
















2024-2025 Employee Portion of Benefits**
Affordable Coverage Option                 ADMIN

     Pay Options -    21 Weeks 26 Weeks 21 + Lump Sum   38 Weeks 26 Weeks 52 Weeks

 Single    Total
Premium

40% EE
Share

Coverage
through August

31st*

Coverage
through August

31st*

Coverage
through August

31st*

Lump sum
check

Deduction

Coverage
through

August 31st*

coverage to
June 30th

Network Blue HMO     1,023.00                 409.20               236.95                191.38            191.38              956.90             130.94         188.86          94.43
HPHC HMO     1,005.00                 402.00               232.78                188.01            188.01              940.06             128.64         185.54          92.77
HMO New England Saver (BCBS)        839.00                 335.60               194.33                156.96            156.96              784.79             107.39         154.89          77.45
HPHC Best Buy HMO***        778.00                   194.50                 112.62                    90.97                90.97              454.83                 62.24               89.77          44.88
Dental Contributory          40.00                   16.00                   9.26                    7.48                7.48                37.42                 5.12             7.38            3.69
Boston Mutual (Employee Only)            1.70                     0.77                   0.44                    0.35                0.35                  1.77                 0.24             0.35            0.18

 Parent & 
One Child  

Total
Premium

EE
Share Deduction Deduction Deduction Deduction   Deduction Deduction Deduction

Network Blue HMO     2,062.00                 824.80               477.60                385.75            385.75           1,928.76             263.94         380.68        190.34
HPHC HMO     2,011.00                 804.40               465.79                376.21            376.21           1,881.06             257.41         371.26        185.63

HMO New England Saver (BCBS)     1,696.00                 678.40               392.83                317.28            317.28           1,586.41             217.09         313.11        156.55
HPHC Best Buy HMO     1,578.00                 631.20               365.49                295.21            295.21           1,476.04             201.98         291.32        145.66
Dental Contributory          79.00                   31.60                 18.30                  14.78              14.78                73.90               10.11           14.58            7.29
Boston Mutual (Employee Only)            1.70                     0.77                   0.44                    0.35                0.35                  1.77                 0.24             0.35            0.18

 Family  Total
Premium

EE
Share Deduction Deduction Deduction Deduction   Deduction Deduction Deduction

Network Blue HMO     2,744.00              1,097.60               635.56                513.34            513.34           2,566.70             351.23         506.58        253.29
HPHC HMO     2,690.00              1,076.00               623.06                503.24            503.24           2,516.18             344.32         496.62        248.31
HMO New England Saver (BCBS)     2,253.00                 901.20               521.84                421.48            421.48           2,107.42             288.38         415.94        207.97
HPHC Best Buy HMO     2,094.00                 837.60               485.01                391.74            391.74           1,958.70             268.03         386.58        193.29
Dental Contributory        103.00                   41.20                 23.86                  19.27              19.27                96.34               13.18           19.02            9.51
Boston Mutual (Employee Only)            1.70                     0.77                   0.44                    0.35                0.35                  1.77                 0.24             0.35            0.18
                                 

EyeMed Vision Plan 

Individual Voluntary
EyeMed Vison Voluntary**            7.53                       7.53                     4.30                      3.48                          -                       3.48            1.74

Individual + One Voluntary
EyeMed Vison Voluntary**          14.31                     14.31                     8.18                      6.60                          -                       6.60            3.30

Family Voluntary
EyeMed Vison Voluntary**          21.02                     21.02                   12.01                      9.70                          -                       9.70            4.85

* Rates reflect a 8% increase for July and August.  The new plan year begins July 1st.
** All changes must be made during the open enrollment period; thereafter, changes can be made only for a qualifying event.
*** EyeMed Vision is a Voluntary Plan. Employee contribution only fiscal year coverage 7/1/24 -6/30/25

