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The Kansas State Employees Health Care Commission (HCC) provides for the 
purchase and administration of a comprehensive health benefit program for State of 
Kansas employees and retirees as well as employees and retirees of other eligible 
public entities who have elected to participate in the State Employee Health Plan 
(SEHP).  Administration of the State Employee Health Plan (SEHP) is done by the 
Kansas Health Policy Authority (KHPA), which is charged with coordinating a statewide 
health policy agenda that incorporates effective purchasing and administration with 
health promotion strategies.  

 
The State Employee Health Plan (SEHP) is a self insured program governed by 

the HCC. The SEHP has offered self insured programs since the early 1990’s but went 
fully self insured on all medical plans as of January 1, 2008. Being a self insured 
program means rather than paying a premium and transferring the risk to an insurance 
company, the state and affiliated non state entities and their employees pay monthly 
contributions. Claims for all eligible members are paid out of these contributions. In the 
event that the SEHP should have insufficient funds to pay claims, the State and 
affiliated non state groups could be assessed an additional amount determined by the 
HCC. To date, the HCC has never made such an assessment. Interested parties can 
track the funding balances by reviewing the HCC minutes at: 

 
http://www.khpa.ks.gov/sehp/healthcare_commission.html 

 
The State of Kansas Health Care Commission (HCC) was established in 1984 by 

the legislature for the purpose of developing and providing for implementation and 
administration of the State Employee Health Plan (SEHP). In 1999 the HCC established 
administrative procedures and eligibility requirements to allow for inclusion of Unified 
School Districts, community colleges, technical colleges and vocational technical 
schools into the SEHP. K.A.R. 108-1-3 outlines these requirements The HCC expanded 
the program to include of public employers (cities, counties, townships etc.) under 
K.A.R. 108-1-4. The HCC is responsible for determining eligibility of public employers to 
participate while maintaining the integrity of the state employee plan, and in compliance 
with the criteria outlined K.S.A. 75-6506. The participation criteria outlined in K.S.A. 75-
6506 is included in this packet.  
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State Employees Health Plan – Non State Entities 
 
 
Choice is important to employees. Therefore, SEHP provides different medical vendors 
from which participating employees may choose coverage. SEHP provides a complete 
package of benefits with medical, prescription drug, dental and vision coverage options 
available. The health care options are summarized in this packet.   
 
 Participants enrolled in the medical coverage are automatically enrolled in the 

prescription drug benefit.  
 Employees electing medical coverage are automatically enrolled for single dental 

coverage.  
 An employee can choose dependent dental if the dependents are covered under 

the medical plan.  
 The vision plan is an optional program. Participants may choose vision coverage 

regardless of what they select for their medical or dental plan. Vision coverage is 
not available to groups enrolling after January 1 until the next calendar year.   

 An open enrollment period is held each year so members can make changes in 
health plan selections to meet their needs.  

 Non state entities are responsible for educating their employees about the SEHP 
options during open enrollment.  

 
Employer contribution is required at 95% of single coverage. If an employee elects 
dependent coverage the employer is also required to contribute an additional 55% 
toward the dependent premium cost.  The 95% and 55% are composite rates and are 
the same regardless of the health plan chosen by the employee. If the Commission 
changes the employer contribution rates/percentage during the contract period all 
participating employers will be required to meet the changed contribution rates. 
 
For new groups enrolling there are “ramp-up” options available if the public employer 
cannot otherwise meet the contribution requirements. The “ramp-up” option is a 
budgetary method of starting at a lower employer contribution amount and increasing 
the amount over two or three fiscal years (up to five years for dependents) to meet the 
state’s required contribution. The employee rate will be increased by the difference 
between the state’s required contribution amount and the “ramp-up” option used. If any 
“ramp-up” option is used, the contract period is five calendar years: otherwise the 
contract is for three calendar years. 
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Documentation Requirements for Enrollment 
 
Employees must provide: 
 
  A copy of their original state marriage certificate – if covering a spouse. A copy 

of first and last page of the most recent Federal Income Tax form may be used in 
place of a marriage certificate. 
 

 Copy of birth certificates, if covering children.  Birth certificate must list the names 
of the father, mother and child. 
 

 Social Security Numbers for everyone covered under the policy. 
 

 Medicare information, if Medicare eligible.  Medicare eligible employees must 
complete TEFRA form at time of enrollment. 
 

Billing Administrator:  HP Enterprise Services 
 
Non State Groups will receive their monthly statements on or before the 25th of each 
month.  Premiums are due within 10 business days from receipt of their monthly 
premium bill and considered late if not paid by the 15th of the coverage month. 
 
Payment Address:      Correspondence Address: 
HP Kansas Premiums     HP Kansas Premiums 
P.O. Box 842195      P.O. Box 1778 
Dallas, TX  75284-2195     Topeka, KS  66601 
 
Payment Options: 
 Manage your premium bills on the Internet 
 Set-up recurring automatic payments 
 Make immediate payments online or over the phone 
 Pay using a credit/debt card or drafts from checking/savings account 
 Mail a check or money order to a post office box 

 
The Member Services line is open weekdays between 8:00 am and 5:00 pm Central 
Time.  Call:  1-866-688-5009 for assistance. 

 
HealthWave Eligibility and the SEHP 

 
Medicaid children’s health insurance program (CHIP) is called HealthWave. Eligibility for 
Health wave is governed under either Title 21 or Title 19. Coverage under the SEHP 
does not affect those children who are eligible under Title 19 of Medicaid. Under current 
Federal law, anyone who is eligible to be covered under the state employee health plan 
is not eligible for HealthWave under Title 21. Please be aware that groups joining the 
SEHP will be affected if they have children covered under Title 21. 
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Eligibility Rules 
 
 Eligible employees for coverage under the SEHP include: 

o Educational group employees working 630 hours or more per year. 
o Public employees working 1000 hours or more per year. 

 

 Eligible dependents include 
o The employee’s lawful spouse.  
o Unmarried children  or step children who: 

 Under age 23. 
 Do not file a joint tax return with another taxpayer. 
 Receives more than half their support from the eligible employee. 
 Are U.S. citizens, a U.S. national or a resident of the U.S., Canada, 

or Mexico. 
 

