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  In-Network   Out-of-Network
None  None  $300/person  $750/person
  $750/family   $1,875/family

$1,500/person  $1,500/person  $1,000/person +  $2,500/person +
$2,000/2 persons   deductible   deductible

$3,000/family  $3,000/family  $2,500/family +   $7,500/family +
  deductible   deductible

$250 copayment per  $250 copayment per  After deductible,  After deductible,
admission, then  admission, then  80% paid   60% of UCR*
100% paid  100% paid

$20 copayment  $20 copayment  $20 copayment   After deductible,
   60% of UCR*

$35 copayment  $35 copayment  $50 copayment   $50 copayment

Provided through  Provided through  Provided through  Provided through
Express Scripts Retail  Kaiser Express Scripts Retail  Express Scripts Retail
(30-day supply)  (30-day supply)  (30-day supply)   (30-day supply)

Network pharmacies only:   Network pharmacies only:

You  Employer You  Employer You  Employer
pay  pays  pay  pays  pay  pays

$   74  $    554  $     0  $    469  $ 0  $    493
$ 222   $ 1,152  $ 137   $    890 $ 0  $ 1,078
$ 134  $    995 $     0  $    779  $ 0  $    886
$ 282  $ 1,593 $ 137  $ 1,269 $ 0  $ 1,471

Blue Cross  Kaiser Permanente Blue Cross 
CaliforniaCare HMO  HMO  Prudent Buyer PPO

Annual Deductible

Annual out-of-pocket 
maximum

Hospital 

Physician Visit 

Emergency 

Prescription Drugs 

Monthly Coverage Cost

Monthly Coverage Cost
Coverage for: 

You only 

You + spouse or domestic partner

You + 1 or more children

You + family 

Coverage for: 

You only 

You + spouse or domestic partner

You + 1 or more children

You + family 

Convenient 90-day mail order 

prescriptions (100 days for Kaiser) 

are also available.

We offer dental care 

at low-or no-cost!

Vision 
Coverage

PPO coverage for you and all of your dependents is free.

DeltaDental PPO   DeltaCare USA (HMO)
In-Network or Out-of-Network dentists   In-Network dentists only
Preventive care paid at 100%**   Preventive care paid at 100%
Basic services (e.g., fillings) paid at 80%**   No cost for most services
Major services (e.g., crowns) paid at 50%**  Copayments vary
Orthodontia benefits for children only   Orthodontia benefits for children and adults

You  Employer  You  Employer
pay  pays   pay  pays

$   0  $   51   $ 0  $ 16
$ 23    $   75  $ 0  $ 30
$   0  $   95  $ 0  $ 28
$ 23    $ 119   $ 0  $ 42

When you enroll in a medical plan, you automatically receive vision coverage through Vision Service Plan! 
When you use a VSP provider, you receive an eye exam and eyewear with low copayments.

**of the negotiated fee

Dental 
Coverage




