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PEIP Renewal

Overall 5.61%
CURRENT RENEWAL

Plan Design Features

Advantage 
Health Plan
High Option 

Advantage 
Health Plan

Value Option 

Advantage 
Health Plan 

HSA Compatible

Advantage 
Health Plan
High Option 

Advantage 
Health Plan

Value Option 

Advantage 
Health Plan 

HSA Compatible
Enrollment (per 7/23/19 
census)

Employee 12 5 38 12 5 38
Family 10 2 22 10 2 22

Rates
Employee $885.78 $795.40 $605.10 $922.82 $829.50 $645.26
Family $2,364.88 $2,123.64 $1,615.52 $2,463.72 $2,214.68 $1,722.70

Estimated Total Annual 
Premium $1,212,452 $1,280,486
Change over Current (%) 5.61%
Change over Current ($) $68,034
Change over Current (%) N/A N/A N/A 4.2% 4.3% 6.6%
Change over Current ($) N/A N/A N/A $17,195 $4,231 $46,608 

• Higher (6.6%) increase to HDHP HSA plan
• Benefit plan changes to all plans, see following pages



2019 Benefits Schedules Advantage Health Plan - High Option Advantage Health Plan - Value Option Advantage Health Plan - HSA Compatible 
In-Network You Pay You Pay You Pay
A. Preventive Care

- Routine medical exams, cancer screening
- Child health preventive services, routine immunizations
- Prenatal and postnatal care and exams
- Adult immunizations
- Routine eye and hearing exams

B. Annual First Dollar Deductible Cost Level 1 / 2 / 3 / 4
Single: $150 / $250 / $550 / $1,250

Family: $300 / $500 / $1,100 / $2,500

Cost Level 1 / 2 / 3 / 4
Single: $500 / $700 / $1,100 / $1,800

Family: $1,000 / $1,400 / $2,200 / $3,600

Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 

Single Coverage: $1500 / $2000 / $3000 / $4000
*Family Coverage (per family member): $2,600 / $3,200 / $4,800 / $6,400

*Family Coverage (per family): $3,000 / $4,000 / $6,000 / $8,000
C. Office visits for Illness/Injury, for Outpatient Physical, Occupational or Speech Therapy,

and Urgent Care
- Outpatient visits in a physician’s office
- Chiropractic services
- OP mental health & chemical dependency
- Urgent Care clinic visits (in or out of network)

D. Network Convenience Clinics and online care Cost Level 1 / 2 / 3 / 4:  $0 copay Cost Level 1 / 2 / 3 / 4:  $0 copay Cost Level 1 / 2 / 3 / 4:  $0 copay (annual deductible applies)
E. Emergency Care

- Emergency care received in a hospital ER
F. Inpatient Hospital Copay Cost Level 1/2/3/4

$100/$200/$500/25% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$150 / $325 / $750 / 30% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$400 / $650 / $1,500 / 50% (annual deductible applies)
G. Outpatient Surgery Copay Cost Level 1/2/3/4

$60/$120/$250/25% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$100 / $175 / $350 / 35% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$250 / $400 / $800 / 50% (annual deductible applies)
H. Hospice and Skilled Nursing Facility Cost Level 1 / 2 / 3 / 4:  Nothing Cost Level 1 / 2 / 3 / 4:  Nothing Cost Level 1 / 2 / 3 / 4:  Nothing after annual deductible
I. Prosthetics and Durable Medical Equipment Cost Level 1 / 2 / 3:  20%/20%/20%

Cost Level 4:  25% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3:  20% / 20% / 25%

Cost Level 4:  35% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

20% / 25% / 30% / 50% coinsurance (annual deductible applies)
J. Lab (including allergy shots), Pathology and X-ray (not included as part of preventive care

and not subject to office visit or facility copayments)
Cost Level 1 / 2 / 3 / 4

5% / 5% / 20% / 25% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

10% / 10% / 20% / 35% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

20% / 25% / 30% / 50% coinsurance (annual deductible applies)
K. MRI/CT Scans Cost Level 1 / 2 / 3 / 4

5% / 10% / 20% / 25% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

10% / 10% / 20% / 35% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

20% / 25% / 30% / 50% coinsurance (annual deductible applies)
L. Other expenses not covered in A – K above, including by not limited to:

• Ambulance and Home Health Care
• Outpatient Hospital Services (non-surgical), including

- Radiation/chemotherapy, Dialysis, Day treatment for mental health and
chemical dependency and Other diagnostic or treatment-related OP services

Cost Level 1 / 2 / 3 / 4
5% / 5% / 20% / 25% coinsurance (annual deductible applies)

Cost Level 1 / 2 / 3 / 4
10% / 10% / 20% / 35% coinsurance (annual deductible applies)

Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

M. Prescription Drugs (30-day supply of Tier 1, Tier 2, or Tier 3 prescription drugs, including
insulin; or a 3-cycle supply of oral contraceptives)

Cost Level 1 / 2 / 3 / 4
$14 tier one; $25 tier two; $50 tier three

Cost Level 1 / 2 / 3 / 4
$20 tier one; $40 tier two; $65 tier three

Cost Level 1 / 2 / 3 / 4
$25 tier one; $40 tier two; $65 tier three (annual deductible applies)

N. Plan Maximum Out-of-Pocket Expense for Prescription Drugs
(excludes Infertility) (single/family)                            

Cost Level 1 / 2 / 3 / 4
Single: $800; Family: $1,600

Cost Level 1 / 2 / 3 / 4
Single: $1,000; Family: $2,000

** Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 

Single Coverage: $3,000 / $3,000 / $4,000 / $5,000
Family Coverage (per family member): $5,000 / $5,000 / $6,850 / $6,850

Family Coverage (per family): $6,000 / $6,000 / $8,000 / $10,000
O. Plan Maximum Out-of-Pocket Expense

(excluding prescription drugs) (single/family)
Cost Level 1 / 2 / 3 / 4

Single: $1,200 / $1,200 / $1,600 / $2,600
Family: $2,400 / $2,400 / $3,200 / $5,200

Cost Level 1 / 2 / 3 / 4
Single: $2,200 / $2,200 / $3,200 / $4,200
Family: $4,400 / $4,400 / $6,400 / $8,400

See Section N above

City of Northfield
PEIP Summary of Plan Benefits for 2019
The information contained herein is subject to the disclosures and disclaimers on the final page of this illustration

Cost Level 1 / 2 / 3 / 4
Nothing

Cost Level 1 / 2 / 3 / 4
Nothing

Cost Level 1 / 2 / 3 / 4
Nothing

Cost Level 1 / 2 / 3 / 4
$30 / $35 / $95 / $120 copay per visit

( annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$125 / $125 / $125 / 30% (annual deductible applies)

Emergency care or urgent care at a hospital emergency room or urgent care center out of the plan’s service area or out of network is covered as described in sections C and E above.
This chart applies only to in-network coverage. Point of Service coverage is available only for members whose permanent residence is outside the State of Minnesota and outside the service areas of the health plans participating in Advantage. This category includes employees temporarily residing outside Minnesota on temporary assignment or 
paid leave [including sabbatical leaves] and college students. It is also available to all dependent children and spouses permanently residing outside the service area.  
Under the High Option and Value Option : These members pay a $350 single or $700 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section O above. Members pay the drug copayment described at section M above to the out-of-pocket 
maximum described at section N.
Under the HSA Compatible Option : These members pay a $1,500 single or $3,000 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section N above. Members pay the drug copayment described at section M above to the out-of-pocket 
maximum described at section N.
A standard set of benefits is offered in all PEIP Advantage Plans. There are still some differences from plan to plan in the way that benefits, including the transplant benefits, are administered, in the referral and diagnosis coding patterns of primary care clinics (and in the definition of Allowed Amount under the High and Value Option Plans).
Under the High Option and Value Option : These Plans use an embedded deductible .  If a family member reaches the individual deductible then the deductible is satisfied for that family member.  If any combination of famly members reaches the family deductible, then the deductible is satisfied for the entire family.
Under the HSA Compatible Option : *The family Deductible is the maximum amount  that a family has to pay in deductible expenses in any one calendar year. The family Deductible is not the amount of expenses a family must incur before any family member can receive benefits. Individual 
family members only need to satisfy their individual deductible once to be eligible for benefits. Once the family Deductible has been met, deductible expenses for the family are waived for the balance of the year. 
**The family Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year. The per-family member embedded Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year on behalf of any individual family member.

Cost Level 1 / 2 / 3 / 4
$40 / $50 / $100 / $120 copay per visit

(annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$150 / $150 / $150 / 50% (annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$25 / $30 / $60 / $80 copay per visit

( annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$100/$100/$100/25% (annual deductible applies)
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2020 Benefits Schedules (changes over prior year are identified by red font) Advantage Health Plan - High Option Advantage Health Plan - Value Option Advantage Health Plan - HSA Compatible 
In-Network You Pay You Pay You Pay
A. Preventive Care

- Routine medical exams, cancer screening
- Child health preventive services, routine immunizations
- Prenatal and postnatal care and exams
- Adult immunizations
- Routine eye and hearing exams

B. Annual First Dollar Deductible Cost Level 1 / 2 / 3 / 4
Single: $250 / $400 / $750 / $1,500

Family: $500 / $800 / $1,500 / $3,000

Cost Level 1 / 2 / 3 / 4
Single: $600 / $850 / $1,300 / $2,100

Family: $1,200 / $1,700 / $2,600 / $4,200

Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 

Single Coverage: $1,500 / $2,000 / $3,000 / $4,000
*Family Coverage (per family member): $2,800 / $3,200 / $4,800 / $6,400

*Family Coverage (per family): $3,000 / $4,000 / $6,000 / $8,000
C. Office visits for Illness/Injury, for Outpatient Physical, Occupational or Speech Therapy,

and Urgent Care
- Outpatient visits in a physician’s office
- Chiropractic services
- OP mental health & chemical dependency
- Urgent Care clinic visits (in or out of network)

D. Network Convenience Clinics and online care Cost Level 1 / 2 / 3 / 4:  Nothing Cost Level 1 / 2 / 3 / 4:  Nothing Cost Level 1 / 2 / 3 / 4:  $0 copay (annual deductible applies)
E. Emergency Care (in or out of network)

- Emergency care received in a hospital ER
F. Inpatient Hospital Copay Cost Level 1 / 2 / 3 / 4

$100 / $200 / $500 / 25% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$150 / $325 / $750 / 30% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$400 / $650 / $1,500 / 50% (annual deductible applies)
G. Outpatient Surgery Copay Cost Level 1 / 2 / 3 / 4

$60 / $120 / $250 / 25% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$100 / $175 / $350 / 35% (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

$250 / $400 / $800 / 50% (annual deductible applies)
H. Hospice and Skilled Nursing Facility Cost Level 1 / 2 / 3 / 4:  Nothing Cost Level 1 / 2 / 3 / 4:  Nothing Cost Level 1 / 2 / 3 / 4:  Nothing after annual deductible
I. Prosthetics and Durable Medical Equipment Cost Level 1 / 2 / 3:  20% / 20% / 20%

Cost Level 4:  25% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3:  20% / 20% / 25%

Cost Level 4:  35% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

20% / 25% / 30% / 50% coinsurance (annual deductible applies)
J. Lab (including allergy shots), Pathology and X-ray (not included as part of preventive care

and not subject to office visit or facility copayments)
Cost Level 1 / 2 / 3 / 4

10% / 10% / 20% / 25% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

10% / 15% / 25% / 35% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

20% / 25% / 30% / 50% coinsurance (annual deductible applies)
K. MRI/CT Scans Cost Level 1 / 2 / 3 / 4

10% / 15% / 25% / 30% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

10% / 15% / 25% / 35% coinsurance (annual deductible applies)
Cost Level 1 / 2 / 3 / 4

20% / 25% / 30% / 50% coinsurance (annual deductible applies)
L. Other expenses not covered in A – K above, including by not limited to:

• Ambulance and Home Health Care
• Outpatient Hospital Services (non-surgical), including:

- Radiation/chemotherapy, Dialysis, Day treatment for mental health and
chemical dependency and Other diagnostic or treatment-related OP services

Cost Level 1 / 2 / 3 / 4
5% / 5% / 20% / 25% coinsurance (annual deductible applies)

Cost Level 1 / 2 / 3 / 4
10% / 10% / 20% / 35% coinsurance (annual deductible applies)

Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

M. Prescription Drugs (30-day supply of Tier 1, Tier 2, or Tier 3 prescription drugs, including
insulin; or a 3-cycle supply of oral contraceptives)

Cost Level 1 / 2 / 3 / 4
$18 tier one; $30 tier two; $55 tier three

Cost Level 1 / 2 / 3 / 4
$25 tier one; $45 tier two; $70 tier three

Cost Level 1 / 2 / 3 / 4
$30 tier one; $50 tier two; $75 tier three (annual deductible applies)

N. Plan Maximum Out-of-Pocket Expense  for Prescription Drugs
(excludes PKU & Infertility)  (single/family)                             

Cost Level 1 / 2 / 3 / 4
Single: $1,050; Family: $2,100

Cost Level 1 / 2 / 3 / 4
Single: $1,250; Family: $2,500

** Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 

Single Coverage: $3,000 / $3,000 / $4,000 / $5,000
Family Coverage (per family member): $5,000 / $5,000 / $6,900 / $6,900

Family Coverage (per family): $6,000 / $6,000 / $8,000 / $10,000
O. Plan Maximum Out-of-Pocket Expense

(excludes prescription drugs) (single/family)
Cost Level 1 / 2 / 3 / 4

Single: $1,700 / $1,700 / $2,400 / $3,600
Family: $3,400 / $3,400 / $4,800 / $7,200

Cost Level 1 / 2 / 3 / 4
Single: $2,600 / $2,600 / $3,800 / $4,800
Family: $5,200 / $5,200 / $7,600 / $9,600

See Section N above

City of Northfield
PEIP Summary of Plan Benefits effective January 2020
The information contained herein is subject to the disclosures and disclaimers on the final page of this illustration

Cost Level 1 / 2 / 3 / 4
Nothing

Cost Level 1 / 2 / 3 / 4
Nothing

Cost Level 1 / 2 / 3 / 4
Nothing

Cost Level 1 / 2 / 3 / 4
$35 / $40 / $100 / $125 copay per visit

(annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$125 / $125 / $125 / 30% (annual deductible applies)

Emergency care or urgent care at a hospital emergency room or urgent care center out of the plan’s service area or out of network is covered as described in sections C and E above.
This chart applies only to in-network coverage. Point of Service coverage is available only to members whose permanent residence is outside both the State of Minnesota and the Advantage Plan's service area. This category includes employees temporarily residing outside Minnesota on temporary assignment or paid leave [including sabbatical 
leaves] and college students. It is also available to dependent children and spouses permanently residing outside the service area.  
Under the HSA Compatible Option : These members pay a $1,500 single or $3,000 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section N above. Members pay the drug copayment described at section M above to the out-of-pocket 
maximum described at section N.  This benefit must be requested.
Under the Value Option and the High Option : These members pay a $350 single or $700 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section O above. Members pay the drug copayment described at section M above to the out-of-pocket 
maximum described at section N.  This benefit must be requested.
A standard set of benefits is offered in all PEIP Advantage Plans. There are still some differences from plan to plan in the way that benefits, including the transplant benefits, are administered, in the referral and diagnosis coding patterns of primary care clinics (and in the definition of Allowed Amount under the High and Value Option Plans).
Under the Value Option and the High Option : These Plans use an embedded deductible .  If a family member reaches the individual deductible then the deductible is satisfied for that family member.  If any combination of famly members reaches the family deductible, then the deductible is satisfied for the entire family.
Under the HSA Compatible Option : *The family Deductible is the maximum amount  that a family has to pay in deductible expenses in any one calendar year. The family Deductible is not the amount of expenses a family must incur before any family member can receive benefits. Individual 
family members only need to satisfy their individual deductible once to be eligible for benefits. Once the family Deductible has been met, deductible expenses for the family are waived for the balance of the year. 
**The family Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year. The per-family member embedded Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year on behalf of any individual family member.

