VGBT Plan Descriptions
All Lines of Coverage
Effective 1/1/2026 through 12/31/2026

Office Visit

Regence - Medical Deductible (Indiv/Fam) Coinsurance Out of Pocket (Indiv/Fam) Copay* ER Copay Prescription Drugs

PPO Plan A

PPO Plan A | $500 $500/$1500 80%/50% $3000/$9000 $25 $250 $15/$35/$75

PPO Plan A | $1000 $1000/$3000 80%/50% $3500/$10500 $25 $250 $15/$35/$75

PPO Plan A | $1500 $1500/$4500 80%/50% $4000/$12000 $25 $250 $15/$35/$75

PPO Plan A | $2000 $2000/$6000 80%/50% $4500/$13500 $25 $250 $15/$35/$75

PPO Plan A | $2500 $2500/$7500 80%/50% $5500/$11000 $25 $250 $15/$35/$75

PPO Plan A | $3500 $3500/$7000 80%/50% $7000/$14000 $25 $250 $15/$35/$75

PPO Plan A | $5000 $5000/$10000 80%/50% $7000/$14000 $25 $250 $15/$35/$75

PPO Plan B

PPO Plan B | $500 $500/$1500 70%/50% $4000/$12000 $25 $250 $15/$35/$75

PPO Plan B | $1000 $1000/$3000 70%/50% $4500/$13500 $25 $250 $15/$35/$75

PPO Plan B | $1500 $1500/$4500 70%/50% $5000/$10000 $25 $250 $15/$35/$75

PPO Plan B | $2000 $2000/$4000 70%/50% $6500/$13000 $25 $250 $15/$35/$75

PPO Plan B | $2500 $2500/$5000 70%/50% $8000/$16000 $25 $250 $15/$35/$75

PPO Plan B | $3500 $3500/$7000 70%/50% $8000/$16000 $25 $250 $15/$35/$75

PPO Plan B | $5000 $5000/$10000 70%/50% $8000/$16000 $25 $250 $15/$35/$75

PPO Plan B | $7000 $7000/$14000 70%/50% $8000/$16000 $25 $250 $15/$35/$75

PPO Plan C

PPO Plan C | $2500 $2500/$5000 70%/50% $7350/$14700 $35/$45 $250 $4/25%/$25/50%/20%/50%
PPO Plan C | $3000 $3000/$6000 70%/50% $7350/$14700 $35/$45 $250 $4/25%/$25/50%/20%/50%
PPO Plan C | $4000 $4000/$8000 70%/50% $7350/$14700 $35/$45 $250 $4/25%/$25/50%/20%/50%
PPO Plan C | $5500 $5500/$11000 70%/50% $7350/$14700 $35/$45 $250 $4/25%/$25/50%/20%/50%
PPO Plan C | $7000 $7000/$14000 70%/50% $8150/$16300 $35/$45 $250 $4/25%/$25/50%/20%/50%

PPO Plan D HSA

PPO Plan D | $1700 $1700/$3400 80%/50% $5000/$10000 80%/50% n/a 80%
PPO Plan D | $2500 $2500/$5000 80%/50% $5000/$10000 80%/50% n/a 80%
PPO Plan D | $3500 $3500/$7000 80%/50% $5000/$10000 80%/50% n/a 80%
PPO Plan D | $5000 $5000/$10000 80%/50% $6350/$12700 80%/50% n/a 80%
PPO Plan D | $6000 $6000/$12000 100%/50% $6000/$12000 100%/50% n/a Covered in full after deductible
PPO Plan D | $7500 $7500/$15000 100%/50% $7500/$15000 100%/50% n/a Covered in full after deductible

*For PPO Plans, Primary Care OV copay is S5 for first 3 visits

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
PlanC $25,000 of Basic Life and AD&D coverage
VSP - Vision LY Frequency Allowance
Exam | Material Lenses | Frames | Contacts
Plan 1 $10 | $10 121224 $150
Plan 2 $10 | $10 121212 $200
Plan 3 $10 | $10 12]12]12 $200
+ ProTec Safety Glasses (employee only) $10 1211212 n/a
Delta Dental of Washington - Dental Deductible Coinsurance Coinsurance Calendar Y Maxi
Uncommon Enrollment Allowed: (Indiv/Fam) PPO Premier alencarrcariiaximam
requires a minimum of 2+ employees and 51% employee participation
Plan1 $50/$150 100%/90%/50% 100%/80%/50% $1,000
Plan 2 $25/$75 100%/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) $0 50% 50% $1,000 Lifetime
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