

$0.020 per $1,000 

$0.06 per $1,000 

$0.08 per $1,000 

$0.10 per $1,000 

$0.12 per $1,000 

$0.20 per $1,000 

$0.35 per $1,000 

$0.63 per $1,000 

$0.75 per $1,000 

$1.37 per $1,000 

$2.21 per $1,000 

$3.67 per $1,000 

$0.29 per $1,000 

$0.12 per $1,000 

$0.35 per $1,000 

$0.35 per $1,000 

1 Life - Basic (Non Bargaining) 

2 Life - Basic (Bargaining) 

3 A. D. & D. ($10,000 cov. per em 

4 A. D. & D. (Non Bargaining) 

5 Life - Voluntary Under 30 
6 Life - Voluntary 30-34 

7 Life - Voluntary 35-39 
8 Life - Voluntary 40-44 

9 Life - Voluntary 45-49 

10 Life - Voluntary 50-54 

1 1 Life - Voluntary 55-59 

12 Life - Voluntary 60-64 

13 Life - Voluntary 65-69 
14 Life - Voluntary 70-74 

15 Life - Voluntary Over 74 

16 Life - Dependent Spouse 
17 Life - Dependent Children 
18 Life - Supplemental 

19 Life - Optional 

LIVES 

60 
85 

85 

60 

2 
5 

10 
7 

5 
10 

2 

0 
0 

0 
0 

50 

63 
0 
7 

$1,470.58 

813.02 

17.00 
12.00 

10.34 

45.27 
85.19 

51.30 
57.25 

230.73 

86.32 
0.00 

0.00 
0.00 
0.00 

290.00 

75.60 
0.00 

67.38 

LIFE INSURANCE: 

4,985,000 

2,756,000 
850,000 

600,000 

172,350 - 
565,925 

851,912 
427,480 

286,242 

659,216 
937,010 

1,000,000 
630,000 

192,500 

I ,101.28 

169.65 

0.00 

3 131 *Medicare supplement, in Comprehensive Pla 1 $225.92 1 677.76 1 

$0.400 per $100 

$1.17 per EMPLOYE 

$0.20 per $10 

275,320 

145 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

20 Long Term Disability (non union 

21 Short-term Managed Disability 

22 A.& S.-Coverage for New Jerse 
MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

27 Individual (former emp., spouse, or dependent 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased ret 
30 Under age 65 dependents ( 4 )  of a deceased 

27 

1 15 
I 

$275.00 
$680.00 
$275.00 
$680.00 

$275.00 

$680.00 

$19.08 

$47.70 

23 Employees without dependent coverage 

24 Employees with dependent coverage 

25 Employees with single dental coverage only 

26 Employees with dependent dental coverage o 

0.00 
0.00 
0.00 
0.00 

7,425.00 

78.200.00 

19.08 

0.00 

KAW_R_AGKYDR1#134_attachment_062504
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Continuation of Coverage Subtotal: 

Total Premiums for Current Month: pi?siKq 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 
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FORM 392 -Currenf Month - 
Revision date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effecfive September I, 2001) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 

MONTH OF: October 2002 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 

1 22 A.& S.-Coverage for New Jerse 1 $0.20 per $10 1 0.00 1 
MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

27 23 Employees without dependent coverage 1 $275.00 7,425.00 

116 24 Employees with dependent coverage $680.00 78,880.00 

1 25 Employees with single dental coverage only $19.08 19.08 
26 Employees with dependent dental coverage o $47.70 0.00 

CONTINUATION OF COVERAGE 

Actives' subtotal: 1 $91 -077.70 1 

$0.295 per $1,000 

$0.295 per $1,000 

$0.020 per $1,000 

$0.020 per $1,000 

$0.06 per $1,000 

$0.08 per $1,000 

$0.10 per $1,000 

$0.12 per $1,000 

$0.20 per $1,000 

$0.35 per $1,000 

$0.63 per $1,000 

$0.75 per $1,000 

$1.37 per $1,000 

$2.21 per $1,000 

$3.67 per $2,000 

$0.29 per $1,000 

$0.12 per $1,000 

$0.35 per $1,000 

$0.35 per $1,000 

1 Life - Basic (Non Bargaining) 
2 Life - Basic (Bargaining) 

3 A. D. & D. ($10,000 cov. per em 

4 A. D. & D. (Non Bargaining) 

5 Life - Voluntary Under 30 

6 Life -Voluntary 30-34 

7 Life -Voluntary 35-39 

8 Life - Voluntary 40-44 

9 Life - Voluntary 45-49 
10 Life - Voluntary 50-54 

11 Life - Voluntary 55-59 

12 Life - Voluntary 60-64 
13 Life - Voluntary 65-69 

14 Life - Voluntary 70-74 

15 Life - Voluntary Over 74 
16 Life - Dependent Spouse 

17 Life - Dependent Children 

18 Life - Supplemental 

19 Life - Optional 

LIVES 
60 

86 
86 

60 

2 
6 

10 

7 

5 

10 

2 
0 

0 

0 

0 

51 

65 
0 

7 

3 ( 31 "Medicare supplement, in Comprehensive Pla 1 $225.92 1 677.76 1 

$1,470.58 

823.94 

17.20 
12.00 

10.34 

51.05 
85.19 

51.30 

57.25 

230.73 

86.32 
0.00 

0.00 

0.00 

0.00 

295.80 
78.00 

0.00 

67.38 

LIFE INSURANCE: 