***  In order to provide an affordable health option to employees, the Collaborative will pay 75% of the cost for this plan. The employee is responsible for 25%.
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	EMPLOYEE BENEFITS SUMMARY: 
	HMO Plans: 
	contact: 
	1 An employersponsored health plan meets the minimum value standard if the plans share of the total allowed benefit costs covered by: 
	undefined: 
	1: 
	2: 
	16 What change will the employer make for the new plan year: 
	undefined_2: 
	An employersponsored health plan meets the minimum value standard if the plans share of the total allowed benefit costs covered by the: 
	Pay Options: 
	21 Weeks: 
	26 Weeks: 
	21  Lump Sum: 
	38 Weeks: 
	CIF Covered in Full: 
	Benefit: 
	OutofPocket OOP Maximum: 
	Lifetime Benefit Maximum: 
	None: 
	None_2: 
	None_3: 
	None_4: 
	InPatient: 
	S500 copay per admission: 
	Deductible then Covered in Full CIF: 
	S500 copay per admission_2: 
	Deductible then Covered in Full CI F: 
	Physician Services: 
	Nothing: 
	Deductible then Covered in Full CIF_2: 
	Nothing_2: 
	Deductible then Covered in Full CIF_3: 
	Skilled Nursing Facility: 
	Nothing to 100 days per calendar year benefit maximum Deductible applies: 
	Deductible then Covered in Full CIF 100 days per calendar year benefit maximum: 
	Limit to 100 days per Plan Year S500 co pay per admission Deductible applies: 
	Deductible then Covered in Full CJF 100 days per calendar year benefit maximum: 
	Rehabilitation Hospital 11: 
	Nothing to 60 days per calendar year benefit maximum Deductible applies: 
	Deductible then Covered in Full CIF 60 days per calendar year benefit maximum: 
	Deductible then Covered in Full CIF 60 days per calendar year benefit maximum_2: 
	CIF Covered in Full_2: 
	Benefit_2: 
	OutPatient Hospital: 
	100 copay waived if admitted or for observation stay Deductible applies: 
	Deductible then Covered in Full CIF_4: 
	100 copay waived if admitted Deductible applies: 
	Deductible then Covered in Full CIF_5: 
	100 copay waived if admitted or for observation stay Deductible applies_2: 
	Deductible then Covered in Full CIF_6: 
	100 copay waived if admitted Deductible applies_2: 
	Deductible then Covered in Full CIF_7: 
	Surgery: 
	250 copay Deductible applies: 
	Deductible then Covered in Full CIF_8: 
	250 copay Deductible applies_2: 
	Deductible then Covered in Full CIF_9: 
	Radiation and Chemotherapy: 
	Deductible applies: 
	Deductible then Covered in Full CIF_10: 
	Nothing_3: 
	Deductible then Covered in Full CIF_11: 
	Diagnostic Xray and Lab: 
	Nothing Deductible applies: 
	Deductible then Covered in Full CIF_12: 
	Nothing Deductible applies_2: 
	Deductible then Covered in Full CIF_13: 
	Routine Colonoscopy without surgery: 
	0 copay: 
	0 copay_2: 
	0 copay_3: 
	0 copay_4: 
	High Cost Radiology MRI CT PET: 
	100 copay Deductible applies: 
	Deductible then Covered in Full CIF_14: 
	100 copay Deductible applies_2: 
	Deductible then Covered in Full CIF_15: 
	Hemodialysis: 
	0 copay Deductible applies: 
	Deductible then Covered in Full CIF_16: 
	0 copay Deductible applies_2: 
	Deductible then Covered in Full CIF_17: 
	Physical Therapy: 
	20 copay to 60 visits per calendar year: 
	Deductible then Covered in Full CIF up to 60 visits per calendar year: 
	Copay Ievell 20 copay per visit 30 visits per Plan Year: 
	Deductible then Covered in Full CIF up to 30 visits per Plan Year: 
	Physicians Office: 
	Surgery_2: 
	2045 copay No deductible: 
	Deductible then Covered in Full CIF_18: 
	Copay Levell provider 20 copay per visit copay Level2 provider 45 per visit No deductible: 
	Deductible then Covered in Full CIF_19: 
