Keenar-

Moraga School District
2026 UHC PPO Plans/Rates

Carrier United HealthCare

Plan Name PPO Modified Select Plus - 80/60 PPO Modified Select Plus - 70/50
PPO Providers | Non-Network Providers | | PPO Providers | Non-Network Providers |
Annual Deductible - Single/Family $1,000/$2,000 $1,500/$2,500 $2,500/$4,500
Coinsurance 80% 60% 70% 50%
Office Visit PCP/Specialist $30 /$30 copay 40% after deductible $25 / $25 copay 50% after deductible
Annual OOP - Individual/Family $4,000/$8,000 $7,000/$14,000 $5,000/$10,000 $12,000/%$25,000
Outpatient Services
Well-Child Care No charge 40% after deductible No charge Not Covered
Adult Petiodic Exam with Preventive
Tests No charge 40% after deductible No charge Not Covered
Pregnancy & Maternity Care (Pre-Natal
Care) No charge 40% after deductible No charge 50% after deductible
Lab- Not Covered, X-Ray- Lab- Not available X-Ray
Diagnostic X-ray and Lab No charge 40% after deductible No charge 50% after deductible
Not Covered for physical Not Covered for physical
therapy, occupational therapy, occupational
therapy, and manipulative therapy, and manipulative
treatments. 40% after treatments. 50% after
deductible for all other deductible for all other
Outpatient Rehab Therapy Services $30 copay therapies $25 copay therapies
40% after deductible, OON- 50% after deductible, OON-
Outpatient Surgery 20% after deductible Limits apply 30% after deductible Limits apply

Inpatient Hospital Services

Semi-Private Room & Board; including
services & supplies 20% after deductible 40% after deductible 30% after deductible 50% after deductible
Emergency Services

$250 copay $250 copay
Emergency Room $250 copay per visit $250 copay per visit (waived if admitted) (waived if admitted)
Urgent Care $30 copay 40% after deductible $125 copay 50% after deductible
Inpatient Care 20% after deductible 40% after deductible 30% after deductible 50% after deductible
Outpatient Care $30 copay 40% after deductible $25 copay 50% after deductible
Generic $10 copay $10 copay $7 copay $7 copay
Brand (Formulary/Preferred) $30 copay $30 copay $20 copay $20 copay
Brand (Non-Formulary/Non-Preferred) $60 copay $60 copay $35 copay $35 copay
Specialty Matches Retail In-Network In-Network Only Matches Retail In-Network In-Network Only
Number of Days Supply 31 days 31 days 31 days 31 days
Mail Order
Generic $20 copay $20 copay $0 copay $0 copay
Brand (Formulary/Preferred) $60 copay $60 copay $40 copay $40 copay
Brand (Non-Formulary/Non-Preferred) $120 copay $120 copay $70 copay $70 copay
Number of Days Supply for Mail Order 90 days 90 days 90 days 90 days
Dutable Medical Equipment 20% after deductible Not available 30% after deductible Not available

40%, up to $150 per visit 50%, up to $150 per visit
Home Health Care 20% after deductible after deductible 30% after deductible after deductible
Chiropractic $25 copay up to 24 visits Not Covered $25 copay up to 24 visits Not available
$25 copay, benefit is 12 visits | $25 copay, benefit is 12 visits | | $25 copay, benefit is 12 visits | $25 copay, benefit is 12 visits
combined in and out of combined in and out of combined in and out of combined in and out of
Acupuncture Services network network network network
Premium Rates - Monthly
Employee Only $2,193.83 $2,224.48
Employee + One $4,385.39 $4,448.95

Employee + Two or More $5,701.20 $5,784.58

CONFIDENTIAL: The information i this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. It is not Keenan & Associates
intended for any other purpose. The information described on this page is only intended to be a summary of your benefits. It does not include all benefit provisions, CA License # 0451271
limitations, exclusions, or qualifications for coverage. Please review your Summary Plan Description (SPD) for a complete summary of your benefits. If the information Lofl
on this page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through your employer) will prevail. 10/16/2025



