'

WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client

Date Quoted: Current Date

Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive

Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance
Maximum

Annual (per person/ ]
Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
Home Choice | Home Choice H Home Choice
Home Choice Network: Network: Home Choice cr?c:?(;ee ) Network: no )
8% o sede o] woomfor |, NEWOK: | Networkc " oupayt | |deauctbles 100% to) S8R B
- - 0 .
| KPS this plan i 1st 3 office visits | 1st 3 office visits $3,500/$10,500(  $20 $5 (generic) or $350 max per year Preventive Care Benefit);
1 $0.00 || = (thisplanis | ppg Covered i
[health plans| | ayailable only for per year) per year) I - $35 (preferred brand-name) or T Lenses & frames: no
: ’ Participating Partici- . Participating . )
residents of Kitsap, Network: pating $50% (non-preferred); Network: after deductible and paid at
Mason, Jefferson & Participating | Participating ’ . $2,000 max benefit per year o 100% to $100 per year
Clallam counties) Network: Network: | $7:000/$21,000 Netg)ork. deductible, 60% to
$700 / $2,100 60% $350 max per year
) Home Choice
Home Choice Home Choice | Home Choice | Home Choice No deductible: Network: no One routine eve exam per
$750 Network: Network: Network: ou pay: ’ deductible; 100% to ar (include)c/i as artF:)f
_— $750 / $2,250 80%  |$3,500/$10,500 you pay: $350 max per year| Y& (M part of
i i $5 (generic) or Preventive Care Benefit);
2 $0.00 | t Coan e PPO $0 Covered $35 (preferred brand-name) or Lenses & frames: no
[health plans| | available only for Participating | Participating | Participating P _ Participating . .
residents of Kitsap, . . . $50% (non-preferred); ) deductible and paid at
Mason, Jefferson & Network: Network: Network: $2,000 max benefit per year Network: after 100% to $100 per year
Clallam counties) $1,500/$3,000(  60%  [$7,000/$21,000 ' PETYEAT deductible, 60% to ° pery
$350 max per year
$500 / $1,500
Lo One routine eye exam per
(in addition to the After tsh;isa];\:;al :jdft_'b'e S year (included as part of
| KPS Sound Harbor deductible, this $5.000/ $5 ( ’eiem;) y: No deductible; Preventive Care benefit);
3 | soo0 || S e ppO |Plan also includes 80% : $0 | covered 9 100% to $250 | lenses & frames paid at
ealth plans Classic Five a $250 per day $15,000 $35 (brand-name formulary) or ;
Lo . . maximum per year [ 80% to $200 each 2 years
inpatient hospital 50% (non-formulary); fter th | deductibl
copay; $1,250 $2,000 max benefit per year after the annual deductible
maximum copay is satisfied
per admission)
$700/ $2,100
Lo One routine eye exam per
(in addition to the After tsh;i:f?g;al gsdl::t.lble 'S year (included as part of
KPS Sound Harbor deductible, this $5.000/ 55 ( ’ezericg) y: No deductible; | Preventive Care benefit);
4 | sooo || 5% ; ppO |Plan also includes 50% : $0 | Covered 9 100% to $250 | lenses & frames paid at
|[health plans Classic 50/50 a $250 per day $15,000 $35 (brand-name formulary) or ;
o - ) maximum per year | 50% to $125 each 2 years
inpatient hospital 50% (non-formulary); fter th | deductibl
copay; $1,250 $2,000 max benefit per year after t € annuaj de uctible
maximum copay is satisfied
per admission)
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' Date Quoted: Current Date

WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client
Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive
Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance

Maximum
Annual (per person/ ]
Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
- . One routine eye exam per
Sound Harbor Not covered After deductible )
| KPS - $1,500/ o $6,000/ Not . . o " | year (included as part of
5 $0.00 |health plans Essoentt.lal Tve PPO $4,500 80% $18,000 $0 covered ;ktjutacrl:i?o;t?rt]s arﬁ;ﬁ;ﬁgg mailcr)n/fjrt: $:r00ear Preventive Care benefit);
ption P pating p pery no vision hardware benefit
- . One routine eye exam per
Sound Harbor Not covered After deductible .
! KPS - $2,500/ o $10,000/ Not . . o " | year (included as part of
6 $0.00 [health plans Eszentt'lal I;lve PPO $7,500 80% $30,000 $0 covered ;k:uta(:tlisccio:tr;r:s ar:a?:;l:gl; maii(r)n/(l:rtr? $ezr00ear Preventive Care benefit);
ption P pating p pery no vision hardware benefit
- . One routine eye exam per
Sound Harbor Not covered After deductible )
| KPS - $5,000/ o $20,000/ Not . . o " | year (included as part of
7 $0.00 |health plans Essent.lal Five | PPO $15,000 80% $60,000 $0 covered (but d|§gouqts are avaﬂgble 89/0 to $200 Preventive Care benefi);
Option 3 at participating pharmacies) | maximum per year - :
no vision hardware benefit
Tt:r?vi-e"Z?clJtrhy Prescriptions paid after One routine eye exam per
KPS ooy $3,200 $6,800 Not deductible is satisfied; | After deductible, | ~0% T de‘(’j - art‘;f
8 | $000 || . ~ption PPO| aggregate 80% aggregate $0 paid at 80% to $2,000 80%to $300 | J \ part ot
|[health plans (with Rx drug) . ; covered ) . Preventive Care benefit);
per family per family maximum per person per | maximum per year o .
no vision hardware benefit
) calendar year
HSA-qualifed plan
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' Date Quoted: Current Date
WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client
Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive
Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance
Maximum

Annual (per person/ ]
Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
The Health - .
Ir?vez?or ’ Prescriptions paid after One routine eye exam per
| KPS Option 2 $5,150 $4,850 Not deductible is satisfied; After deductible, year (include)c/i as partF:)f
| 0, i 0, 0,
9 $0.00 |health plans (with Rx drug) PPO aggregqte 80% aggreggte %0 covered pal_d at 80% to $2,000 8.0 % 10 $300 Preventive Care benefit);
per family per family maximum per person per | maximum per year - :
no vision hardware benefit
HSA-qualifed plan calendar year
HASA-qualifed plan
The Healthy
| KPS (IS staoi $3,200 $6,800 Not Not covered After deductible, Or;earr%l;tgue dz)éleazxa;?t %(-:r
10 $0.00 | . Pt PPO| aggregate 80% aggregate $0 (but discounts are available 80% to $300 4 . part .
el pIons (no Rx drug) er famil er famil covered at participating pharmacies) | maximum per year Preventive Care benefit);
P y P Y P pating p pery no vision hardware benefit
HSA-qualifed plan|
The Healthy
| KPS Ig vg(s);o; $5,150 $4,850 Not Not covered After deductible, Or;zrrc()i?]tgj d?c/ieaixag:t r())efzr
11 $0.00 | 2 P PPO aggregate 80% aggregate $0 (but discounts are available 80% to $300 Y . P "
LHEa LY pIANS (no Rx drug) er famil er famil covered at participating pharmacies) | maximum per year Preventive Care benefit),
P y P Y P paling p pery no vision hardware benefit
HSA-qualifed plan
$2,000/
$500/ 80% $6,000 No deductible: One routine eye exam
$1,500 (in addition to the you pay: ' No deductible; | each 12 months; covered
deductible, this . i it
P:'-‘- (o deducible for (100% for lan also ineludes $20 (generic) or covereq sanjg fs\s samg as an office visit;
12 $0.00 il Welcome 500 | HMO S o $30 Covered . an office visit; vision hardware not
N R 1st 4 office visits | 1st 4 office visits a $500 per day $40 (brand—name formulary); K X '
N - . no maximum subject to deductible and
& 1st $500 & 1st $500 inpatient hospital non-formulary not covered; id at 100% t
outpatient x-ray | outpatient x-ray | copay; $2,500 $3,000 max benefit per year peryear paid al 0 to
& lab per year) | &lab peryear) | maximum copay $200 each 12 months
per admission)
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' Date Quoted: Current Date
WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client
Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive
Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance

Maximum

Annual (per person/ ]
Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
One routine eye exam
$1,500/ No deductible; each 12 months; covered
e $4,500 $4.000/ Not covered same as same as an office visit;
13 $0.00 f; :i-ﬁm Welcome 1500 | HMO . 50% $1é 000 $0 covered Not covered an office visit; vision hardware not
(no dedu.c“bk.e _for ' no maximum subject to deductible and
1st 4 office visits .
per year) per year paid at 100% to
$200 each 12 months
No deductible; One routine eye exam
you pay: No deductible; each 12 months paid at
P Eﬂ $500/ o $2,000/ $20 (generic) or 80%; 80% after
14 $0.00 d i B Compass 500 | HMO $1,500 80% $6,000 $0 Covered $40 (brand-name formulary); no maximum annual deductible
non-formulary not covered; per year is satisfied;
$2,000 max benefit per year no hardware benefit
One routine eye exam
No deductible; each 12 months paid at
.o $1,500/ o $4,000/ Not 80%; 80% after
15 $0.00 d ] 'i'&uﬁ- Compass 1500 | HMO $4,500 80% $12,000 %0 covered Not covered no maximum annual deductible
per year is satisfied,;
no hardware benefit
No deductible;
P Eﬂ $2,500/ . $6,000/ Not 50%;
16 $0.00 4 Compass 2500 [ HMO $7 500 50% $18,000 $0 covered Not covered o maximum Not covered
per year
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' Date Quoted: Current Date
WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client
Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive
Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance
Maximum

Annual (per person/
Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
One routine eye exam
No deductible; each 12 months paid at
o $5,000/ $10,000/ Not 70%; 70% after
1 $0.00 |I'; iEﬂl Compass 5000 | HMO $15,000 70% $30,000 $0 covered Not covered no maximum annual deductible
per year is satisfied,;
no hardware benefit
HealthPays S
- 3000 $3,000 $7,200 Not No dgg;:_“b'e'
18 $0.00 f: :i'ﬁﬂ Family Plan |HMO| aggregate 80% aggregate $0 covered Not covered no maxir;ﬁum Not covered
per family per family per year
HSA-qualifed plan|
HealthPays S
o= 5000 $5,000 $5,200 Not No dgg;z“b'e'
19 $0.00 I'; :i,E“ Family Plan |HMO| aggregate 80% aggregate $0 covered Not covered no maxir’num Not covered
per family per family per year
HSA-qualifed plan
PPO: exam paid at
100% $30 You pay: 100% after $30 copay; .
PPO: for office PPO: $10 (generic); immunizations & One routine eye exam
. ' ' None visits $9,500/ ($25 for $45 (preferred brand name) or screenings (pap paid at 100% each 2
20 $0.00 UI' EWISE | # | WiseChoices PPO $28,500 spir_1a| Covered 50% (non-preferred prand name)| smear, PSA testing, years;
a1 ran or masameren | 0/20 Non-PPO: 80% manipu- $3,000 max benefit per year cholestgrol, etc)at | frames, lenses & contact
$3,000/ for other Non-PPO: |lations & for brand name drugs; 100% Wlth_OUt copay. | |enses paid at 100% to
$9,000 ; no maximum | acupunc no maximum for Non-PPO: 50% (no $200 each 2 years
services ture) generic drugs |mmyn|zat|ons).
No maximum per year.
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' Date Quoted: Current Date
WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client

Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive

Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance
Maximum

Annual (per person/
Deductible Network limit per family) . _ N
Plan Monthly Plan  (per person/ Benefit excluding Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible Maternity Drug Benefit Benefit Hardware
PPO: exam paid at
100% $30 You pay: 100% after $30 copay; .
PPO: for office PPO: $10 (generic); immunizations & One routine eye exam
None visits $9,500/ ($25 for $45 (preferred brand name) or screenings (pap paid at 100% each 2
21 $0.00 LIFEWISE | f;} WiseChoices PPO $28,500 spinal Covered 50% (non-preferred brand name)| smear, PSA testing, years;