 Retirees of a participating group are eligible for coverage if they are covered by 
the non state entity’s health plan on the day before the group joins the SEHP. 
 

 Employees hired after the effective date of the group with the SEHP will be 
subject to a 60 day waiting period before they are eligible to join the plan. New 
employees coverage is effective the first of the month following the completion of 
the 60 day waiting period.  

 
 Anyone who is eligible to be covered as an employee under either the State or 

non state entities covered under the State Employee Health Plan (SEHP) may 
not be covered as a dependent (spouse or child) under the SEHP. This includes 
married couples who are both eligible employees to enroll in the SEHP 
regardless of whether they have the same or different employers.  
 

 Dependents may not be covered under more than one SEHP contract. This 
applies to all dependents covered under the SEHP regardless of whether they 
are covered under a state or non state entity plan. 
 

 For newly hired employees enrolling in the SEHP, there is a sixty (60) day 
waiting period.  Health plan coverage begins the first day of the month following 
completion of the sixty (60) day waiting period.  The waiting period may be 
reduced or waived in accordance with K.A.R> 108-1-3 for educational entities 
and 108-1-4 for all other public employers.  The request for a waiver of the 
waiting period must be submitted and approved by SEHP before an offer of 
employment is given. 
 

 The SEHP does not apply a waiting period for pre-existing conditions.  Therefore, 
certificates of creditable coverage are not required. 
 

This is a sample of the eligibility requirements for the SEHP.  The complete list of eligibility rules and 
guidelines can be found in the Non State Group, Administrative Manual or in the Non State Group 
Employee Health Plan Guidebook which is available online at http://www.sehp2010ks.org – Just click 
on the Quick Links button labeled Employee Benefits Guidebook and select the Non State Group 
button at the top of that page. 
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Rates 

 
 
 Employer contribution rates are determined by the Commission.  Currently, the 

employer contribution shall be a monthly composite rate: a weighted average of 
all plan premiums or costs. 
 

 The employee contribution rate will be a monthly rate reflecting a percentage of 
the selected individual health plan costs. 
 

 The employer contribution rates are assessed and paid during the State’s fiscal 
year:  July 1 – June 30 
 

 The employee contribution rates are assessed and paid during the State’s plan 
year:  January 1 – December 31.  

 
 
 
 
 
 

Information Required by the  
State Employee Health Benefit Plan 

 
 
The following information is to give the SEHP a benchmark.  It will not be used to allow 
or disallow participation in the health plan: 
 
 FEIN Number (Federal Employee Identification Number)  For billing purposes 

only 
 

 List of all eligible employees and their annual salaries 
 
 Current enrollment by membership type  

(single, single + spouse, single + child(ren) and family 
 
 List of active employees who are also eligible for Medicare 
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Underwriting 
 
The following requirements of the Plan are the rules of the 
program to insure the best possible “spread of risk” and 
avoid adverse selection in order to achieve a reasonable 
premium for the health benefits offered. 
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Requirements for Non State Groups to Participate in the SEHP 
 
 
Active Employees 
 
 Employee and Employer contribution rates must be at least equal to the State of 

Kansas contributions.  
 
 Plan design and funding are not subject to negotiations. 

 
 All employees are eligible who work a minimum of 1000 hours per year, 2,000 

hours is considered full time. For educational group employees those 
working a minimum of 630 hours are eligible, 1,004 hours is considered full 
time. 

 
 The group must have and maintain enrollment of at least 70% eligible employee 

enrolled in the SEHP. 
  
 Employers may not create, maintain or provide incentives for employees not to 

join the SEHP. Covered groups are prohibited from providing cash out options. 
 
 Must elect to participate for a minimum of three years/ five years if ramp up. 
 
 Must provide the established contribution to HealthQuest (health promotion 

program), designate a contact person and participate in HealthQuest initiatives. 
 
 Must provide staff for enrollment, answer general information and provide first 

level assistance to participants. 
 
 Must adhere to established administrative processes and procedures. The 

Administrative Manual is available on request. 
 
 
 

Direct Bill Participants 
 

Direct Bill participants refers to retirees, COBRA participants and those on leave 
without pay.   
 
 These participants may continue in the plan once active employment has ceased 

as long as the employer remains enrolled in the SEHP.   
 

 For new non state entities joining the SEHP, retirees must be covered under your 
current health plan to be eligible to be covered under the SEHP. 
 

  All Direct Bill Participants must pay their premiums by bank draft. 
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N
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 Coinsurance
50%

 Coinsurance

A
nnual Coinsurance 

M
axim

um
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D
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D
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D
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D
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D
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D
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D
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onths

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

 
50%

 Coinsurance
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D
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Covered in full

D
eductible &

  
50%

 Coinsurance
Covered in full

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
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D
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ork Providers

N
etw

ork Providers
N

on N
etw

ork Providers

Basic Provisions

Provider Choice 
Freedom

 to use provider of choice, benefits based on plan description: coverage level based on provider netw
ork status

A
nnual D

eductible:  
not included in  
Coinsurance m

axim
um

s  
in Plans A

 &
 B

$150 single/$300 fam
ily

$500 single/$1,500 fam
ily

N
/A

$500 single/$1,500 fam
ily

N
ote: W

hen selecting any level of dependent coverage, the 
entire fam

ily D
eductible m

ust be m
et before claim

s are paid 
for any covered person.