	Adult Preventative Exam As defined by the ACA: 
	0 copay_5: 
	CIF: 
	0 copay_6: 
	CIF_2: 
	20 copay: 
	Deductible then Covered in Full CIF_20: 
	Copay Leve 1 20 copay: 
	Deductible then Covered in Full CIF_21: 
	Well Child Care As defined by the ACA: 
	0 copay_7: 
	CIF_3: 
	CIF_4: 
	CIF Covered in Full_3: 
	Benefit_3: 
	0 copay_8: 
	CIF_5: 
	0 copay_9: 
	CIF_6: 
	Routine Mammogram As defined by the ACA: 
	0 copay_10: 
	CIF_7: 
	0 copay_11: 
	CIF_8: 
	Routine Vision Exam: 
	0 copay once every 12 months: 
	CIF once every 12 months: 
	Limited 1 visit per Plan Year No charge: 
	CIF one visit per Plan Year: 
	Specialist Office Visit: 
	45 copay: 
	Deductible then Covered in Full CIF_22: 
	Copay Level 2 45 copay: 
	Deductible then Covered in Full CIF_23: 
	Other Outpatient: 
	Visiting Nurse Home Health Care Deductible Applies: 
	Nothing_4: 
	Deductible then Covered in Full CIF_24: 
	Nothing_5: 
	Deductible then Covered in Full CIF_25: 
	Durable Medical Equipment: 
	Deductible then Covered in Full CIF_26: 
	Deductible then Covered in Full CIF_27: 
	Ambulence: 
	Deductible applies Nothing: 
	Deductible then Covered in Full CIF_28: 
	Deductible applies Nothing_2: 
	Deductible then Covered in Full CIF_29: 
	Routine Pedicatric Dental: 
	Covered in full Preventative care for children up to age 13 2 visits per member per plan year including exam cleaning x rays  fluoride treatment: 
	Chiropractor Visits: 
	All charges: 
	Deductible then Covered in Full CI F_2: 
	All charges_2: 
	Deductible then Covered in Full CIF_30: 
	CIF Covered in Full_4: 
	Benefit_4: 
	Prescription Drugs: 
	Retail 30day supply Tier 1 10 copay Tier 2 30 copay Tier 3 65 copay Mail Order 90day supply Tier 1 25 copay Tier 2 75 copay Tier 3 165 copay: 
	Retail 30day supply Tier 1 10 copay Tier 2 30 copay Tier 3 65 copay Mail Order 90day supply Tier 1 25 copay Tier 2 75 copay Tier 3 165 copay_2: 
	Fitness Benefit: 
	Important Questions Answers Why This Matters: 
	No: 
	You dont have to meet deductibles for specific services: 
	Yes: 
	Specialist visit: 
	If you have a test: 
	Imaging CTPET scans MRis: 
	Generic drugs Preferred brand drugs: 
	l: 
	Specialty drugs: 
	Physiciansurgeon fees: 
	Emergency room careIf you need immediate medical attention: 
	Urgent care: 
	Physiciansurgeon fees_2: 
	Outpatient services: 
	Inpatient services: 
	500 I admissionOffice visits: 
	Childbirthdelivery professional services: 
	Home health care: 
	No charge: 
	Not covered: 
	Rehabilitation services: 
	Habilitation services: 
	Hospice services: 
	Childrens: 
	No_2: 
	Childrens_2: 
	Childrens dental checkup: 
	Total Example Cost: 
	12700: 
	Total Example Cost_2: 
	5600: 
	Total Example Cost_3: 
	2800: 
	Deductibles: 
	Deductibles_2: 
	Deductibles_3: 
	Co payments: 
	Co payments_2: 
	Co payments_3: 
	Coinsurance: 
	Coinsurance_2: 
	Coinsurance_3: 
	Limits or exclusions: 
	Limits or exclusions_2: 
	Limits or exclusions_3: 
	Important Questions Answers Why This Matters_2: 
	No_3: 
	You dont have to meet deductibles for specific services_2: 
	with your provider before you get services: 
	No_4: 
	You can see the specialist you choose without a referral: 
	Primary care visit to treat an injury or illness: 
	No charge_2: 
	Not covered_2: 
	Specialist visit_2: 
	If you have a test_2: 
	Imaging CTPET scans MRis_2: 
	Generic drugs Preferred brand drugs_2: 
	Nonpreferred brand drugs: 
	l_2: 
	Specialty drugs_2: 
	If you need immediate medical attention: 
	No_5: 
	If you need immediate medical attention_2: 
	No_6: 
	Urgent care_2: 
	Physiciansurgeon fees_3: 
	Outpatient services_2: 
	Inpatient services_2: 
	If you are pregnant: 
