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Medical – Current Benefits
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CARRIER BLUE CROSS BLUE SHIELD OF ILLINOIS
NETWORK BAE HMO PPO
Benefits In-Network | Out-of-Network In-Network | Out-of-Network

Plan Number NHHB103 NPP92323
Deductible    

Individual $0 $1,500 | $3,000
Family $0 $4,500 | $9,000

Coinsurance
0% | Not Covered 10% | 30%

Out-of-Pocket Maximum (Including Deductible)
Individual $1,500 | Not Covered  $2,500 | $5,000
Family $3,000 | Not Covered  $7,500 | $15,000
Prescription OOP Maximum $1,000 indiv $3,000 Family | Not Covered $1,000 indiv $3,000 Family | Not Covered

Physician Office Visits Primary $20; Specialist $40 | Ded & 60%
Preventive $0 | Not Covered $0 | Deductible & 30%
Primary Care $20 Copay | Not Covered $20 Copay | Deductible & 30%
Specialist $40 Copay | Not Covered $40 Copay | Deductible & 30%

Hospital Services
Inpatient $0 | Not Covered Ded & 10% | $300 Copay & 30%
Outpatient $0 | Not Covered Ded & 10% | $150 Copay & 30%

Emergency Services 100% | Not Covered

Emergency Room $150 Copay $150 Copay

Urgent Care $20 or $150 Copay* | Not Covered Ded & 10% | Ded & 30%

Prescription Drug Mail Order:  2 times Retail Mail Order:  2 times Retail
Rx Deductible None None
Generic $15* $15 or $30
Formulary $30 $30 or $60
Non-Formulary $50 $50 or $100

Lifetime Maximum Unlimited Unlimited



Medical Renewal
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HMO PPO CURRENT RENEWAL

HMO PPO HMO PPO

Employee 0 11 $653.66 $722.54 $602.22 $662.77 

EE + Spouse 1 8 $1,390.42 $1,536.94 $1,273.62 $1,401.68 

EE + Child(ren) 0 5 $1,218.63 $1,347.03 $1,134.30 $1,248.35 

EE + Family 5 5 $1,955.39 $2,161.43 $1,805.69 $1,987.25 

TOTAL MONTHLY PREMIUM     $11,167.37 $37,785.76 $10,302.07 $34,681.91 

ESTIMATED ANNUAL PREMIUM $134,008.44 $453,429.12 $123,624.84 $416,182.92 

DIFFERENCE FROM CURRENT $10,383.60 $37,246.20 

COMBINED ANNUAL PREMIUM $587,437.56 $539,807.76 

DIFFERENCE FROM CURRENT (dollar amount) $47,629.80

DIFFERENCE FROM CURRENT 
(percentage) 8.11%



BCBS Renewal With HRA Funding at 30%
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CARRIER CURRENT BCBSIL RENEWAL BCBSIL

NETWORK BAE HMO PPO (Large) BAE HMO PPO (Large)

Plan Number B103 NPP92323 H103 NPP92323

HMO PPO CURRENT RENEWAL

Employee 0 11 $653.66 $722.54 $602.22 $662.77 

EE + Spouse 1 8 $1,390.42 $1,536.94 $1,273.62 $1,401.68 

EE + Child(ren) 0 5 $1,218.63 $1,347.03 $1,134.30 $1,248.35 

EE + Family 5 5 $1,955.39 $2,161.43 $1,805.69 $1,987.25 

TOTAL MONTHLY PREMIUM     $11,167.37 $37,785.76 $10,302.07 $34,681.91 

HRA Funding Plan YTD $13,280.00 Projected at 30% $28,875.00 

ESTIMATED ANNUAL PREMIUM $134,008.44 $466,709.12 $123,624.84 $445,057.92 

COMBINED ANNUAL PREMIUM $600,717.56 $568,682.76 

DIFFERENCE FROM CURRENT (dollar amount) $32,034.80

DIFFERENCE FROM CURRENT (percentage) 5.33%



BCBS Renewal With HRA Funding at 20%
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CARRIER CURRENT BCBSIL RENEWAL BCBSIL

NETWORK BAE HMO PPO (Large) BAE HMO PPO (Large)

Plan Number B103 NPP92323 H103 NPP92323

HMO PPO CURRENT RENEWAL

Employee 0 11 $653.66 $722.54 $602.22 $662.77 

EE + Spouse 1 8 $1,390.42 $1,536.94 $1,273.62 $1,401.68 

EE + Child(ren) 0 5 $1,218.63 $1,347.03 $1,134.30 $1,248.35 

EE + Family 5 5 $1,955.39 $2,161.43 $1,805.69 $1,987.25 

TOTAL MONTHLY PREMIUM     $11,167.37 $37,785.76 $10,302.07 $34,681.91 

HRA Funding Plan YTD $13,280.00 Projected at 20% $19,250.00 

ESTIMATED ANNUAL PREMIUM $134,008.44 $466,709.12 $123,624.84 $435,432.92 

COMBINED ANNUAL PREMIUM $600,717.56 $559,057.76 

DIFFERENCE FROM CURRENT (dollar amount) $41,659.80

DIFFERENCE FROM CURRENT (percentage) 6.94%



Projected 2016- 2017 Cofunding
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Plan Option Current Annual Premium Renewal Annual Premium