$1,500 single/$3,000 fam
ily

$2,000 single/$4,000 fam
ily

Coinsurance (for all  
eligible expenses, unless 
otherw

ise noted)
20%

 Coinsurance
50%

 Coinsurance
30%

 Coinsurance
50%

 Coinsurance
20%

 Coinsurance
50%

 Coinsurance

A
nnual Coinsurance 

M
axim

um
$1,200 single/$2,400 fam

ily  
(does not include D

eductible 
and Copaym

ents)

$3,650 single/$7,300 fam
ily 

(does not include D
eductible 

and Copaym
ents)

$2,200 single/$4,400 fam
ily 

(does not include 
Copaym

ents)

$3,650 single/$7,300 fam
ily 

(does not include D
eductible 

and Copaym
ents) 

N
/A

N
/A

 

A
nnual O

ut-of-Pocket  
M

axim
um

N
/A

N
/A

N
/A

N
/A

$3,000 single/$6,000 fam
ily 

(includes D
eductible  

and Coinsurance)

$3,650 single/$7,300 fam
ily 

(includes D
eductible  

and Coinsurance)

Lifetim
e Benefit  

M
axim

um
 

N
o lim

it 
N

o lim
it

N
o lim

it  
N

o lim
it  

N
o lim

it
N

o lim
it

A
m

ounts A
bove  

Plan A
llow

ance
Provider to w

rite off 
M

em
ber responsibility

Provider to w
rite off 

M
em

ber responsibility
Provider to w

rite off 
M

em
ber responsibility

Covered Services

Inpatient Services 
D

eductible &
  

20%
 Coinsurance

$600 Copaym
ent, 

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
$600 Copaym

ent, 
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

Physician H
ospital Visits 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

Physician O
ffi

ce Visits 

	    Prim
ary Care Provider

$20 Copaym
ent

D
eductible &

  
50%

 Coinsurance

Adults: $20 Copaym
ent/  

D
ependent children age 18 

and under: $10 Copaym
ent

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

 
Specialist 

$40 Copaym
ent

D
eductible &

  
50%

 Coinsurance

Adults: $40 Copaym
ent /  

D
ependent children age 18 

and under: $25 Copaym
ent

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

 
U

rgent care center 
$20 Copaym

ent, 
D

eductible &
 20%

 
Coinsurance 

D
eductible &

  
50%

 Coinsurance
$20 Copaym

ent &
  

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
  Coinsurance

D
eductible &

  
50%

 Coinsurance

O
utpatient Surgery 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

Em
ergency Room

 Visits 
$100 Copaym

ent (w
aived if 

adm
itted) then D

eductible & 
20%

 Coinsurance 

$200 Copaym
ent (w

aived if 
adm

itted) then D
eductible 

&
 50%

 Coinsurance

$100 Copaym
ent (w

aived 
if adm

itted) then 30%
 

Coinsurance

$200 Copaym
ent (w

aived if 
adm

itted) then D
eductible 

&
 50%

 Coinsurance

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

O
ther O

utpatient 
Services 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

A
m

bulance Services 
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
20%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

30%
 Coinsurance

D
eductible &

  
20%

 Coinsurance 
D

eductible &
  

20%
 Coinsurance

M
ajor D

iagnostic Tests*
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

H
om

e H
ealth Care 

services m
ust be pre-

approved by health plan 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance 

H
ospice  

services m
ust be pre-

approved by health plan; 
lim

ited to six m
onths

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

 
50%

 Coinsurance

X-Ray and Laboratory 
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance 
D

eductible &
  

50%
 Coinsurance

Physical Rehabilitation Services: including chiropractic care (services lim
ited to those m

edically necessary and appropriate: m
edical records m

ust show
 continued im

provem
ent)

 
Inpatient facility

D
eductible &

  
20%

 Coinsurance

$600 Copaym
ent, 

D
eductible &

 50%
 

Coinsurance
30%

 Coinsurance
$600 Copaym

ent, 
D

eductible &
 50%

 
Coinsurance

D
eductible &

 20%
 

Coinsurance: lim
ited to 20 

days per calendar year

D
eductible &

 50%
 

Coinsurance: lim
ited to 20 

days per calendar year

 
O

utpatient facility
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance:   
• �Both facilit y and offi

ce 
based O

utpatient Rehab 
is lim

ited to 20 visits per 
calendar year

• �Chiropractic is lim
ited to  

26 visits per calendar year

D
eductible &

  
50%

 Coinsurance:   
• �Both facility and offi

ce 
based O

utpatient Rehab 
is lim

ited to 20 visits per 
calendar year

• �Chiropractic is lim
ited to  

26 visits per calendar year

 
O

ffi
ce based 

D
eductible &

  
20%

 Coinsurance: lim
ited 

to 30 visits per year 

D
eductible &

  
50%

 Coinsurance: lim
ited  

to 30 visits per year

30%
 Coinsurance: lim

ited 
to 30 visits per year

D
eductible &

  
50%

 Coinsurance: lim
ited 

to 30 visits per year

D
urable M

edical  
Equipm

ent 
D

eductible &
 20%

 
Coinsurance: lim

ited to 
$5,000 per person per year

D
eductible &

 50%
 

Coinsurance: lim
ited to 

$5,000 per person per year

30%
 Coinsurance: lim

ited 
to $5,000 per person per 
year

D
eductible &

 50%
 

Coinsurance: lim
ited to 

$5,000 per person per year

D
eductible &

 20%
 

Coinsurance: lim
ited to 

$1,000 per person per year

D
eductible &

 50%
 

Coinsurance: lim
ited to 

$1,000 per person per year

A
llergy Testing 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

A
ntigen A

dm
inistration: 

desensitization/treatm
ent; 

allergy shots 
Covered in full

D
eductible &

  
50%

 Coinsurance
Covered in full

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

Infertility Treatm
ent: 

lim
ited to testing & three 

attem
pts at artificial 

insem
ination per year 

O
ffi

ce visit Copaym
ent,  

D
eductible &

 20%
 

Coinsurance

D
eductible &

  
50%

 Coinsurance
O

ffi
ce visit Copaym

ent &
  

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

D
eductible &

 20%
 

Coinsurance; diagnosis &               
surgical treatm

ent only; 
lim

ited to $2,000 per year

D
eductible &

 50%
 

Coinsurance; diagnosis  
&

 surgical treatm
ent only; 

lim
ited to $2,000 per year

Licensed D
ietitian  

Consultation: for m
edical 

m
anagem

ent of a  
docum

ented disease 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
 20%

 
Coinsurance

D
eductible &

  
50%

 Coinsurance

M
ental H

ealth

M
ental Illness &

 D
rug or 

A
lcohol Treatm

ent
Sam

e Coverage as M
edical

Preventive Care

A
ge A

ppropriate Routine 
Physical Exam

 
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

W
ell-W

om
an Care:  