Cost Level 1 / 2 / 3 / 4
$45 / $55 / $105 / $130 copay per visit

( annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$150 / $150 / $150 / 50% (annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$30 / $35 / $65 / $85 copay per visit

(annual deductible applies)

Cost Level 1 / 2 / 3 / 4
$100 / $100 / $100 / 25% (annual deductible applies)
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2019 Monthly
Best 
Case Worst Case

Single Coverage - PEIP 
Cost Level 2 Premium City 

Contribution

City 
HSA 

Contribution 

Employee 
Premium 

Cost

Annual HSA 
Contribution 

Annual 
Employee 
Premium 

Cost

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

Advantage Health Plan
High Option $885.78 $717.89 N/A $167.89 $0 $2,015 $2,000 $4,015
Advantage Health Plan
Value Option $75.40 $672.70 N/A $122.70 $0 $1,472 $3,200 $4,672
Advantage Health Plan 
HSA Compatible $605.10 $577.55 $145.83 $27.55 $1,750 $331 $3,000 $1,581

PEIP Renewal

Employee Cost Analysis – Single Coverage

2020 Monthly
Best 
Case Worst Case

Single Coverage - PEIP 
Cost Level 2 Premium City 

Contribution
City HSA 

Contribution 
Employee 
Premium 

Annual HSA 
Contribution 

Annual 
Employee 
Premium

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

Advantage Health Plan
High Option $922.82 $736.41 N/A $186.41 $0 $2,237 $2,750 $4,987
Advantage Health Plan
Value Option $829.50 $689.75 N/A $139.75 $0 $1,677 $3,850 $5,527
Advantage Health Plan 
HSA Compatible $645.26 $597.63 $145.83 $47.63 $1,750 $572 $3,000 $1,822
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PEIP Renewal

Employee Cost Analysis – Family Coverage

2019 Monthly
Best 
Case Worst Case

Family - PEIP Cost Level 2 Premium City 
Contribution

City HSA 
Contribution 

Employee 
Premium 

Annual HSA 
Contribution 

Annual 
Employee 
Premium

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

Advantage Health Plan
High Option $2,364.88 $1,457.44 N/A $907.44 $0 $10,889 $4,000 $14,889
Advantage Health Plan
Value Option $2,123.64 $1,336.82 N/A $786.82 $0 $9,442 $6,400 $15,842
Advantage Health Plan 
HSA Compatible $1,615.52 $1,082.76 $291.67 $532.76 $3,500 $6,393 $6,000 $8,893

2020 Monthly
Best 
Case Worst Case

Family Coverage - PEIP 
Cost Level 2 Premium City 

Contribution
City HSA 

Contribution 
Employee 
Premium 

Annual HSA 
Contribution 

Annual 
Employee 
Premium

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

Advantage Health Plan
High Option $2,463.72 $1,506.86 N/A $956.86 $0 $11,482 $5,500 $16,982
Advantage Health Plan
Value Option $2,214.68 $1,382.34 N/A $832.34 $0 $9,988 $7,700 $17,688
Advantage Health Plan 
HSA Compatible $1,722.70 $1,136.35 $291.67 $586.35 $3,500 $7,036 $6,000 $9,536
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BCBS MN Offer

• Aware Network – largest network, no referrals
• Plan Design Match

– PEIP Advantage High = $500 / $1500 - $25 copay
– PEIP Advantage Value = $1000 / $3000 - $40 copay
– PEIP HSA Compatible = $3000 / $6000 HDHP

– Offer includes 13% rate cap for 2021

Plan Design Features

$500/$1500 - $25 Copay
Deductible Copay Plan

T20032

$1000/$3000 - $40 Copay
Deductible Copay Plan

T20111

$3000/$6000 HDHP.HSA
HSA Compatible Plan

T20075
Enrollment (per 7/23/19 census)

Employee 12 5 38
Family 10 2 22

Rates
Employee $757.70 $658.79 $609.48
Family $2,022.94 $1,758.88 $1,627.21

Estimated Total Annual Premium
Change over Current (%)
Change over Current ($)
Change over Current (%) -14.5% -17.2% 0.7%
Change over Current ($) ($59,476) ($16,951) $5,083

BCBSMN PROPOSAL

$1,141,108
-5.9%

($71,344)

This is a summary only of estimated costs and is not a b inding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & 
conditions.


BCBS Projected Rnwl Yr Clms

		ABC Company

		BCBSMN Renewal - Effective January 1, 2019

		Projected Renewal Year Claims

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Period 1: [DATE - DATE] ;  Period 2: [DATE - DATE]



																Rating Period 1				Rating Period 2



																						

Lori Hayes: ALL details on this tab MUST be  be reviewed and updated or the tab itself must be hidden.		

Lori Hayes: STOP!!  
COPY THIS DOCUMENT TO CLIENT'S FILE BEFORE EDITING.		1		Total Incurred Claims												$   1,748,141				$   1,931,913

		2		Settlement & Withhold Projection1												$   7,714				$   12,346

		3		Remove Claims Above Pooling Level ($100,000)												$   (264,130)				$   (492,722)

		4		Projection Year Adjustments2												$   (208,065)				$   (289,827)

		5		Total Completed Claims												$   1,283,660				$   1,161,710



		6		Cost Trend Factor

				05/2016 - 04/2017:  20 Months at 0.76% per month (9.5% Annual Trend)												16.30%				27.40%

				05/2015 - 05/2016:  32 Months at 0.76% per month (9.53% Annual Trend)



		7		Trended Claims												$   1,492,894				$   1,480,025

		8		Pooling Charge3												$   336,407				$   347,092

		9		Pharmacy Rebates4

		10		Projected Renewal Year Claims												$   1,829,301				$   1,827,117



				Member Months												5,258		$   -		5,425

				PMPM												$   347.91				$   336.80

				Weighting												66%				34%



		11		Weighted Projected Renewal Year Claims (PMPM)												$   229.62				$   114.51



		1.  Adjustments made in the amounts paid to or collected from network providers following the end of the calendar year or other agreed upon time.  A pay-for-performance incentive plan where providers are rewarded for achieving high quality outcomes in an example of an item that might be included in this category.

		2. Benefit adjustments and other adjustments based on exceptions of projected year experience.  An example of an "other" adjustment is a change in state-mandated benefits for fully-insured groups.

		3.  An amount assessed for protection against individual claims above the level specified.  Claims in excess of this level will be "pooled" and will not be charged to the individual account experience.

		4.  Savings resulting from volume-driven discounts negotiated with pharmaceutical manufactures.  Blue Cross passes these savings on to self-insured customers in the form of a per-script rebate.  For fully-insured customers, the rebates are credited back to group through the rate-setting process.



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.
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BCBS Rnwl Development

		ABC Company

																

Lori Hayes: STOP!!  
COPY THIS DOCUMENT TO CLIENT'S FILE BEFORE EDITING.		BCBSMN Renewal - Effective January 1, 2019

		Renewal Development

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Period 1: [DATE - DATE] ;  Period 2: [DATE - DATE]





																

Lori Hayes: ALL details on this tab MUST be  be reviewed and updated or the tab itself must be hidden.		1.a.		Weighted Experience Claims Projection 						PMPM				Adjusted PMPM

				Period 1						$   347.91				$   230.68

				Period 2						$   336.80				$   113.48

				Total projected renewal year claims										$   344.16



		1.b.		Manual Claims Projection 						$   318.17

				Benchmark*:  Experience to Manual Ratio = 1.082



		1.c.		Credibility Weighted Claims 

				90% applied to Experience Claims Projection						$   309.75

				10% applied to BCBS' manual claims projection						$   31.82

				Blended Claims Projection										$   341.57



		2		Administrative Expense

				General Administrative Expense						$   18.09

				Taxes/Assessments						$   14.97

				Contribution to Reserves / Risk Charge						$   19.30

				Network Access Fee						Included in Admin.

				Agent Commission						$   5.91

				Total Administrative Expense = %										$   58.27



				$3000 HSA PPO						Member Count

				Total Needed Renewal Year Premium
						245				$   399.84

				Current Income										$   361.01



				$500 PPO, $25 Cpy

				Total Needed Renewal Year Premium
						99				$   539.88

				Current Income										$   516.37



				$1700 HSA PPO

				Total Needed Renewal Year Premium
						102				$   454.64

				Current Income										$   396.38



				Total Needed Income based on Member Count  										$2,373,386

				Total Current Income based on Member Count  										$2,159,986



				Calculated Change in Rates										9.9%

				Recommended Change in Rates										9.9%



		1.  Claims experience that would be expected from an average group with the same demographic composition and the same plan of benefits.

		*  Experience to Manual Ratio provides a benchmark comparing the group's experience to the book-of-business manual rate.



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.
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HP Fncl Summary

		ABC Company

																		

Lori Hayes: STOP!!  
COPY THIS DOCUMENT TO CLIENT'S FILE BEFORE EDITING.		HealthPartners Renewal - Effective January 1, 2019

		Financial Summary

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Experience Period of [DATE - DATE]



		Financial Summary



																		

Lori Hayes: ALL details on this tab MUST be  be reviewed and updated or the tab itself must be hidden.		Earned Premium for Experience Period						$477,592

		Member Months						1613



		Medical Services for Experience Period						Dollars				% Earned Premium				PMPM

		Hospital Inpatient				+		$20,357				4.3%				$12.62

		Hospital Outpatient				+		$95,820				20.1%				$59.40

		Professional Services				+		$169,547				35.5%				$105.11

		Pharmacy				+		$139,375				29.2%				$86.41

		DME, Transportation, Other				+		$10,056				2.1%				$6.23

		Preventive/Accidental Dental				+		$0				0.0%				$0.00

				Net Incurred Claims		=		$435,155				91.1%				$269.78





		Pooled Claims Credit @ 		$60,000		-		$17,180				3.6%				$10.65



		Total Claims				=		$417,975				87.52%				$259.13



		Summary of Expenses

								Dollars				% Earned Premium				PMPM

		Other Costs & Assessments:

		ACA Reinsurance				+		$0				0.0%				$0.00

		ACA Premium Tax				+		$11,462				2.4%				$7.11

		MCHA				+		$0				0.0%				$0.00

		Medical Care Surcharge (Medicaid)				+		$0				0.0%				$0.00

		State Premium Tax				+		$9,552				2.0%				$5.92

		HMO/Income Tax				+		$10,937				2.3%				$6.78

		Contribution to Reserves				+		$9,552				2.0%				$5.92

		Conversion Charge				+		$0				0.0%				$0.00

		Risk Charge				+		$0				0.0%				$0.00

		Subtotal				=		$41,503				8.7%				$25.73



		General Administration 				+		$30,066				6.3%				$18.64

		Broker Fee				+		$11,940				2.5%				$7.40

		Pharmacy Rebate Credit				-		$18,146				3.8%				$11.25



		Total Expenses				=		$483,338				101.2%				$299.65



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.
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HP Rnwl Summary

		ABC Company

		HealthPartners Renewal - Effective January 1, 2019

		Renewal Summary

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Experience Period of [DATE - DATE]



		Member Months						1,613

																						

Lori Hayes: ALL details on this tab MUST be  be reviewed and updated or the tab itself must be hidden.		

Lori Hayes: STOP!!  
COPY THIS DOCUMENT TO CLIENT'S FILE BEFORE EDITING.		Earned Premium for Experience Period						$477,592

		Pooling Level						$60,000

		Current Enrollment

		Employee						164

		Employee + One						32

		Family						95

		Total Contracts						291



		Experience Rating 												Community Rating

								Dollars				Per Member

		Incurred Claims						$435,155				$269.78		Community Rate						$569.28

		Pooled Claims Credit 				-		$17,180				$10.65				Risk Score Factor				0.93

		Adjustment for Immature HDHP Claims				+		$0				$0.00				Industry Factor				1.03

		Total Claims						$417,975				$259.13				Geo/Area Factor				0.97

		Benefit Adjustment Factor				+		$1,978				$1.23		Adjusted Community Rate						$530.46

		Total 				=		$419,953				$260.36		Community Increase/Decrease:						64.7%

		Adjusted Trend Factor 				x		17.47%				17.47%

		Expected Total Claims				=		$493,319				$305.84



		Other Costs & Assessments		%

		ACA Reinsurance Program		0.00%		+		$0				$0.00

		ACA Premium Tax		0.00%		+		$0				$0.00

		MCHA		0.00%		+		$0				$0.00

		Medicaid		0.00%		+		$0				$0.00

		State Premium Tax		2.00%		+		$10,969				$6.80

		Income Tax		2.29%		+		$12,559				$7.79

		Contribution to Reserve		2.00%		+		$10,969				$6.80

		Conversion Charge		0.00%		+		$0				$0.00

		Risk Charge		0.00%		+		$0				$0.00

		Total		6.29%		=		$34,497				$21.39



		General Administration		5.5%		+		$30,066				$18.64

		Broker Fee						$13,711				$8.50

		Pharmacy Rebate Credit		1.0%		-		$23,147				$14.35



		Assessments Total				=		$55,127				$34.18



		Experience Generated Premium:						$548,446				$340.02

		Experience Increase/Decrease:										6%



		Renewal Rate Calculation

												PMPM				Weighting				Blended Rate

		Experienced Rating:										$340.02		x		40%		=		$136.01

		Community Rating:										$530.46		x		60%		=		$318.28

		Total Required Revenue Blended PMPM																		$454.28



		Current Revenue																		$322.15

		Required Increase / (Decrease)																		41.02%

		Renewal Increase																		19.00%

		Negotiated Increase / (Decrease)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.
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Medica Rnwl Summary

		ABC Company

		Medica Renewal - Effective January 1, 2019

		Calculation Worksheet

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Experience Period of [DATE] through [DATE], paid through [DATE]



		Member Months						Value

																				

Lori Hayes: ALL details on this tab MUST be  be reviewed and updated or the tab itself must be hidden.		

Lori Hayes: STOP!!  
COPY THIS DOCUMENT TO CLIENT'S FILE BEFORE EDITING.		Current Premium (PMPM)						Value

		Pooling Point

								Enrollment		Rates

		Employee						Value		Value

		Employee + One						Value		Value

		Employee + Children						Value		Value

		Family						Value		Value

		Total Subscribers						0



		Experience Rating 												Community Rating

								Dollars		PMPM

		Incurred Healthcare Costs						Value		ERROR:#VALUE!				Required Premium				Value

		Pooled Claims				-		Value		ERROR:#VALUE!

		Total Claims 				=		ERROR:#VALUE!		ERROR:#VALUE!

		Trend Factor		Value		x		Value		Value

		Total 				=		ERROR:#VALUE!		ERROR:#VALUE!

		Pooling Charge				+		ERROR:#VALUE!		VAlue

		Total				=		ERROR:#VALUE!		ERROR:#VALUE!

		Benefit Adjustments				x		Value		Value

		Total				=		ERROR:#VALUE!		ERROR:#VALUE!



		Expected Total Claims				=				ERROR:#VALUE!



		Renewal Rate Calculation

										PMPM				Weighting				Blended Rate

		Experienced Rating:								ERROR:#VALUE!		x		Value		=		ERROR:#VALUE!

		Community Rating:								Value		x		Value		=		ERROR:#VALUE!

		Total Required Revenue Blended PMPM (A)																ERROR:#VALUE!



		Retention (% of Revenue)						%

		Health Plan Administration						Value

		State Taxes and Assesstments						Value

		Health Plan Reserves						Value

		Broker Commissions						Value

		Total				=		0.00%



		Total				=				ERROR:#VALUE!



		Experience Generated Premium ($):								ERROR:#VALUE!

		Experience Increase/Decrease (%):								ERROR:#VALUE!

		Required Increase / (Decrease)								ERROR:#VALUE!

		Renewal Increase								Value

		Negotiated Increase / (Decrease)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.
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PrefOne Rnwl Justification

		ABC Company

		PreferredOne Renewal - Effective January 1, 2019

		Renewal Justification Worksheet

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Experience Period of [DATE] through [DATE], paid through [DATE]



		Member Months						Value

																						

Lori Hayes: ALL details on this tab MUST be  be reviewed and updated or the tab itself must be hidden.		