4,985,000 
2,793,000 

860,000 

600,000 

172,350 

638,143 

851,912 

427,480 

286,242 
659,216 

137,010 

1,020,000 

650,000 

192,500 

DISABILITY: 
1,245.72 

170.82 
31 1,430 

146 

20 Long Term Disability (non union 
21 Short-term Managed Disability 

$0.400 per $100 

$1.17 per EMPLOYE 

KAW_R_AGKYDR1#134_attachment_062504
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Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 
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FORM 392 -Current Month - 
Revision dafe: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September I, 2007) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: November 2001 

Insurance/EmploYees: Rate Premium 

ACTIVE EMPLOYEES 

60 1 60d,000 1 4 A. D. & D. (Non Bargaining) )$0.020 per $1,000 1 12.00 1 

LIVES LIFE. INSURANCE: 

7 1 427,480 1 8 Life - Voluntary 40-44 1 $0.12 per $1,000 1 51 -30 

60 

86 
86 

2 
6 

10 

4,985,000 

2,793,000 
860,000 

$1,470.58 
823.94 

17.20 

1 Life - Basic (Non Bargaining) 
2 Life - Basic (Bargaining) 

3 A. D. & D. ($10,000 cov. per err 

172,350 
638,143 

851,912 

5 

10 
2 

0 

$0.295 per $1,000 

$0.295 per $1,000 

$0.020 per $1,000 

0 
0 
0 

5 Life -Voluntary Under 30 
6 Life - Voluntary 30-34 
7 Life - Voluntary 35-39 

286,242 
659,216 

137,010 

51 
65 
0 

7 

13 Life - Voluntary 65-69 
14 Life -Voluntary 70-74 
15 Life - Voluntary Over 74 

DISABILITY: 

Actives' subtotal: 

$0.06 per $1,000 

$0.08 per $1,000 

$0.10 per $1,000 

9 Life - Voluntary 45-49 
10 Life - Voluntary 50-54 
11 Life - Voluntary 55-59 
12 Life - Voluntary 60-64 

1,020,000 
650,000 

192,500 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

CONTINUATION OF COVERAGE 

10.34 
51.05 
85.19 

$1.37 per $1,000 

$2.21 per $1,000 

$3.67 per $1,000 

1,245.72 
170.82 

0.00 

31 1,430 
146 

$0.20 per $1,000 

$0.35 per $1,000 

$0.63 per $1,000 

$0.75 per $1,000 
0.00 
0.00 
0.00 

16 Life - Dependent Spouse 
17 Life - Dependent Children 
18 Life - Supplemental 
19 Life - Optional 

7,425.00 
78,880.00 

19.08 
0.00 

3 131 'Medicare supplement, in Comprehensive  lad $225.92 1 677.76 1 

57.25 
230.73 

86.32 
0.00 

20 Long Term Disability (non union 
21 Sholt-term Managed Disability 
22 A.& S.-Coverage for New Jerse 

$275.00 
$680.00 
$19.08 
$47.70 

27 
11 6 
I 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

$0.29 per $1,000 

$0.12 per $1,000 

$0.35 per $1,000 

$0.35 per $1,000 

$0.400 per $100 
$1 .I7 per EMPLOYE[ 
$0.20 per $10 

23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 
26 Employees with dependent dental coverage or 

295.80 

78.00 
0.00 

67.38 

0.00 
0.00 
0.00 
0.00 

27 Individual (former emp., spouse, or dependent 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased ret 
30 Under age 65 dependents (>I) of a deceased 

$275.00 
$680.00 
$275.00 
$680.00 
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Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 
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FORM 392 -Current M o n t h  - 
@vision date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rafes effective September 7, 2001) 

COMPANY: KENTUCKY-AMERICAN WATER COMPANY 
MONTH OF: December 2001 

InsurancelEmpioYees: Rate Premium 

ACTIVE EMPLOYEES 

DISABILITY: 
31 1,430 1 20 Long Term Disability (non union~$0.400 per $1001 1,245.72 1 

LIVES 
60 
86 

86 
60 
2 
6 

10 
7 
5 

10 
2 
0 
0 
0 
0 

50 
62 

0 
7 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

1 Life - Basic Won Bargaining) 

2 Life - Basic (Bargaining) 

3 A. D. & D. ($10,000 cov. per err 
4 A. D. & D. (Non Bargaining) 
5 Life - Voluntary Under 30 

. a  6 Life - Voluntary 30-34 
7 Life - Voluntary 35-39 
8 Life - Voluntary 40-44 
9 Life - Voluntary 45-49 

10 Life - Voluntary 50-54 
11 Life - Voluntary 55-59 
12 Life - Voluntary 60-64 
13 Life - Voluntary 65-69 
14 Life - Voluntary 70-74 
15 Life - Voluntary Over 74 
16 Life - Dependent Spouse 

