Prepared by HUB International Mid-America

O HuB

City of Anthony

Medical Plan Benefit Summary
April 1, 2025

" Blue Cross Blue Shield of Kansas
CMZCC - Level Funded

Single Maximum
Family Maximum

MEDICAL BENEFITS Current

Deductible

- Single - o ] §1,500

 Family $3,000

Coinsurance 7  B0%/20% )

See Out of Pocket Maximum
See Out of Pocket Maximum

Out-of—Focket Maximum

Out of Pocket Maximum includes Copays, Coinsurance and Deductibles

Outf)a_tié-nt Labllmég_ing Benefits
Complex Imaging Services
Urgent Care

Single ; $6,350

Family T $12,700

Acc;mulation Period - | - Plan Year -
Preventive Care o 100%
Primary Care Office Visit | $35 copay :
Télehealth - . $35 copay i 100% =
ép_e-c_i;is-taice Visit $70 copay

1st $300 paid at 100%;
overage subject to Deductible & Coinsurance

Subject to Office Copay

Emergency Room
Hospital Benefits
Accident Benefits

$250 copay then subject to Deductible & Coinsurance
Subject to Deductible & Coinsurance

Subjéﬁt_lb Pl-an Provisions

Prescription Drugs

Deductible does not apﬁy

Total Annual Premium

Prescription Drug List (PDL) B ResultsRx
Retail - Tier 1 1 $15 copay -
 Retail -Tier2 - $50 copay_ B
- Retail - Tier 3_ - - ! $75 copay o
 Retail - Tier 4 | $150 copay
 Retail - Tier 5 ! W%uptos0
Mail Order | 2.5 x Retail
RATES | Current
Employee Only 8 ! $583.00
Employee + Spouse 2 $1,169.52
Employee + Child(ren) 4 $1,106.42
Eamily o 12 $1,692.93
Total Monthly Premium $31 .7_4388

$380,926.56

Change from Current

1/23/2025

IMPORTANT: This summary is for illustration purposes anly. Please see the Disclosures page for additional information.

Cur v Renew BCBS
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O HuB

City of Anthony

Medical Plan Benefit Summary
April 1, 2025

‘Blue Cross Blue Shield of Kansas - Level Funded BlueEdge

Single Maximum

Family Maximum
Out-of-Pocket Maximum

Single

Family

Accumulation Period
Preventive Care
Primary Care Office Visit -
Telehealth
Specialist Office Visit

Complex Imaging Services

Urgent Care

Emergency Room

Hospital Benefits

Accident Benefits

Prescrlptlon Drugs

Outpatient Lab/Imaging Benefits

See Out of Pocket Maximum

See Out of Pocket Maximum

Out of Pocket Maximum includes Copays,
Coinsurance and Deductibles

$6,350
$12,700
' Plan Year
100%
$35 copay

$35 copay 1@%

$70 copay

1st $300 paid at 100%;
overage subject to Deductible & Coinsurance

Subject to Office Copay

$250 copay then subject to Deductible &
Coinsurance

Subject to Deductible & Coinsurance

Subject to Plan Provisions

) Den‘uctlb.'e does not apply

See Out of Pocket Maximum See Oui of Pockei M;ximuﬁ"l 7

See Out of Pockel Mammum See Oul of Pockel Mammum

om of F’oci(et Max:mum includes
Copays, Coinsurance and

Qut of Packet Max;mum mc.'udes
Copays, Coinsurance and

Deductibles Deductibles
$6,350 $6,350
$12 TDD $12,700
. Plan Year Plan Year
. 100% 100%
o $35 copay $35 copay
i 100% 100%
$70 copay $70 copay

~ 1st $300 paid at 100%;
overage subject to Deductible &
Coinsurance
Subject to Office Copay
$250 copay then subject to
Deductible & Coinsurance

Subject to Deductible and
Coinsurance

15t $300 paid at 100%;
overage subject to Deductible &
Coinsurance

Subject to Office Copay

$250 copay then subject to
Deductible & Coinsurance

Subject to Deduclible and
Coinsurance

Sub]ect to Plan Provisions

Deduchble does not apply

Sub;ect to Plan Provisions

Deductible does not apply

cmzee cMzDC CMZEC HIB2A
MEDICAL BENEFITS Current R Option Option Option
Deductible | N -
Single $1,500 B, = SiEo, ‘ $3,500 ~$5,000
Family $3,000 - $5,000 e $7,000 $10,000
Coinsurance 80% / 20%  80%/20%  B0%/20% 100% / 0%