offi
ce visit, PAP sm

ear test & 
STD

 testing
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

W
ell-M

an Care: offi
ce visit 

& PSA blood test
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

M
am

m
ogram

 
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

Covered Im
m

unizations

Covered in full 

D
ependent children  

up to age 6: Covered in full 
Adults: D

eductible &
  

50%
 Coinsurance

Covered in full

D
ependent children  

up to age 6: Covered in full 
Adults: D

eductible &
  

50%
 Coinsurance

Covered in full

D
ependent children  

up to age 6: Covered in full 
Adults: D

eductible &
  

50%
 Coinsurance

Routine H
earing Exam

 
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

Routine Vision Exam
:  

refraction exam
 for glasses; 

lenses & fram
es not covered 

Covered in full
N

ot covered
Covered in full

N
ot covered

Covered in full
N

ot covered

A
ge A

ppropriate Bone  
D

ensity Screening 
Covered in full 

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

Colonoscopy
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

N
on Covered Services

TM
J/O

rthognathic 
Treatm

ent
N

ot covered under m
edical: see dental, lim

ited

W
eight Loss Surgery

N
ot covered 

Prescription D
rugs

Prescription D
rug  

Services
Covered by separate contract w

ith Carem
ark 

D
ental

D
ental Services

Covered by separate contract w
ith D

elta D
ental 
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H
ealth Plan Com

parison Chart
Plan A

 
Plan B

Plan C – Q
H

D
H

P w
ith H

ealth Savings A
ccount

Blue Cross and Blue Shield 
Coventry
Preferred H

ealth System
s  

U
MR

, A
 U

nitedH
ealthcare Com

pany

Blue Cross and Blue Shield 
Coventry
Preferred H

ealth System
s  

U
MR

, A
 U

nitedH
ealthcare Com

pany

Coventry 
Preferred H

ealth System
s  

U
MR

, A
 U

nitedH
ealthcare Com

pany

N
etw

ork Providers
N

on N
etw

ork Providers
N

etw
ork Providers

N
on N

etw
ork Providers

N
etw

ork Providers
N

on N
etw

ork Providers

Basic Provisions

Provider Choice 
Freedom

 to use provider of choice, benefits based on plan description: coverage level based on provider netw
ork status

A
nnual D

eductible:  
not included in  
Coinsurance m

axim
um

s  
in Plans A

 &
 B

$150 single/$300 fam
ily

$500 single/$1,500 fam
ily

N
/A

$500 single/$1,500 fam
ily

N
ote: W

hen selecting any level of dependent coverage, the 
entire fam

ily D
eductible m

ust be m
et before claim

s are paid 
for any covered person.

$1,500 single/$3,000 fam
ily

$2,000 single/$4,000 fam
ily

Coinsurance (for all  
eligible expenses, unless 
otherw

ise noted)
20%

 Coinsurance
50%

 Coinsurance
30%

 Coinsurance
50%

 Coinsurance
20%

 Coinsurance
50%

 Coinsurance

A
nnual Coinsurance 

M
axim

um
$1,200 single/$2,400 fam

ily  
(does not include D

eductible 
and Copaym

ents)

$3,650 single/$7,300 fam
ily 

(does not include D
eductible 

and Copaym
ents)

$2,200 single/$4,400 fam
ily 

(does not include 
Copaym

ents)

$3,650 single/$7,300 fam
ily 

(does not include D
eductible 

and Copaym
ents) 

N
/A

N
/A

 

A
nnual O

ut-of-Pocket  
M

axim
um

N
/A

N
/A

N
/A

N
/A

$3,000 single/$6,000 fam
ily 

(includes D
eductible  

and Coinsurance)

$3,650 single/$7,300 fam
ily 

(includes D
eductible  

and Coinsurance)

Lifetim
e Benefit  

M
axim

um
 

N
o lim

it 
N

o lim
it

N
o lim

it  
N

o lim
it  

N
o lim

it
N

o lim
it

A
m

ounts A
bove  

Plan A
llow

ance
Provider to w

rite off 
M

em
ber responsibility

Provider to w
rite off 

M
em

ber responsibility
Provider to w

rite off 
M

em
ber responsibility

Covered Services

Inpatient Services 
D

eductible &
  

20%
 Coinsurance

$600 Copaym
ent, 

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
$600 Copaym

ent, 
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

Physician H
ospital Visits 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

Physician O
ffi

ce Visits 

	    Prim
ary Care Provider

$20 Copaym
ent

D
eductible &

  
50%

 Coinsurance

Adults: $20 Copaym
ent/  

D
ependent children age 18 

and under: $10 Copaym
ent

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

 
Specialist 

$40 Copaym
ent

D
eductible &

  
50%

 Coinsurance

Adults: $40 Copaym
ent /  

D
ependent children age 18 

and under: $25 Copaym
ent

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

 
U

rgent care center 
$20 Copaym

ent, 
D

eductible &
 20%

 
Coinsurance 

D
eductible &

  
50%

 Coinsurance
$20 Copaym

ent &
  

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
  Coinsurance

D
eductible &

  
50%

 Coinsurance

O
utpatient Surgery 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

Em
ergency Room

 Visits 
$100 Copaym

ent (w
aived if 

adm
itted) then D

eductible & 
20%

 Coinsurance 

$200 Copaym
ent (w

aived if 
adm

itted) then D
eductible 

&
 50%

 Coinsurance

$100 Copaym
ent (w

aived 
if adm

itted) then 30%
 

Coinsurance

$200 Copaym
ent (w

aived if 
adm

itted) then D
eductible 

&
 50%

 Coinsurance

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

O
ther O

utpatient 
Services 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

A
m

bulance Services 
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
20%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

30%
 Coinsurance

D
eductible &

  
20%

 Coinsurance 
D

eductible &
  

20%
 Coinsurance

M
ajor D

iagnostic Tests*
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

H
om

e H
ealth Care 

services m
ust be pre-

approved by health plan 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance 