	Home health care_2: 
	Rehabilitation services_2: 
	Habilitation services_2: 
	Skilled nursing care: 
	Durable medical equipmentRow1: 
	Childrens eye exam: 
	Limited to one exam per calendar: 
	Childrens lasses: 
	Childrens dental checkup_2: 
	Total Example Cost_4: 
	12700_2: 
	Total Example Cost_5: 
	5600_2: 
	Total Example Cost_6: 
	2800_2: 
	Deductibles_4: 
	Deductibles_5: 
	Deductibles_6: 
	Co payments_4: 
	Co payments_5: 
	Co payments_6: 
	Coinsurance_4: 
	Coinsurance_5: 
	Coinsurance_6: 
	Limits or exclusions_4: 
	Limits or exclusions_5: 
	Limits or exclusions_6: 
	300 member 900 family Benefits are administered on a Plan Year basis: 
	Me there services covered before you meet your deductible: 
	Yes prescription drugs outpatient mental health services preventive care provider office visits rehabilitation services habilitation services routine eye exams are covered before you meet your deductibles: 
	No_7: 
	You dont have to meet deductibles for specific services_3: 
	limit for this plan: 
	a netwQrk prQvider: 
	pwviders: 
	Do you need a referral to see a specialist: 
	Yes_2: 
	All cQpayment and coinsurance costs shown in this chart are after your deductible has been met if a deductible applies: 
	providers office or clinic: 
	Not covered_3: 
	None_5: 
	Specialist visit_3: 
	Not covered_4: 
	None_6: 
	unmuruzatJon: 
	not apply: 
	No charge deductible does Not covered: 
	If you have a test_3: 
	blood work: 
	Not covered_5: 
	None_7: 
	100 procedure: 
	Not covered_6: 
	Generic drugs: 
	30Day Retail Tier 1 10 prescription deductible does not apply 90Day Mail Tier 1 25 prescription deductible does not apply: 
	Not covered_7: 
	Preferred brand drugs: 
	Not covered_8: 
	Nonpreferred brand drugs_2: 
	Not covered_9: 
	3000 member 6000 family: 
	Special drugRow1: 
	Not covered_10: 
	250 visit: 
	Not covered_11: 
	No charge_3: 
	Not covered_12: 
	None_8: 
	If you need immediate medical attention_3: 
	100 visit: 
	None_9: 
	tranportatiQn: 
	No charge_4: 
	Urgent care_3: 
	Urgent care center 20 visit deductible does not apply: 
	Urgent care center Not covered: 
	If you have a hospital stay: 
	500 admit: 
	Not covered_13: 
	No charge_5: 
	Not covered_14: 
	None_10: 
	Outpatient services_3: 
	Not covered_15: 
	Inpatient services_3: 
	500 admit_2: 
	Not covered_16: 
	None_11: 
	If you are pregnant_2: 
	Office visits: 
	Not covered_17: 
	No charge_6: 
	Not covered_18: 
	500 I admit: 
	Not covered_19: 
	Cost sharing does not apply for preventive services: 
	Home health care_3: 
	No charge_7: 
	Not covered_20: 
	None_12: 
	HaQilitatiQn erviceIf you need help recovering or have other special healtll needs: 
	Not covered_21: 
	Occupational therapy 30 visits Plan Year Physical therapy  30 visits Plan Year: 
	500 co pal admit: 
	Not covered_22: 
	100 daysPlan Year: 
	equipment: 
	Hospice serviceRow1: 
	No charge_8: 
	Not covered_23: 
	If your child eeds dental or eye care: 
	Childrens eye exam_2: 
	Not covered_24: 
	1 examPlan Year: 
	Childrens glasses: 
	Not covered_25: 
	Not covered_26: 
	None_13: 
	Not covered_27: 
	2 examsPlan Year: 
	In this example Peg would pay: 
	What is the overall deductible: 
	Are there services covered before you meet your deductible: 
	Yes preventive care routine eye exams are covered before you meet your deductibles: 
	No_8: 
	You dont have to meet deductibles for specific services_4: 
	limit for this plan_2: 
	5000 member 10000 family: 
	Will you pay less if you use a network provider: 
	Yes See https wwwharvardpilgrimorgpublicfind aprovider or calll8883334742 for a list of network providers: 
	see a specialist: 