BCBS - HMO $134,008.44 $123,624.84

BCBS - PPO $453,429.12 $416,182.92

TOTAL ANNUAL PREMIUM $587,437.56 $539,807.76

Reimbursement Arrangement Reimbursement Amounts
HMO, PPO, HRA Annual 

Premium

Potential reimbursement amounts:

Maximum $96,250.00 $636,057.76

Expected at 50% $48,125.00 $587,932.76

Expected at 40% $38,500.00 $578,307.76

Expected at 30% $28,875.00 $568,682.76

Expected at 20% $19,250.00 $559,057.76

These numbers are based on a total of 55 units with a maximum liability of $96,250

Actual Liability for 2015-2016 was $13,280 which represents 13.80%.  2014-2015 reimbursement was 30.39% ($22,333.41), 2013-2014 
reimbursement was 13.57% ($9,734.50), and 2012-2013 reimbursement was 25.39% ($18,217.36).



10-Year HRA Snapshot
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*Percentage based on estimated reimbursement for 12 month period through 9/30/16

Plan Year
Original PPO 
Annual Cost Actual PPO Cost Amount Reimbursed

Percentage of Maximum 
Reimbursement

Maximum 
Reimbursement Variance

10/1/2006 through 
9/30/2007 $343,805.88 $295,112.52 $10,847.63 10% $108,500.00 $37,845.73 

10/1/2007 through 
9/30/2008 $431,098.19 $321,622.08 $19,347.32 27.15% $71,250.00 $90,128.79 

10/1/2008 through 
9/30/2009 $496,323.35 $332,328.12 $16,436.67 16.77% $98,000.00 $147,558.56 

10/1/2009 through 
9/30/2010 $570,573.32 $358,769.04 $15,589.70 15.36% $101,500.00 $196,214.58 

10/1/2010 through 
9/30/2011 $553,456.12 $337,508.16 $21,047.48 28.06% $75,000.00 $194,900.48 

10/1/2011 through 
9/30/2012 $603,251.00 $300,250.08 $25,405.24 33% $71,750.00 $277,595.68 

10/1/2012 through 
9/30/2013 $573,088.45 $260,727.00 $18,217.36 25.39% $71,750.00 $294,144.09 

10/1/2013 through 
9/30/2014 $630,397.30 $317,461.80 $9,734.50 13.57% $71,750.00 $303,201.00 

10/1/2014 through 
9/30/2015 $646,535.47 $380,758.32 $22,333.41 30.39% $73,500.00 $243,443.74 

10/1/2015 through 
7/31/2016 $678,862.24 $453,429.12 $15,936.00 16.56%* $96,250.00 $209,497.12 

Total Variance Between Traditional PPO and Traditional PPO with HRA $1,994,529.76 



Dental
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*3 tier rates; cost based on actual enrolled

CURRENT ALTERNATE 1
CARRIER MetLife - CURRENT Delta Dental of IL
Type of Plan In-Network | Out-of-Network In-Network | Out-of-Network
Deductible    Waived on Preventive Waived on Preventive
Individual $50 $50 
Family $150 $150 

Coinsurance
Preventive 0% | 0% 0% | 0%
Basic 20% | 20% 20% | 20%
Major 50% | 50% 50% | 50%
Orthodontia (Child to age 19) 50% | 50% 50% | 50%

Calendar Year Maximum $1,750 $1,800 

Orthodontia Lifetime Maximum (To age 19) $1,500 $1,500 

Services
Endo Basic Basic
Perio Basic Basic
Complex Oral Surgery Basic Basic
Implants Major Major
U&C Percentile 90th 90th
Rollover Feature No Included up to $1,000

Waiting Periods
New/Timely Entrants None None
Late Entrants 12 months on Basic; 24 months on Major & Ortho 12 months on Basic;                                                  

24 months on Major & Ortho

4 Tier Current Renewal Negotiated Renewal Delta Dental of IL (3 Tier Rates)
Employee 10 $40.65 $41.87 $41.06 $40.43 
EE + Spouse 12 $84.35 $86.88 $85.19 $83.69 
EE + Child(ren) 4 $96.28 $99.17 $97.24 $153.35 
EE + Family 9 $152.10 $156.66 $153.62
TOTAL MONTHLY PREMIUM     $3,172.72 $3,267.88 $3,204.42 $3,332.47 
ESTIMATED ANNUAL PREMIUM $38,072.64 $39,214.56 $38,453.04 $39,989.64 
VARIANCE FROM CURRENT (dollar amount) $1,141.92 $380.40 $1,917.00
VARIANCE FROM CURRENT (percentage) 3.00% 1.00% 5.04%



