
#z-Group Name: City ol Hammond
Compare Plant Report - Medical
Effective: ot/ot/2o2s 4 CADENCE

lnsurance

DlSCLAlMER:Ratesaresubjecttochangeiftherearecensusvariancespriortorenewalo@ve-
information is intended as a benefit summary only. lt does not include all of the benefit provisions, limitations and qualifications. lf

this information conflicts in anv wav with the contract. the contracf will nrevail

Notes:
ncrease

lotal Annual Premrum

Total Dependent Premium
Total Emolovee Premium

Employee Only
Employee + Spouse
Employee + Child(ren)
Family

t{ates
Tier 5
Tier 4
Tier 3
Tier 2
Tier 1

Deductible
on

Professional Services

Rehab (Soeech. Phvs. & Occ Theraov
Hioh Tech lmaoino
Lab & Low Tech lmaqinq
Uroent Care Facilitv
Emerqencv Room
Professional Services
Surqerv Facilifu

Outpatient Services
welFchtld ancl Adult Exams

Preventive Services
Lrtetrme Plan Maxrmum
lncluded in Oulof-Pocket Limits
Annual Outof-Pocket LimiUFamilv
Annual Out-of-Pocket LimiUlndividual
Specialist Office Visit
Primarv Care Office Visit

nce
Annual Deductible/Familv
Annual Deductible/lndividual

General Plan lnformation
Grandfathered Status

240
40
34
54

368

$312,735.42
$65.733.82
s247.001.60

$671.20
$1,201.43
$1,000.06
$1,288.67

Gurrent
r

80% after Deductible uctible
after Deductible 60% after Deductible

NA
100% after Deductible 80% after Deductible

lncluded in I ical

10OYo after Deductible
100% after Deductible 80% after

Deductible Deductible
1 80% after Deductible
100% after Deductible
1 80% after Deductible
100% after Deductible
1 80% after Deductible

'100% after Deductible

Covered

Unlimited
Yes Yes

1

100% after Deductible
1 80% after Deductible

1

000

Current / Renewal
BCBSLA

Blue Saver 100/80
BCBSLA

Blue Saver 80/60 $4000

$367,776.70 | | $303,599.32
$77,303.26 I I $63,814.20

785.12

$1,4't2.88
$ 1 ,1 76.07
$1 ,515.48

$651.s9
$1 ,166.33
$970.8s

$t 03

$1,O42,709.76
27.78%

$4,795,534.60
$399,627.90
$83,997.98

$315.629.92

$857.69
$1,53s.24
$1,277.92
$1,646.73

option 4
UHC
s70
$35
NA
$10

lncluded in Medical

50% after Deductible
50% after Deductible

50% after Deductible
50% after Deductible
50% after Deductible
50% after Deductible
50% after Deductible
5oo/o after Deductible
50% after Deductible

Covered

Unlimited
Yes

$8.000
$4,000

50% after Deductible
50% after Deductible

50%
$6,600
$3,300

ln-Network
Non-Grandtathered

Option 4
UnitedHealthcare

EBTB BX-INT

MCross Completed Mcross Printed 1 1 nAf2O24



Group Name: City of Hammond
Compare Plans Report - Dental
Effective: Ol/Ol/2O25

4
Carrier
Network

NAWaiting Period New Hires
50o/oOrthodontia Services
5004lmplant Coverage
80o/oPeriodontic Treatment
80%Endodontic Treatment
NAWaiting Period New Hires
50%Major Services
NAWaiting Period New Hires
80o/oBasic Services
100%Diagnostic and Preventive Svc

90th PercentileUGR Percentile
$2,000Lifetime Orthodontia Plan Max

NAAnnual Maximum Carryover
$1,500Annual Plan Maximum

$1 50Annual Family Deductible
$50Annual Deductible

ln-NetworkGeneral Plan lnformation

$103.65$99.6650EE & (Family)
$73.1 8$70.3732EE & Child(ren)
$59.98$57.6740EE & Spouse
$29.75611EE

Assumes GurrentParticipation
12 MonthsRate Guarantee

il

$17,390.71
$208,688.52

3.99%

Total Monthly Premium
Total Annual Premium

Percentage Rate Change

$16,722.75
$200,673.00

Gurrent / Renewal
BCBS LA

Advantage PLUS 2.0

The rates outlined above are as a rate comparison only. Rates are based on census



Group Name: City of Hammond
Compare Flans Report - Vision
Effective: Ol/Or/2O25

frt?"YPNce

Carrier
Network

EE & (Family)
tE al c;htld(ren)

EE & Spouse
EE

Kates

Network Lasik Discounts

Frame Benefits
Elective
Medically Necessary

Contact Lens Benefits

Lenticular
Trifocal Lens

Bifocal Lens

Single Vision Lens

Lens Benefits
Contacts
Frames
Lenses

Examination

Benefit Frequencies
Materials
Examination

Plan Gopays

38
20
38

187

n

Kate Guarantee

$130

$1 30

Covered

Covered

Covered
Covered

Covered

$19.63

$25
$10

ln - Network

$13.50
$12.26
$6.1 3

$21 0 Covered

$1 00 Covered

Covered$50

Covered$30

12 months 12 months

12 months 12 months

See Below $15
$4s $0

ln - NetworkOut-of-Network

Assumes

$150$70

$1 05 $1 30

$65 Covered

The rates outlined above are intended as a rate comparison only. Rates are based on census information received. Final rates are
subject to actual enrollment, plan design(s) selected, and underwriting approval.

Discounted NA
$30

$75

$225

$45

$60

$35

$25

24 months 24 months

12 months 12 months

See Below
$30

Out-of-Network

9.63 $1 8.1 0

3.s0
$12.26 $1 1.64

$6.1 3 94

Total Monthly Premium
Total Annual Premium
Percentage Rate lncrease

$2,628.13
$31,537.56

Current / Renewal
MetLife
MetLife

$2,628.13
$31,537.56

0.00%

Option 2
BCBSLA
Plan 2

$2,484.10
$29,809.20

-5.48o/o

MCross Completed MCross Printed 1 1 I 1 812024



Group Name: City of Hammond
Compare Plans Report - Basic Life AD&D
Effective: Ol/Ol/2O25

tt

Garrier

Reduction of 35o/o at age 65,
50% at age 70e Reduction Schedule

$30,000Guarantee lssue

100% of the Basic Life Benefit& D Benefit

$30,000Life Benefit

General Plan lnformation

$0.169$0.148Total Rate
$0.037$0.037AD & D Rate

$0.1 32$0.111Life Rate

$9,534,000$9,534,000Volume

$1,000$1,000Per Covered Benefit

100o/o10004Participation Req uirements
12 MonthsRate Guarantee

$1,611.25
$19,334.95

18.92o/o

Total Monthly Premium
Total Annual Premium
Percentage Rate Change

$1,411.03
$16,932.38

Current / Renewal
MetLife


