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Plan Year: October 1, 2026 - September 30, 2027

CALIFORNIA'S VALUED TRUST (CVT) PPO PLAN OPTIONS

mycvt.trust.org
800-288-9870

Updated: 6/2026

MEDICAL PLAN OPTIONS

MONTHLY PREMIUM (Medical & Prescription) 1A 4A WELLNESS 8A 10D BRONZE HDHP-3
$3,308 $2,935 $2,725 $2,448 $1,759 $1,488 $1,371
Per Individual $0 $150 $500 $500 $2,000 $5,000 $6,500
CALENDAR YEAR DEDUCTIBLE
Per Family $0 $300 $1,000 $1,000 $4,000 $10,000 $13,000
COPAY Your cost after deductible is met 0% 10% 10% 20% 20% 30% 30%
CALENDAR YEAR Per Individual $1,500 $2,500 $3.500 $4,500 $6,500 $7.000 $8,000
OUT - OF - POCKET Per Family $3,000 $5,000 $7,000 $9,000 $13,000 $14,000 $16,000
MAXIMUM Per individual in a famiy|  $1,500 $2.500 $3,500 $4,500 $6,500 $7,000 $8,000
) $60 copay forfirst 3 ¢\ io ot 16 deductible
prmary Core $10 $20 $20 $30 | osesmete | srmean v | oy o
OFFICE VISIT COPAY deduetve s met
specially Core 520 $40 $40 g0 | oo [t s o sencie
$200 (waived if $200 (waived if $200 (waived if $200 (waived if $200 (waived if Subject to

admitted as patient)

admitted as patient)

admitted as patient)

admitted as patient)

admitted as patient)

Deductible, then

Paid at 70% after

HOSPITAL EMERGENCY ROOM COPAY After copy, paid af | After deductiole After deductible After deductible After deductible |$200 Copay (waived| o 2275 502
100% met, copay then met, F:opoy then met, copay then met, gopcy then if C‘Jdmlf.fed as
paid at 90% paid at 90% paid at 80% paid at 80% inpatient)
PRESCRIPTION PLANS
A WELLNESS D BRONZE & HDHP-3
Prescription plans are paired with a medical plan as listed above " " 30 Day Supply |90 Day Supply Mail| 30 Day Supply 90 Day Supply
30 Day St'JppIy 90 Day Supply Mail| 30 Day St‘JppIy 90 Day Supply Mail Retail Order Retail Mail Order
Retail Order Retail Order
$150 Brand Deductible After Deductible is Met
Generic $5 $10 $7 $15 $10 $25 $25 $50
Preferred Brand $22 $44 $25 $60 $40 $100 $50 $100
Non-Preferred Brand $22 $44 $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
PLAN CHO'CES Insurance premiums are paid one month in advance 1A 4A WELLNESS 8A 1 OD BRONZE HDH P'3
Medical/Prescription Monthly Cost $3,308.00 $2,935.00 $2,725.00 $2,448.00 $1,759.00 $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 $3,460.08 $3,087.08 $2,877.08 $2,600.08 $1,911.08 $1,640.08 $1,523.08
Total Annual Cost for Medical/Vision/Dental $41,520.96 $37,044.96 $34,524.96 $31,200.96 $22,932.96 $19,680.96 $18,276.96
Less District Annual Contriubtion ($11,004.80) ($11,004.80) ($11,004.80) ($11,004.80) ($11,004.80) ($11,004.80) ($11,004.80) ($11,004.80)
Total Annual Cost to Employee per Plan $30,516.16 $26,040.16 $23,520.16 $20,196.16 $11,928.16 $8,676.16 $7,272.16
Monthly Cost for Medical/Vision/Dental per Plan $2,543.01 $2,170.01 $1,960.01 $1,683.01 $994.01 $723.01 $606.01




