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Presently Office Visit Urgent Care E.R. Single Family Co-Ins Single Family Prescrip Single 2-person Family Single 2-person Family

Priority Health Co-Pay Co-Pay Co-pay Co-pay per month per month per month per month per month per month

100% 100% $50 1,200$ 2,400$  100% 2,000$  4,000$  $10/$40 $230.55 $507.21 $634.02

After Deduct After Deduct After Deduct After Deduct After Deduct

To Renew 100% 100% $50 1,200$ 2,400$  100% 2,000$  4,000$  $10/$40

Priority Health After Deduct After Deduct After Deduct After Deduct After Deduct $286.92 $631.23 $789.03 $28.69 $373.00 $530.80

Other Options

Total Health Care $15.00 $25.00 $125.00 300$    600$     100% 300$     600$     $10/$40 $339.96 $704.06 $917.89 $81.73 $445.83 $659.66

POS/ Mid Plan These amounts include the $53.04 

increase of this plan's premium over 

Priority Health's renewal rate.

BC/BS Healthy Blue 90% 90% 90% 500$    1,000$  90% 1,000$  2,000$  $15/$50/50% $346.70 $832.07 $1,040.08 $88.47 $573.84 $781.85

PPO/ Plan A After Deduct After Deduct After Deduct After Deduct These amounts include the $59.78

increase of this plan's premium over 

Priority Health's renewal rate.

Blue Care Network $35.00 $60.00 $150.00 -$     -$      70% 3,000$  6,000$  $10/40/80 $339.07 $779.86 $881.58 $80.84 $521.63 $623.35

HMO/ Basic 2 20%/20% These amounts include the $52.15

increase of this plan's premium over 

Priority Health's renewal rate.

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

Dental Max Annual Deductible Preventive Basic Major $36.82 $66.26 $123.95 $3.68 $33.12 $90.81

Delta Dental $1,000.00 $50.00 100% covered 80% 50% 50% Max-$1000

Vision

BC/BS Blue Vision Exam Materials Exam Lenses Frames $6.14 $14.72 $18.41 $0.61 $9.19 $12.88

$5.00 $10.00 1/yr 1/yr 1/yr

Co-Ins Max Premium Empee portion of Premium

Orthodontic

Deductible
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