PREMIUM RATES

July 1, 2026 - June 30, 2027

2026-2027

Monthly Contributions Per Paycheck
HealthPartners Plan Options UGIEL Mf)nthly — y s

Premium District VEBA Employee X 24 x 20

Singl 1,014.00 887.00 - 127.00 63.50 76.20
Traditional $500 - $30 Copay |ng.e ’

Family 2,770.00 1,673.00 - 1,097.00 548.50| 658.20
Three For Free $1000 Single 887.00 887.00 75.00 0.00 0.00 0.00
Family 2,424.00 1,673.00 125.00 751.00 375.50| 450.60

2026-2027

. Total Monthly Monthly Contributions Per Paycheck
HealthPartners Plan Options S District VEBA EmBIETee e
- Single 1,014.00 881.00 - 133.00 66.50
Tradit 1 S500-S30C
raditional $ $30 Copay Family 2,770.00 1,450.00 - 1,320.00 660.00
Th For Free $1000 Single 887.00 806.00 75.00 81.00 40.50
reerorrree Family 2,424.00 1,325.00 125.00 1,099.00 549.50

2026-2027

Monthly Contributions Per Paycheck
HealthPartners Plan Options UEIEL Mf)nthly — y b

Premium District VEBA Employee X 24 x 18

Singl 1,014.00 937.00 - 77.00 38.50 51.34
Traditional $500 - $30 Copay |ng.e ’

Family 2,770.00 1,526.00 - 1,244.00 622.00| 829.34
Three For Free $1000 Single 887.00 887.00 50.00 0.00 0.00 0.00
Family 2,424.00 1,426.00 100.00 998.00 499.00| 665.34

2026-2027

. Total Monthly Monthly Contributions Per Paycheck
HealthPartners Plan Options S District VEBA Employee T
N Single 1,014.00 1,014.00 - 0.00 0.00
Traditional $500 - $30 C
raditional $500 - 530 Copay | & 2,770.00 1,436.00 - 1,334.00 667.00
Single 887.00 887.00 75.00 0.00 0.00
1
Three For Free 51000 Family 2,424.00 1,436.00 75.00 988.00 494.00

2026-2027

Monthly Contributions Per Paycheck
HealthPartners Plan Options UGIEL Mf)nthly — y b

Premium District VEBA Employee X 24 x 20

Singl 1,014.00 887.00 - 127.00 63.50 76.20
Traditional $500 - $30 Copay |ng.e ’

Family 2,770.00 1,673.00 - 1,097.00 548.50| 658.20
Three For Free $1000 Single 887.00 887.00 75.00 0.00 0.00 0.00
Family 2,424.00 1,673.00 125.00 751.00 375.50| 450.60

2026-2027

HealthPartners Plan Options To;ilem:)unr:‘hly — Monthly ‘(I::;;ributions — Per I:(a:\l/;heck
Traditional $500 - $30 Copay i;nnili'ley ;:(7);383 1,§§888 123388 8%:471
Three ForFree $1000 Fariy ¥ 12500 09900 c65.00




Unsettled 2026-2027

. Total Monthly Monthly Contributions* Per Paycheck
HealthPartners Plan Options S District VEBA EmBIETee T
. Single 1,014.00 864.00 - 150.00 100.00
Traditional $500 - $30 C
raditional 5500 - $30 Copay | L 2,770.00 1,155.00 - 1,615.00 1,076.67
Three For Free $1000 Single 887.00 814.00 50.00 73.00 48.67
reerorrree Family 2,424.00 1,055.00 100.00 1,369.00 912.67

*2025-26 district contribution amounts

2026-2027
. Total Monthly Monthly Contributions Per Paycheck
HealthPartners Plan Options Premium District VEBA Employee <20
Singl 1,014.00 887.00 - 127.00 63.50 76.20
Traditional $500 - $30 Copay |ng.e ’
Family 2,770.00 1,673.00 - 1,097.00 548.50| 658.20
Three For Free $1000 Single 887.00 887.00 75.00 0.00 0.00 0.00
Family 2,424.00 1,673.00 125.00 751.00 375.50| 450.60

2026-2027

Monthly Contributi Per Paycheck

HealthPartners Plan Options TEEL Mf)nthly — onthly ~ontributions L

Premium District VEBA Employee x 24 x 20

N Single 1,014.00 756.00 - 258.000 129.00] 154.80
Traditional $500 - $30 C

raditional $500 - 330 Copay | & 2,770.00 1,315.00 - 1,455.000 727.50| 873.00
Three For Free $1000 Single 887.00 756.00 0.00 131.000 65.50] 78.60
reerorrree Family 2,424.00 1,265.00 50.00 1,159.00f 579.50| 695.40

2026-2027
. Total Monthly Monthly Contributions Per Paycheck
HealthPartners Plan Options Premium District VEBA Employee <18
Singl 1,014.00 881.00 - 133.00 88.67
Traditional $500 - $30 Copay |ng.e ’
Family 2,770.00 1,496.00 - 1,274.00 849.34
Three For Free $1000 Single 887.00 806.00 75.00 81.00 54.00
Family 2,424.00 1,371.00 125.00 1,053.00 702.00

2026-2027

HealthPartners Plan Options To;iLm?unr:‘hly — Monthly ‘(I::;;ributions — Per I:(a;:heck
P 2 I
Three For Free $1000 Famity yario]  saoron 2500 10700 110

2026-2027
Plan Options Total Monthly .Mo'nthly Contributions Per Paycheck
Premium District Employee x24 x20 x18

Delta Dental (Mandatory) Single / Family 76.65 76.65 0.00 0.0q 0.00 0.00
Single (EE) 9.05 0.00 9.05 4.53 5.43 6.04

EyeMed Vision (Optional) EE + Spouse 17.20 0.00 17.20 8.60 10.32 11.47
(EE = Employee) EE + Child(ren) 18.10 0.00 18.10 9.03 10.86 12.07
Family 26.61 0.00 26.61 13.31 15.97 17.74

18 Paychecks: Hourly employees who are only paid during the school year will receive July 2025 - June 2026 coverage deducted as:
(Monthly Contribution) x (12 months) / (18 paychecks) = Deduction per paycheck [Beginning 9/30/25, Ending 6/15/26]

20 Paychecks: Salaried employees who are only paid during the school year will receive July 2025 - June 2026 coverage deducted as:
(Monthly Contribution) x (12 months) / (20 paychecks) = Deduction per paycheck [Beginning 9/15/25, Ending 6/30/26]

New Hires: staff hired mid-year will receive a calculation based on 10 months of coverage adjusted for the # of months actually enrolled.