’ [stsirn rian or masmmsrea | 0/30 Non-PPO: 70% manipu- $3,000 max benefit per year | cholesterol, etc.) at | frames, lenses & contact
$3,000/ for other Non-PPO: |[lations & for brand name drugs; 100% without copay. |  |enses paid at 100% to
$9,000 ; no maximum | acupunc no maximum for Non-PPO: 50% (no $200 each 2 years

services ture) generic drugs immunizations).
No maximum per year.
PPO: . PPO: exam paid at
$1,000/ 100% $30 You pay: 100% after $30 copay; )
$3’ 000 for office PPO: $10 (generic); immunizations & One routine eye exam
(no de’ductible visits $8,500/ ($25 for $45 (preferred brand name) or screenings (pap paid at 100% each 2
LIFEWISE | f;’: WiseChoices o $25,500 spinal 50% (non-preferred brand name)| smear, PSA testing, years;
22 $0.00 PPO| for office visits) . Covered .
T 20 80% manipu- $3,000 max benefit per year | cholesterol, etc.) at | frames, lenses & contact
Non-PPO: or otr:er Non-PPO: |lations & for brand name drugs; 100% without copay. | |enses paid at 100% to
$3.000/ ’ ; no maximum | acupunc no maximum for Non-PPO: 50% (no $200 each 2 years
$g’ 000 services ture) generic drugs . |mmyn|zat|ons).
’ 0 maximum per year.
PPO: . PPO: exam paid at
$1,500/ 100% $30 You pay: 100% after $30 copay; .
$4’ 500 for office PPO: $10 (generic); immunizations & One routine eye exam
e . $8,500/ $25 for $45 (preferred brand name) or screenings (pal paid at 100% each 2
(
3 A ) . (no deductible visits os (pap
LIFEWISE | 7 | WiseChoices o $25,500 spinal 50% (non-preferred brand name)| smear, PSA testing, years;
23 $0.00 e PPO | for office visits) ; Covered .
30 70% manipu- $3,000 max benefit per year | cholesterol, etc.) at | frames, lenses & contact
Non-PPO: for other Non-PPO: |[lations & for brand name drugs; 100% without copay. |  |enses paid at 100% to
: ; no maximum | acupunc no maximum for Non-PPO: 50% (no $200 each 2 years
$3,000/ services ture) generic drugs immunizations).
$9,000 No maximum per year.
51 5§0F;O: limi PPO: exam paid same
) no limit as an office visit;
(no deductible for PPO: screenings (pap
) . 1st 6 office visits $5,000/ smear, PSA testing,
LIFEWISE | fv’" WiseEssentials per year and no family limit Not . Not covered . cholesterol, etc.) no
24 $0.00 25 PPO : 75% $0 (but discounts are available . : Not covered
[sasirr Fiss or massmares | ) outpatient covered T X deductible & paid at
$1,500 Deductible x-ray & lab) Non-PPO: at participating pharmacies) (14004 Non-PPO: 50%.
no maximum Immunizations
Non-PPO: not covered.
$3,000/n0 limit No maximum per year.
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' Date Quoted: Current Date

WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client
Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive
Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance

Maximum
Annual (per person/ ]
Deductible Network limit per family) Of_flf_ie - . N
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
PPO: exam paid same
PPO: . as an office visit;
$2,500/no limit : screenings (pap
] ) (no deductible for $5,000/ smear, PSA testing
. | 4 | WiseEssentials 1st 6 office visits . Not covered ' '
: no family limit Not . . .
25 $0.00 LIFEWISE | 7 25 PPO 75% y $0 (but discounts are available cholesterol, etc.) no Not covered
[sdiith Fobn ar ad s raa | . per year) covered L . deductible & paid at
$2,500 Deductible Non-PPO: at participating pharmacies) |1000. Non-PPO: 50%.
Non-PPO: no maximum Immunizations
$5,000/no limit not covered.
No maximum per year.
] PPO: exam paid same
PPO: as an office visit;
$3,500/no limit PPO: screenings (pap
. . (no deductible for $5,000/ smear, PSA testing
.- | 4 | WiseEssentials 1st 6 office visits O Not covered ’ '
26 $0.00 UFEWISE | 7 25 PPO 75% no family fimit $0 Not (but discounts are available cholesterol, etc.) no Not covered
[sdiith Fobn ar ad s raa | . per year) covered S . deductible & paid at
$3,500 Deductible Non-PPO: at participating pharmacies) (14004 Non-PPO: 50%.
Non-PPO: no maximum Immunizations
$7,000/no limit " not covered.
0 maximum per year.
PPO: no deductible &
PPO: 100% paid for exams
WiseSavings $5,100 ($300 max per year) &
3,400 aggregate Not covered immunizations; screen-
LIFEWISE | f‘ 20 ) $ ggrega Not . . ings (pap smear, PSA
27 $0.00 $3,400 Deductible| PPO aggregate 80% per family $0 covered (but discounts are available testing, cholesterol Not covered
per family at participating pharmacies) etc.) paid at 80% after
HSA-qualifed plan NOﬂ-PPO: deduc. Non-PPO: 60%
no maximum (only screenings are
covered for non-PPO).
PPO: no deductible &
PPO: 100% paid for exams
WiseSavings $3,500 ‘($300 max per year) &
LIFEWISE | & 20 $6,000 aggregate Not Not covered 'mmsuz“za“;’:iasrcf;;'
28 $0.00 = Al $6,000 Deductible| PPO aggregate 80% per family $0 covered (but discounts are available tg:stisgpcholest’erol Not covered
per family at participating pharmacies) etc.) paid at 80% after
HSA-qualifed plan Non—RPO: deduc. Non-PPO: 60%
no maximum (only screenings are
covered for non-PPO).
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WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client

Date Quoted: Current Date

Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive

Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance

Maximum
Annual (per person/ ]
Deductible Network limit per family) Of_flf_:e . _ N
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
PPO: No deductible; No deductible;
$2,000/ you pay: 100% after $15 Not covered
Regence Selections $500/ o $6,000 50% (generic and office visit copay (but discounts are
29 $0.00 @ BlueShield|Comprehensive POS $1,500 80% $15 | Covered brand-name formulary); to $200 maximum | available at participating
Non-PPO: non-formulary not covered; | per year for PPO optical providers)
no maximum $2,000 max benefit per year providers only
PPO: No deductible; No deductible;
$2,000/ you pay: 100% after $15 Not covered
R.:g._- nee Selections $1,000/ o $6,000 50% (generic and office visit copay (but discounts are
30 $0.00 @ BlueShield|comprehensive POS $3,000 80% $15 | Covered brand-name formulary); to $200 maximum | available at participating
Non-PPO: non-formulary not covered; | per year for PPO optical providers)
no maximum $2,000 max benefit per year providers only
PPO:
$3,000/ Not covered
Regence Selections $1,500/ o $9,000 Not (but discounts are
81| $0.00 @ BlueShield| catastrophic POS $4,500 80% $15 | covered Not covered Not covered available at participating
Non-PPO: optical providers)
no maximum
PPO: No deductible; No deductible for one
$2,000/ you pay: No deductible: routine exam per year paid
R.:g._- nee Preferred $750/ o $6,000 50% (generic and 0 ' at 100%; lenses & frames
32 $0.00 @ BlueShield|comprehensive PPO $2,250 80% $0 | Covered brand-name formulary); 100% to $300 paid at 50% to $400 each
. . | maximum per year
Non-PPO: non-formulary not covered; year after the annual
no maximum $2,000 max benefit per year deductible is satisfied
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WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client

Date Quoted: Current Date

Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive

Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance
Maximum

Annual (per person/ ]
Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
PPO:
$3,000/ Not covered
Regence Preferred $1,500/ o $9,000 Not (but discounts are
33| $0.00 @ BlueShield| catastrophic PPO $4,500 80% $0 covered Not covered Not covered available at participating
Non-PPO: optical providers)
no maximum
PPO:
$5,000 No deductible;
” ';SAt Prtefer[fd $5,000 aggregate Not 80% (PPO) or 60% (bu?gfsf:%\;irtesdare
34 $0.00 @ Egence astastrophic | ppo aggregate 80% per family $0 Not covered (Participating . L
BlueShield ) covered ) available at participating
HSA-qualifed plan per family provider) to $300 optical providers)
sanec p'a Non-PPO: maximum per year P P
no maximum
$20 for
0,
100./0 PPO: PPO No deductible; . No deductible;
$500/ for office $2,500/ provider you pay: No deductible; one routine exam per year
R $1.500 visits $7,500 $10 (generic): 100% (PPO) or | . at 100% (after office
35 | $0.00 @ egence | proarthru 80 | PPO ' Covered generic); 50% (Participating | P2 o
BlueShield ) $40 for 30% (brand-name formulary) or ) visit copay); lenses &
(no deductible 80% . provider) to $400 ;
R Non-PPO: Partici- 50% (non-formulary); . frames paid at 100% to
for office visits) for other . . . maximum per year
services no maximum | pating $3,000 max benefit per year $400 each calendar year
provider
100% . $20 for . .