Lori Hayes: STOP!!  
COPY THIS DOCUMENT TO CLIENT'S FILE BEFORE EDITING.		Revenue						Value

		Pooling Level						Value

		Current Enrollment

		Employee						Value

		Employee + One						Value

		Employee + Children						Value

		Family						Value

		Total Contracts						0.0



		Experience Rating 												Community Rating

								Dollars				Per Member

		Incurred Claims						Value				ERROR:#VALUE!		Required Premium						ERROR:#VALUE!

		IBNR				+		Value				ERROR:#VALUE!		Community Increase/Decrease:						Value

		Gross Claims				=		ERROR:#VALUE!				ERROR:#VALUE!

		Benefit Adjustment Factor		Value		+		ERROR:#VALUE!				ERROR:#VALUE!

		Large Claim Credit				-		Value				ERROR:#VALUE!

		Net Claims				=		ERROR:#VALUE!				ERROR:#VALUE!

		Adjusted Trend Factor 		Value		x		ERROR:#VALUE!				ERROR:#VALUE!

		Trended Claims				=		ERROR:#VALUE!				ERROR:#VALUE!

		Pooling Charge		Value		+		ERROR:#VALUE!				ERROR:#VALUE!

		Projected Rating Period Claims						ERROR:#VALUE!				ERROR:#VALUE!



		Other Costs & Assessments		%

		Administrative		Value		+		ERROR:#VALUE!				Value

		MCHA		Value		+		ERROR:#VALUE!				Value

		Reserves		Value		+		ERROR:#VALUE!				Value

		Conversion		Value		+		ERROR:#VALUE!				Value

		Medicaid		Value		+		ERROR:#VALUE!				Value

		HMO Tax		Value		+		ERROR:#VALUE!				Value

		State Premium Tax		Value		+		ERROR:#VALUE!				Value

		Broker Compensation		Value		+		ERROR:#VALUE!				Value

		Total		0.00%		=		ERROR:#VALUE!				$0.00



		Experience Generated Premium:						ERROR:#VALUE!				ERROR:#VALUE!

		Experience Increase/Decrease:										ERROR:#VALUE!



		Renewal Rate Calculation

												PMPM				Weighting				Blended Rate

		Experienced Rating:										ERROR:#VALUE!		x		Value		=		ERROR:#VALUE!

		Community Rating:										ERROR:#VALUE!		x		ERROR:#VALUE!		=		ERROR:#VALUE!

		Total Required Revenue Blended PMPM																		ERROR:#VALUE!



		Current Revenue (Community)																		$340.41

		Forumula Rate Increase																		ERROR:#VALUE!

		Renewal Increase / Decrease																		Value

		Negotiated Increase / (Decrease)																		Value



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.
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Tweener Rnwl Analysis

		ABC Company

																

Lori Hayes: - SAMPLE TEMPLATE - 
This tab needs to be updated or hidden prior to presenting to client.		[Carrier Name] Renewal - Effective [Month, Day, Year]

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

						CURRENT 		RENEWAL		PLAN ALTERNATES

		Plan Design Features								Plan 1		Plan 2		Plan 3

		In-Network

		 (CY or PY?) Deductible

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.

		Coinsurance Level

		Medical & Rx Out-of-Pocket Maximum

		Preventive Care

		Office Visit/Urgent Care

		Retail/Convenience Care/e-visit

		Diagnostic test (blood work)

		Diagnostic text (x-ray)

		Imaging (CT/PET scans/MRIs)

		IP & OP Hospitalization

		Emergency Room

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Generic/Brand/Non-Formulary

		Mail Order

		Preventive Rx

		Specialty Drugs

		Out-of-Network

		Deductible

		Coinsurance Level

		Out-of-Pocket Maximum 

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits.  NOTE: Benefit deviations over current are identified above in red font.

		Table Rating				1.19		1.25 (2)		1.25 (2)		1.25 (2)		1.25 (2)

		Age Table		Count (1)		Rate		Rate		Rate		Rate		Rate

		<18

		19-24

		25-29

		30-34

		35-39

		40-44

		45-49

		50-54

		55-59

		60-64

		65 +

		Per Child (Max Cost x3)

		Est. Monthly Premium (1)				$0		$0		$0		$0		$0

		Est. Annual Premium (1)				$0		$0		$0		$0		$0

		Percent of Change over Current ($)				NA		$0		$0		$0		$0

		Percent of Change over Current (%)				NA		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		Notes/Assumptions:

		(1) Estimated Premiums are based on enrollment census included in renewal packet from HealthPartners .

		(2) Moved from table rate 1.190 to 1.250 due to overall loss ratio of 124.66%.
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Rnwl Analysis (1 plan)

		ABC Company

														

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		[Carrier Name] Renewal - Effective [Month, Day, Year]

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				CURRENT 		RENEWAL		PLAN ALTERNATES

		Plan Design Features						Plan 1		Plan 2		Plan 3

		In-Network

		 (CY or PY?) Deductible

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.

		Coinsurance Level

		Medical & Rx Out-of-Pocket Maximum

		Preventive Care

		Office Visit/Urgent Care

		Retail/Convenience Care/e-visit

		Diagnostic test (blood work)

		Diagnostic text (x-ray)

		Imaging (CT/PET scans/MRIs)

		IP & OP Hospitalization

		Emergency Room

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Generic/Brand/Non-Formulary

		Mail Order

		Preventive Rx

		Specialty Drugs

		Out-of-Network

		Deductible

		Coinsurance Level

		Out-of-Pocket Maximum 

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits.  NOTE: Benefit deviations over current are identified above in red font.

		Enrollment

		Employee				0		0		0		0

		Employee + Spouse				0		0		0		0

		Employee + Child(ren)				0		0		0		0

		Family				0		0		0		0

		Rates

		Employee

		Employee + Spouse

		Employee + Child(ren)

		Family

		Estimated Monthly Premium		$0		$0		$0		$0		$0

		Estimated Annual Premium (A)		$0		$0		$0		$0		$0

		Change over Current (%)				ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Current ($)				$0		$0		$0		$0

		Change over Renewal (%)						ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Renewal ($)						$0		$0		$0

		Annual Employer HSA Contribution

		Single

		Family

		Employer HSA Annual Contribution (B)		$0		$0		$0		$0		$0

		A. + B. Combined		$0		$0		$0		$0		$0

		Change over Current (%)				ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Current ($)				$0		$0		$0		$0

		Change over Renewal (%)						ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Renewal ($)						$0		$0		$0



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		- Proposals were requested from [LIST CARRIERS; ALSO LIST CARRIERS WHO HAVE DECLINED TO QUOTE]

Lori Hayes: Hide this line if plans were not marketed.

		NOTES:

		* Assumes same employer HSA Contribution for renewal year.   The HSA Admin Fee of [$0.00] is not included in the cost analysis above.   [TEAM SHOULD UPDATE OR HIDE THIS LINE .]
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PEIP 2019

		City of Northfield

		PEIP Summary of Plan Benefits for 2019

		The information contained herein is subject to the disclosures and disclaimers on the final page of this illustration



		2019 Benefits Schedules

Lori Hayes: Lori Hayes 3/20/19:
Updated according to 2019 SOBs provided by PEIP		Advantage Health Plan - High Option 		Advantage Health Plan - Value Option 		Advantage Health Plan - HSA Compatible 

		In-Network		You Pay		You Pay		You Pay

		A. Preventive Care		Cost Level 1 / 2 / 3 / 4
Nothing		Cost Level 1 / 2 / 3 / 4
Nothing		Cost Level 1 / 2 / 3 / 4
Nothing

		- Routine medical exams, cancer screening

		- Child health preventive services, routine immunizations

		- Prenatal and postnatal care and exams

		- Adult immunizations

		- Routine eye and hearing exams

		B. Annual First Dollar Deductible              		Cost Level 1 / 2 / 3 / 4
Single: $150 / $250 / $550 / $1,250
Family: $300 / $500 / $1,100 / $2,500		Cost Level 1 / 2 / 3 / 4
Single: $500 / $700 / $1,100 / $1,800
Family: $1,000 / $1,400 / $2,200 / $3,600		Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 
Single Coverage: $1500 / $2000 / $3000 / $4000
*Family Coverage (per family member): $2,600 / $3,200 / $4,800 / $6,400
               *Family Coverage (per family): $3,000 / $4,000 / $6,000 / $8,000

		C. Office visits for Illness/Injury, for Outpatient Physical, Occupational or Speech Therapy, 
     and Urgent Care		Cost Level 1 / 2 / 3 / 4
$25 / $30 / $60 / $80 copay per visit
( annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$30 / $35 / $95 / $120 copay per visit
( annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$40 / $50 / $100 / $120 copay per visit
(annual deductible applies)

		- Outpatient visits in a physician’s office

		- Chiropractic services

		- OP mental health & chemical dependency

		- Urgent Care clinic visits (in or out of network)

		D. Network Convenience Clinics and online care		Cost Level 1 / 2 / 3 / 4:  $0 copay		Cost Level 1 / 2 / 3 / 4:  $0 copay		Cost Level 1 / 2 / 3 / 4:  $0 copay (annual deductible applies)

		E. Emergency Care		Cost Level 1 / 2 / 3 / 4
$100/$100/$100/25% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$125 / $125 / $125 / 30% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$150 / $150 / $150 / 50% (annual deductible applies)

		- Emergency care received in a hospital ER

		F. Inpatient Hospital Copay		Cost Level 1/2/3/4
$100/$200/$500/25% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$150 / $325 / $750 / 30% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$400 / $650 / $1,500 / 50% (annual deductible applies)

		G. Outpatient Surgery Copay		Cost Level 1/2/3/4
$60/$120/$250/25% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$100 / $175 / $350 / 35% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$250 / $400 / $800 / 50% (annual deductible applies)

		H. Hospice and Skilled Nursing Facility		Cost Level 1 / 2 / 3 / 4:  Nothing		Cost Level 1 / 2 / 3 / 4:  Nothing		Cost Level 1 / 2 / 3 / 4:  Nothing after annual deductible

		I. Prosthetics and Durable Medical Equipment		Cost Level 1 / 2 / 3:  20%/20%/20%
Cost Level 4:  25% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3:  20% / 20% / 25%
Cost Level 4:  35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		J. Lab (including allergy shots), Pathology and X-ray (not included as part of preventive care 
    and not subject to office visit or facility copayments)		Cost Level 1 / 2 / 3 / 4
5% / 5% / 20% / 25% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
10% / 10% / 20% / 35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		K. MRI/CT Scans		Cost Level 1 / 2 / 3 / 4
5% / 10% / 20% / 25% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
10% / 10% / 20% / 35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		L. Other expenses not covered in A – K above, including by not limited to:
  •  Ambulance and Home Health Care
  •  Outpatient Hospital Services (non-surgical), including 
     - Radiation/chemotherapy, Dialysis, Day treatment for mental health and 
       chemical dependency and Other diagnostic or treatment-related OP services		Cost Level 1 / 2 / 3 / 4
5% / 5% / 20% / 25% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
10% / 10% / 20% / 35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		M. Prescription Drugs (30-day supply of Tier 1, Tier 2, or Tier 3 prescription drugs, including 
      insulin; or a 3-cycle supply of oral contraceptives)		Cost Level 1 / 2 / 3 / 4
$14 tier one; $25 tier two; $50 tier three		Cost Level 1 / 2 / 3 / 4
$20 tier one; $40 tier two; $65 tier three		Cost Level 1 / 2 / 3 / 4
$25 tier one; $40 tier two; $65 tier three (annual deductible applies)

		N. Plan Maximum Out-of-Pocket Expense for Prescription Drugs 
    (excludes Infertility) (single/family)                            		Cost Level 1 / 2 / 3 / 4
Single: $800; Family: $1,600		Cost Level 1 / 2 / 3 / 4
Single: $1,000; Family: $2,000		** Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 
Single Coverage: $3,000 / $3,000 / $4,000 / $5,000
Family Coverage (per family member): $5,000 / $5,000 / $6,850 / $6,850
                Family Coverage (per family): $6,000 / $6,000 / $8,000 / $10,000

		O. Plan Maximum Out-of-Pocket Expense 
     (excluding prescription drugs) (single/family)                             		Cost Level 1 / 2 / 3 / 4
Single: $1,200 / $1,200 / $1,600 / $2,600
Family: $2,400 / $2,400 / $3,200 / $5,200		Cost Level 1 / 2 / 3 / 4
Single: $2,200 / $2,200 / $3,200 / $4,200
Family: $4,400 / $4,400 / $6,400 / $8,400		See Section N above



		Emergency care or urgent care at a hospital emergency room or urgent care center out of the plan’s service area or out of network is covered as described in sections C and E above.

		This chart applies only to in-network coverage. Point of Service coverage is available only for members whose permanent residence is outside the State of Minnesota and outside the service areas of the health plans participating in Advantage. This category includes employees temporarily residing outside Minnesota on temporary assignment or paid leave [including sabbatical leaves] and college students. It is also available to all dependent children and spouses permanently residing outside the service area.  
Under the High Option and Value Option: These members pay a $350 single or $700 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section O above. Members pay the drug copayment described at section M above to the out-of-pocket maximum described at section N.
Under the HSA Compatible Option: These members pay a $1,500 single or $3,000 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section N above. Members pay the drug copayment described at section M above to the out-of-pocket maximum described at section N.

		A standard set of benefits is offered in all PEIP Advantage Plans. There are still some differences from plan to plan in the way that benefits, including the transplant benefits, are administered, in the referral and diagnosis coding patterns of primary care clinics (and in the definition of Allowed Amount under the High and Value Option Plans).

		Under the High Option and Value Option: These Plans use an embedded deductible.  If a family member reaches the individual deductible then the deductible is satisfied for that family member.  If any combination of famly members reaches the family deductible, then the deductible is satisfied for the entire family.

		Under the HSA Compatible Option: *The family Deductible is the maximum amount that a family has to pay in deductible expenses in any one calendar year. The family Deductible is not the amount of expenses a family must incur before any family member can receive benefits. Individual 
family members only need to satisfy their individual deductible once to be eligible for benefits. Once the family Deductible has been met, deductible expenses for the family are waived for the balance of the year. 
**The family Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year. The per-family member embedded Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year on behalf of any individual family member.
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PEIP 2020

		City of Northfield

		PEIP Summary of Plan Benefits effective January 2020

		The information contained herein is subject to the disclosures and disclaimers on the final page of this illustration



		2020 Benefits Schedules (changes over prior year are identified by red font)

Lori Hayes: Lori Hayes 8/19/20:
Updated according to 2020 SOBS provided by PEIP 		Advantage Health Plan - High Option 		Advantage Health Plan - Value Option 		Advantage Health Plan - HSA Compatible 

		In-Network		You Pay		You Pay		You Pay

		A. Preventive Care		Cost Level 1 / 2 / 3 / 4
Nothing		Cost Level 1 / 2 / 3 / 4
Nothing		Cost Level 1 / 2 / 3 / 4
Nothing

		- Routine medical exams, cancer screening

		- Child health preventive services, routine immunizations

		- Prenatal and postnatal care and exams

		- Adult immunizations

		- Routine eye and hearing exams

		B. Annual First Dollar Deductible              		Cost Level 1 / 2 / 3 / 4
Single: $250 / $400 / $750 / $1,500
Family: $500 / $800 / $1,500 / $3,000		Cost Level 1 / 2 / 3 / 4
Single: $600 / $850 / $1,300 / $2,100
Family: $1,200 / $1,700 / $2,600 / $4,200		Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 
Single Coverage: $1,500 / $2,000 / $3,000 / $4,000
*Family Coverage (per family member): $2,800 / $3,200 / $4,800 / $6,400
               *Family Coverage (per family): $3,000 / $4,000 / $6,000 / $8,000

		C. Office visits for Illness/Injury, for Outpatient Physical, Occupational or Speech Therapy, 
     and Urgent Care		Cost Level 1 / 2 / 3 / 4
$30 / $35 / $65 / $85 copay per visit
(annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$35 / $40 / $100 / $125 copay per visit
(annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$45 / $55 / $105 / $130 copay per visit
( annual deductible applies)

		- Outpatient visits in a physician’s office

		- Chiropractic services

		- OP mental health & chemical dependency

		- Urgent Care clinic visits (in or out of network)