H
ospice  

services m
ust be pre-

approved by health plan; 
lim

ited to six m
onths

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

 
50%

 Coinsurance

X-Ray and Laboratory 
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance 
D

eductible &
  

50%
 Coinsurance

Physical Rehabilitation Services: including chiropractic care (services lim
ited to those m

edically necessary and appropriate: m
edical records m

ust show
 continued im

provem
ent)

 
Inpatient facility

D
eductible &

  
20%

 Coinsurance

$600 Copaym
ent, 

D
eductible &

 50%
 

Coinsurance
30%

 Coinsurance
$600 Copaym

ent, 
D

eductible &
 50%

 
Coinsurance

D
eductible &

 20%
 

Coinsurance: lim
ited to 20 

days per calendar year

D
eductible &

 50%
 

Coinsurance: lim
ited to 20 

days per calendar year

 
O

utpatient facility
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
30%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
20%

 Coinsurance:   
• �Both facilit y and offi

ce 
based O

utpatient Rehab 
is lim

ited to 20 visits per 
calendar year

• �Chiropractic is lim
ited to  

26 visits per calendar year

D
eductible &

  
50%

 Coinsurance:   
• �Both facility and offi

ce 
based O

utpatient Rehab 
is lim

ited to 20 visits per 
calendar year

• �Chiropractic is lim
ited to  

26 visits per calendar year

 
O

ffi
ce based 

D
eductible &

  
20%

 Coinsurance: lim
ited 

to 30 visits per year 

D
eductible &

  
50%

 Coinsurance: lim
ited  

to 30 visits per year

30%
 Coinsurance: lim

ited 
to 30 visits per year

D
eductible &

  
50%

 Coinsurance: lim
ited 

to 30 visits per year

D
urable M

edical  
Equipm

ent 
D

eductible &
 20%

 
Coinsurance: lim

ited to 
$5,000 per person per year

D
eductible &

 50%
 

Coinsurance: lim
ited to 

$5,000 per person per year

30%
 Coinsurance: lim

ited 
to $5,000 per person per 
year

D
eductible &

 50%
 

Coinsurance: lim
ited to 

$5,000 per person per year

D
eductible &

 20%
 

Coinsurance: lim
ited to 

$1,000 per person per year

D
eductible &

 50%
 

Coinsurance: lim
ited to 

$1,000 per person per year

A
llergy Testing 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

A
ntigen A

dm
inistration: 

desensitization/treatm
ent; 

allergy shots 
Covered in full

D
eductible &

  
50%

 Coinsurance
Covered in full

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

Infertility Treatm
ent: 

lim
ited to testing & three 

attem
pts at artificial 

insem
ination per year 

O
ffi

ce visit Copaym
ent,  

D
eductible &

 20%
 

Coinsurance

D
eductible &

  
50%

 Coinsurance
O

ffi
ce visit Copaym

ent &
  

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance

D
eductible &

 20%
 

Coinsurance; diagnosis &               
surgical treatm

ent only; 
lim

ited to $2,000 per year

D
eductible &

 50%
 

Coinsurance; diagnosis  
&

 surgical treatm
ent only; 

lim
ited to $2,000 per year

Licensed D
ietitian  

Consultation: for m
edical 

m
anagem

ent of a  
docum

ented disease 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

30%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
 20%

 
Coinsurance

D
eductible &

  
50%

 Coinsurance

M
ental H

ealth

M
ental Illness &

 D
rug or 

A
lcohol Treatm

ent
Sam

e Coverage as M
edical

Preventive Care

A
ge A

ppropriate Routine 
Physical Exam

 
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

W
ell-W

om
an Care:  

offi
ce visit, PAP sm

ear test & 
STD

 testing
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

W
ell-M

an Care: offi
ce visit 

& PSA blood test
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

M
am

m
ogram

 
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

Covered Im
m

unizations

Covered in full 

D
ependent children  

up to age 6: Covered in full 
Adults: D

eductible &
  

50%
 Coinsurance

Covered in full

D
ependent children  

up to age 6: Covered in full 
Adults: D

eductible &
  

50%
 Coinsurance

Covered in full

D
ependent children  

up to age 6: Covered in full 
Adults: D

eductible &
  

50%
 Coinsurance

Routine H
earing Exam

 
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

Routine Vision Exam
:  

refraction exam
 for glasses; 

lenses & fram
es not covered 

Covered in full
N

ot covered
Covered in full

N
ot covered

Covered in full
N

ot covered

A
ge A

ppropriate Bone  
D

ensity Screening 
Covered in full 

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

Colonoscopy
Covered in full

N
ot covered

Covered in full
N

ot covered
Covered in full

N
ot covered

N
on Covered Services

TM
J/O

rthognathic 
Treatm

ent
N

ot covered under m
edical: see dental, lim

ited

W
eight Loss Surgery

N
ot covered 

Prescription D
rugs

Prescription D
rug  

Services
Covered by separate contract w

ith Carem
ark 

D
ental

D
ental Services

Covered by separate contract w
ith D

elta D
ental 

The com
parison chart is N

O
T the governing docum

ent. M
em

bers need to refer to the Certificate of Coverage and Benefit D
escriptions posted on http:w

w
w

.khpa.ks.gov 2010 O
pen Enrollm

ent w
ebsite.                                      
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Prescription D
rug Benefits for Plan C - Q

H
D

H
P

N
etw

ork
N

on N
etw

ork

G
eneric

D
eductible then $10 Copaym

ent
D

eductible then $20 Copaym
ent

Preferred
D

eductible then $30 Copaym
ent

D
eductible then $60 Copaym

ent

N
on Preferred

D
eductible then $55 Copaym

ent
D

eductible then $110 Copaym
ent

Prescription drugs covered by Plan C are subject to an annual D
eductible then Copaym

ents. Copay is per each 30 day supply. Plan includes generic incentive program
.

