CONCORDIA UNIVERSITY

PPO Plan High Deductible Plan High Deductible Plan
Healthy Me Copay D Dental and Vision Benefits Healthy Me HSA-A Dental and Vision Benefits Dental and Vision Benefits
(Monthly) (Monthly) (Monthly) (Monthly) Healthy Me HSA-C (Monthly)
(Monthly)
Plan Cost Total Empl Dental (50150) | vision | Total | Empl #SA "o al s050) | vision | Total Empl #SA el sois0) © vision |
an Cos o mployee | Dental (50/50) j  Vision sl molovee | comsbuons § D00 § vilon | Tote molovee | comsturions § 0T GO0 f Ve
Self $946.35 $187.00 __$2266 | $12.14 | $86311 $85.50 *ok _.52266 ( $1214 | $734.25 $36.50 *axx | 52266 ¢ 0 $1214
Self & Spouse $1,902.16 $471.00 547.59 _|_.525.86 $1,734.84 | $257.50 *Hkx L_.34759 (. $25.86 | $147584 $146.00 Hkx 347.59 | . 52586
Self & Child $1,580.40 $391.00 $47.59 } $27.80 $1,441.39 | $214.00 Xk ___.$47.59 i $27.80 ) $1,226.20 $121.50 kR $47.59 - $27.80
Family $2,536.22 $628.00 $73.65 ¢  $45.28 $2,313.12 $343.50 S $73.65 ¢+ $45.28 $1,967.79 $195.00 A $73.65 ¢  $45.28
plovee O oT-PO 2 P O P 0 P O
Medical Benefits WI & M- BCBS Network WI & M- BCBS Network WI & MI- BCBS Network
Preventive Care 0% 0% 0%
U] tC 55
Office Visit Co-pay** Primary Care Physician $25 reen i fare »55/ Deductible and Coinsurance Deductible and Coinsurance
Specialist S45
Annual Individual Deductible $1,250 $1,750 $3,500
Annual Family Deductible $2,500 $3,500 $7,000
Coinsurance 20% 20% 20%
Individual Maxi Out-of-
ndividual Maximum Out-o $4,000 $3,500 $7,000
Pocket
Family Maxi Out-of-
amily Maximum Out-o $8,000 $7,000 $14,000
Pocket
. . 20% coinsurance after deductible 20% coinsurance after deductible
Emergency Room $250 copay, then Deductible,then coinsurance
Mental Health Benefits WI & MI - BCBS Network WI & MI - BCBS Network Wi & MI - BCBS Network
Individual Counseling Sessions $25 copay 20% coinsurance after deductible 20% coinsurance after deductible
Prescription MAIL ORDER
RETAIL RETAIL MAIL ORDER RETAIL MAIL ORDER
Express Scripts- WI & MI (90 day supply)
Preventive See copay structure below See copay structure below S0 for generic preventive drugs S0 for generic preventive drugs
Generic Drug Co-pay $10 $25 $10 copay after deductible $25 copay after deductible $10 copay after deductible $25 copay after deductible
30% Coinsurance after 30% Coinsurance after
Formulary Brand $40 475 ° deductible 30% coinsurance after deductible ° dled:lctible 30% coinsurance after deductible
Min. $62.50; Max. $187.50 . Min. $62.50; Max. $187.50
(Min. $25; Max. $75) (Min-» . 318750 (Min. $25; Max. $75) b s SIS
40% coinsurance after 40% coinsurance after
40% coi fter deductibl 40% coi fter deductibl
Non-Formulary Brand 30% ( Max $250) 30% (Max. $625) deductible % iol\;lTsu;alr;CSG aMair S(;SS)C oie deductible % i?\/ll?r?u;ig(;e s/la(:(r 525;; ol
(Min. $50; Max $100) ' ’ ‘ (Min. S50; Max $100) ’ ’ '
Optional Employee Pre-Tax
Health Savings Account Not available $4,400 Employee Only; $8,750 Families $4,400 Employee Only; $8,750 Families
FSA $3,300 $3,300 (Dental & Vision only) $3,300 (Dental & Vision only)
Dependent Care FSA $7,500 $7,500 $7,500
* For Out-of-Network costs please refer to the Healthcare page at www.concordiaplans.org. ****HSA Funds may be used to pay for medical, dental, and vision and other health expenses. See SPD for details
**QOffice visit co-pays do not apply to the deductible Unused portions of account will roll over from one year to the next.
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