See Out of Pocket Maximum

""" $6,350
$12,700
Plan Year
100%

| Subject to Deductible
Subject to Deductible
‘ o8 Subject to Deducliple
Subject to Deductible

See bul of Pocket Mrammurn

Qut of Pocket Maximum includes
| Copays and Deductibles

‘ Subject to Deductible
Subject to Deductible
| Subject to Deductible
= ,‘777, ST S -
Subject to Deductible

| Subject to Deductible
| Subject to Deductible then:

Prescription Drug List (PDL) VResuItsrRx ) - Resultst | E{?,SUI{S,R,X,, 1 Resulgsl'\’ixi -
Retail - Tier 1 | ~$15 copay B - $15 5 copay ~ $15copay B $15 copay
Retail - Tier 2 $50 copay $50 copay $50 copay . $50copay
Retail - Tier 3 $75 copay $75 copay $75 copay | $75 copay
Retail - Tier 4 $150 copay $150 copay $150 Eopay $150 copay -
Retail - Tier 5 20% up to §250 . 20%upto$250  20%upto $250 20% up to $250
Mail Order ) © 25x Retail 25xRetal 25xRetail ~ 25xRetall
RATES Current Option Option Option
Employee Only 8 $583.00 - $5900.93 N $576.84 B $533.74
Employee + Spouse 2 $1,169.52 $1,184.05 $1,153.76 $1,061.1GC
Employee + Child(ren) 4 $1,106.42 $1,120.24 $1 091 71 $1,004.37
Family 12 $1,692.93 © §1,713.37 ] $1,668.62 $1,531.72
Total Monthly Premium $31,743.88 §32,136.94 - s3a13M252 © $28,790.24
Total Annual Premium $380,926.56 $385,643.28 $375,750.24 $345, 482 88
Change from Current | 1.24% -1.36% -9.30%

2/14/2025

2repared by HUB International Mid-America

IMPORTANT: This surmary is for illustration purposes only. Please see the Disclosures page for additional information.

Cur v Renew v Options BCB¢



O HuB

City of Anthony

Dental Benefit/Cost Summary
April 1, 2025

Blue Cross Blue Shield

—

Delta Dental

Option

$25
$75

$1,500

BENEFITS E Current

Deductible - |

 Individual B ; B $25
Family | $75

Benefit Maximum ! $1,500

Benefit Ac::umulation Period Plan Year

Out of Network Reimbursement

Célendar Yeal; '

Non-Networ-k_I‘\ﬁékimum Plan Allowance

Non—Neﬁvork Maximum Plan Allowance

Diagnostic 100% Deductible Waived | 100% Deductible Waived
Preventive | 100% Deductible Waived, Unlimited Cleanings Al Deducgﬁé‘zm‘f‘" Unfimitsd
Basic D -

- Oral Surgery S ﬁlr 80% BD% o

Regular Restorative !  80% o . 80%

" Endodontics - 80% -  80%

 Periodontics - Non Surgical -  80% - 80%
Periodontics - Surgical r 50% -  BO% N
Major S : - -
© Waiting Period - N/A NA

Inlays/Onlays/Crowns | Inlays 80% / Onlays & Crowns 50% ; 80% / 50% / 50%

Prosthodontics N 50% - 50% -
__Irr_1plants - 50% $1,000 lifetime maximum per arch B 50%

Orthodontics 0% ”p(:;ﬁ'df;ﬁef;(zf’:;"e";"1 ;’f $1.500 50% to $1,500 (children under age 19)
Ijépendents - TO_a_ge 26 o To age 26
RATES Current ~ Option

9 |[Employee $38.12 $36.91

2 iEmponeelSpouse ) $81.77 $73.10

"4 |Employes/Child(ren) $82.62  $99.76

11|Family $125.83  $150.40

Monthly Premium $2,221.23 $2,531.83

Annual Premium | $26,654.

$26,654.76

% Change over Current

1/23/12025

$30,381.96

IMPORTANT: This summary is for illustration purposes only. Please see the Disclosures page for additional information.

Prepared by HUB International Mid-America

Dental Current vs Renewal