Vision
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CARRIER VSP EyeMed

Participating | Non-participating PPO | Non-PPO

Eye Exams

Glasses $10 copay | Reimbursed up to $45 $10 copay | Reimbursed up to $40

Contacts $10 copay | Reimbursed up to $45 $25 copay | Reimbursed up to $40

Frames

Covered up to $130 | Reimbursed up to $70 Covered up to $130 | Reimbursed up to $91

$25 copay on material $25 copay on material

Lenses

Single Covered in Full | Reimbursed up to $30 Covered in Full | Reimbursed up to $30

Bifocal Covered in Full | Reimbursed up to $50 Covered in Full | Reimbursed up to $50

Trifocal Covered in Full | Reimbursed up to $65 Covered in Full | Reimbursed up to $70

Lenticular Covered in Full | Reimbursed up to $48 Covered in Full | Reimbursed up to $70

Contacts per Pair

Necessary (instead of glasses) Covered in Full | Reimbursed up to $210 Covered in Full | Reimbursed up to $210

Elective (instead of glasses) Covered up to $130 | Reimbursed up to $100 Covered up to $130 | Reimbursed up to $130

Frequency

Exams 12 months 12 months

Lenses 12 months 12 months

Frames 12 months 12 months

Enrollment CURRENT RENEWAL

Employee 11 $8.47 $8.47 $8.15 

EE + 1 Dependent 12 $12.29 $12.29 $9.63 

EE + Family 13 $22.03 $22.03 $24.01 

TOTAL MONTHLY PREMIUM     $527.04 $527.04 $517.34 

ESTIMATED ANNUAL PREMIUM $6,324.48 $6,324.48 $6,208.08 

DIFFERENCE FROM CURRENT 
PREMIUM $116.40

Rate Guarantee 9/30/2019 9/30/2020



Life/AD&D Renewal
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*No Change to Voluntary Life rates

CURRENT ALTERNATE
CARRIER DEARBORN NATIONAL UNUM
Benefit
Full-time Employees & Elected Officials $30,000 $30,000 
Retirees $30,000 Life Only $30,000 Life Only
Guarantee Issue $30,000 $30,000 

Reduction Formula
35% at age 65 35% at age 65

by an add'l 15% at age 70 by an add'l 15% at age 70
by an add'l 15% at age 75 by an add'l 15% at age 75

Waiver of Premium Included Included

Other Provisions
Waiver of Premium Prior to age 60;  Terminates at age 65 Prior to age 60;  Terminates at age 65

Accelerated Death Benefit Up to 50% of the employee's life amount, minimum 
of $7,500 and a maximum of $150,000, if diagnosed 
with a terminal illness and has a life expectancy of 

12 months or less

Up to 50% of the employee's life amount, 
minimum of $7,500 and a maximum of $150,000, 
if diagnosed with a terminal illness and has a life 

expectancy of 12 months or less

Portability Not Applicable Not Applicable

Conversion Included Included

FINANCIAL ANALYSIS CURRENT RENEWAL UNUM
Life Volume $1,201,500 $1,201,500 $1,201,500 
AD&D Volume $939,000 $939,000 $939,000 
Life Rate per $1,000 of Benefit $0.19 $0.24 $0.27 
AD&D Rate per $1,000 of Benefit $0.04 $0.04 $0.03 
Monthly Premium $265.85 $323.52 $352.58
ANNUAL PREMIUM $3,190.14 $3,882.20 $4,230.90
DIFFERENCE FROM CURRENT (dollar amount) $692.06 $1,040.76
DIFFERENCE FROM CURRENT (percentage) 21.69% 32.62%
Rate Guarantee 9/30/2017 9/30/2017



EAP Utilization
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*No Change to Voluntary Life rates



EAP Utilization
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Disclaimer

This benefit analysis represents a summary of some of the major benefit provisions from the proposed managed care and insurance 
programs. Every effort has been made to assure accuracy, however, actual benefit determinations, limitations, and exclusions will be 
determined by the managed care organization and insurance carrier’s Master Contract and/or Certificates.  These documents 
supersede all other communications whether in writing or verbal.

These actual benefit limitations and exclusions can be provided upon request.

Some contract provisions may not be included in the employee “out of pocket” expense limitations shown.  Standard provisions 
excluded are as follows:

• Co-Pays

• Non-Compliance Penalties

• Co-Insurance for Mental and Nervous Benefits

• Amounts in excess of Reasonable and Customary

• Premiums 

All managed care organizations referred to in this analysis are Federal and/or State approved.  We do not certify the quality of
medical care by an organization or individual within that organization.

The rates in the financial analysis are predicated on the census information and other pertinent data provided.  These rates also 
assume a current effective date.  Final rates are determined upon enrollment and could vary if the enrollment varies from the
original census or the plan is installed at a later date.

It is important to remember that utilization review programs only determine the appropriateness of the proposed care.  Utilization 
review programs do not determine an individual's eligibility to receive health care benefits or the level of benefits available under a 
health care program.
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