
**FTE = Full time equivalent

1.0 FTE .75 FTE .5 FTE

$818 $613.50 $409

$814

$799 $599.25 $399.50

$823.67 $411.84

$809

Kaiser HMO w/Chiro & Optical Emp Only Emp+Spouse Emp+Children Emp+Family

HMO $1,152 $2,303 $1,750 $2,706

Kaiser DHMO w/Chiro & Optical

DHMO $1,052 $2,104 $1,599 $2,472

Kaiser High Deductible Plan w/HSA

($2,000/$4,000) $827 $1,654 $1,257 $1,944

Kaiser High Deductible Plan w/HSA

($3,000/$6,000) $709 $1,418 $1,078 $1,666

Sutter Health Plus HMO Emp Only Emp+Spouse Emp+Children Emp+Family

HMO $1,074 $2,147 $1,631 $2,522

Sutter Health Plus DHMO

DHMO $860 $1,718 $1,305 $2,018

High Deductible HMO w/HSA

($1,650/$3,300) $801 $1,601 $1,216 $1,880

High Deductible HMO w/HSA

($2,500/$5,000) $710 $1,418 $1,077 $1,665

Western Health Advantage Emp Only Emp+Spouse Emp+Children Emp+Family

HMO Advantage $938 $1,876 $1,426 $2,204

Western Health Advantage

DHMO $716 $1,432 $1,089 $1,683

High Deductible HMO w/HSA

($1,800/$3,600) $685 $1,369 $1,040 $1,608

High Deductible HMO w/HSA

($2,800/$5,600) $594 $1,188 $903 $1,396

ATU, CSEA, DCTA, Management/Board employee groups Emp + Family

$125.75

Confidential employee group Emp + Family

$112.50

Emp + Family

VSP (for all eligible dependents)* $22.70

Emp + Family

VSP (for all eligible dependents)* $27.40

*At your own expense if selecting Kaiser HMO 

2025-2026 Fringe Benefit Options & Rates 

Health plans

Sutter Health Plan (optical not included)

Western Health Advantage (optical not included)

District Monthly Allowances:

    Employee Groups:

ATU (Transportation)

Confidential

CSEA (Classified)

DCTA (Certificated)

Management/Board Members

To determine your monthly out of pocket amount:

combine all plan costs (-) your monthly district allowance (=) total monthly cost

Kaiser (optical not included in high deductible plan)

CSEA employee group

ATU, Confidential, DCTA, Management/Board employee groups

Delta Dental - (cannot select independently from health plan)

$2,000 max/per person per calendar year 

Delta Dental DEL 2B (for all eligible dependents)

Delta Dental DEL 1B (for all eligible dependents)

$2,000 max/per person per calendar year w/50% ortho

Delta Dental - (cannot select independently from health plan)

Vision Service Plan - (cannot select independently from health plan)


