2017-2018 Employee Benefit Insurance Premiums
For the period January 1, 2018 through December 31, 2018

Full Time Employees

WMHIP Blue Cross PPO Select $500/$1000 Deductible Plan

Employee Share | Employee Per

Full Monthly of Monthly Pay Period

Coverage Premium Premium Deduction
Single S 748.28 | $§ 201.57 | S 100.79
Two Person S 1,683.59 | $ 508.80 | S 254.40
Family S 2,095.16 | § 633.18 | S 316.59

WMHIP Versatile 3 PPO $250/$500 Deductible Plan w 90/10 co-insurance

Employee Share | Employee Per

Full Monthly of Monthly Pay Period

Coverage Premium Premium Deduction
Single S 684.43 | $ 137.72 | S 68.86
Two Person S 1,539.94 | S 362.25 | $ 181.13
Family S 1,916.39 | S 450.80 | S 225.40

WMHIP Flexible Blue $1300/$2600 Deductible Plan

Employee Share | Employee Per

Full Monthly of Monthly Pay Period

Coverage Premium Premium Deduction
Single S 634.90 | S 88.18 | S 44.09
Two Person S 1,428.49 | $ 243.24 | S 121.62
Family S 1,777.52 | S 302.67 | S 151.34

WMHIP PPO 3 $1000/$2000 Deductible Plan w 80/20 co-insurance

Employee Share | Employee Per

Full Monthly of Monthly Pay Period

Coverage Premium Premium Deduction
Single $ 601.13 [ $ 5442 (S 27.21
Two Person S 1,352.51 | S 177.72 | S 88.86
Family $ 1,682.98 | S 221.00 | $ 110.50




WMHIP Essential HDHP $3000/$6000 Deductible Plan w 80/20 co-insurance

Employee Share

Employee Per

Full Monthly of Monthly Pay Period
Coverage Premium Premium Deduction
Single S 537.37 (S - S -
Two Person S 1,209.04 | S 2380 | S 11.90
Family S 1,504.46 | S 2961 (S 14.81

ACA Part Time Employees (available to PT employees working 75% of FT workload)

WMHIP Versatile 3 PPO $250/$500 Deductible Plan w 90/10 co-insurance

Employee Share

Employee Per

Full Monthly of Monthly Pay Period

Coverage Premium Premium Deduction
Single S 684.43 | S 193.28 | S 96.64
Two Person S 1,539.94 | S 1,048.79 | S 524.39
Family S 1,916.39 | S 1,425.24 | S 712.62

WMHIP Flexible Blue $1300/$2600 Deductible Plan

Employee Share

Employee Per

Full Monthly of Monthly Pay Period

Coverage Premium Premium Deduction
Single S 634.90 | $ 143.75 | S 71.87
Two Person S 1,428.49 | $ 93734 | S 468.67
Family S 1,777.52 | S 1,286.37 | S 643.18

WMHIP Essential HDHP $3000/$6000 Deductible Plan w 80/20 co-insurance

Employee Share

Employee Per

Full Monthly of Monthly Pay Period

Coverage Premium Premium Deduction
Single S 53737 | $ 46.22 | S 23.11
Two Person S 1,209.04 | S 717.89 | S 358.95
Family S 1,504.46 | S 1,013.31 (S 506.66




Grandfathered Part Time Employees (eligible under previous healthcare agreement)

WMHIP Versatile 3 PPO $250/$500 Deductible Plan w 90/10 co-insurance

Esr:::::\:)efe Employee Share
Empl Sh Without
Full Monthly | - D OYerSNare | wthly | Withsubsidy | °f Monthly thou
Coverage i of Monthly . Premium Subsidy Per
AL i Premium P (grandfathered
premidm (grandfathered wfi;thout subsidy) Pay
with subsidy) g
Single S 684.43 | S 33537 | S 337.67 | S 168.83 | S 684.43 | S 342.22
Two Person S 1,539.94 | S 753.23 (S 761.10 | S 380.55 | S 1,539.94 | S 769.97
Family S 1,916.39 | S 938.53 | S 94595 | S 47298 | S 1,916.39 | S 958.20
WMHIP Flexible Blue $1300/$2600 Deductible Plan
Employee
Share of Employee Share
Employer Share Monthl of Monthl Without
Full Monthly ploy i v With Subsidy ) v I_ Y
Coverage ] of Monthly Premium Premium Subsidy Per
Premium i Per Pay
Premium (grandfathere (grandfathered Pay
d with without subsidy)
subsidy)
Single S 634.90 | S 335.37 (S 288.13 | S 144.07 | S 634.90 | S 317.45
Two Person S 1,428.49 | S 753.23 (S 649.65 | S 32482 | S 1,428.49 | S 714.24
Family S 1,777.52 | S 938.53 | S 807.08 | $ 403.54 | S 1,777.52 | S 888.76
WMHIP Essential HDHP $3000/$6000 Deductible Plan w 80/20 co-insurance
Employee
Share of Employee Share
Employer Share Monthl of Monthl Without
Full Monthly ploy i v With Subsidy ) v I_ Y
Coverage ] of Monthly Premium Premium Subsidy Per
Premium i Per Pay
Premium (grandfathere (grandfathered Pay
d with without subsidy)
subsidy)
Single $537.37 | S 335.37 (S 190.60 | S 95.30 $537.37 | S 268.69
Two Person $1,209.04 | S 753.23 | S 430.20 | $ 215.10 $1,209.04 | S 604.52
Family $1,504.46 | S 938.53 | S 534.02 | S 267.01 $1,504.46 | S 752.23

Dental & Vision Coverage (available for purchase by eligible PT employees)




Employee

Full Monthly |Employee Dental| Full Monthly [Vision Premium
Dental Premium Share Vision Share Per Pay
Coverage Premium Per Pay Period Premium Period
Single S 67.30 | S 33.65| S 482 |5S 2.41
COBRA (Continuation) Coverage
WMHIP PPO WMHIP PPO WMHIP WMHIP PPO |WMHIP Essential
Coverage Select Versatile FlexBlue Plan 3 HDHP
Single S 763.24 | $ 698.12 | S 647.60 | $ 613.15 | $ 548.12
Two Person S 1,717.26 | $ 1,570.74 | $ 1,457.06 | S 1,379.56 | $ 1,233.22
Family S 2,137.06 | § 1,954.72 | $ 1,813.07 | S 1,716.64 | S 1,534.55
Coverage Dental Vision
Single S 68.65 | S 4.92
Two Person S 68.65| S 9.33
Family S 68.65 | S 13.71
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