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DATED:  5/5/08  4/21/08  (4/17/08) 

RATE
SHEET Referral Net EMPLOYEE EMPLOYEE EMPLOYEE EMPLOYEE
PLAN # No Ref Work ONLY ONLY  +SPOUSE  +CHILD(ren)

HMO 25/40A $10 Generic
1 $25 PCP / $40 Specialist Copay No Brand Name $250 Ded Atlantis 285.96 733.49 285.96 571.92 575.07 880.18

$500 Hospital Copay Referral $25 Copay, Max $2000
HMO 20A $10 Generic

2 $20 Copay No Brand Name $250 Ded Atlantis 298.94 766.78 298.94 597.88 601.17 920.14
$500 Hospital Copay Referral $25 Copay, Max $2000
HMO 25/40

3 $25 PCP / $40 Specialist Copay No $20/30/40 Atlantis 305.95 784.76 305.95 611.90 615.27 941.71
$500 Hospital Copay Referral

4 $20 Copay No $20/30/40 Atlantis 319.20 818.75 319.20 638.40 641.91 982.50
$500 Hospital Copay Referral

5 $25 PCP / $40 Specialist Copay No $7/30/50 Atlantis 382.04 979.93 382.04 764.08 768.28 1175.92
No Hospital Copay Referral

6 $20 Copay No $20/30/40 Atlantis 388.96 997.68 388.96 777.92 782.20 1197.22
No Hosptial Copay Referral

7 In Network Out of Network No $10 Generic Atlantis 317.65 814.77 317.65 635.30 638.79 977.73
$25 PCP/$40 Spec  Copay $2000/4000 Deductible Referral Brand Name $250 Ded

$500 Hospital Copay 70% to $5,000/$10,000 Max OOP $25 Copay, Max $2000

In Network Out of Network No $10 Generic Atlantis 331.17 849.45 331.17 662.34 665.98 1019.34
8 $20 Copay $2000/4000 Deductible Referral Brand Name $250 Ded

$500 Hospital Copay 70% to $5,000/$10,000 Max OOP $25 Copay, Max $2000

In Network Out of Network No $20/30/40 Atlantis 337.64 866.05 337.64 675.28 678.99 1039.26
9 $25 PCP/$40 Spec  Copay $2000/4000 Deductible Referral

$500 Hospital Copay 70% to $5,000/$10,000 Max OOP

In Network Out of Network No $20/30/40 Atlantis 448.69 1150.89 448.69 897.38 902.32 1381.07
10 $20 Copay $1000/2500 Deductible Referral

$0 Hospital Copay 70% to $3,000/$7,500 Max OOP

In Network Out of Network No $7/$30/$50 Atlantis 439.83 1128.16 439.83 879.66 884.50 1353.80
11 $25 PCP/$40 Spec  Copay $1000/2500 Deductible Referral

$0 Hospital Copay 70% to $3,000/$7,500 Max OOP

In Network Out of Network No $20/30/40 Atlantis 501.99 1287.60 501.99 1003.98 1009.50 1545.13
12 $20 Copay $500/1250 Deductible Referral

$0  Hospital Copay 70% to $3,000/$7,500 Max OOP
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DATED:  5/5/08   (4/17/08) 

RATE
SHEET
PLAN # GHI

Referral NET EMPLOYEE EMPLOYEE EMPLOYEE EMPLOYEE
No Ref WORK ONLY ONLY  +SPOUSE  +CHILD(ren)

1
$40 Copay $1000/3000 Annual Deductible No None National

$0 Copay Children for hospital based services Referral 247.92 635.46 247.92 545.39 473.77 735.01
with 90% to $500/1,500 OOP

2 $0 Generic
$40 Copay $2000/6000 Annual Deductible No $50 Ded, Brand $30, Non Pref $50 National

$0 Copay Children for hospital based services Referral Annual Retail Max $1,000 264.46 677.66 264.46 581.80 505.20 783.82
with 80% to $3,000/9,000 OOP Mail Order Unlimited

3 $0 Generic
$40 Copay $1000/3000 Annual Deductible No $50 Ded, Brand $30, Non Pref $50 National

$0 Copay Children for hospital based services Referral Annual Retail Max $1,000 301.28 771.53 301.28 662.78 575.15 892.42
with 90% to $500/1,500 OOP Mail Order Unlimited

4 $0 Generic
$30 Copay $1000/3000 Annual Deductible No $50 Ded, Brand $30, Non Pref $50 National