		D. Network Convenience Clinics and online care		Cost Level 1 / 2 / 3 / 4:  Nothing		Cost Level 1 / 2 / 3 / 4:  Nothing		Cost Level 1 / 2 / 3 / 4:  $0 copay (annual deductible applies)

		E. Emergency Care (in or out of network)		Cost Level 1 / 2 / 3 / 4
$100 / $100 / $100 / 25% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$125 / $125 / $125 / 30% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$150 / $150 / $150 / 50% (annual deductible applies)

		- Emergency care received in a hospital ER

		F. Inpatient Hospital Copay		Cost Level 1 / 2 / 3 / 4
$100 / $200 / $500 / 25% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$150 / $325 / $750 / 30% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$400 / $650 / $1,500 / 50% (annual deductible applies)

		G. Outpatient Surgery Copay		Cost Level 1 / 2 / 3 / 4
$60 / $120 / $250 / 25% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$100 / $175 / $350 / 35% (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
$250 / $400 / $800 / 50% (annual deductible applies)

		H. Hospice and Skilled Nursing Facility		Cost Level 1 / 2 / 3 / 4:  Nothing		Cost Level 1 / 2 / 3 / 4:  Nothing		Cost Level 1 / 2 / 3 / 4:  Nothing after annual deductible

		I. Prosthetics and Durable Medical Equipment		Cost Level 1 / 2 / 3:  20% / 20% / 20%
Cost Level 4:  25% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3:  20% / 20% / 25%
Cost Level 4:  35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		J. Lab (including allergy shots), Pathology and X-ray (not included as part of preventive care 
    and not subject to office visit or facility copayments)		Cost Level 1 / 2 / 3 / 4
10% / 10% / 20% / 25% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
10% / 15% / 25% / 35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		K. MRI/CT Scans		Cost Level 1 / 2 / 3 / 4
10% / 15% / 25% / 30% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
10% / 15% / 25% / 35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		L. Other expenses not covered in A – K above, including by not limited to:
  •  Ambulance and Home Health Care
  •  Outpatient Hospital Services (non-surgical), including:
     - Radiation/chemotherapy, Dialysis, Day treatment for mental health and 
       chemical dependency and Other diagnostic or treatment-related OP services		Cost Level 1 / 2 / 3 / 4
5% / 5% / 20% / 25% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
10% / 10% / 20% / 35% coinsurance (annual deductible applies)		Cost Level 1 / 2 / 3 / 4
20% / 25% / 30% / 50% coinsurance (annual deductible applies)

		M. Prescription Drugs (30-day supply of Tier 1, Tier 2, or Tier 3 prescription drugs, including 
      insulin; or a 3-cycle supply of oral contraceptives)		Cost Level 1 / 2 / 3 / 4
$18 tier one; $30 tier two; $55 tier three		Cost Level 1 / 2 / 3 / 4
$25 tier one; $45 tier two; $70 tier three		Cost Level 1 / 2 / 3 / 4
$30 tier one; $50 tier two; $75 tier three (annual deductible applies)

		N. Plan Maximum Out-of-Pocket Expense  for Prescription Drugs
     (excludes PKU & Infertility)  (single/family)                             		Cost Level 1 / 2 / 3 / 4
Single: $1,050; Family: $2,100		Cost Level 1 / 2 / 3 / 4
Single: $1,250; Family: $2,500		** Cost Level 1 / 2 / 3 / 4
COMBINED MEDICAL/PHARMACY 
Single Coverage: $3,000 / $3,000 / $4,000 / $5,000
Family Coverage (per family member): $5,000 / $5,000 / $6,900 / $6,900
                Family Coverage (per family): $6,000 / $6,000 / $8,000 / $10,000

		O. Plan Maximum Out-of-Pocket Expense 
     (excludes prescription drugs) (single/family)                             		Cost Level 1 / 2 / 3 / 4
Single: $1,700 / $1,700 / $2,400 / $3,600
Family: $3,400 / $3,400 / $4,800 / $7,200		Cost Level 1 / 2 / 3 / 4
Single: $2,600 / $2,600 / $3,800 / $4,800
Family: $5,200 / $5,200 / $7,600 / $9,600		See Section N above



		Emergency care or urgent care at a hospital emergency room or urgent care center out of the plan’s service area or out of network is covered as described in sections C and E above.

		This chart applies only to in-network coverage. Point of Service coverage is available only to members whose permanent residence is outside both the State of Minnesota and the Advantage Plan's service area. This category includes employees temporarily residing outside Minnesota on temporary assignment or paid leave [including sabbatical leaves] and college students. It is also available to dependent children and spouses permanently residing outside the service area.  
Under the HSA Compatible Option: These members pay a $1,500 single or $3,000 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section N above. Members pay the drug copayment described at section M above to the out-of-pocket maximum described at section N.  This benefit must be requested.
Under the Value Option and the High Option: These members pay a $350 single or $700 family deductible (separate and distinct from the deductibles listed in section B above) and 30% coinsurance to the out-of-pocket maximums described in section O above. Members pay the drug copayment described at section M above to the out-of-pocket maximum described at section N.  This benefit must be requested.

		A standard set of benefits is offered in all PEIP Advantage Plans. There are still some differences from plan to plan in the way that benefits, including the transplant benefits, are administered, in the referral and diagnosis coding patterns of primary care clinics (and in the definition of Allowed Amount under the High and Value Option Plans).

		Under the Value Option and the High Option: These Plans use an embedded deductible.  If a family member reaches the individual deductible then the deductible is satisfied for that family member.  If any combination of famly members reaches the family deductible, then the deductible is satisfied for the entire family.

		Under the HSA Compatible Option: *The family Deductible is the maximum amount that a family has to pay in deductible expenses in any one calendar year. The family Deductible is not the amount of expenses a family must incur before any family member can receive benefits. Individual 
family members only need to satisfy their individual deductible once to be eligible for benefits. Once the family Deductible has been met, deductible expenses for the family are waived for the balance of the year. 
**The family Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year. The per-family member embedded Out-of-Pocket Maximum is the maximum amount that a family has to pay in any one calendar year on behalf of any individual family member.
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PEIP Fncls

		City of Northfield

		PEIP Renewal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				CURRENT

Lori Hayes: Lori Hayes 8/23:  Once PEIP's renewal is received, we can unhide columns F, G & H and provide the cliient with an update.
								RENEWAL

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible

		In-Network		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis

		Calendar Year Deductible (Single/Family)

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.

		Coinsurance Level

		Medical & Rx Out-of-Pocket Maximum

		Preventive Care

		Office Visit/Urgent Care

		Convenience Care/e-visit

		Diagnostic test (blood work)

		Diagnostic text (x-ray)

		Imaging (CT/PET scans/MRIs)

		IP & OP Hospitalization

		Emergency Room

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Retail

		Mail Order

		Preventive Rx

		Specialty Drugs

		Out-of-Network

		Deductible

		Coinsurance Level

		Out-of-Pocket Maximum 

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38

		Employee + Spouse										ERROR:#REF!		0		ERROR:#REF!

		Employee + Child(ren)										ERROR:#REF!		0		ERROR:#REF!

		Family		10		2		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$0

		Estimated Total Annual Premium		$1,212,452								$0

		Change over Current (%)

		Change over Current ($)

		Change over Current (%)		N/A		N/A		N/A				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		- Proposals were requested from the following carriers:  PEIP, AllinaHealth|Aetna, BCBSMN, BCBS Service Coops, HealthPartners, Medica, Sourcewell (fka NJPA) and PreferredOne.

		PEIP Notes:

		PEIP's response to RFP was that they cannot release renewals for individual cities; they will release their renewal rates in early October.
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Rnwl Analysis (4 Plans)

		ABC Company

		[Carrier Name] Renewal - Effective [Month, Day, Year]

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				CURRENT								RENEWAL								PLAN ALTERNATES

		Plan Design Features		Plan 1		Plan 2		Plan 3		Plan 4		Plan 1		Plan 2		Plan 3		Plan 4		Plan 1		Plan 2		Plan 3		Plan 4

		In-Network

		 (CY or PY?) Deductible

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.

																												

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Coinsurance Level

		Medical & Rx Out-of-Pocket Maximum

		Preventive Care

		Office Visit/Urgent Care

		Retail/Convenience Care/e-visit

		Diagnostic test (blood work)

		Diagnostic text (x-ray)

		Imaging (CT/PET scans/MRIs)

		IP & OP Hospitalization

		Emergency Room

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Generic/Brand/Non-Formulary

		Mail Order

		Preventive Rx

		Specialty Drugs

		Out-of-Network

		Deductible

		Coinsurance Level

		Out-of-Pocket Maximum 

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits.  NOTE: Benefit deviations over current are identified above in red font.

		Enrollment

		Employee										0		0		0		0		0		0		0		0

		Employee + Spouse										0		0		0		0		0		0		0		0

		Employee + Child(ren)										0		0		0		0		0		0		0		0

		Family										0		0		0		0		0		0		0		0

		Rates

		Employee

		Employee + Spouse

		Employee + Child(ren)

		Family

		Estimated Monthly Premium		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

		Estimated Annual Premium (A)		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

		Estimated Total Monthly Premium		$0								$0								$0

		Estimated Total Annual Premium		$0								$0								$0

		Change over Current (%)										ERROR:#DIV/0!								ERROR:#DIV/0!

		Change over Current ($)										$0								$0

		Change over Current (%)										ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Current ($)										$0		$0		$0		$0		$0		$0		$0		$0

		Change over Renewal (%)																		ERROR:#DIV/0!

		Change over Renewal ($)																		$0

		Change over Renewal (%)																		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Renewal ($)																		$0		$0		$0		$0

		Annual Employer HSA Contribution

		Single

		Family

		Employer HSA Annual Contribution (B)		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

		A. + B. Combined		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

		Change over Current (%)										ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Current ($)										$0		$0		$0		$0		$0		$0		$0		$0

		Change over Renewal (%)																		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Change over Renewal ($)																		$0		$0		$0		$0



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		- Proposals were requested from [LIST CARRIERS; ALSO LIST CARRIERS WHO HAVE DECLINED TO QUOTE]

Lori Hayes: Hide this line if plans were not marketed.

		NOTES:

		* Assumes same employer HSA Contribution for renewal year.   The HSA Admin Fee of [$0.00] is not included in the cost analysis above.   [TEAM SHOULD UPDATE OR HIDE THIS LINE .]
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AHA

		City of Northfield

		AllinaHealth|Aetna Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

												AllinaHealth|Aetna PROPOSAL								PLAN ALTERNATES

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				MN 18 Allina OA Managed Plus
500 80/50 25/25 / Rx 1		MN 18 Allina OA Managed Plus
1000 80/50 25/25 / Rx 1		MN 18 Allina OA Managed Plus
2700 100/50 HSA / Rx 1		MN 18 Allina OA Managed Plus
4000 100/50 HSA / Rx 1		Plan 1		Plan 2		Plan 3

		In-Network										Allina Health Aetna POS		Allina Health Aetna POS		Allina Health Aetna POS		Allina Health Aetna POS

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				$500 / $1,000		$1,000 / $2,000		$2,700 / $5,400		$4,000 / $8,000

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.										Embedded		Embedded		Non-embedded		Non-embedded

		Coinsurance Level										80 / 20%		80 / 20%		100 / 0%		100 / 0%

		Medical & Rx Out-of-Pocket Maximum										$3,000 / $6,000		$3,500 / $7,000		$2,700 / $5,400		$4,000 / $8,000

		Preventive Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Office Visit/Urgent Care										$25 copay		$25 copay		100 / 0% after ded		100 / 0% after ded

		Convenience Care/e-visit										$25 copay		$25 copay		100 / 0% after ded		100 / 0% after ded

		Diagnostic test (blood work)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Diagnostic text (x-ray)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Imaging (CT/PET scans/MRIs)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		IP & OP Hospitalization										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Emergency Room										80 / 20% after $150 copay; after deductible		80 / 20% after $150 copay; after deductible		100 / 0% after ded		100 / 0% after ded

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Retail										Preferred Generic: $10 
Preferred Brand: $50
Non-Preferred: $90		Preferred Generic: $10 
Preferred Brand: $50
Non-Preferred: $90		100 / 0% after ded		100 / 0% after ded

		Mail Order										2.5 x Retail		2.5 x Retail		100 / 0% after ded		100 / 0% after ded

		Preventive Rx

		Specialty Drugs										Preferred: 70 / 30% (no ded) $250 max copay per script
Non-Preferred: 50 / 50% (no ded) $500 max copay per script		Preferred: 70 / 30% (no ded) $250 max copay per script
Non-Preferred: 50 / 50% (no ded) $500 max copay per script		100 / 0% after ded		100 / 0% after ded

		Out-of-Network

		Deductible										$10,000 / $20,000		$10,000 / $20,000		$6,000 / $12,000		$10,000 / $20,000

		Coinsurance Level										50 / 50%		50 / 50%		50 / 50%		50 / 50%

		Out-of-Pocket Maximum 										$15,000 / $30,000		$15,000 / $30,000		$12,000 / $24,000		$15,000 / $30,000

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38				ERROR:#REF!		5		ERROR:#REF!

		Employee + Spouse																		ERROR:#REF!		0		ERROR:#REF!

		Employee + Child(ren)																		ERROR:#REF!		0		ERROR:#REF!

		Family		10		2		22				10		2		22				ERROR:#REF!		2		ERROR:#REF!

		Rates

		Employee		$885.78		$795.40		$605.10				$806.35		$774.92		$719.73		$660.44

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52				$2,152.81		$2,068.89		$1,921.55		$1,763.27

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$31,204		$8,012		$69,624				ERROR:#REF!		$0		ERROR:#REF!

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$374,452		$96,149		$835,486				ERROR:#REF!		$0		ERROR:#REF!

		Estimated Total Monthly Premium		$101,038								$108,841								ERROR:#REF!

		Estimated Total Annual Premium		$1,212,452								$1,306,086								ERROR:#REF!

		Change over Current (%)										7.7%								ERROR:#REF!

		Change over Current ($)										$93,634								ERROR:#REF!

		Change over Current (%)		N/A		N/A		N/A				-9.0%		-2.6%		18.9%				ERROR:#REF!		-100.0%		ERROR:#REF!

		Change over Current ($)		N/A		N/A		N/A				($36,886)		($2,543)		$133,063				ERROR:#REF!		($98,691)		ERROR:#REF!



