FY24 GIC HEALTH PLAN RATES

TOWN OF NORTH ANDOVER SUBSCRIBERS

EFFECTIVE JULY 1, 2024

ACTIVE EMPLOYEES

MONTHLY PAYCHECK AMOUNT
2024-2025 RATES

COLUMN A COLUMN B

For Active Subscribers in GIC For Active Subscribers in GIC
as of December 31, 2012 on or after January 1, 2013

Plan Service Employee
GIC Provider Network Area Contribution Family Family

Harvard Pilgrim

Outside of

ACCESS AMERICA Natlonal ] 50% $629.70 | $1404.63 | $629.70 = $1404.63
Harvard Pilgrim

POS 25% (A)
EXPLORER Broad | MeWEEEMd | Soo m) | 526697 | $661.48 | $373.75 | $926.07
Harvard Pilgrim
QUALITY | MowotwA | 25% | $197.01 | $501.45 | $197.01 | $501.45
We"p0int Indemnity | New England & o
TOTAL CHOICE National | Internesiona 50% $750.68 | $1665.86 @ $750.68 | $1665.86
Formerly UniCare
Wellpoint PPO
PLUS Broad New England 25% $239.66 $571.01 $239.66 $571.01
Formerly UniCare
Wellpoint PPO Most of MA
COMMUNITY CHOICE Limited | (see map) 20% | $148.99 | $369.82 | $148.99 | $369.82
Formerly UniCare
Mass General Brigham HMO
COMPLETE HMO Broad All of MA 25% $244.42 $646.36 $244.42 $646.36
Health New England . Western MA
HNE HMO Regional (see map) 25% $194.56 = $466.74 @ $194.56 | $466.74

DELTA DENTAL PLAN RATES

Active Employees

MONTHLY DEDUCTION AMOUNTS

Delta Dental Individual or Family Plan (January-December)
Monthly INDIVIDUAL FAMILY
Per Month $53.00 $134.00

Rates are calculated by the Town of North Andover

QUESTIONS? CALL SCHOOL HUMAN RESOURCES & PAYROLL 978-794-1503




Harvard Pilgrim

FY24 GIC HEALTH PLAN RATES

TOWN OF NORTH ANDOVER SUBSCRIBERS

EFFECTIVE JULY 1, 2024

ACTIVE EMPLOYEES

26 PAYCHECKS
2024-2025 RATES

For Active Subscribers in GIC

Outside of

COLUMN A

as of December 31, 2012

COLUMN B

For Active Subscribers in GIC

on or after January 1, 2013

Plan Service Employee
GIC Provider Network Area Contribution Family Family

ACCESS AMERICA Natlonal New England 50% $314.85 | $702.32 $314.85 | $702.32
Harvard Pilgrim

POS 25% (A)
EXPLORER Broad NewlEngland SR > (8) $133.49 | $330.74 $186.88 | $463.04
Harvard Pilgrim
QUALITY N:'::':W NoworMA | 25% | $9851 | $250.73 | $98.51 | $250.73
We"p()int Indemnity | New England & o
TOTAL CHOICE National | International 50% $375.34 | $832.93 $375.34 | $832.93
Formerly UniCare
Wellpoint PPO
PLUS Broad New England 25% $119.83 $285.51 $119.83 $285.51
Formerly UniCare
Wellpoint PPO Most of MA o
COMMUNITY CHOICE Limited (see map) 20% $74.50 $184.91 $74.50 $184.91
Formerly UniCare
Mass General Brigham HMO
COMPLETE HMO Broad All of MA 25% 512221 532318 512221 532318
Health New England HMO Western MA
HNE HMO Regional (see map) 25% $97.28 $233.37 $97.28 $233.37

DELTA DENTAL PLAN RATES

Active Employees

DEDUCTION AMOUNTS
Delta Dental Individual or Family Plan (January-December)
26 Paychecks INDIVIDUAL FAMILY
Bi-Weekly $26.50 $67.00
Per Month $53.00 $134.00

Rates are calculated by the Town of North Andover

QUESTIONS? CALL SCHOOL HUMAN RESOURCES & PAYROLL 978-794-1503




FY24 GIC HEALTH PLAN RATES

TOWN OF NORTH ANDOVER SUBSCRIBERS

EFFECTIVE JULY 1, 2024

ACTIVE EMPLOYEES

21 PAYCHECKS
2024-2025 RATES

COLUMN A COLUMN B

For Active Subscribers in GIC For Active Subscribers in GIC
as of December 31, 2012 on or after January 1, 2013

Plan Service Employee
GIC Provider Network Area Contribution Family Family

Harvard Pilgrim

Outside of

ACCESS AMERICA Natlonal New England 20% S T B P97 88743
Harvard Pilgrim

POS 25% (A)
o PLORER Fos NewEngland | 2> - $168.61 = $417.78 @ $236.05 | $584.89
Harvard Pilgrim HMO Most of MA
QUALITY Narrow (see map) 25% 512443 | 531671 »124.03 Sk
WeIIpoint Indemnity New England & o
TOTAL CHOICE National | Intemational | 0% | $474.11 | 51052.12 | $474.11 | 51052.12
Formerly UniCare
Wellpoint PPO
PLUS Broad New England 25% $151.36 $360.63 $151.36 $360.63
Formerly UniCare
We"pOint PPO Most of MA o
COMMUNITY CHOICE Limited (see map) 20% 294.10 #233.57 °94.10 223357
Formerly UniCare
Mass General Brigham HMO
COMPLETE HMO Broad | ' oTMA 2% | S15437 | 40823 | 15437 | 40823
Health New England HMO Western MA
HNE HMO Regional (cce map) 25% $122.88 = $294.78 @ $122.88 | $294.78

DELTA DENTAL PLAN RATES

Active Employees
DEDUCTION AMOUNTS

Delta Dental Individual or Family Plan (January-December)

21 Paychecks INDIVIDUAL FAMILY
Bi-Weekly $33.47 $84.63
Per Month $53.00 $134.00

Rates are calculated by the Town of North Andover

QUESTIONS? CALL SCHOOL HUMAN RESOURCES & PAYROLL 978-794-1503