Prescription D
rug Chronic Care Benefit for Plan A

 and Plan B
Prescription D

rugs for: 
Prescription D

rug Product
M

em
ber Responsibility Per 30-D

ay Supply

D
iabetes

G
eneric drug

10%
 to a m

axim
um

 of $10

Preferred brand nam
e drug

20%
 to a m

axim
um

 of $20

A
sthm

a
G

eneric drug
10%

 to a m
axim

um
 of $10

Preferred brand nam
e drug

20%
 to a m

axim
um

 of $20

H
ealth Savings A

ccount - O
nly A

vailable w
ith Plan C

Banking Institutions for Plan C – Q
ualified H

igh 
D

eductible H
ealth Plans w

ith H
ealth Savings 

A
ccounts - go to w

w
w

.khpa.ks.gov for m
ore 

inform
ation.

• Coventry – U
M

B Bank

• Preferred H
ealth System

s – H
ealth Equity

• �U
M

R, A
 U

nitedH
ealthcare Com

pany – A
m

erican 
Chartered Bank

Plan C - Q
H

D
H

P H
SA

Full-Tim
e Em

ployee
Part-Tim

e Em
ployee

Em
ployee O

nly
Em

ployee + D
ependents

Em
ployee O

nly
Em

ployee + D
ependents*

Em
ployer Contribution 

$37.50 ($900.00 per year)
$56.25 ($1,350.00 per year)

$28.13 ($675.12 per year)
$42.19 ($1,012.56 per year)

Em
ployee Contributions

$25.00 to $89.58
$25.00 to $200.00

$25.00 to $98.95
$25.00 to $214.06

*The H
SA contribution m

axim
um

s for Em
ployee + Spouse, Em

ployee + Children, or Em
ployee + Fam

ily are the sam
e.

N
ote: All colum

ns represent 24 sem
i-m

onthly paym
ents. The H

SA total State contribution for nine-m
onth Regents em

ployees are distributed evenly over 16 pay 
periods each year.

Prescriptions D
rug Benefits for Plan A

 and Plan B
Tier

Type of Prescription M
edication

You Pay
Your Coinsurance M

axim
um

Tier 1
G

eneric drugs
20%

 Coinsurance

There is a com
bined Coinsurance m

axim
um

 of $2,580 per person/year                                                      
that applies to Tiers 1, 2 and 3.

Tier 2
Preferred brand nam

e drugs
35%

 Coinsurance

Tier 3
Specialty m

edications (Very high-cost m
edications used to 

treat conditions that are generally life threatening)
$75 Copaym

ent per standard fill or 30-day supply

Tier 4
N

on preferred brand nam
e drugs

60%
 Coinsurance

N
/A

  (unless an override has been granted by Carem
ark)

Tier 5
D

iscount Tier m
edications

100%
 of discounted price

N
/A

Preferred drug list, specialty drug list and discount tier list available on the w
eb at w

w
w

2.carem
ark.com

/kse.
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D
elta D

ental Benefits
D

elta D
ental 

PPO
 N

etw
ork 

Provider

D
elta D

ental 
Prem

ier N
etw

ork 
Provider

N
on 

N
etw

ork* 
Provider

A
nnual Benefit M

axim
um

 
$1,700 per m

em
ber

Lifetim
e O

rthodontic Benefit M
axim

um
50%

 Coinsurance to a
$1,000 per m

em
ber 

D
eductible

D
iagnostic and Preventive Services

N
o D

eductible

Basic Restorative Services
$50 per person per Plan year

N
ot to exceed an annual fam

ily 
D

eductible of $150
M

ajor Restorative Services

Coinsurance

BA
SIC BENE

FIT
 A

pplies w
hen you have NOT


 had at least one routine prophylaxis (cleaning) 

and/or preventive oral exam
 in prior 12 m

onths

D
iagnostic and Preventive Services

A
llow

ed A
m

ount covered in full by the Plan*

Basic Restorative Services
50%

50%
50%

M
ajor Restorative Services

50%
50%

50%

EN
H

A
N

CED
 BENE

FIT
A

pplies w
hen you have had at least one routine prophylaxis (cleaning) 

and/or preventive oral exam
 in prior 12 m

onths

D
iagnostic and Preventive Services

A
llow

ed A
m

ount covered in full by the Plan*

Basic Restorative Services
20%

40%
40%

M
ajor Restorative Services

50%
50%

50%

*Services by N
on N

etw
ork providers are subject to the Allow

ed Am
ount including the M

axim
um

 Plan Allow
ance for N

on N
etw

ork 
Providers. Any am

ounts in excess of the Allow
ed Am

ount w
ill be the m

em
ber’s responsibility.  

Your Coinsurance w
ill increase for Basic Restorative Services w

hen you have not had a routine prophylaxis (cleaning) and/or 
preventive oral exam

 in the preceding tw
elve (12) m

onth period. N
inety (90) days follow

ing receipt of a qualifying prophylaxis 
(cleaning) or preventive oral exam

, you w
ill qualify for the Enhanced Benefit Level. The Plan reserves the right to determ

ine w
hat 

services w
ill qualify as m

eeting the definition of a routine prophylaxis (cleaning) and preventive oral exam
. Routine prophylaxis 

(cleanings) and preventive exam
s shall not include any services provided on an em

ergency basis or for treatm
ent of an injury to 

the teeth.

Vision Benefits

Service or Item
Basic Plan: 

N
etw

ork
Enhanced Plan: 

N
etw

ork
Both Plans: 

N
on N

etw
ork

Eye Exam
s: Subject to $50 Copaym

ent

• Eye exam
, M

.D
.

Covered in full after 
Copaym

ent
Covered in full after 
Copaym

ent
U

p to $38

• Eye exam
, O

.D
.