17 Life - Dependent Children 

18 Life - Supplemental 
19 Life - Optional 

LIFE INSURANCE: 
4,994,000 
2,878,000 

860,000 
600,000 
172,350 
638,143 
851 ,912 

427,480 
286,242 

659,216 
137,01 o 

1,020,000 
650,000 

192,500 

146 1 21 Short-term Managed Disability ( $1.17 per  EMPLOYE^ 1 7 T 8 2  
( 22 A,& S.-Coverage for New ~erse i  $0.20 per $10 1 0.00 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

27 
11 5 
I 

$0.295 per $1,000 
$0.295 per $1,000 
$0.020 per $1,000 
$0.020 per $1,000 
$0.06 per $1,000 
$0.08 per $1,000 
$0.10 per $1,000 
$0.12 per $1,000 
$0.20 per $1,000 

$0.35 per $1,000 
$0.63 per $1,000 
$0.75 per $1,000 
$1.37 per $1,000 
$2.21 per $1,000 
$3.67 per $1,000 
$0.29 per $1,000 
$0.12 per $1,000 

$0.35 per $1,000 

$0.35 per $1,000 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

$1,473.23 
849.01 

17.20 
12.00 
10.34 

85.19 
51.30 
57.25 

230.73 
86.32 
0.00 
0.00 
0.00 
0.00 

295.80 

78.00 
0.00 

67.38 , 

27 Individual (former ernp., spouse, or dependent 
28 Family (2 or more individuals) 
29 Under age 65 dependent ( I )  of a deceased re 

7,425.00 
78,200.00 

19.08 
0.00 

23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 

26 Employees with dependent dental coverage or 

$275.00 0.00 
$680.00 0.00 
$275.00 0.00 

$275.00 
$680.00 
$19.08 

$47.70 

2 

30 Under age 65 dependents (>I) of a deceased 1 $680.00 0.00 
31 "Medicare supplement, in Comprehensive  lad $225.92 451.84 

KAW_R_AGKYDR1#134_attachment_062504
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Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2002 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September I, 2001) 

COMPANY: KENTUCKY AMERICAN WATER COMPANY 
MONTH OF: January, 2002 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: r $96,948.85 1 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

Continuation of Coverage Subtotal: 

* Includes dependents at least 65 years ot age ot a deceased retlree, and 
medicare dlsabled dependents (any age) ot deceased retirees. 

0.00 
0.00 
0.00 
0.00 

451.84 

$451.84 1 

$303.00 
$748.00 
$303.00 
$748.00 
$225.92 

0 
0 
0 
0 
2 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent ( I )  of a deceased retiree 
30 Under age 65 dependents (>I) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 -Current Month - 
Revision date: 01/2002 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2002) 

COMPANY: Kentucky-American Water Company 

MONTH OF: February 2002 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

LIVES LIFE INSURANCE: 

DISABILITY: 

1 122 1 24 Em~lovees with de~endent coveraoe 1 $748.00 / 91.256.00 / 

272,320 1 20 Long Term Disability (non union only) 

0 / 22 A.& S.-Coverage for New Jersey only 

$0.400 per $loo] 1,089.28 

$0.20 per $10 / 0.00 1 

I , . .. 

Actives' subtotal: 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

0 1 25 Employees with single dental coverage only 

0 1 26 Employees with dependent dental coverage only 

CONTINUATION OF COVERAGE 

168.48 144 / 21 Short-term Managed Disability 

36 / 23 Employees without dependent coverage 

$22.66 / 0.00 

$56.66 1 

$1.17 per EMPLOYEE 

$303.00 1 10,908.00 

0.00 

Continuation of Coverage Subtotal: 

Total Premiums for Current Month: 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

0.00 
0.00 
0.00 
0.00 

497.02 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0 
0 
0 
0 
2 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (>I) of a deceased retiree 
31 "Medicare supplement, in Comprehensive Plan 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 -Current Month - 
Revision date: 01/2002 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January I, 2002) 

COMPANY: Kentucky-American Water Company 
MONTH OF: March 2002 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

60 1 4,904,000 1 1 Life - Basic (Non Bargaining) 
85 

85 
60 
2 
6 

9 
7 
6 

9 

$0.295 per $1,000 / $1,446,681 

2 
0 

0 

2,935,000 
850,000 
600,000 

172,351 
61 3,284 
788,062 

449,382 
359,625 
637,751 

0 
0 

49 

75,005 
0 
0 

60 
0 

10 

2 Life - Basic (Bargaining) 
3 A. D. & D. ($10,000 cov. per employee) 
4 A. D. & D. (Non Bargaining) 
5 Life - Voluntary Under 30 
6 Life - Voluntary 30-34 
7 Life - Voluntary 35-39 

8 Life - Voluntary 40-44 
9 Life - Voluntary 45-49 

10 Life - Voluntary 50-54 

0 

0 
980,000 

272,320 / 20 Long Term Disability (non union only) 

1 122 1 24 Em~lovees with de~endent coveraae 1 $748.00 / 91.256.00 1 

11 Life - Voluntary 55-59 
12 Life - Voluntary 60-64 
13 Life - Voluntary 65-69 

DISABILITY: 