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		AllinaHealth|Aetna Notes:

		- Renewal Pooling Level will be $75,000

		- Aetna's EAP includes up to 3 face-to-face visits at a rate of $1.17 PEPM
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BCBSMN

		City of Northfield

		BCBSMN Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				PEIP CURRENT								BCBSMN PROPOSAL								PLAN ALTERNATES

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				$500/$1500 - $25 Copay
Deductible Copay Plan
T20032		$1000/$3000 - $40 Copay
Deductible Copay Plan
T20111		$3000/$6000 HDHP.HSA
HSA Compatible Plan
T20075		$4000/$8000 HDHP.HSA
HSA Compatible Plan
T20081		Plan 1		Plan 2		Plan 3

		In-Network										Aware		Aware		Aware		Aware

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				$500 / $1,500		$1,000 / $3,000		$3,000 / $6,000		$4,000 / $8,000

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.										Embedded		Embedded		Embedded		Embedded

		Coinsurance Level										80 / 20%		70 / 30%		100 / 0%		100 / 0%

		Medical & Rx Out-of-Pocket Maximum										$2,000 / $4,000		$5,000 / $10,000		$3,000 / $6,000		$4,000 / $8,000

		Preventive Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Office Visit/Urgent Care										$25 copay		$40 copay		100 / 0% after ded		100 / 0% after ded

		Convenience Care/e-visit										$20 copay		$20 copay		100 / 0% after ded		100 / 0% after ded

		Diagnostic test (blood work)										80 / 20% after ded 		70 / 30% after ded 		100 / 0% after ded		100 / 0% after ded

		Diagnostic text (x-ray)										80 / 20% after ded 		70 / 30% after ded 		100 / 0% after ded		100 / 0% after ded

		Imaging (CT/PET scans/MRIs)										80 / 20% after ded 		70 / 30% after ded 		100 / 0% after ded		100 / 0% after ded

		IP & OP Hospitalization										80 / 20% after ded 		70 / 30% after ded 		100 / 0% after ded		100 / 0% after ded

		Emergency Room										80 / 20% after ded 		70 / 30% after ded 		100 / 0% after ded		100 / 0% after ded

		Prescription Drugs (Rx)										Classic Pharmacy Network - Does not include CVS & Target Pharmacy's

		Rx Out-of-Pocket Maximum

		Retail										$15 / $50 / $100		$15 / $50 / $100		100 / 0% after ded		100 / 0% after ded

		Mail Order										3 x Retail		3 x Retail		100 / 0% after ded		100 / 0% after ded

		Preventive Rx														100 / 0% after ded		100 / 0% after ded

		Specialty Drugs										80 / 20% (no ded) 
$350 max copay per script		70 / 30% (no ded)
$350 max copay per script		100 / 0% after ded		100 / 0% after ded

		Out-of-Network

		Deductible										$10,000 / $20,000		$10,000 / $20,000		$10,000 / $20,000		$10,000 / $20,000

		Coinsurance Level										50 / 50%		50 / 50%		50 / 50%		50 / 50%

		Out-of-Pocket Maximum 										$20,000 / $40,000		$20,000 / $40,000		$20,000 / $40,000		$20,000 / $40,000

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38				12		5		38

		Employee + Spouse																		0		0		0

		Employee + Child(ren)																		0		0		0

		Family		10		2		22				10		2		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10				$757.70		$658.79		$609.48		$558.97

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52				$2,022.94		$1,758.88		$1,627.21		$1,492.35

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$29,322		$6,812		$58,959				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$351,862		$81,741		$707,506				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$95,092								$0

		Estimated Total Annual Premium		$1,212,452								$1,141,108								$0

		Change over Current (%)										-5.9%								-100.0%

		Change over Current ($)										($71,344)								($1,212,452)

		Change over Current (%)		N/A		N/A		N/A				-14.5%		-17.2%		0.7%				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				($59,476)		($16,951)		$5,083				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		BCBSMN Notes:

		- Moving from the Aware Network to the High-Value Network (MN Focused Statewide network) would provide ~ 7% savings over the Aware Network.

		- Enhanced EAP includes up to 3 face-to-face visits is $1.00 PEPM





		8/23/19 LHAYES: Revised order of plans/adjusted formulas. Costs here match Sue's version.
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HP

		City of Northfield

		HealthPartners Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				PEIP CURRENT								HealthPartners PROPOSAL								PLAN ALTERNATES

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				NationalONE
$500 DD - $35 copay		NationalONE
$1000 DD - $50 copay		NationalONE Empower HSA
$2800 DD - 100% HSA		NationalONE Empower HSA
$4000 DD - 100% HSA		Plan 1		Plan 2		Plan 3

		In-Network										Open Access		Open Access		Open Access		Open Access

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				$500 / $1,000		$1,000 / $2,000		$2,800 / $5,600		$4,000 / $8,000

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.										Embedded		Embedded		Embedded		Embedded

		Coinsurance Level										80 / 20%		80 / 20%		100 / 0%		100 / 0%

		Medical & Rx Out-of-Pocket Maximum										$2,000 / $4,000		$4,000 / $8,000		$2,800 / $5,600		$4,000 / $8,000

		Preventive Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Office Visit/Urgent Care										$35 copay		$50 copay		100 / 0% after ded		100 / 0% after ded

		Convenience Care/e-visit										$35 copay		$50 copay		100 / 0% after ded		100 / 0% after ded

		Diagnostic test (blood work)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Diagnostic text (x-ray)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Imaging (CT/PET scans/MRIs)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		IP & OP Hospitalization										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Emergency Room										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Retail										Generic formulary: $14 
Generic brand: $25
Non-formularly: $50		Generic formulary: $20 
Generic brand: $45
Non-formularly: $60		100 / 0% after ded		100 / 0% after ded

		Mail Order										2 x Retail		2 x Retail		100 / 0% after ded		100 / 0% after ded

		Preventive Rx														100 / 0% after ded		100 / 0% after ded

		Specialty Drugs										80 / 20% (no ded) 
$200 max copay per script		80 / 20% (no ded) 
$200 max copay per script		100 / 0% after ded		100 / 0% after ded

		Out-of-Network

		Deductible										$1,000 / $2,000		$2,000 / $4,000		$5,600 / $11,200		$8,000 / $16,000

		Coinsurance Level										50 / 50%		50 / 50%		50 / 50%		50 / 50%

		Out-of-Pocket Maximum 										$4,000 / $8,000		$8,000 / $16,000		$11,200 / $22,400		$16,000 / $32,000

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38				12		5		38

		Employee + Spouse																		0		0		0

		Employee + Child(ren)																		0		0		0

		Family		10		2		22				10		2		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10				$846.25		$784.27		$698.31		$632.06

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52				$2,259.36		$2,093.88		$1,864.37		$1,687.50

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$32,749		$8,109		$67,552				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$392,983		$97,309		$810,623				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$108,410								$0

		Estimated Total Annual Premium		$1,212,452								$1,300,916								$0

		Change over Current (%)										7.3%								-100.0%

		Change over Current ($)										$88,463								($1,212,452)

		Change over Current (%)		N/A		N/A		N/A				-4.5%		-1.4%		15.4%				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				($18,355)		($1,382)		$108,200				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		HealthPartners Notes:

		- Proposal includes an offer for a 2-year contract with guaranteed rates at a 12.0% increase for 1/1/21.  Refer to Multiyear Health Paln Agreement for additional details.

		- HealthPartners' EAP includes up to 3 face-to-face visits per incident at a cost of $1.68 PEPM.
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HP LOGIS

		City of Northfield

		HealthPartners LOGIS Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				PEIP CURRENT								HealthPartners _ LOGIS_ PROPOSAL

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				$500 Deductible/$25 copay 		$2800 HDHP - 100% HSA
		$4000 HDHP - 100% HSA		Plan 1		Plan 2		Plan 3

		In-Network										Open Access		Open Access		Open Access

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				$500 / $1,500		$2,800 / $5,600		$4,000 / $8,000

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.										Embedded		Embedded		Embedded

		Coinsurance Level										80 / 20%		100 / 0%		100 / 0%

		Medical & Rx Out-of-Pocket Maximum										$2,750 / $5,000		$2,800 / $5,600		$4,000 / $8,000

		Preventive Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Office Visit/Urgent Care										$25 copay		100 / 0% after ded		100 / 0% after ded

		Convenience Care/e-visit										$25 copay		100 / 0% after ded		100 / 0% after ded

		Diagnostic test (blood work)										80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Diagnostic text (x-ray)										80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Imaging (CT/PET scans/MRIs)										80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		IP & OP Hospitalization										80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Emergency Room										80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Retail										80% with a minimum copay of $10 and maximum of $25 copay		100 / 0% after ded		100 / 0% after ded

		Mail Order										2 x Retail		100 / 0% after ded		100 / 0% after ded

		Preventive Rx												100 / 0% after ded		100 / 0% after ded

		Specialty Drugs										80 / 20% (no ded) 
$200 max copay per script		100 / 0% after ded		100 / 0% after ded

		Out-of-Network

		Deductible										$1,000 / $2,000		$5,600 / $11,200		$8,000 / $16,000

		Coinsurance Level										50 / 50%		50 / 50%		50 / 50%

		Out-of-Pocket Maximum 										$4,000 / $8,000		$11,200 / $22,400		$16,000 / $32,000

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				17		38				12		5		38

		Employee + Spouse																0		0		0

		Employee + Child(ren)																0		0		0

		Family		10		2		22				12		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10				$1,007.50		$739.50		$688.00

		Employee + Spouse										$2,116.50		$1,554.00		$1,445.50

		Employee + Child(ren)										$2,015.50		$1,480.00		$1,377.00

		Family		$2,364.88		$2,123.64		$1,615.52				$2,620.50		$1,924.00		$1,790.00

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$48,574		$70,429				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$582,882		$845,148				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$119,003						$0

		Estimated Total Annual Premium		$1,212,452								$1,428,030						$0

		Change over Current (%)										17.8%						-100.0%

		Change over Current ($)										$215,578						($1,212,452)

		Change over Current (%)		N/A		N/A		N/A				14.3%		20.3%				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				$72,853		$142,725				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		HealthPartners Notes:

		- Proposal includes an offer for a 2-year contract with guaranteed rates at a 12.0% increase for 1/1/21.  Refer to Multiyear Health Paln Agreement for additional details.

		- HealthPartners' EAP includes up to 3 face-to-face visits per incident at a cost of $1.68 PEPM.
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Medica

		City of Northfield

		Medica Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				PEIP CURRENT								Medica PROPOSAL								PLAN ALTERNATES

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				MIC PP MN 500-35-25%		MIC PP MN 1000-45-25%		MIC PP MN 2800-0% HSA		MIC PP MN 4000-0% HSA		Plan 1		Plan 2		Plan 3

		In-Network										Choice Passport		Choice Passport		Choice Passport		Choice Passport

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				$500 / $1,500		$1,000 / $3,000		$2,800 / $5,600		$4,000 / $8,000

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.										Embedded		Embedded		Embedded		Embedded

		Coinsurance Level										75 / 25%		75 / 25%		100 / 0%		100 / 0%

		Medical Out-of-Pocket Maximum										$3,500 / $7,000		$4,500 / $9,000		$2,800 / $5,600		$4,000 / $8,000

		Preventive Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Office Visit/Urgent Care										$35 copay		$45 copay		100 / 0% after ded		100 / 0% after ded

		Convenience Care										$20 copay		$30 copay		100 / 0% after ded		100 / 0% after ded

		Diagnostic test (blood work)										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% after ded		100 / 0% after ded

		Diagnostic text (x-ray)										75 / 25% after ded 		75 / 25% after ded 		100 / 0% after ded		100 / 0% after ded

		Imaging (CT/PET scans/MRIs)										75 / 25% after ded 		75 / 25% after ded 		100 / 0% after ded		100 / 0% after ded

		IP & OP Hospitalization										75 / 25% after ded 		75 / 25% after ded 		100 / 0% after ded		100 / 0% after ded

		Emergency Room										75 / 25% after ded 		75 / 25% after ded 		100 / 0% after ded		100 / 0% after ded

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Retail										Generic: $12 
Preferred Brand: $50
Non-preferred Brand: $90		Generic: $12 
Preferred Brand: $50
Non-preferred Brand: $90		100 / 0% after ded		100 / 0% after ded

		Mail Order										2 x Retail		2 x Retail		100 / 0% after ded		100 / 0% after ded

		Preventive Rx														101 / 0% after ded

		Specialty Drugs										Preferred: 80 / 20% (no ded)
$200 max copay per script
Non-Preferred: 60 / 40% (no ded)		Preferred: 80 / 20% (no ded)
$200 max copay per script
Non-Preferred: 60 / 40% (no ded)		100 / 0% after ded		100 / 0% after ded

		Out-of-Network

		Deductible										$3,000 / $9,000		$3,000 / $9,000		$5,600 / $11,200		$8,000 / $16,000

		Coinsurance Level										50 / 50%		50 / 50%		50 / 50%		50 / 50%

		Out-of-Pocket Maximum 										$10,500 / $21,000		$13,500 / $27,000		$9,000 / $18,000		$12,000 / $24,000

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38				12		5		38

		Employee + Spouse																		0		0		0

		Employee + Child(ren)																		0		0		0

		Family		10		2		22				10		2		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10				$900.88		$857.33		$828.20		$760.33

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52				$2,405.19		$2,288.92		$2,211.16		$2,029.94

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$34,862		$8,864		$80,117				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$418,350		$106,374		$961,405				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$123,844								$0

		Estimated Total Annual Premium		$1,212,452								$1,486,129								$0

		Change over Current (%)										22.6%								-100.0%

		Change over Current ($)										$273,677								($1,212,452)

		Change over Current (%)		N/A		N/A		N/A				1.7%		7.8%		36.9%				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				$7,012		$7,683		$258,983				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		Medica Notes:

		- Medica's EAP is included at no additional fee and includes up to 5 face-to-face visits per incident.
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P1

		City of Northfield

		PreferredOne Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				PEIP CURRENT								PreferredOne PROPOSAL

Lori Hayes: Lori Hayes 8/21:  SBCs for the plans below were not included with the proposal.  SBCs for plans below have been requested.
8/23: Still waiting for SBCs for plans below.								PLAN ALTERNATES

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				$35-$500		$50-$1000		$2800 Ded		$4000 Ded		Plan 1		Plan 2		Plan 3

		In-Network										OA 200		OA 200		OA 200		OA 200

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.

												

Lori Hayes: Lori Hayes 8/21:  SBCs for the plans below were not included with the proposal.  SBCs for plans below have been requested.
8/23: Still waiting for SBCs for plans below.		Coinsurance Level

		Medical Out-of-Pocket Maximum

		Preventive Care

		Office Visit/Urgent Care

		Convenience Care

		Diagnostic test (blood work)

		Diagnostic text (x-ray)

		Imaging (CT/PET scans/MRIs)

		IP & OP Hospitalization

		Emergency Room

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Retail

		Mail Order

		Preventive Rx

		Specialty Drugs

		Out-of-Network

		Deductible

		Coinsurance Level

		Out-of-Pocket Maximum 

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38				12		5		38

		Employee + Spouse																		0		0		0

		Employee + Child(ren)																		0		0		0

		Family		10		2		22				10		2		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10				$895.98		$829.94		$780.44		$726.03

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52				$2,392.27		$2,215.95		$2,083.77		$1,938.51

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$34,674		$8,582		$75,500				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$416,094		$102,979		$905,996				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$118,756								$0

		Estimated Total Annual Premium		$1,212,452								$1,425,069								$0

		Change over Current (%)										17.5%								-100.0%

		Change over Current ($)										$212,616								($1,212,452)

		Change over Current (%)		N/A		N/A		N/A				1.2%		4.3%		29.0%				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				$4,756		$4,288		$203,573				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		PreferredOne Notes:

		- Renewal Pooling Level will be $100,000

		- Preferredone's Vital WorkLife EAP includes up to 6 face-to-face visits per incident at a cost of $2.62 PEPM.

		- A level-funded proposal was also requested from PreferredOne; they declined to issue a proposal for that product.
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SE Service Coop

		City of Northfield

		Southeast Service Cooperative Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				PEIP CURRENT								Southeast Service Cooperative PROPOSAL

Lori Hayes: Lori Hayes 8/21:  Inquiry sent, asking if the 3 plans below are the only plans available under the coop; also requested benefits for Specialty Rx.
8/23: Rates for alt plans listed in RFP requested from SSC.								PLAN ALTERNATES

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				$250 CMM with copay		$700 CMM with copay		$2,000 CMM with copay HSA				Plan 1		Plan 2		Plan 3

		In-Network										Aware		Aware		Aware		Aware

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				$250 / $500		$700 / $1,400		$2,000 / $4,000

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.										