	All copayment and coinsurance costs shown in thls chart are after your deductible has been met if a deductible applies: 
	No charge_9: 
	Not covered_28: 
	Specialit visit: 
	No charge_10: 
	Not covered_29: 
	None_14: 
	Preventive care: 
	scree immunization: 
	No charge deductible does not apply: 
	Not covered_30: 
	If you have a test_4: 
	blood work_2: 
	Not covered_31: 
	None_15: 
	No charge_11: 
	n: 
	Generic drugs_2: 
	Preferred brand drugs_2: 
	Nonpreferred brand drugs_3: 
	Not covered_32: 
	You pay retail price for Out of Network pharmacy drugs and are reimbursed minus applicable cost sharing Covered only outside of serVIce area: 
	Special drygis available at wwwharvardpilgrimorg 2023Premium3T: 
	Not covered_33: 
	Some drugs must be obtained through a Specialty Pharmacy: 
	If you have outpatient surgery: 
	No charge_12: 
	Not covered_34: 
	No charge_13: 
	Not covered_35: 
	None_16: 
	If you need immediate medical attention_4: 
	No charge_14: 
	None_17: 
	tranpQrtatiQn: 
	None_18: 
	Urgent care_4: 
	If you have a hospital stay_2: 
	No charge_15: 
	Not covered_36: 
	No charge_16: 
	Not covered_37: 
	Outpatient services_4: 
	No charge_17: 
	Not covered_38: 
	Inpatient services_4: 
	No charge_18: 
	Not covered_39: 
	If you are pregnant_3: 
	Office visits_2: 
	No charge_19: 
	No charge_20: 
	Not covered_40: 
	No charge_21: 
	Not covered_41: 
	Cost sharing does not apply for preventive services_2: 
	HQme health are: 
	No charge_22: 
	Not covered_42: 
	None_19: 
	HabilitatiQn servicesRow1: 
	No charge_23: 
	100 daysPlan Year_2: 
	Durabl medial: 
	quipment: 
	Wigs 350Plan Year: 
	HQspice servicesRow1: 
	No charge_24: 
	Not covered_43: 
	If your child needs dental or eye care: 
	Childrens eye exam_3: 
	Not covered_44: 
	1 examPlan Year_2: 
	Childrens glasses_2: 
	Not covered_45: 
	Not covered_46: 
	None_20: 
	No charge_25: 
	Not covered_47: 
	2 examsPlan Year_2: 
	2024: 
	2025: 
	l_3: 
	Your care advisory team 1: 
	Your care advisory team 2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	Category I Procedure: 
	Qualifications: 
	In Network: 
	Out of Network: 
	Single Tooth Xrays: 
	Preventive: 
	Teeth Cleaning Fluoride Treatments Space Maintainers Sealants: 
	Twice every 12 months Twice every 12 months Required due to the premature loss of teeth For members under age 14 and not for the replacement of primary or permanent anterior teeth Unrestored permanent bicuspid and permanent molars once per 48 months per tooth for members to age 19: 
	raJ Surgery Extractions General Anesthesia: 
	mergency Dental Care Palliative treatment: 
	Three occurrences In 6 months: 
	rosthodontlcs Dentures Fixed Bridges Implants mplant Abutments: 
	Once within 60 months age 16 and older Once within 60 months age 16 and older Once per tooth per 60 months Preestimate recommended Once per 60 months: 
	ajor Restorative rowns or On lay ast PostsBuildups: 
	undefined_6: 
	Deductible waived for periodontal cleanings: 
	Deductible met In the 41h quarter Is carried over to the following calendar year: 
	Your calendar year maximum benefit amount: 
	If your total yearly claims dont exceed this threshold amount: 
	Your accumulated rollover total is capped at this amount: 
	700: 
	500: 
	0 co pay 20 off balance over: 
	0 capay 20 off balance: 
	Up to 120: 
	0 capay 15 off balance over 150 0 cay 15 off balance: 
	40 off retail price less 50: 
	Hearing Core from Amplifon Network: 
	Up to 64 off hearing aids call: 
	Up to 64 off hearing aids coli Not covered: 
	and availability please refer to your certificate or contact your benefits administrator: 
	and mailability please refer to your certificate or contact your benefits administrator: 