600,000 

0 
195,000 

$0.400 per $100 / 1,089.28 

0 / 22 A.& S.-Coverage for New Jersey only 

$0.295 per $1,000 
$0.020 per $1,000 
$0.020 per $1,000 

$0.06 per $1,000 
$0.08 per $1,000 
$0.10 per $1,000 
$0.12 per $1,000 
$0.20 per $1,000 
$0.35 per $1,000 

14 Life - Voluntary 70-74 
15 Life - Voluntary Over 74 

16 Life - Dependent Spouse 

$0.20 per $10 1 0.00 / 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

865.83 
17.00 

12.00 
10.34 
49.06 

78.81 
53.93 
71.93 

223.21 

$0.63 per $1,000 
$0.75 per $1,000 
$1.37 per $1,000 

17 Life - Dependent Children 
18 Life - Supplemental 
19 Life - Optional 

145 1 21 Short-term Managed Disability 

. . - 
0 1 25 Employees with single dental coverage only 
0 1 26 Employees with dependent dental coverage only 

47.25 
0.00 

0.00 
$2.21 per $1,000 
$3.67 per $1,000 
$0.29 per $1,000 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

0.00 
0.00 

284.20 
$0.12 per $1,000 
$0.35 per $1,000 
$0.35 per $1,000 

$1.17 per EMPLOYEE 

35 1 23 Employees without dependent coverage 

$22.66 

$56.66 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

72.00 
0.00 

68.25 

169.65 

$303.00 / 10,605.00 / 

0.00 

0.00 

0 
0 
0 
0 
3 

Continuation of Coverage Subtotal: 

" Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

$745.53 / 
Total Premiums for Current Month: 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (>I) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

$107,165.95 / 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0.00 
0.00 
0.00 
0.00 

745.53 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: April 2002 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

DISABILITY: 

CONTINUATION OF COVERAGE 

Actives' subtotal: 

1,110.86 
170.82 

0.00 

11,514.00 
83,776.00 

0.00 
56.66 

$99,965.15 1 

TOTAL PREMIUM TO BE PAID TO TRUST: 

$0.400 per $1 00 
$1 .I7 per EMPLOYEE 
$0.20 per $1 0 

277,716 
146 

0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

20 Long Term Disability (non union only) 
21 Short-term Managed Disability 
22 A.& S.-Coverage for New Jersey only 

MEDICAL, DENTAL & 
38 

1 12 
0 
1 

0.00 
0.00 
0.00 
0.00 

745.53 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0 27 Individual (former emp., spouse, or dependent) 

PRESCRIPTION COVERAGE: 

0 
0 
0 
3 

Continuation of Coverage Subtotal: 

23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 
26 Employees with dependent dental coverage only 

Y( 2 or more individuals 28 Famil 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (>I) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

$745.53 ] 

$303.00 
$748.00 
$22.66 
$56.66 
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FORM 392 - TOTAL 
Revision date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: May 2002 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 

Continuation of Coverage Subtotal: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

282,676 
145 
0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

0 
0 
0 
0 
3 

20 Long Term Disability (non union only) 
21 Short-term Managed Disability 
22 A,& S.-Coverage for New Jersey only 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (>I) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

1 1,514.00 
83,776.00 

0.00 
56.66 

$0.400 per $1 00 
$1 .I7 per EMPLOYEE 
$0.20 per $1 0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

1 ,I 30.70 
169.65 
0.00 

38 
1 12 
0 
1 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

Actives' subtotal: 

0.00 
0.00 
0.00 
0.00 

745.53 

23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 
26 Employees with dependent dental coverage only 

$1 00,021.48 1 

$303.00 
$748.00 
$22.66 
$56.66 

CONTINUATION OF COVERAGE 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 09/200 1 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: June 2002 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

$1,485.33 
851.67 

16.80 
11.80 
1.97 

69.85 
64.67 
74.12 
73.64 

200.04 
93.30 
0.00 
0.00 
0.00 
0.00 

284.20 
75.60 
0.00 

68.25 
DISABILITY: 

LIVES 
59 
84 
84 
59 

1 
10 
8 
8 
6 
8 
3 
0 
0 
0 
0 

49 
63 
0 

10 

1 Life - Basic (Non Bargaining) 
2 Life - Basic (Bargaining) 
3 A. D. & D. ($1 0,000 cov. per employee) 
4 A. D. & D. (Non Bargaining) 
5 Life - Voluntary Under 30 
6 Life - Voluntary 30-34 
7 Life - Voluntary 35-39 
8 Life - Voluntary 40-44 
9 Life - Voluntary 45-49 

10 Life - Voluntary 50-54 
11 Life - Voluntary 55-59 
12 Life - Voluntary 60-64 
13 Life - Voluntary 65-69 
14 Life - Voluntary 70-74 
15 Life - Voluntary Over 74 
16 Life - Dependent Spouse 
17 Life - Dependent Children 
18 Life - Supplemental 
19 Life - Optional 