Lori Hayes: Lori Hayes 8/21:  Inquiry sent, asking if the 3 plans below are the only plans available under the coop; also requested benefits for Specialty Rx.
8/23: Rates for alt plans listed in RFP requested from SSC.		Embedded		Embedded		Non-embedded

		Coinsurance Level										95% / 0%		90% / 10%		75 / 25% 

		Medical Out-of-Pocket Maximum										$1,200 / $2,400		$2,200 / $4,400		$3,000 / $6,000

		Preventive Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Office Visit/Urgent Care (clinic-based) /e-visit										$30 copay		$35 copay		$50 copay

		Convenience Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Diagnostic test (blood work)										95 / 5% after deductible		90 / 10% after deductible		 75 / 25% after deductible

		Diagnostic text (x-ray)										95 / 5% after deductible		90 / 10% after deductible		 75 / 25% after deductible

		Imaging (CT/PET scans/MRIs)										95 / 5% after deductible		90 / 10% after deductible		 75 / 25% after deductible

		IP & OP Hospitalization										95 / 5% after deductible		90 / 10% after deductible		 75 / 25% after deductible

		Emergency Room										95 / 5% after deductible		90 / 10% after deductible		 75 / 25% after deductible

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum										$800 / $1,600		$1,000 / $2,000		Combined with Medical above

		Retail										$14 / $25 / $50		$20 / $40 / $65		$25 / $40 / $65

		Mail Order										90dayRx only thru Allina pharmacy - 3 x Retail		90dayRx only thru Allina pharmacy - 3 x Retail		90dayRx only thru Allina pharmacy - 3 x Retail

		Preventive Rx

		Specialty Drugs										80 / 20% (no ded) 
$350 max copay per script		70 / 30% (no ded)
$350 max copay per script		100 / 0% after ded

		Out-of-Network

		Deductible										$500 / $1,000		$1,400 / $2,800		$4,000 / $8,000

		Coinsurance Level										60 / 40%		60 / 40%		60 / 40%

		Out-of-Pocket Maximum 										$6,000 / $12,000		$6,000 / $12,000		$6,000 / $12,000

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38				12		5		38

		Employee + Spouse																		0		0		0

		Employee + Child(ren)																		0		0		0

		Family		10		2		22				10		2		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10				$953.50		$857.00		$652.00

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52				$2,547.50		$2,287.50		$1,740.00

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$36,917		$8,860		$63,056				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$443,004		$106,320		$756,672				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$108,833								$0

		Estimated Total Annual Premium		$1,212,452								$1,305,996								$0

		Change over Current (%)										7.7%								-100.0%

		Change over Current ($)										$93,544								($1,212,452)

		Change over Current (%)		N/A		N/A		N/A				7.7%		7.7%		7.7%				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				$31,666		$7,629		$54,249				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		SSC Notes:

		EAP services are provided by Sand Creek Group; fee is $16 PEPY (equal to $1.33 PEPM) and include up to 3 face-to-face sessions per issue per contract year

		The Southeast Service Cooperative has an annual membership fee of $250
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Sourcewell

		City of Northfield

		Sourcewell Proposal - Effective January 1, 2020

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

				PEIP CURRENT								Sourcewell PROPOSAL								PLAN ALTERNATES

		Plan Design Features		Advantage Health Plan
High Option 		Advantage Health Plan
Value Option 		Advantage Health Plan 
HSA Compatible				NationalOne
$500 DD- $35 copay		NationalOne
$1000 DD- $50 copay		HPAI NationalONE Empower HSA
$2800 DD - 100% HSA		NationalONE Empower HSA
$4000 DD - 100% HSA		Plan 1		Plan 2		Plan 3

		In-Network										HealthPartners Open Access		HealthPartners Open Access		HealthPartners Open Access		HealthPartners Open Access

		Calendar Year Deductible (Single/Family)		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis		PEIP's plan designs are
"tiered" and cannot be 
compared to the current
plan designs in this 
analysis format.

Refer to the 
PEIP Schedule of Benefits
on the following page of this analysis				$500 / $1,000		$1,000 / $2,000		$2,800 / $5,600		$4,000 / $8,000

		Embedded or Non-Embedded

Lori Hayes: This is a required field for HDHP (high deductible health plans).
You may hide this row if none of the plans in the analysis are HDHPs.										Embedded		Embedded		Embedded		Embedded

		Coinsurance Level										80 / 20%		80 / 20%		100 / 0%		100 / 0%

		Medical & Rx Out-of-Pocket Maximum										$2,000 / $4,000		$4,000 / $8,000		$2,800 / $5,600		$4,000 / $8,000

		Preventive Care										100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)		100 / 0% (no deducible)

		Office Visit/Urgent Care										$35 copay		$50 copay		100 / 0% after ded		100 / 0% after ded

		Convenience Care/e-visit										$35 copay		$50 copay		100 / 0% after ded		100 / 0% after ded

		Diagnostic test (blood work)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Diagnostic text (x-ray)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Imaging (CT/PET scans/MRIs)										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		IP & OP Hospitalization										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Emergency Room										80 / 20% after ded 		80 / 20% after ded 		100 / 0% after ded		100 / 0% after ded

		Prescription Drugs (Rx)

		Rx Out-of-Pocket Maximum

		Retail										Generic formulary: $14 
Generic brand: $25
Non-formularly: $50		Generic formulary: $20 
Generic brand: $45
Non-formularly: $60		100 / 0% after ded		100 / 0% after ded

		Mail Order										2 x Retail		2 x Retail		100 / 0% after ded		100 / 0% after ded

		Preventive Rx														100 / 0% after ded		100 / 0% after ded

		Specialty Drugs										80 / 20% (no deductible) with $200 max copay per script		80 / 20% (no deductible) with $200 max copay per script		100 / 0% after ded		100 / 0% after ded

		Out-of-Network

		Deductible										$1,000 / $2,000		$2,000 / $4,000		$5,600 / $11,200		$8,000 / $16,000

		Coinsurance Level										50 / 50%		50 / 50%		80 / 20%		50 / 50%

		Out-of-Pocket Maximum 										$4,000 / $8,000		$8,000 / $16,000		$8,400 / $16,800		$16,000 / $32,000

		Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

		Enrollment (per 7/23/19 census)

		Employee		12		5		38				12		5		38				12		5		38

		Employee + Spouse																		0		0		0

		Employee + Child(ren)																		0		0		0

		Family		10		2		22				10		2		22				10		2		22

		Rates

		Employee		$885.78		$795.40		$605.10				$897.08		$840.88		$762.94		$702.88

		Employee + Spouse

		Employee + Child(ren)

		Family		$2,364.88		$2,123.64		$1,615.52				$2,093.11		$1,957.84		$1,770.22		$1,625.64

		Estimated Monthly Premium		$34,278		$8,224		$58,535				$31,696		$8,120		$67,937				$0		$0		$0

		Estimated Annual Premium (A)		$411,338		$98,691		$702,423				$380,353		$97,441		$815,239				$0		$0		$0

		Estimated Total Monthly Premium		$101,038								$107,753								$0

		Estimated Total Annual Premium		$1,212,452								$1,293,032								$0

		Change over Current (%)										6.6%								-100.0%

		Change over Current ($)										$1,293,032								($1,212,452)

		Change over Current (%)		N/A		N/A		N/A				-7.5%		-1.3%		16.1%				-100.0%		-100.0%		-100.0%

		Change over Current ($)		N/A		N/A		N/A				($30,985)		($1,250)		$112,816				($411,338)		($98,691)		($702,423)



		This is a summary only of estimated costs and is not a binding contract or a guarantee of rates.  For additional details, please refer to carrier proposals, assumptions & conditions.

		Sourcewell Notes:

		- Sourcewell is a self-insured pool with the equivalent of fully-insured rates (12/15 Contract, $225,000 Spec Ded; 110% Aggregate Corridor). Admin is provided by HealthPartners.

		- Proposal includes a 2nd year rate cap not to exceed 12%.

		- EAP includes up to 3 face-to-face visits per incident at a cost of $1.10 PEPM.
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PEIP Assumptions



		      PEIP Contingencies & Assumptions

		Need renewal in order to complete this tab





AHA Caveats

		Allina Health | Aetna

		City of Northfield



		Caveats - Fully Insured Funding																		Effective Date: January 01, 2020















































































































































		Assumptions

		Prospective Quoting

		The quoted insured medical rates are offered on a prospectively rated basis.  No policy year accounting balance will be

		calculated for these coverages.

































		Billing and Payment of Premium

		Amount due is payable on the first day of the month covered by the invoice. If the amount due is not paid in full within 30 

		days, we reserve the right to terminate the contract and/or assess late premium payment charges.

		Claim Fiduciary

		Aetna will be the ERISA claim fiduciary for medical coverages.  As claim fiduciary, Aetna

		will be responsible for final claim determination and the legal defense of disputed benefit payments for medical.











































		Commissions

		Commissions have been excluded from our quoted rates.



















		Producer Service Fee

		•		The quote includes a Producer Service Fee of 3% of the Total Amount Due as determined between the Plan 

				Sponsor and Producer and memorialized in the Billing and Collection Agreement.

		•		The Producer Service Fee is negotiated directly between Plan Sponsor and Producer for services provided in 

				connection with the Group Medical benefit plan.  Producer Service Fee is not a component of the premium but is 

				included in the Total Amount Due. 

		•		The Producer Service Fee will be removed from the Total Amount Due if a Plan Sponsor and Producer do not 

				agree on a service fee amount and sign a Billing and Collection Agreement.

		•		The Plan Sponsor is not required to use a Producer to purchase insurance and may purchase a policy directly 

				from our company.

		•		The Plan Sponsor selects, retains, and contracts with the Producer on its own accord.

		•		The Plan Sponsor voluntarily chooses to pass the fee or commission through the issuer and is not required to do 

				so by our company. The Plan Sponsor may also elect to pay the fees or commissions directly to the Producer. 



































		Contributions

		Plan Sponsor contributions meet our minimum requirements for Total Replacement sales.











































		Eligibility

		Eligibility applies to:

		•		Permanent full-time employees working 25 hours or more per week, on a regularly scheduled basis.

		•		Eligible dependents include an employee's spouse, domestic partner, and children up to the limiting age of the 

				plan or as mandated by legislative requirement.

		•		Individuals cannot be covered as an employee and dependent under the same plan.

		•		Children eligible for coverage through both parents cannot be covered by both under the same plan.





























































		Participation

		For Full Replacement sales at least 75% of eligible employees excluding spousal and parental waivers must enroll in the plan,

		but not less than 50% of all eligible employees regardless of spousal and parental waivers.  For Option Sales at least 75% of

		eligible employees excluding spousal and parental waivers must enroll in the employer’s plans.





















































		Financial Condition

		Plan Sponsor is a legitimate business and meets underwriting approval for acceptable financial strength.  We reserve the

		right to request additional supporting information in order to evaluate financial status.

		Financial History

		Plan Sponsor must have been in business at least three years.

		First Year Renewal

		The first year renewal will be delivered 60-90 days prior to the anniversary date.

























		Mandates

		Benefit provisions are subject to state, local, and federal mandates. Future mandates will be incorporated in the plan(s) as of

		the date required by law and may require rate adjustments.

























































































































































































































































































		Patient Management Center

		Patient Management services for the plan sponsor will be administered by our regional Patient Management Center.









		Plan Design

		This renewal is based on the current benefit plan designs, plus any noted deviations.  Our standard provisions, contract wording and claim settlement practices will apply for items not specifically outlined.

















































































		SPD Modification

		Our premium includes our standard Summary Plan Description language and any customization may require an additional

		cost.

		Total Replacement

		We will be the sole carrier for the quoted lines of coverage.  In the event alternative carriers or

		Minimum Essential Coverage plans are to be offered, we reserve the right to reassess our rates.

		Underlying Plan

		Our quoted rating assumes that there are no underlying plans in effect that will either partially or completely subsidize any

		member cost sharing including but not limited to co-pays, deductibles, and/or coinsurance balances.  We reserve the right

		to change the quoted rating or decline coverage if we have not been notified of the existence of an underlying plan.

		Network Re-Contracting

		In addition to standard fee-for-services rates, contracted rates with network providers may also be based on case and/or

		per diem rates and in some circumstances, include risk-adjustment calculations, quality incentives, pay-for-performance and

		other incentive and adjustment mechanisms. These mechanisms may include payments to organizations that may refer to

		themselves as accountable care organizations (“ACOs”) and patient-centered medical homes (“PCMHs”), in the form of

		accountable care payments (ACP) and incentive arrangements based on clinical performance and cost-effectiveness. The

		ACP amount is based upon an assessment for each member who is already accessing providers in an ACO, and is

		assessed retrospectively on a quarterly basis and collected through established claim wire. Each ACO will have a different

		ACP based on the clinical efficiencies targeted and network negotiations. The ACP assists the ACO in funding transformation

		of the health care system to improve quality, reduce costs and enhance the patient experience by:

		• Identifying and engaging patients at risk for health crises sooner through more data-sharing

		• Increasing patient engagement in best-in-class care management programs through doctor-driven outreach

		• Delivering better health outcomes through increased collaboration between the health plan and ACO providers



		We reserve the right to revise the premium, modify the terms of the offer, or terminate if:

		Member/Subscriber Ratio

		The enrolled member to subscriber ratio increases or decreases by more than 10% from the 1.97 ratio assumed in this quote.

		Enrollment

		The actual enrollment in total or by plan changes by more than 10% compared with what was proposed.

		The plan sponsor offers coverage to employee previously not covered under the plan without prior notification.

		(Change in census is based on additions and subtractions - a 60 life group who adds 3 people and takes away 3 others has a 6

		person change in census even though they stay at 60 lives.)

















































































		Contract Provisions

		The final benefit provisions, account structure, claim payment requirements or services change from those proposed.

		Information Accuracy/Demographics

		The information provided is inaccurate and/or the demographics of the quoted group change resulting in +/- 5% premium

		difference.

		Covered Lives, Demographics

		 A 5.0% percent change in the demographics and/or geographic mix of the enrolled group in aggregate or in any site with at

		least 100 enrolled subscribers. A 10 percent change in the total number of subscribers enrolled in each individual product

		or in aggregate, including the impact of new or terminating locations  and/or groups.

		60 Day Provision

		A decision is not reached within 60 days from the time the quote is released.

















		COBRA Enrollment

		The total number of COBRA enrollees exceeds 10.0% of the total enrolled group or the total number of COBRA enrollees

		increases by more than 5.0 percentage points from 0 lives which was assumed in this quote.









		Retiree Enrollment

		The total number of Retired enrollees exceeds 10.0% of the total enrolled group or the total number of Retiree enrollees

		increases by more than 5.0 percentage points from 0 lives which was assumed in this quote.

























		Industry

		The nature of business and/or SIC code (9111) changes compared with what was assumed in setting the rates.









		Quoted Benefits

		A material change in the plan of benefits offered, or a change in claim payment requirements or procedures, or a change in

		state premium taxes or assessments, or any other changes affecting the manner or cost of providing coverage that is

		required because of legislative or regulatory action.













		Additional

		Point of Service Rebates

		This proposal may include point of service rebates (“POS Rebates”) favorable to, and shared with, eligible subscribers 

		and dependents.  However, Aetna reserves the right to make appropriate changes to the premium offered hereunder

		in the event POS Rebates are discontinued, in whole or in part, on account of  any material changes made to 

		(i) the laws, rules and/or regulations applicable to POS Rebates or

		(ii) any material drug manufacturer rebate contracts providing the source for POS Rebates.











































































		Federal Mental Health Parity

		The Federal Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA)  applies to fully-insured Traditional and HMO

		Middle Market (MM), Public and Labor (P&L)  & National Accounts (NA) commercial plans for plan years beginning on or after

		October 3, 2009.  Please speak to your Account Manager if you would like additional information.



		European Union:  General Data Protection Regulations (GDPR)

		Aetna International has implemented a framework to follow the General Data Protection Regulation (GDPR), which became 

		law in all European Union (EU) and European Economic Area (EEA) countries on May 25, 2018. This law gives people greater 

		protection over their personal data, with the potential for significant fines for privacy breaches. GDPR includes requirements 

		related to data collection, storage and usage among the companies and organizations that process personal data of 

		individuals in the European Union.

		Our domestic plans are not in scope. To help support operational requirements of GDPR, members based in the EU and EEA 

		must be enrolled in Aetna International plans.



		Medical EOBs

		We make EOBs available through our secure Navigator website for subscribers who have registered to use Navigator and

		for whom we have a valid email address.  We send members an email when a new EOB is available.  All other members

		receive paper EOBs.  If a member receiving EOBs electronically prefers paper EOBs, they can get them by telling us that is

		their preference.  Please note that unless required by state law we do not produce EOBs for claims when there is no

		member liability.



		Medical Disclosure Information

		At the time of annual enrollment, your plan participants should be provided with the Medical Disclosure information related to

		their plan of benefits. Go to our corporate website and enter the state followed by the word 'Disclosure' in the search field

		Please provide the applicable Medical Disclosure document and any required Addendum to your plan participants. If you have 

		any questions, please contact your broker or account management team.



















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































		Health Care Reform Caveats

		Healthcare Reform Disclosure

		This new business proposal is intended to be compliant with health care reform.



		Under the federal health care reform legislation, health plans existing prior to the enactment of the Affordable Care Act may

		be "grandfathered" and not subject to some of the mandated benefits and reform provisions. Changes in your benefit design 

		as well as your contribution strategy may affect grandfathering. Plan sponsors are required to notify us if their contribution 

		rate changes for a grandfathered plan at any point during the plan year.



