VIG

Regence - Medical

VGBT Plan Descriptions

All Lines of Coverage
Effective 1/1/2024 through 12/31/2024

ILANT

@® Group Benefits Trust

Office Visit
Copay

Deductible (Indiv/Fam)

Coinsurance Out of Pocket (Indiv/Fam)

Prescription Drugs

PPO Plan A

PPO Plan A | $S500
PPO Plan A | $1000
PPO Plan A | $1500
PPO Plan A | $2000
PPO Plan A | $2500
PPO Plan A | $3500
PPO Plan A | $5000
PPO Plan B

PPO Plan B | $500
PPO Plan B | $1000
PPO Plan B | $1500
PPO Plan B | $2000
PPO Plan B | $2500
PPO Plan B | $3500
PPO Plan B | $5000
PPO Plan B | $7000
PPO Plan C

PPO Plan C | $2500
PPO Plan C | $3000
PPO Plan C | $4000
PPO Plan C | $5500
PPO Plan C | $7000
PPO Plan D HSA
PPO Plan D | $1600
PPO Plan D | $2500
PPO Plan D | $3500

PPO Plan D | $5000

$15/835/$75
$15/$35/575
$15/835/575
$15/835/575
$15/$35/575
$15/$35/575
$15/835/$75

$15/$35/575
$15/835/575
$15/$35/575
$15/$35/575
$15/835/575
$15/$35/575
$15/$35/575
$15/835/575

$500/$1500 80%/60% $2500/$7500 $25 $250
1000/$3000 80%/60% 3000/$9000 25 250
$1000/$ / $3000/$ S S

$1500/$4500 80%/60% $3500/$10500 $25 $250
$2000/$6000 80%/60% $4000/$12000 $25 $250
2500/$7500 80%/60% 5000/$10000 25 250
$2500/$ / $5000/$ s s

3500/$7000 80%/60% 6500/$13000 25 250
$3500/$ / $6500/$ S S

$5000/$10000 80%/60% $6500/$13000 $25 $250
$500/$1500 70%/50% $3500/$10500 $25 $250
$1000/$3000 70%/50% $4000/$12000 $25 $250
1500/$4500 70%/50% 4500/$9000 25 250
$1500/$ / $4500/$ S S

2000/$4000 70%/50% 6000/$12000 25 250
$2000/$ / $6000/$ s s

$2500/$5000 70%/50% $7500/$15000 $25 $250
3500/$7000 70%/50% 7500/$15000 25 250
$3500/% / $7500/% S s

5000/$10000 70%/50% 7500/$15000 25 250
$5000/$ / $7500/% S S

$7000/$14000 70%/50% $7500/$15000 $25 $250
2500/$5000 70%/50% 7350/$14700 35/$45 250
$2500/$ / $7350/% $35/$ s

$3000/$6000 70%/50% $7350/$14700 $35/545 $250
4000/$8000 70%/50% 7350/$14700 35/$45 250
$4000/$ / $7350/% $35/$ s

$5500/$11000 70%/50% $7350/$14700 $35/$45 $250
$7000/$14000 70%/50% $8150/$16300 $35/545 $250
$1600/$3200 80%/60% $5000/$10000 n/a n/a
$2500/$5000 80%/60% $5000/$10000 n/a n/a
$3500/$7000 80%/60% $5000/$10000 n/a n/a
$5000/$10000 80%/60% $6350/$12700 n/a n/a

$4/25%/525/50%/20%/50%
$4/25%/525/50%/20%/50%
$4/25%/525/50%/20%/50%
$4/25%/525/50%/20%/50%

$4/25%/525/50%/20%/50%

80%
80%
80%

80%

3-Visit Model 3 face-to-face visits
6-Visit Model 6 face-to-face visits
Plan A $10,000 of Basic Life and AD&D coverage
Plan B $15,000 of Basic Life and AD&D coverage
Plan C $25,000 of Basic Life and AD&D coverage
.. Copay Frequency
VSP - Vision . Allowance
Exam | Material Lenses | Frames | Contacts
Plan 1 $10 | $10 1212 | 24 $150
Plan 2 $10 | $10 12|12 |12 $200
Plan 3 $10 | $10 12 12| 12 $200
+ ProTec Safety Glasses (employee only) $10 1212 12 n/a

Delta Dental of Washington - Dental

Coinsurance
Premier

Deductible Coinsurance

(Indiv/Fam) PPO Calendar Year Maximum

Uncommon Enroliment Allowed:
requires a minimum of 2+ employees and 51% employee participation

Plan 1 $50/$150 100%/90%/50% 100%/80%/50% $1,000
Plan 2 $25/$875 100%/90%/50% 100%/80%/50% $2,000
Plan 3 $50/$150 100%/80%/50% 100%/80%/50% $1,000
Plan 4 $25/$875 100%/90%/50% 80%/70%/40% $1,500
Family Orthodontic Coverage (10+ Employees) SO 50% 50% $1,000 Lifetime

Regence

Fegence BlueCross BlueShield of Oregon is an independent
Licensea of the Biue Cross and Blue Shield Association
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Delta Dental of Washington

DiMartino Associates
1325 Fourth Avenue, Suite 1705, Seattle, WA 98101 | Tel: 206.623.2430 | Fax: 206.812.7551 | VGBT@dimarinc.com



	VGBT Summary