LIFE INSURANCE: 
5,035,000 
2,887,000 

840,000 
590,000 
32,822 

873,123 
646,699 
617,685 
368,221 
571,554 
148,096 

0 
0 
0 
0 

980,000 
630,000 

0 
195,000 

1,118.24 
167.31 

0.00 

10,908.00 
83,028.00 

0.00 
56.66 

279,561 
143 

0 
MEDICAL, DENTAL & 

36 
11 1 

0 
1 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

$0.295 per $1,000 
$0.295 per $1,000 
0.020 per $1,000 
0.020 per $1,000 
$0.06 per $1,000 
$0.08 per $1,000 
$0.10 per $1,000 
$0.12 per $1,000 
$0.20 per $1,000 
$0.35 per $1,000 
$0.63 per $1,000 
$0.75 per $1,000 
$1.37 per $1,000 
$2.21 per $1,000 
$3.67 per $1,000 
$0.29 per $1,000 
$0.12 per $1,000 
$0.35 per $1,000 
$0.35 per $1,000 

Continuation of Coverage Subtotal: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

20 Long Term Disability (non union only) 
21 Short-term Managed Disability 
22 A.& S.-Coverage for New Jersey only 

0 
0 
0 
0 
3 

$745.53 1 

$0.400 per $1 00 
$1 .I7 per EMPLOYEE 
$0.20 per $1 0 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (+.I) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

0.00 
0.00 
0.00 
0.00 

745.53 

PRESCRIPTION COVERAGE: 
23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 
26 Employees with dependent dental coverage only 

$303.00 
$748.00 
$22.66 
$56.66 

KAW_R_AGKYDR1#134_attachment_062504
Page 22 of 46



FORM 392 - TOTAL 
Revision date: 09/2001 

AETNA US HEAL THCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: July 2002 

Insurance/Employees: Rate Premium 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

Continuation of Coverage Subtotal: 

MEDICAL, DENTAL 8 PRESCRIPTION COVERAGE: 
0 
1 
0 
0 
3 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

TOTAL PREMIUM TO BE PAID TO TRUST: 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (>I) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

$100,154.08 1 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0.00 
748.00 

0.00 
0.00 

745.53 
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FORM 392 - TOTAL 
Revision date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: August 2002 

InsurancelEmployees: Rate Premium 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
0 
1 
0 
0 
3 

Continuation of Coverage Subtotal: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

$1,493.53 1 

TOTAL PREMIUM TO BE PAID TO TRUST: 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (4) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

$99,102.70 1 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0.00 
748.00 

0.00 
0.00 

745.53 
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FORM 392 - TOTAL 
Revision date: 09/2001 

AEWA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: September 2002 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 
282,931 

143 
0 

MEDICAL, DENTAL & 
35 

111 
0 
1 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

0 
1 
0 
0 
3 

Continuation of Coverage Subtotal: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

20 Long Term Disability (non union only) 
21 Short-term Managed Disability 
22 A.& S.-Coverage for New Jersey only 

$1,493.53 1 

Actives' subtotal: 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents ( 4 )  of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

$0.400 per $1 00 
$1 .I7 per EMPLOYEE 
$0.20 per $1 0 

$98,359.74 1 

1,131.72 
167.31 

0.00 

CONTINUATION OF COVERAGE 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

10,605.00 
83,028.00 

0.00 
56.66 

PRESCRIPTION COVERAGE: 

0.00 
748.00 

0.00 
0.00 

745.53 

23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 
26 Employees with dependent dental coverage only 

$303.00 
$748.00 
$22.66 
$56.66 
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FORM 392 - TOTAL 
Revision date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: October 2002 

InsurancelEmployees: Rate Premium 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

Continuation of Coverage Subtotal: 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

0 
1 
0 
0 
2 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent ( I  ) of a deceased retiree 
30 Under age 65 dependents (>I) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0.00 
748.00 

0.00 
0.00 

497.02 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revjsion date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: November 2002 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

$1,504.21 
871.43 
16.80 
12.00 
4.12 
57.30 
89.49 
82.91 
74.07 
202.34 
96.09 
0.00 
0.00 
0.00 
0.00 

272.60 
81.60 
0.00 
54.25 

DISABILITY: 

CONTINUATION OF COVERAGE 

$0.295 per $1,000 
$0.295 per $1,000 
0.020 per $1,000 
0.020 per $1,000 
$0.06 per $1,000 
$0.08 per $1,000 
$0.10 per $1,000 
$0.12 per $1,000 
$0.20 per $1,000 
$0.35 per $1,000 
$0.63 per $1,000 
$0.75 per $1,000 
$1.37 per $1,000 
$2.21 per $1,000 
$3.67 per $1,000 
$0.29 per $1,000 
$0.12 per $1,000 
$0.35 per $1,000 
$0.35 per $1,000 

1 Life - Basic (Non Bargaining) 
2 Life - Basic (Bargaining) 
3 A. D. & D. ($10,000 cov. per employee) 
4 A. D. & D. (Non Bargaining) 
5 Life - Voluntary Under 30 
6 Life - Voluntary 30-34 
7 Life - Voluntary 35-39 
8 Life - Voluntary 40-44 
9 Life - Voluntary 45-49 
10 Life - Voluntary 50-54 
1 1  Life - Voluntary 55-59 
12 Life - Voluntary 60-64 
13 Life - Voluntary 65-69 
14 Life - Voluntary 70-74 
15 Life - Voluntary Over 74 
16 Life - Dependent Spouse 
17 Life - Dependent Children 
18 Life - Supplemental 
19 Life - Optional 