		This new business offer assumes your plan is not grandfathered.



		As a non-grandfathered plan, the plan will include Preventive care as defined by regulation without cost sharing on In Net-

		work services.

		This new business proposal includes the women's preventive care coverage requirements, e.g., coverage for contraceptive methods and counseling, breastfeeding support and equipment, and prenatal care.



		Certain employers and organizations may be exempt from contraceptive services coverage requirements, and

		choose an optional accommodation. If you qualify and want to be exempt from including ACA contraceptive services

		benefits in your policy, please work with your Account Manager/Account Executive to provide the required documentation to

		us so that we can administer accordingly.  We have the right to treat insured plans as subject to the ACA contraceptive

		services coverage requirements without an executed certification document. Applicable state laws requiring coverage of or

		related to contraceptive services benefits still may apply.



		Except for specific and limited scenarios described as transitional rules in the health care reform legislation, if a plan's grand-

		fathered status has been lost, it cannot be regained.  If, after reviewing the grandfathering rules with your benefit consultant

		or counsel, your determine that your coverage could be or is grandfathered, and you want to retain grandfathered status,

		please contact us for further instructions.

		We reserve the right to treat an insured plan as non-grandfathered.



		Retiree Only Plan Status Certification

		Guidance issued by the Internal Revenue Service (“IRS”), Department of Labor (“DOL”), and Department of Health and

		Human Services (“HHS”) has indicated that “retiree only” plans are exempt from the benefit mandates under ACA including

		Medical Loss Ratio (“MLR”) and rebate requirements for insured plans (Retiree only plans are subject to certain ACA fees

		and assessments).  In order to demonstrate the establishment of a retiree only plan, a plan should maintain, separately from

		the plan for current (i.e., active) employees, a separate plan document and Summary Plan Description (SPD) and file a 

		separate Form 5500.  If you have a retiree only plan, and want to be considered exempt, please provide the required 

		documentation to us.  We have the right to treat insured plans as subject to ACA without an executed certification document.

		Affordable Care Act – fees and assessments

		The Affordable Care Act (ACA) imposed several fees/assessments. Still applicable in 2018 are the Health Insurance and 

		the Patient-Centered Outcomes Research Institute Fee. 



		•		Health Insurance Providers Fee (HIF) is a recurring, annual, industry fee assessed based on each insurer’s

				share of the fully insured market, as determined by the IRS.  A total of $14.3 billion will be collected across the

				industry for 2018.  The total assessment will increase each year thereafter, at the rate of industry premium 

				growth thereafter.  The Spending Bill, signed into law on 1/22/18 included the suspension of HIF

				for calendar year 2019. HIF is reinstated for calendar year 2020.



		•		Patient-Centered Outcomes Research Institute Fee (PCORI)–This fee is in effect for plans or policy year ending

				after September 30, 2012, and before October 1, 2019.



		This rate quote includes, as applicable, an estimated proportionate allocation of expense associated with the Health

		Insurance Provider Fee and the Patient-Centered Outcomes Research Institute Fee. We reserve the right to modify these

		rates, or otherwise recoup such fees, based on future regulatory guidance, subsequent state regulatory approval, or if

		estimates are materially insufficient.

		Waiting Period Requirement

		When renewing your plan(s) with us, you represent that:



		• 		You will give us effective dates for your employees and their dependents that take into account all state and

				federal eligibility conditions and waiting period requirements, including a reasonable and bona fide orientation

				period.

		• 		If this information changes, you will inform us immediately.

		Summaries of Benefits and Coverage (SBC)

		The SBC must include statements about whether the plan or coverage provides minimum essential coverage (MEC) 

		and if the coverage meets minimum value (MV) requirements.



		Under the Affordable Care Act (ACA), minimum value and minimum essential coverage determinations are associated with

		the employer shared responsibility provisions. We will review the minimum value standard for each plan based on the MV

		calculator criteria provided by the Department of Health and Human Services (HHS) and will indicate within the SBC whether

		the plan meets or does not meet the MV standard based on this review. We do not provide legal or tax advice, and

		recommend that plan sponsors consult with their own legal and tax counselors when reviewing MEC and MV

		determinations. We have no responsibility or liability regarding the minimum value or minimum essential coverage 

		evaluation, regardless of the role we may have played in reviewing/producing the SBC documents. To the extent you disagree 

		with our evaluation, we will make changes to reflect your determination, as you are responsible for the final determination of 

		these SBC elements.

		Employer Reporting Requirements

		Under Internal Revenue Code (IRC) Section 6055 health insurance issuers, certain employers, government agencies and

		other entities that provide Minimum Essential Coverage (MEC) to individuals must report to the IRS information about the type

		and period of coverage and furnish related statements to covered individuals. This information is used by the IRS to 

		administer the individual shared responsibility provision and by individuals to show compliance with the individual shared 

		responsibility provision.



		For insured group health plans, the reporting obligation under Section 6055 is our responsibility.  We will report the required

		information to the IRS about the type and period of coverage provided to each individual member enrolled in our insured 

		plans, and will furnish the required statements to subscribers.

		We must report the entire Social Security numbers (SSN) to the IRS for each sub-

		scriber and dependent in order to complete our required reporting.   However, the final rules allow the use of truncated social

		security numbers on statements furnished to individuals (for example, give only the last four digits of the SSN).   If we don’t

		receive the SSN through the employer, the law requires we reach out to each subscriber up to three separate times to

		request the information.



		IRC Section 6056 requires applicable large employers (those having employed an average of 50 or more full-time employees

		during the preceding calendar year) to report to the IRS information about the health care coverage they have offered and

		also furnish applicable statements to employees.  The purpose is to allow the IRS to enforce the employer responsibility

		provisions.



		To satisfy the 6056 employer reporting requirements, an applicable large employer must file the required returns with the IRS

		by no later than February 28 of the year following coverage (if filing on paper) or March 31 (if filing electronically), and

		furnish a statement to all full-time employees by January 31st of the year following the calendar year to which the return

		relates.

		plans, and will furnish the required statements to subscribers.

		We must report the entire Social Security numbers (SSN) to the IRS for each sub-

		scriber and dependent in order to complete our required reporting.   However, the final rules allow the use of truncated social

		security numbers on statements furnished to individuals (for example, give only the last four digits of the SSN).   If we don’t

		receive the SSN through the employer, the law requires we reach out to each subscriber up to three separate times to

		request the information.



		IRC Section 6056 requires applicable large employers (those having employed an average of 50 or more full-time employees

		during the preceding calendar year) to report to the IRS information about the health care coverage they have offered and

		also furnish applicable statements to employees.  The purpose is to allow the IRS to enforce the employer responsibility

		provisions.



		To satisfy the 6056 employer reporting requirements, an applicable large employer must file the required returns with the IRS

		by no later than February 28 of the year following coverage (if filing on paper) or March 31 (if filing electronically), and

		furnish a statement to all full-time employees by January 31st of the year following the calendar year to which the return

		relates.
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Disclaimers

		City of Northfield

Lori Hayes: ** SAMPLE TEMPLATE **

Client Name (and Date at the bottom of this tab) are the only things that need to be updated.



		Gallagher Disclaimers & Disclosures



		COVERAGE NOTICE:  This proposal (analyses, report, etc.) is an outline of the coverages proposed by the carrier(s) based upon the information provided by your company.  It does not include all the terms, coverages, exclusions, limitations, and conditions of the actual contract language.  See the policies and contracts for actual language.  This proposal (analyses, report, etc.) is not a contract and offers no contractual obligation on behalf of GBS.  
 
LEGAL NOTICE:  The intent of this analysis [report, letter, etc.] is to provide you with general information regarding the status of, and/or potential concerns related to, your current employee benefits environment.  It should not be construed as, nor is it intended to provide, legal advice.  Laws may be complex and subject to change.  This information is based on current interpretation of the law and is not guaranteed.  Questions regarding specific issues should be addressed by legal counsel who specializes in this practice area.  

RENEWAL-FINANCIAL NOTICE:  This analysis is for illustrative purposes only, and is not a proposal for coverage or a guarantee of future expenses, claims costs, managed care savings, etc. There are many variables that can affect future health care costs including utilization patterns, catastrophic claims, changes in plan design, health care trend increases, etc.  This analysis does not amend, extend, or alter the coverage provided by the actual insurance policies and contracts.  See your policy or contact us for specific information or further details in this regard. 

FINANCIAL RATING NOTICE:  While Gallagher does not guarantee the financial viability of any health insurance carrier or market, it is an area we recommend that clients closely scrutinize when selecting a health insurance carrier. There are a number of rating agencies that can be referred to including, A.M. Best, Fitch, Moody's, Standard & Poor's, and Weiss Ratings (The Street.com). Generally, agencies that provide ratings of Health Insurers, including traditional insurance companies and other managed care organizations, reflect their opinion based on a comprehensive quantitative and qualitative evaluation of a company's financial strength, operating performance and market profile.  However, these ratings are not a warranty of an insurer's current or future ability to meet its contractual obligations.  

		DATE:  August 19, 2019





&G




Supp Comp

		City of Northfield



		Gallagher Compensation Disclosure



		What follows is the disclosure of our estimated fees and/or commissions related to City of Northfield ("Buyer's") Group Health & Welfare Plan(s) and any relationships, or agreements Gallagher Benefit Services, Inc. (Gallagher) has with the insurance companies involved in this marketing.

Gallagher, as agent of record, will receive the following estimated commissions expressed as a percentage of gross premium payments, or fees as agreed upon by City of Northfield:



		Line of Coverage / Service:  Fully-Insured Medical

		Carrier		PEIP		AllinaHealth/Aetna		BCBSMN		HealthPartners		Medica		PreferredOne		Southeast  
Service Coop		Sourcewell
(fka NJPA)

		GBS Commission		Net of Commission		3.0%		3.0%		3.0%		3.0%		3.0%		3.0%

Lori Hayes: Lori Hayes:  Although proposal shows 4%, Bill Colopoulos has confirmed that is a typo.  They included 3% in theri rates.		$35.76 PEPM

		GBS Supplemental Commission*		N/A		See below		See below		See below		See below		See below		N/A		N/A



		- Proposals were requested from the following carriers:  PEIP, AllinaHealth|Aetna, BCBSMN, BCBS Service Coops, HealthPartners, Medica, Sourcewell (fka NJPA) and PreferredOne.																				GallagherOne

		- The following carriers declined to quote:  [list carriers]

		* Supplemental commissions are provided to GBS by the carriers. These commissions do not impact specific case level rates and premiums and they do not influence our objective of placing your plans with the most competitive and financially secure insurance companies.																				2019 Confirmed as of 8/13/19

		AllinaHealth/Aetna (101-7500 eligible):  New Sales ==> $0.00 to $48.00 PMPY; Renewals ==> $0.00 to $30.00 PMPY																				Yes

		BCBS of Minnesota (51+ including service cooperatives):  New Sales ==> $0 up to $40.80; Renewals ==>  $0 up to $28.80																				Yes

		HealthPartners (51+):  New Sales ==> $0 to $50 per employee per year; Renewals ==> $0 up to $35 per employee per year																				No

		Medica:  $0 up to $70 per employer per year																				No

		PreferredOne:  New Sales ==>  $0 to $30 PEPY;  Renewals ==>  $0 to $25 PEPY																				Yes

		Sanford Health: New Sales & Renewals ==> 0% to 6% of commissions																				No

		UnitedHealthcare (2-99):  $0 to $10.14 PEPQ																				Yes

		UnitedHealthcare (100+):  New Sales ==> $0 to $20 PEPY; Net Growth ==> $0 to $37.18 PEPY (plus additional $5 if sold with at least one Specialty Line of coverage)																				Yes



		DATE:  August 19, 2019

																		Updated tab 8/23/19 LHAYES

		NOTE TO TEAM:  For Net of Commission, the following carriers require special handling, if they are awarded the contract.

		BCBSMN (Net of Commission):   Supp Comp language does not change.  In order for GBS to accept supple comp payments from BCBS the client must sign a special form.  See L Zollner or K Pielow for details.

		HealthPartners (Net of Commission):   Supp Comp language does not change.  In order for GBS to accept supple comp payments from HP the client must sign a HARP form.  See L Zollner or K Pielow for details.
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Bft Deviations

		ABC Company

														

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Community Plan Design Deviations

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

		 

		The in-force plan(s) either include or exclude coverage for the following services.  The table below is not meant to list the level of coverage, only if the plans quoted include or exclude coverage for that service.  
Quoting carriers were asked to confirm this in their proposals; below are their responses:

		 

				[Incumbent Carrier Name]		Carrier #1		Carrier #2		Carrier #3		PEIP Response (1)

		Acupuncture Services

		OTC Proton Pump Inhibitors
OTC Non-sedating antihistamines 


		Erectile Dysfunction Drugs

		Infertility Treatment

		Infertility Drugs

		Weight Loss Surgery

		Orthognathic Surgery

		Oral Surgery

		Accident Related Dental Services

		(1)  PEIP did not return the RFP Submission Document, which is where we asked them to confirm coverage for these services.   Instead, they provided the following:  
PEIP is a statutory program (Minn. Stat. 43A.316) operated by a state department, Minnesota Management and Budget (MMB).  The program’s structure and plan designs are set by the State and cannot be modified; therefore, we are not able to match the current or requested plan designs or
meet certain requirements in the RFP.
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Bft Chg Exh

		ABC Company

								

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		[CARRIER NAME] Benefit Change Exhibit

		Effective Upon Renewal Date of January 1, 2019

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.

		 

		Service		Current  		Effective January 1, 2019
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High Claims

		ABC Company

												

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		High Case Summary

		Experience Period of [DATE] through [DATE]

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.







		Pooling Amount:		$100,000



		Time Period		Claimant		Status		Total Claims		Amount Above Pooling Point



		Period 1		Case 1

		Period 1		Case 2

		Period 1		Case 3

		Period 2		Case 2

		Period 2		Case 2



		Active: At the time of the report, the member is receiving benefits through the group's health plan.

		Inactive: At the time of the report, the member is no longer receiving benefits through the group's health plan
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Clms by Provider Type

		ABC Company

																

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Medical Claims by Provider Type

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



				
Jul 09–Jun 10 		% of Total Paid		
Jul 08–Jun 09 		% of Total Paid		
Jan 08–Jun 08 		% of Total Paid



		Inpatient Facility				ERROR:#DIV/0!				ERROR:#DIV/0!				ERROR:#DIV/0!

		Outpatient Facility				ERROR:#DIV/0!				ERROR:#DIV/0!				ERROR:#DIV/0!

		Professional				ERROR:#DIV/0!				ERROR:#DIV/0!				ERROR:#DIV/0!

		Prescription Drugs				ERROR:#DIV/0!				ERROR:#DIV/0!				ERROR:#DIV/0!

		Other				ERROR:#DIV/0!				ERROR:#DIV/0!				ERROR:#DIV/0!

		Total		$0		ERROR:#DIV/0!		$0		ERROR:#DIV/0!		$0		ERROR:#DIV/0!



		Claims include IBNR
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Claims by Provider Type



Jul 09–Jun 10 	Inpatient Facility	Outpatient Facility	Professional	Prescription Drugs	
Jul 08–Jun 09 	
Jan 08–Jun 08 	







Clms vs Premium

		ABC Company

																										

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Claims vs Premium

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Timeframe: 07/01/2009 - 06/30/2010

















								Month				Claims		Premium

								July

								Aug

								Sep

								Oct

								Nov

								Dec

								Jan

								Feb

								March

								April

								May 

								June

								Total				$   -		$0
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Claims	July	Aug	Sep	Oct	Nov	Dec	Jan	Feb	March	April	May 	June	Premium	July	Aug	Sep	Oct	Nov	Dec	Jan	Feb	March	April	May 	June	







Clms Distribution

		ABC Company

												

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Claims Distribution Report

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Period 1: [DATE - DATE] ;  Period 2: [DATE - DATE]

		Dollar Range		Payment		% of Total Dollars		Member Count		% of Total Members

		$0-$1,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$1,001 - $2,500				ERROR:#DIV/0!				ERROR:#DIV/0!