$0 Copay Children for hospital based services Referral Annual Retail Max $1,000 313.98 803.94 313.98 690.74 599.30 929.91
with 90% to $500/1,500 OOP Mail Order Unlimited

5 $0 Generic
$30 Copay $500/1500 Annual Deductible No $50 Ded, Brand $30, Non Pref $50 National #

$0 Copay Children for hospital based services Referral Annual Retail Max $3,000 346.85 887.72 346.85 763.03 661.73 1,026.85
with 90% to $500/1,500 OOP Mail Order Unlimited

6 $0 Generic
In Network Out of Network No $50 Ded, Brand $30, Non Pref $50

$30 Copay - Annual Ded $2000/6000 Annual Deductible Referral Annual Retail Max $1,000 National
for hospital based services 70% to $1500/4500 OOP Mail Order Unlimited 425.67 1,088.71 425.67 936.45 811.48 1,259.36

$1000/3000 90% to
$500/1500 OOP

$0 Copay Children
7

In Network Out of Network No $0 Generic
$30 Copay - Annual Ded $2000/6000 Annual Deductible Referral $50 Ded, Brand $30, Non Pref $50 National 441.94 1,130.17 441.94 972.23 842.39 1,307.34

for hospital based services 70% to $1500/4500 OOP Annual Retail Max $3,000
$1000/3000 90% to Mail Order Unlimited

$500/1500 OOP
$0 Copay Children
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SHEET
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No Ref WORK ONLY ONLY  +SPOUSE  +CHILD(ren)

8 EPO 40/1000 No $0 Generic
$40 Copay $1000 Hospital Copay Referral $50 Ded, Brand $30, Non Pref $50 National 330.40 845.81 330.40 726.84 630.47 978.33

$0 Copay Children Annual Retail Max $1000
Mail Order Unlimited

9 EPO 30/1000A No $0 Generic
$30 Copay $1000 Hospital Copay Referral $50 Ded, Brand $30, Non Pref $50 National 354.42 907.05 354.42 779.68 676.12 1049.18

$0 Copay Children Annual Retail Max $1,000
Mail Order Unlimited

10 EPO 30/1000 No $0 Generic
$30 Copay $1000 Hospital Copay Referral $50 Ded, Brand $30, Non Pref $50 National 370.69 948.51 370.69 815.46 707.03 1097.16

$0 Copay Children Annual Retail Max $3,000
Mail Order Unlimited

11 EPO 30/500 No $0 Generic
$30 Copay $500 Hospital Copay Referral $50 Ded, Brand $30, Non Pref $50 National 391.10 1000.55 391.10 860.35 745.78 1157.36

$0 Copay Children Annual Retail Max $3,000
Mail Order Unlimited

12 EPO 20A $0 Generic
$20 Copay $0 Hospital Copay No $50 Ded, Brand $30, Non Pref $50 National 447.83 1145.17 447.83 985.17 853.57 1324.70

$0 Copay Children Annual Retail Max $3,000
Referral Mail Order Unlimited

13 EPO 20 No
$20 Copay $0 Hospital Copay Referral $0/30/50 National 469.35 1200.07 469.35 1032.53 894.46 1388.20

$0 Copay Children
14 PPO 30/1000 $0 Generic

In Network Out of Network No $50 Ded, Brand $25, Non Pref $40
$30 Copay $1000/3000 Annual Deductible Referral Annual Retail Max $3,000 National 518.02 1324.19 518.02 1139.56 986.93 1531.74

$0 Copay Children 70% to $3000/9000 OOP Mail Order Unlimited
$500 Hospital Copay

15 PPO 25/1000
In Network Out of Network No
$25 Copay $1000/3000 Annual Deductible Referral $0/25/40 National 587.50 1501.38 587.50 1292.41 1118.94 1736.72

$0 Copay Children 70% to $3000/9000 OOP
$500 Hospital Copay

16 PPO 20/500
In Network Out of Network No $0/25/40 National
$20 Copay $500/1500 Annual Deductible Referral 701.03 1790.86 701.03 1542.20 1334.67 2071.68

$0 Copay Children 80% to $2000/6000 OOP
No Hospital Copay

 NOTES:  
GHI PPO requires 50% participation in GHI products (class carve-outs allowed).
All GHI prescriptions are Voluntary Home Delivery and are NO LONGER mandatory generic.
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