LIVES 
60 
84 
84 
60 
2 
9 
10 
9 
6 
8 
3 
0 
0 
0 
0 
47 
68 
0 
8 

1 ,I 32.49 
168.48 
0.00 

10,605.00 
83,776.00 

0.00 
56.66 

LIFE INSURANCE: 
5,099,000 
2,954,000 
840,000 
600,000 
68,723 
71 6,254 
894,941 
690,900 
370,363 
578,126 
152,526 

0 
0 
0 
0 

940,000 
680,000 

0 
155,000 

$0.400 per $1 00 
$1 .I7 per EMPLOYEE 
$0.20 per $1 0 

283,122 
144 
0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

20 Long Term Disability (non union only) 
21 Short-term Managed Disability 
22 A,& S.-Coverage for New Jersey only 

TOTAL PREMIUM TO BE PAID TO TRUST: 

MEDICAL, DENTAL & 
35 

1 12 
0 
1 

0.00 
748.00 
0.00 
0.00 

497.02 , 

$100,402.86 I 

Continuation of Coverage Subtotal: 1 $1,245.02 1 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0 
1 
0 
0 
2 

PRESCRIPTION COVERAGE: 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (4) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 
26 Employees with dependent dental coverage only 

$303.00 
$748.00 
$22.66 
$56.66 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 09/2001 

AETNA US HEALTHCARE 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective September 1, 2001) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: December 2002 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

DISABILITY: 

CONTINUATION OF COVERAGE 

Actives' subtotal: 

1 , I  12.14 
163.80 

0.00 

2,424.00 
82,280.00 

0.00 
56.66 

$89,356.81 1 

$0.400 per $1 00 
$1 .I7 per EMPLOYEE 
$0.20 per $1 0 

278,036 
140 

0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

* Includes dependents at least 65 years of age of a deceased retiree, and 
medicare disabled dependents (any age) of deceased retirees. 

20 Long Term Disability (non union only) 
21 Short-term Managed Disability 
22 A,& S.-Coverage for New Jersey only 

TOTAL PREMIUM TO BE PAID TO TRUST: 

MEDICAL, DENTAL & 
8 

1 10 
0 
1 

0.00 
748.00 

0.00 
0.00 

497.02 

$90,601.83 1 

Continuation of Coverage Subtotal: I $1,245.02 1 

$303.00 
$748.00 
$303.00 
$748.00 
$248.51 

0 
1 
0 
0 
2 

PRESCRIPTION COVERAGE: 

27 Individual (former emp., spouse, or dependent) 
28 Family (2 or more individuals) 
29 Under age 65 dependent (1) of a deceased retiree 
30 Under age 65 dependents (4) of a deceased retiree 
31 *Medicare supplement, in Comprehensive Plan 

23 Employees without dependent coverage 
24 Employees with dependent coverage 
25 Employees with single dental coverage only 
26 Employees with dependent dental coverage only 

$303.00 
$748.00 
$22.66 
$56.66 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSM3LUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2003) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: January 2003 

Insurance/Employees: Rate Premium 

Actives' subtotal: 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
I I 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 324.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

996.29 
21 3.30 

0.00 

7,452.00 
83,200.00 

23.00 
57.00 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

249,073 
135 

0 

TOTAL PREMIUM TO BE PAID TO TRUST: I $95,252.24 1 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A,& S.-Coverage for New Jersey only 

Continuation of Coverage Subtotal: 

MEDICAL, DENTAL & 
23 

104 
1 
1 

$324.00 1 

PRESCRIPTION COVERAGE: 
22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$324.00 
$800.00 
$23.00 
$57.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSSJBLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2003) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: February 2003 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 

CONTINUATION OF COVERAGE 

Actives' subtotal: 

1,023.68 
21 8.04 

0.00 

7,776.00 
83,200.00 

23.00 
57.00 

$95,317.07 1 

TOTAL PREMIUM TO BE PAID TO TRUST: 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

255,921 
138 

0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
I I 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 324.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& S.-Coverage for New Jersey only 

Continuation of Coverage Subtotal: 

MEDICAL, DENTAL & 
24 

104 
1 
1 

$324.00 1 

PRESCRIPTION COVERAGE: 
22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$324.00 
$800.00 
$23.00 
$57.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSSBLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2003) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: March 2003 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

DISABILITY: 

CONTINUATION OF COVERAGE 

1,003.1 1 
218.04 

0.00 

8,100.00 
84,000.00 

23.00 
57.00 

TOTAL PREMIUM TO BE PAID TO TRUST: 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

250,778 
138 

0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
I I 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 324.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& S.-Coverage for New Jersey only 

Continuation of Coverage Subtotal: 

MEDICAL, DENTAL & 
25 

105 
1 
1 

$324.00 1 

PRESCRIPTION COVERAGE: 
22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$324.00 
$800.00 
$23.00 
$57.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORfZON BLUECROSSBLUESHIELD 
GROUP INSURANCE PRENllUM STATEMENT 