		$2,501 - $5,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$5,001 - $10,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$10,001 - $15,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$15,001 - $25,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$25,001 - $35,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$35,001 - $50,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$50,001 - $75,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$75,001+				ERROR:#DIV/0!				ERROR:#DIV/0!

		Totals		$0				0

		$0 - $5,000		$0		ERROR:#DIV/0!		0		ERROR:#DIV/0!

		$5,001 - $50,000		$0		ERROR:#DIV/0!		0		ERROR:#DIV/0!

		$50,001+		$0		ERROR:#DIV/0!		0		ERROR:#DIV/0!



		ERROR:#REF!

		Dollar Range		Payment		% of Total Dollars		Member Count		% of Total Members

		$0-$1,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$1,001 - $2,500				ERROR:#DIV/0!				ERROR:#DIV/0!

		$2,501 - $5,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$5,001 - $10,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$10,001 - $15,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$15,001 - $25,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$25,001 - $35,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$35,001 - $50,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$50,001 - $75,000				ERROR:#DIV/0!				ERROR:#DIV/0!

		$75,001+				ERROR:#DIV/0!				ERROR:#DIV/0!

		Totals		$0				0

		$0 - $5,000		$0		ERROR:#DIV/0!		0		ERROR:#DIV/0!

		$5,001 - $50,000		$0		ERROR:#DIV/0!		0		ERROR:#DIV/0!

		$50,001+		$0		ERROR:#DIV/0!		0		ERROR:#DIV/0!
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Rx Reporting

		ABC Company

																				

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Prescription Drug Program

		Date of Service Range: [DATE] to [DATE]

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



										Utilization Mix By Drug Type						Claims		Plan Paid

										SS Brand

										MSBrand w/Subt

				Total Cost		Current Period				MSBrand w/o Subt

				Total Cost						Generic

				Total Member Contribution						Utilization Mix By Pharmacy Type 						Claims		Plan Paid

				Plan Paid		$0				Mail

				Number of Claims						Retail

				Cost & Utilization PMPM		Current Period

				Total Cost PMPM						Averages and Percentages						Current Period

				Plan Paid PMPM						Average Ingredient Cost

				Number of Claims PMPM						Average Dispensing Fee								1.6

										Average Total Cost								67.99

										Average Plan Paid								45.83

										Average Member Contribution								22.16





				Top 10 Drugs By Therapeutic Class		Indication				Claims		Plan Paid				Plan Paid/
Claim

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!

																ERROR:#DIV/0!
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Historical Overview

		ABC Company

										

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Medical Renewal Historical Overview

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		Renewal Date

		Experience Period

		Member Months

		Single

		Dual

		Family

		Total				0		0

		Pooling Point

		Renewal Calculation  (Per Member Per Month)

		Claims

		Pooled Claims Credit

		Pooling Charge 

		Benefit Adjustment Factor

		Annual Trend

		Adjusted Trend Factor

		Retention

		Experience Generated Premium

		Experience Increase/Decrease

		Credibility

		Community Premium
Blended Benefit Plans Per Member Per Month

		Adjusted Community Premium

		Community Increase/Decrease

		Credibility

		Renewal Rate Calculation

		Experience Rating				$0.00		$0.00

		Community Rating				$0.00		$0.00

		Weighted Total						$0.00

		Current Premium Per Member Per Month

		Required Increase/(Decrease)		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Adjusted Increase/(Decrease)

		Negotiated Increase (Decrease)				N/A
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Rate History

		ABC Company

												

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Medical Rate History

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		CARRIER 		RENEWAL		SINGLE		FAMILY		RATE

		NAME		DATE		RATE		RATE		INCREASE/(DECREASE)

		BCBS		May-10		$676.20		$1,790.29		(12.0%)
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Clms History

		ABC Company

												

Lori Hayes: This tab needs to be updated or hidden prior to presenting to client.		Medical Claims History

		The information contained herein is subject to the disclosures and disclaimers included with this analysis presentation.



		CARRIER NAME		DATES		INCURRED CLAIMS		PAID PREMIUM		INCURRED LOSS RATIO

		BCBS		11/08 thru 11/09		$226,086.00		$346,452		65%
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BCBS MN Offer

Plan Design Features

$500/$1500 - $25 Copay
Deductible Copay Plan

T20032

$1000/$3000 - $40 Copay
Deductible Copay Plan

T20111

$3000/$6000 HDHP.HSA
HSA Compatible Plan

T20075
In-Network Aware Aware Aware

Calendar Year Deductible (Single/Family) $500 / $1,500 $1,000 / $3,000 $3,000 / $6,000
Embedded or Non-Embedded Embedded Embedded Embedded
Coinsurance Level 80 / 20% 70 / 30% 100 / 0%
Medical & Rx Out-of-Pocket Maximum $2,000 / $4,000 $5,000 / $10,000 $3,000 / $6,000
Preventive Care 100 / 0% (no deducible) 100 / 0% (no deducible) 100 / 0% (no deducible)
Office Visit/Urgent Care $25 copay $40 copay 100 / 0% after ded
Convenience Care/e-visit $20 copay $20 copay 100 / 0% after ded
Diagnostic test (blood work) 80 / 20% after ded 70 / 30% after ded 100 / 0% after ded
Diagnostic text (x-ray) 80 / 20% after ded 70 / 30% after ded 100 / 0% after ded
Imaging (CT/PET scans/MRIs) 80 / 20% after ded 70 / 30% after ded 100 / 0% after ded
IP & OP Hospitalization 80 / 20% after ded 70 / 30% after ded 100 / 0% after ded
Emergency Room 80 / 20% after ded 70 / 30% after ded 100 / 0% after ded
Prescription Drugs (Rx)
Rx Out-of-Pocket Maximum
Retail $15 / $50 / $100 $15 / $50 / $100 100 / 0% after ded
Mail Order 3 x Retail 3 x Retail 100 / 0% after ded
Preventive Rx 100 / 0% after ded
Specialty Drugs 80 / 20% (no ded) 

$350 max copay per script
70 / 30% (no ded)

$350 max copay per script
100 / 0% after ded

Out-of-Network
Deductible $10,000 / $20,000 $10,000 / $20,000 $10,000 / $20,000
Coinsurance Level 50 / 50% 50 / 50% 50 / 50%
Out-of-Pocket Maximum $20,000 / $40,000 $20,000 / $40,000 $20,000 / $40,000

BCBSMN PROPOSAL

Benefits outlined above are a summary of key benefits coverage only.  Refer to the plan's policy documents for a full listing of plan benefits. 

Classic Pharmacy Network - Does not include CVS & Target Pharmacy's
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2020 Options

Employee Cost Analysis – Single Coverage

2020 Monthly Best Case Worst Case

Single Coverage - Blue 
Cross Blue Shield Premium City 

Contribution
City HSA 

Contribution 
Employee 
Premium 

Annual HSA 
Contribution 

Annual 
Employee 
Premium

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

$500/$1500 - $25 Copay
Deductible Copay Plan
T20032 $757.70 $653.85 N/A $103.85 $0 $1,246 $2,000 $3,246
$1000/$3000 - $40 Copay
Deductible Copay Plan
T20111 $658.79 $604.40 N/A $54.40 $0 $653 $5,000 $5,653
$3000/$6000 HDHP.HSA
HSA Compatible Plan
T20075 $609.48 $579.74 $145.83 $29.74 $1,750 $357 $3,000 $1,607

2020 Monthly Best Case Worst Case

Single Coverage - PEIP 
Cost Level 2 Premium City 

Contribution
City HSA 

Contribution 
Employee 
Premium 

Annual 
HSA 

Contribution 

Annual 
Employee 
Premium

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

Advantage Health Plan
High Option $922.82 $736.41 N/A $186.41 $0 $2,237 $2,750 $4,987
Advantage Health Plan
Value Option $829.50 $689.75 N/A $139.75 $0 $1,677 $3,850 $5,527
Advantage Health Plan 
HSA Compatible $645.26 $597.63 $145.83 $47.63 $1,750 $572 $3,000 $1,822
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2020 Options

Employee Cost Analysis – Family Coverage

2020 Monthly Best Case Worst Case
Family - Blue Cross Blue 
Shield Blue Cross Blue 
Shield 

Premium City 
Contribution

City HSA 
Contribution 

Employee 
Premium 

Annual HSA 
Contribution 

Annual 
Employee 
Premium

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

$500/$1500 - $25 Copay
Deductible Copay Plan
T20032 $2,022.94 $1,286.47 N/A $736.47 $0 $8,838 $4,000 $12,838
$1000/$3000 - $40 Copay
Deductible Copay Plan
T20111 $1,758.88 $1,154.44 N/A $604.44 $0 $7,253 $10,000 $17,253
$3000/$6000 HDHP.HSA
HSA Compatible Plan
T20075 $1,627.21 $1,088.61 $291.67 $538.61 $3,500 $6,463 $6,000 $8,963

2020 Monthly Best Case Worst Case

Family Coverage - PEIP 
Cost Level 2 Premium City 

Contribution
City HSA 

Contribution 
Employee 
Premium 

Annual HSA 
Contribution 

Annual 
Employee 
Premium

Annual In-
network Out-

Of-Pocket 
Max*

Annual 
Employee 

Potential Risk

Advantage Health Plan
High Option $2,463.72 $1,506.86 N/A $956.86 $0 $11,482 $5,500 $16,982

Advantage Health Plan
Value Option $2,214.68 $1,382.34 N/A $832.34 $0 $9,988 $7,700 $17,688

Advantage Health Plan 
HSA Compatible $1,722.70 $1,136.35 $291.67 $586.35 $3,500 $7,036 $6,000 $9,536
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2021 PEIP* BCBS MN**

Plan Design Features
High Option Value Option HSA 

Compatible
$500/$1500 - $25 

Copay
$1000/$3000 -

$40 Copay
$3000/$6000 –

HDHP HSA
Enrollment (per 7/23/19 
census)

Employee 12 5 38 12 5 38
Family 10 2 22 10 2 22

Rates
Employee $941.28 $846.09 $671.07 $856.20 $744.43 $688.71
Family $2,512.99 $2,258.97 $1,791.61 $2,285.92 $1,987.53 $1,838.75

Estimated Total Annual 
Premium $1,321,077 $1,289,453
Change over 2020 (%) 3.17% 13.0%
Change over 2020 ($) $40,590 $148,344
Change over 2020 (%) 2.0% 2.0% 4.0% 13% 13% 13%
Employer Contribution 
(A)

Employee $745.64 $698.05 $610.54 $703.10 $647.22 $619.36
Family $1,531.50 $1,404.49 $1,170.80 $1,417.96 $1,268.77 $1,194.37

Employee Contribution 
Employee $195.64 $148.05 $60.54 $153.10 $97.22 $69.36
Family $981.50 $854.49 $620.80 $867.96 $718.77 $644.37

2021 Cost Illustration

*PEIP 2021 renewal is unknown. Average across all plans/tiers 
2016-2020 = 3.22%.
** BCBS MN 2020 rate cap = 13.0%. Northfield is currently 
running 20% below BCBS book of business. 
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Single Premiums - HSA PEIP BCBS
2019 $605.10 N/A
2020 $645.26 $609.48
2021* $671.07 $700.29

HSA Plan Premiums

Single Premiums - HSA PEIP BCBS
2019 $605.10 N/A
2020 $645.26 $609.48
2021* $671.07 $700.29

Single Premiums - HSA PEIP* BCBS**
2019 $605.10 N/A
2020 $645.26 $609.48
2021* $671.07 $688.71

Family Premiums - HSA PEIP* BCBS**
2019 $1,615.52 N/A
2020 $1,722.70 $1,627.21
2021* $1,791.61 $1,838.75

*2021 PEIP Illustration of 4% increase
**2021 BCBS illustration of 13.0% rate cap
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Total Spend 

Total Plan Spend PEIP BCBS
2020 $1,280,486 $1,141,108
2021* $1,321,077 $1,311,134
2 year total $2,601,563 $2,452,242

*Assumptions:  July 2019 plan enrollment 
PEIP illustrating a 2% increase to High & Value plans and a 4% increase to HSA plan
BCBS with the 13% cap for 2021

Total Employer Spend PEIP BCBS
2020 $1,077,443 $1,007,754
2021* $1,097,738 $1,081,926
2 Year Difference $2,175,181 $2,089,680
2 Year Difference -$85,501
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PEIP Category BCBS
More stable. But a 

pool, may be higher or 
lower than warranted.

Premium Limited stability –
community rating will 

supplement
Limited – only total 

claims and premiums 
available upon request

Transparency Full – ability to see 
claims and what’s 

driving costs
None – plan design 

and cost levels 
determined by PEIP

Control Full – City can choose 
between market plans

Members must choose 
a primary care clinic 

and go where directed

Access Open Access – no 
referrals necessary

Considerations

Given the unknown with future PEIP renewals, what’s most important? 
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• Moving to 2 tier to 3 tier increases family premium

Medical Rate Tiers:

Considerations

Plan - 2020 Employee
Only Family Family 

Ratio
Employee 
Only

Employee + 
One Family Family 

Ratio

PEIP High Option $922.82 $2,463.72 2.7 $922.82 $1,937.94 $2,820,78 3.1

PEIP Value Option $829.50 $2,214.68 2.7 $829.50 $1,741.96 $2,535.54 3.1

PEIP HDHP.HSA $645.26 $1,722.70 2.7 $645.26 $1,355.06 $1,972.38 3.1

BCBSMN $500 Ded 80/20% -
$25 copay

$757.70 $2,022.94 2.7 $740.96 $1,556.01 $2,371.07 3.2

BCBSMN $1000 Ded 70/30$ -
$40 copay

$658.79 $1,758.88 2.7 $644.24 $1,352.90 $2,061.56 3.2

BCBSMN $3000/$6000 
HDHP.HSA Compatible Plan

$609.48 $1,627.21 2.7 $596.01 $1,251.63 $1,907.24 3.2

• Current census has 80 active employees and 9 retirees enrolled 
in the medical plan

• Of those enrollments 10 active employees are presently 
covering 2 members and 3 retirees are covering 2 members 
(most commonly Employee + Spouse)
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Next Steps
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• Council Employment Policy Committee Meeting 9/24/19
• Employee Benefits Committee 10/8/19 2:30pm
• Tentative Council approval of decision 10/15
• Open Enrollment meetings tentatively 10/28/19

Next Steps
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Disclosures

RENEWAL-FINANCIAL NOTICE: This analysis is for illustrative purposes only, and is not a guarantee of future expenses, claims costs, 
managed care savings, etc.  There are many variables that can affect future health care costs including utilization patterns, catastrophic 
claims, changes in plan design, health care trend increases, etc.  This analysis does not amend, extend, or alter the coverage provided by 
the actual insurance policies and contracts.  Please see your policy or contact us for specific information or further details in this regard.

LEGAL NOTICE: The intent of this report is to provide you with general information regarding the status of, and/or potential concerns 
related to, your current employee benefits environment.  It does not necessarily fully address all of your specific issues.  It should not be 
construed as, nor is it intended to provide, legal advice.  Questions regarding specific issues should be addressed by your general 
counsel or an attorney who specializes in this practice area.

COVERAGE NOTICE: This analysis is an outline of the coverage proposed by the carrier(s), based on information provided by your 
company.  It does not include all of the terms, coverage, exclusions, limitations, and conditions of the actual contract language.  The 
policies and contracts themselves must be read for those details.  Policy forms for your reference will be made available upon request.

FINANCIAL RATING NOTICE: While GBS does not guarantee the financial viability of any health insurance carrier or market, it is an area 
we recommend that clients closely scrutinize when selecting a health insurance carrier or HMO. There are a number of rating agencies 
that can be referred to including, A.M. Best, Fitch, Moody’s, Standard & Poor’s, and Weiss Ratings (TheStreet.com). Generally, agencies 
that provide ratings of U.S. Health Insurers, including traditional insurance companies and other managed care (e.g., HMO) organizations, 
reflect their opinion based on a comprehensive quantitative and qualitative evaluation of a company’s financial strength, operating 
performance and market profile. However, these ratings are not a warranty of any insurer’s current or future ability to meet its contractual 
obligations. 
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Thank You!
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