Benefit Opti ons—2024/2025

Deductible Amount
In-Network
Out-of-Network **
Dr. Office Co-Pay
In-Network
Out-of-Network **
Rx Card

Generic

Brand Name
Specialty Rx

Mail Order & Retail Pharamacy

Hospital Co-Pay (per facility visit)
In-Network
Out-of-Network **
Emergency Room Co-pay *
Urgent Care Co-pay *

*True emergency apply to deductible/coinsurance. Non true emergency $
[ ) 1
Co-Insurance (what happens after the Deductible Amount)

Single Family Family
$2,500 $5,000 $3,200 $6,400
$5,000 $10,000 $5,600 $11,200
Primary Specialist Primary Specialist

$40 $75 .
Non-Network Ded & Coins Deductible & Co-Insurance

Preferred INon-Preferred

Preferred 'Non-Preferred

Single Family
$5,000 $10,000
$10,000 $20,000
Primary Specialist

Deductible & Co-Insurance

Preferred INon-Preferred

$6,500 $13,000
$13,000 $26,000
Primary Specialist

Deductible & Co-Insurance

Preferred |Non-Preferred

$15 $15

$45 $85 .
$250 Deductible & Co- Deductible & Co- Deductible & Co-

3 x Monthly co-pay - 3 Month Insurance Insurance Insurance
Supply
In-Patient | Out-Patient In-Patient | Out-Patient In-Patient | Out-Patient In-Patient | Out-Patient
$0 $0 $0 $0 $0 $0 $0 $0
$1,000 $500 $1,000 $500 $1,000 $500 $1,000 $500
$250
$75

250 co-pay applied followed by

deductible/coinsurance. $250 applies to max out of pocket.

In-Network Plan Pays 80% 80% 80% 100%
Out-of-Network ** Plan Pays 50% 50% 50% 50%
TOTAL Out-of-Pocket (including Deductible, Co-insurance, Office Visit and RX Co-Pays)
In-Network (Single / Family) $6,500 $13,000 $3,900 $7,800 $5,500 $11,000 $6,500 $13,000
Out-of-Network ** (Single / Family) $13,000 $26,000 $7,900 $15,800 $12,000 $24,000 $14,300 $28,600
2024-2025 Non Wellness Premiums Plan Employee Plan Employee Plan Employee Plan Employee
Single $1,028.32 | S 275.00 [ | $1,001.89 | $ 175.00 [ | S 740.88 S 75.00 | | S 674.19 S 50.00
Family $2,448.20 | S 425.00 $2,385.25 | $ 225.00 $1,763.86 | $ 125.00 $1,605.11 | $ 100.00
2024-2025 Wellness Premiums Plan Employee Plan Employee Plan Employee Plan Employee
Single S 987.19 | S 150.00 S 961.81|S 50.00 S 711.24 | S - S 64722 | S -
Family $2,350.27 | S 300.00 $2,289.84 | S 100.00 $1,693.31 | S - $1,54091 | $ -
Employer Yearly HSA Contribui
Single $1,200.00
Family $2,400.00
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