(Rates effective January 1, 22003) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: April 2003 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
I I 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 324.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

Continuation of Coverage Subtotal: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

$324.00 1 

$97,095.66 1 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSSJBLUESHIEL D 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 20031 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: May 2003 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 
257,749 

137 
0 

TOTAL PREMIUM TO BE PAID TO TRUST: $97,005.12 1 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& S.-Coverage for New Jersey only 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

25 
106 

1 
2 

1,031 .OO 
21 6.46 

0.00 

22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent' dental coverage only 

Actives' subtotal: I $96,681.12 1 
CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
I I 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 324.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

$324.00 
$800.00 
$23.00 
$57.00 

Continuation of Coverage Subtotal: 

8,100.00 
84,800.00 

23.00 
11 4.00 

$324.00 1 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSM3LUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2003) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: June 2003 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
I I 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 324.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

Continuation of Coverage Subtotal: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSSBLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effeclive January 1, 2003) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: July 2003 

Insurance/Employees: Rate Premium 

CONTINUATION OF COVERAGE 

Actives' subtotal: 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
0 1 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 0.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

$96,219.70 1 

Continuation of Coverage Subtotal: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: OV2003 

HORIZON BLUECROSSBLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January I, 22003) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: August 2003 

Insurance/Employees: Rate Premium 

Actives' subtotal: 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 

CONTINUATION OF COVERAGE 

257,749 
138 

0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
0 1 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 0.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& S.-Coverage for New Jersey only 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

Continuation of Coverage Subtotal: 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

$0.00 1 

TOTAL PREMIUM TO BE PAID TO TRUST: 

1,031 .OO 
218.04 

0.00 

26 
105 

1 
1 

$96,209.65 I 

$324.00 
$800.00 
$23.00 
$57.00 

22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

8,424.00 
84,000.00 

23.00 
57.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSSJBLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1 2003) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: September 2003 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

TOTAL PREMIUM TO BE PAID TO TRUST 

LIVES LIFE INSURANCE: 

DISABILITY: 
257,749 

138 
0 

MEDICAL, DENTAL & 
26 

105 
1 
1 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& .%-Coverage for New Jersey only 

Actives' subtotal: 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

$96,247.16 1 

1,031 .OO 
21 8.04 

0.00 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
0 1 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 0.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

Continuation of Coverage Subtotal: I $0.00 1 

8,424.00 
84,000.00 

23.00 
57.00 

PRESCRIPTION COVERAGE: 
22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$324.00 
$800.00 
$23.00 
$57.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSSBLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2003) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: October 2003 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 
257,749 

137 
0 

MEDICAL, DENTAL & 
24 

106 
1 
1 

TOTAL PREMIUM TO BE PAID TO TRUST: $96,397.34 1 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& .%-Coverage for New Jersey only 

Actives' subtotal: 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

$96,397.34 1 

1,031 .OO 
21 6.46 

0.00 
PRESCRIPTION COVERAGE: 

22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
0 1 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 0.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

Continuation of Coverage Subtotal: 

$324.00 
$800.00 
$23.00 
$57.00 

$0.00 ( 

7,776.00 
84,800.00 

23.00 
57.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2003 

HORIZON BLUECROSS43LUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effectfve January 1, 22003) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: November 2003 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
0 1 26 Individual (former emp., spouse, or dependent) 1 $324.00 1 0.00 
0 1 27 Family (2 or more individuals) 1 $800.00 1 0.00 

261,235 
138 

0 
MEDICAL, DENTAL & 

23 
108 

1 
1 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A,& S.-Coverage for New Jersey only 

Continuation of Coverage Subtotal: $0.00 1 

TOTAL PREMIUM TO BE PAID TO TRUST: 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

$97,735.57 ] 

1,044.94 
21 8.04 

0.00 
PRESCRIPTION COVERAGE: 

22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$324.00 
$800.00 
$23.00 
$57.00 

7,452.00 
86,400.00 

23.00 
57.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: OV2003 

HORIZON BLUECROSSBLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2003) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: December 2003 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
2 1 28 Individual (former emp., spouse, or dependent) 1 $324.00 1 648.00 
3 1 29 Family (2 or more individuals) 1 $800.00 1 2,400.00 

Continuation of Coverage Subtotal: 

TOTAL PREMIUM TO BE PAID TO TRUST: $96,871.33 ] 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2004 

HORIZON BLUECROSM3LUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2200) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: January 2004 

Insurance/Employees: Rate Premium 

DISABILITY: 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

. 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
2 1 30 Individual (former emp., spouse, or dependent) 1 $353.00 1 706.00 
1 )  31 Family (2 or more individuals) 1 $870.00 1 870.00 

240,129 
128 

0 

TOTAL PREMIUM TO BE PAID TO TRUST: $102,40bA5 I 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& S.-Coverage for New Jersey only 

Continuation of Coverage Subtotal: $1,576.00 1 

6,707.00 
90,480.00 

25.00 
61 .OO 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

960.52 
202.24 

0.00 

19 
104 

1 
1 

22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$353.00 
$870.00 
$25.00 
$61 .OO 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2004 