Covered in full after 
Copaym

ent
Covered in full after 
Copaym

ent
U

p to $38

Eyeglasses: Subject to $25 m
aterials Copaym

ent

• Fram
e

U
p to $100 retail*

U
p to $100 retail*

U
p to $45

• Single vision lenses, pair
Covered in full
after Copaym

ent
Covered in full
after Copaym

ent
U

p to $31

• Bifocal lenses, pair
Covered in full
after Copaym

ent
Covered in full
after Copaym

ent
U

p to $51

• Trifocal lenses, pair
Covered in full
after Copaym

ent
Covered in full
after Copaym

ent
U

p to $64

• Lenticular lenses, pair
Covered in full
after Copaym

ent
Covered in full
after Copaym

ent
U

p to $80

• Progressive lenses, pair
N

ot covered
Covered up to $165*

N
ot covered

• H
igh index lenses, pair**

N
ot covered

Covered up to $116*
N

ot covered

• Polycarbonate lenses, pair**
N

ot covered
Covered up to $116*

N
ot covered

• Scratch coat
N

ot covered
Covered in full

N
ot covered

• U
V coat

N
ot covered

Covered in full
N

ot covered

Contact Lenses: N
ot subject to m

aterials Copaym
ent

• W
hen m

edically necessary
Covered in full

Covered in full
U

p to $210 
retail*

• Elective/cosm
etic retail

U
p to $150 retail*

U
p to $150 retail*

U
p to $105 
retail*

Contact Lens Exam
 (fitting fee) ($35 Copaym

ent)

• Specialty contacts***
N

ot Covered
U

p to $50*
N

ot Covered

• Standard Contacts****
N

ot Covered
Covered in full

N
ot Covered

*You are responsible for any charges above the allow
ance.

** You m
ay only be covered for one pair of high index lenses or polycarbonate lenses under the Enhanced Plan (up to the 

allow
ance provided above).

*** Specialty contacts are for new
 contact lens w

earers or patients w
ho w

ear toric, gas perm
eable or m

ulti-focal lenses; includes 
tw

o follow
-up visits w

ithin three m
onths of initial fitting.

**** Standard contacts are for existing contact lens w
earers of disposable, daily w

ear or extended lenses; includes tw
o follow

-up 
visits w

ithin three m
onths of initial fitting.

N
otes:

• M
em

bers can use either the contact lens benefit or the eyeglass benefit, but not both in the sam
e plan year.

• For non netw
ork claim

s, Copaym
ent am

ounts are deducted from
 the benefit allow

ance at the tim
e of reim

bursem
ent.

• Covered lenses are standard glass or plastic (CR-39), clear.
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Monthly Employee 
Rates for Calendar Year 

 
 

These rates are based on 95/55% Contribution by 
Employer 
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2010 RATE SHEET FOR NON STATE GROUP EMPLOYEES 

PLAN A  (ADD DEPENDENT DENTAL) 
 

 
 

COVENTRY HEALTH CARE - PLAN A 
EMPLOYEES EARNING LESS THAN $28,000 PER YEAR FULL TIME 

EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL 

1 Member Only $50.34 $145.54 
2 Member and Spouse Only $227.06 $376.22 
3 Member and Child(ren) Only $191.72 $330.08 
4 Member and Family  $368.42 $560.80 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $60.18 $145.54 
2 Member and Spouse Only $236.88 $376.22 
3 Member and Child(ren) Only $201.54 $330.08 
4 Member and Family  $378.22 $560.80 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $69.98 $145.54 
2 Member and Spouse Only  $246.70 $376.22 
3 Member and Child(ren) Only  $211.36 $330.08 
4 Member and Family   $388.06 $560.80 

 

BLUE CROSS AND BLUE SHIELD - PLAN A 

EMPLOYEES EARNING LESS THAN $28,000 PER YEAR 
FULL TIME 

EMPLOYEE 

PAYMENT 

PART TIME  

EMPLOYEE 

PAYMENT CODE  COVERAGE LEVEL  
1 Member Only $50.58 $148.06 
2 Member and Spouse Only $231.52 $384.26 
3 Member and Child(ren) Only $195.34 $337.02 

4 Member and Family  $376.26 $573.24 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL 

1 Member Only $60.64 $148.06 
2 Member and Spouse Only $241.58 $384.26 
3 Member and Child(ren) Only $205.38 $337.02 

4 Member and Family  $386.30 $573.24 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $70.68 $148.06 
2 Member and Spouse Only $251.62 $384.26 
3 Member and Child(ren) Only  $215.44 $337.02 

4 Member and Family  $396.36 $573.24 
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2010 RATE SHEET FOR NON STATE GROUP EMPLOYEES 
PLAN A  (ADD DEPENDENT DENTAL)  

 
PREFERRED HEALTH SYSTEMS - PLAN A 

EMPLOYEES EARNING LESS THAN $28,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL 

1 Member Only $51.30 $155.72 
2 Member and Spouse Only $245.04 $408.64 
3 Member and Child(ren) Only $206.30 $358.06 
4 Member and Family  $400.04 $611.00 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $62.06 $155.72 
2 Member and Spouse Only $255.82 $408.64 
3 Member and Child(ren) Only $217.06 $358.06 
4 Member and Family  $410.78 $611.00 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $72.82 $155.72 
2 Member and Spouse Only  $266.56 $408.64 
3 Member and Child(ren) Only  $227.82 $358.06 
4 Member and Family   $421.56 $611.00 

 
 

UMR, A UNITED HEALTHCARE COMPANY - PLAN A 
EMPLOYEES EARNING LESS THAN $28,000 PER YEAR FULL TIME 

EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL 

1 Member Only $49.54 $136.84 
2 Member and Spouse Only $211.68 $348.52 
3 Member and Child(ren) Only $179.26 $306.18 
4 Member and Family  $341.46 $517.98 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $58.56 $136.84 
2 Member and Spouse Only $220.70 $348.52 
3 Member and Child(ren) Only $188.28 $306.18 
4 Member and Family  $350.48 $517.98 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $67.56 $136.84 
2 Member and Spouse Only  $229.70 $348.52 
3 Member and Child(ren) Only  $197.28 $306.18 
4 Member and Family   $359.48 $517.98 
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2010 RATE SHEET FOR NON STATE GROUP EMPLOYEES 

PLAN B  (ADD DEPENDENT DENTAL) 

 
 

