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MEDICAL PLAN OPTIONS

MONTHLY PREMIUM (Medical & P ipfion) 4B WELLNESS 8C 10D HDHP-1 BRONZE HDHP-3
edica rescriprtion
$2,920 $2,725 $2,402 $1,759 $1,828 $1,488 $1,371
Per Individual $150 $500 $500 $2,000 $1,700 $5,000 $6.500
CALENDAR YEAR DEDUCTIBLE
Per Family $300 $1,000 $1,000 $4,000 $3,400 $10,000 $13,000
COPAY Your cost after deductible is met 10% 10% 20% 20% 10% 30% 30%
CALENDAR YEAR Per Individual $2,500 $3,500 $4,500 $6,500 $5.000 $7,000 $8,000
OUT - OF - POCKET Per Family $5,000 $7,000 $9.000 $13,000 $10,000 $14,000 $16,000
MAXIMUM Perindividual in a family|  $2,500 $3,500 $4,500 $6,500 $5,000 $7,000 $8,000
) ' $60 copay forfirst 3 | ¢ 1ot 16 geductible
primary Care $20 $20 330 | smasmonn | smaimo [ simanre i | e cone oo
OFFICE VISIT COPAY cecuclvemet
. id at 80% aft id at 90% aft Subject to deductible | Subject to deductibl
Specialty Care $40 $40 $60 Goduetible fs met Sedvetbiatsmet | tren 5120 Seru i e $130 s; vt
$200 (waived if $200 (waived if $200 (waived if $200 (waived if Subject to
admitted as patient) |admitted as patient) Jadmitted as patient) |admitted as patient) Paid at 90% aft Deductible, then Paid at 70% aft
HOSPITAL EMERGENCY ROOM COPAY Affer deductible | After deductible | After deductible |  After deductiole do(‘j Ot'bl °a ert $200 Copay (waived do(‘j Orm °d e't
met, copay then met, copay then met, copay then met, copay then eductivle s me if admitted as eductivle s me
paid at 90% paid at 90% paid at 80% paid at 80% inpatient)
PRESCRIPTION PLANS
B C / WELLNESS D HDHP-1/BRONZE/HDHP-3
Prescription plans are paired with a medical plan as listed above | 39 g, Supply | 90 Day Supply 30 Day Supply 90 Day Supply 30 D:Ztitillpply 9%;(3;;;::!\/ 30 D:ztitillpply 9?;(3;;;::!\/
Retail Mail Order Retail Mail Order
$150 Brand Deductible After Deductible is Met
Generic $7 $15 $7 $15 $10 $25 $25 $50
Preferred Brand Name $15 $35 $25 $60 $40 $100 $50 $100
Non-Preferred Brand Name $30 $70 $40 $90 $100 $250 $50 $100
Specialty (paid @ $0 when enrolled in Prudent RX) Paid @ 70% N/A Paid @ 70% N/A Paid @ 70% N/A Paid @ 70% N/A
DISTRICT & EMPLOYEE COST
Certificated employees pay insurance premium contributions are taken one month in advance.
PLAN CHOICES 4B WELLNESS 8C 10D HDHP-1 BRONZE HDHP-3
Medical/Prescription Monthly Cost $2,920.00 $2,725.00 $2,402.00 $1,759.00 $1,828.00 $1,488.00 $1,371.00
Vision C ($15 Copay/2nd Set of Eyewear-$20 Deductible) Monthly Cost $24.29 $24.29 $24.29 $24.29 $24.29 $24.29 $24.29
Dental Unlimited Monthly Cost $127.79 $127.79 $127.79 $127.79 $127.79 $127.79 $127.79
Total Monhtly Cost for Medical/Vision/Dental $3,072.08 $2,877.08 $2,554.08 $1,911.08 $1,980.08 $1,640.08 $1,523.08
Total Annual Cost for Medical/Vision/Dental $36,864.96 $34,524.96 $30,648.96 $22,932.96 $23,760.96 $19.680.96 $18,276.96
Less District Annual Contriubtion ($11,023.76) ($11,023.76) ($11,023.76) ($11,023.76) ($11,023.76) ($11,023.76) ($11,023.76) ($11,023.76)
Total Annual Cost to Employee per Plan $25,841.20 $23,501.20 $19,625.20 $11,909.20 $12,737.20 $8,657.20 $7.253.20
Monthly Cost for Medical/Vision/Dental per Plan $2,153.43 $1,958.43 $1,635.43 $992.43 $1,061.43 $721.43 $604.43