HORIZON BLUECROSS43LUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 22004) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: February 2004 

Insurance/Employees: Rate Premium 

Actives' subtotal: 

ACTIVE EMPLOYEES 
LIVES LIFE INSURANCE: 

DISABILITY: 

CONTINUATION OF COVERAGE 

240,129 
128 
0 

Continuation of Coverage Subtotal: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A,& S.-Coverage for New Jersey only 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
2 
1 
0 
0 

6,707.00 
90,480.00 

25.00 
61 .OO 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

960.52 
202.24 
0.00 

19 
104 

1 
1 

30 Individual (former emp., spouse, or dependent) 
31 Family (2 or more individuals) 
32 Employee with single dental coverage only 
33 Employees with dependent dental coverage only 

22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$353.00 
$870.00 
$25.00 
$61 .OO 

$353.00 
$870.00 
$25.00 
$61 .OO 

706.00 
870.00 
0.00 
0.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: OV2004 

HORIZON BLUECROSS/BLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2004) 

COMPANY: Kentucky Ameican Water Co 
MONTH OF: March 2004 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

CONTINUATION OF COVERAGE 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

TOTAL PREMIUM TO BE PAID TO TRUST: 

1 
1 
0 
0 

Continuation of Coverage Subtotal: $1,223.00 1 

30 Individual (former emp., spouse, or dependent) 
31 Family (2 or more individuals) 
32 Employee with single dental coverage only 
33 Employees with dependent dental coverage only 

$353.00 
$870.00 
$25.00 
$61 .OO 

353.00 
870.00 

0.00 
0.00 

KAW_R_AGKYDR1#134_attachment_062504
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FORM 392 - TOTAL 
Revision date: 01/2004 

HORIZON BLUECROSS/BLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2200) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: April 2004 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

Actives' subtotal: 

LIVES LIFE INSURANCE: 

DISABILITY: 

CONTINUATION OF COVERAGE 

231,795 
126 

0 
MEDICAL, DENTAL & 

18 
103 

1 
1 

TOTAL PREMIUM TO BE PAID TO TRUST: 

19 Long Term Disability (non union only) 
20 Short-term Managed Disability 
21 A.& S.-Coverage for New Jersey only 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
1 
1 
0 
0 

$0.400 per $1 00 
$1.58 per EMPLOYEE 
$0.20 per $1 0 

927.18 
199.08 

0.00 

Continuation of Coverage Subtotal: I $1,223.00 1 

30 Individual (former emp., spouse, or dependent) 
31 Family (2 or more individuals) 
32 Employee with single dental coverage only 
33 Employees with dependent dental coverage only 

6,354.00 
89,610.00 

25.00 
61 .OO 

PRESCRIPTION COVERAGE: 
22 Employees without dependent coverage 
23 Employees with dependent coverage 
24 Employees with single dental coverage only 
25 Employees with dependent dental coverage only 

$353.00 
$870.00 
$25.00 
$61 .OO 

$353.00 
$870.00 
$25.00 
$61 .OO 

353.00 
870.00 

0.00 
0.00 
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FORM 392 - TO JAL 
Revision dafe: 01/2004 

HORlZON BLUECROS&BLUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effecwe January 1, 2004) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: May 2004 

Insurance/Employees: Rate Premium 

ACTIVE EMPLOYEES 

CONTINUATION OF COVERAGE 

Actives' subtotal: $96,865.39 1 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 
1 
1 
0 
0 

30 Individual (former emp., spouse, or dependent) 
31 Family (2 or more individuals) 
32 Employee with single dental coverage only 
33 Employees with dependent dental coverage only 

Continuation of Coverage Subtotal: 

$353.00 
$870.00 
$25.00 
$61 .OO 

$1,223.00 1 

353.00 
870.00 

0.00 
0.00 

TOTAL PREMIUM TO BE PAID TO TRUST: $98,088.39 1 
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FORM 392 - TOTAL 
Revjsjon date: 01/2004 

HORIZON BLUECROSSh3LUESHIELD 
GROUP INSURANCE PREMIUM STATEMENT 

(Rates effective January 1, 2004) 

COMPANY: Kentucky Ameican Water Co. 
MONTH OF: June 2004 

InsurancelEmployees: Rate Premium 

ACTIVE EMPLOYEES 

t 24 Employees wth single dental coverage only 1 $25 00 1 25 00 
1 ( 25 Employees wth dependent dental coverage only 1 $61001 61 00 

CONTINUATION OF COVERAGE 

Actives' subtotal: $96,412.99 1 

L 0 1 33 Employees with dependent dental coverage only 1 $61.00 1 0.00 1 

MEDICAL, DENTAL & PRESCRIPTION COVERAGE: 

Continuation of Coverage Subtotal: 

1 
0 
0 

$353.00 
$870.00 
$25 00 

30 Individual (former emp., spouse, or dependent) 
31 Family (2 or more individuals) 
32 Emolovee with sinale dental coveraae onlv 

TOTAL PREMIUM TO BE PAID TO TRUST: 

353.00 
0.00 
0.00 

$96,765.99 I 
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