COVENTRY HEALTH CARE - PLAN B 
EMPLOYEES EARNING LESS THAN $28,000 PER YEAR FULL TIME 

EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL 

1 Member Only $49.86 $140.26 
2 Member and Spouse Only $217.72 $359.40 
3 Member and Child(ren) Only $184.16 $315.58 
4 Member and Family  $352.02 $534.76 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $59.20 $140.26 
2 Member and Spouse Only $227.06 $359.40 
3 Member and Child(ren) Only $193.48 $315.58 
4 Member and Family  $361.36 $534.76 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $68.52 $140.26 
2 Member and Spouse Only  $236.38 $359.40 
3 Member and Child(ren) Only  $202.82 $315.58 
4 Member and Family   $370.66 $534.76 

 
 

BLUE CROSS AND BLUE SHIELD - PLAN B 

EMPLOYEES EARNING LESS THAN $28,000 PER YEAR 
FULL TIME 

EMPLOYEE 

PAYMENT 

PART TIME  

EMPLOYEE 

PAYMENT CODE  COVERAGE LEVEL  
1 Member Only $50.08 $142.66 
2 Member and Spouse Only $221.96 $367.04 
3 Member and Child(ren) Only $187.60 $322.16 

4 Member and Family  $359.46 $546.58 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL 

1 Member Only $59.64 $142.66 
2 Member and Spouse Only $231.52 $367.04 
3 Member and Child(ren) Only $197.14 $322.16 

4 Member and Family  $369.02 $546.58 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $69.18 $142.66 
2 Member and Spouse Only $241.06 $367.04 
3 Member and Child(ren) Only  $206.70 $322.16 

4 Member and Family  $378.56 $546.58 
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2010 RATE SHEET FOR NON STATE GROUP EMPLOYEES 

PLAN B  (ADD DEPENDENT DENTAL) 
 

PREFERRED HEALTH SYSTEMS - PLAN B 
EMPLOYEES EARNING LESS THAN $28,000 PER YEAR Full Time 

Employee 
Payment 

Part Time 
Employee 
Payment CODE  COVERAGE LEVEL 

1 Member Only $50.76 $149.94 
2 Member and Spouse Only $234.80 $390.20 
3 Member and Child(ren) Only $198.02 $342.14 
4 Member and Family  $382.04 $582.46 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $61.00 $149.94 
2 Member and Spouse Only $245.04 $390.20 
3 Member and Child(ren) Only $208.22 $342.14 
4 Member and Family  $392.28 $582.46 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $71.20 $149.94 
2 Member and Spouse Only  $255.26 $390.20 
3 Member and Child(ren) Only  $218.46 $342.14 
4 Member and Family   $402.50 $582.46 

 
 

UMR, A UNITED HEALTHCARE COMPANY - PLAN B 
EMPLOYEES EARNING LESS THAN $28,000 PER YEAR FULL TIME 

EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL 

1 Member Only $49.10 $132.00 
2 Member and Spouse Only $203.14 $333.10 
3 Member and Child(ren) Only $172.34 $292.88 
4 Member and Family  $326.42 $494.08 

EMPLOYEES EARNING $28,000 TO $48,000 PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $57.66 $132.00 
2 Member and Spouse Only $211.70 $333.10 
3 Member and Child(ren) Only $180.88 $292.88 
4 Member and Family  $334.98 $494.08 

EMPLOYEES EARNING $48,000 OR MORE PER YEAR FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE  COVERAGE LEVEL  

1 Member Only $66.20 $132.00 
2 Member and Spouse Only  $220.24 $333.10 
3 Member and Child(ren) Only  $189.44 $292.88 
4 Member and Family   $343.54 $494.08 
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2010 RATE SHEET FOR NON STATE GROUP EMPLOYEES 
QQUUAALLIIFFIIEEDD  HHIIGGHH  DDEEDDUUCCTTIIBBLLEE  HHEEAALLTTHH  PPLLAANN  ((QQHHDDHHPP) 

(ADD DEPENDENT DENTAL) 
 

COVENTRY HEALTH CARE OF KANSAS – QHDHP 
PREFERRED HEALTH SYSTEMS – QHDHP 
UMR, A UNITED HEALTHCARE COMPANY - QHDHP 

CODE 
COVERAGE 

LEVEL  

FULL 

TIME 

PREMIUM 
PLUS 

HSA 
FULL TIME 

TOTAL 

PART 

TIME 

PREMIUM 
PLUS 

HSA 
PART TIME 

TOTAL 

1 Member Only $51.80 $50.00 $101.80 $96.26 $50.00 $146.26

2 
Member and 
Spouse $175.54 $50.00 $225.54 $241.10 $50.00 $291.10

3 
Member and 
Child(ren) $150.80 $50.00 $200.80 $212.14 $50.00 $262.14

4 
Member and 
Family $274.56 $50.00 $324.56 $356.98 $50.00 $406.98

 
Included in the total premium rate is a required $50 monthly deduction that is contributed by the 
employee to their Health Savings Account (HSA).  The employer is required to make an additional 
$75 (full time employees) or $56.25 (part time employees) contribution to the employee’s HSA.  The 
member may make additional contributions to the HSA as long as the total employer and employee 
contributions do not exceed the deductible.  See the Open Enrollment Booklet for more information. 
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2010 RATE SHEET FOR NON STATE GROUP EMPLOYEES 

DENTAL AND VISION 
 

DDEELLTTAA  DDEENNTTAALL    

 FULL TIME 
EMPLOYEE 
PAYMENT 

PART TIME 
EMPLOYEE 
PAYMENT CODE COVERAGE LEVEL 

1 Member Only $0.00 $7.58 

2 Member and Spouse Only $13.58 $24.64 

3 Member and Child(ren) Only $10.88 $21.24 

4 Member and Family  $24.40 $38.30 
 
 
 
 

SUPERIOR VISION PLAN 
RATES LISTED ARE FOR VOLUNTARY VISION COVERAGE 

EMPLOYEE PAID---NO EMPLOYER CONTRIBUTION  
  MONTHLY COST 

CODE COVERAGE LEVEL BASIC ENHANCED 

1 Member Only $4.36  $7.26 

2 Member and Spouse only $8.72  $14.52  

3 Member and Child(ren) Only $7.86  $13.06  

4 Member and Family  $12.20 $20.32  

 
 
 