) PPO: PPO No deductible; Lo No deductible;
$1,500/ for office $2,500/ provider you pay: No deductible; one routine exam per year
$4,500 visits ! . 100% (PPO) or : N !

36 | $0.00 @ Regence | g ooiihrugo |PPO $7,500 Covered $10 (generio); 50% (Participating | P2d &t 100% (after office
BlueShield deductibl 80% $40 for 30% (brand-name formulary) or rovider) to $400 visit copay); lenses &
(no eductible ° Non-PPO: Partici- 50% (non-formulary); P . frames paid at 100% to
for office visits) for other . . ) maximum per year
services no maximum pating $3,000 max benefit per year $400 each calendar year
provider
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' Date Quoted: Current Date

WAStateHealthPlans.com

A service of Compass Consulting Group, LLC

Individual Health Insurance Benefits & Rates Comparison for Prospective Client
Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive
Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance

Maximum
Annual (per person/ ]
Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware
100% . $30 for . .
! PPO: PPO No deductible; S No deductible;
$1,000/ for office . ) No deductible; .
= $5,000/ provider you pay: 70% (PPO) or 50% | °"€ routine exam per year
Regence $3,000 visits $15,000 $10 (generic): 6 (PPO) or 50%| " .4 2t 1009 (after office
37 $0.00 @ genot Breakthru 70 | PPO ' Covered ' (Participating - .
BlucShield ) $40 for 30% (brand-name formulary) or - visit copay); lenses &
(no deductible 70% . . . provider) to $200 ;
R Non-PPO: Partici- 50% (non-formulary); . frames paid at 100% to
for office visits) for other . . . maximum per year
services no maximum | pating $3,000 max benefit per year $200 each calendar year
provider
100% . $30 for . .
) PPO: PPO No deductible; Lo No deductible;
$3,000/ for office . ) No deductible; .
. $5,000/ provider you pay: 70% (PPO 50% one routine exam per year
Regence $9.000 visits $15,000 $10 (generic); 6 (PPO) or 50%| " .4 at 100% (after office
38 $0.00 @ pence Breakthru 70 | PPO ' Covered ' (Participating o .
BlueShield deductibl 0% $40 for 30% (brand-name formulary) or rovider) to $200 visit copay); lenses &
(no eductible ° Non-PPO: Partici- 50% (non-formulary); P . frames paid at 100% to
for office visits) for other . . ) maximum per year
services no maximum pating $3,000 max benefit per year $200 each calendar year
provider
PPO:
$10,000/ Not covered
Regence $2,500/ o $30,000 Not (but discounts are
30 | so00 [P BiEECE, | Breakthruso |pPO o7 500 50% 30 | overed Not covered Notcovered | it o eimating
Non-PPO: optical providers)
no maximum
PPO:
$10,000/ Not covered
Regence $5,000/ o $30,000 Not (but discounts are
40 $0.00 @ BlueShield| Breakthruso | PPO $15,000 50% $0 covered Not covered Not covered available at participating
Non-PPO: optical providers)
no maximum
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' Date Quoted: Current Date

WAStatefHealtlljnPlans.com
A service of Compass Consulting Group, LLC
Individual Health Insurance Benefits & Rates Comparison for Prospective Client
Applicant: your age, nonsmoker/smoker - Spouse: your spouse's age, nonsmoker/smoker - Number of Children: your number of children, if any
Plans in Your Customized Comparison Will Be Shown in Order of Least to Most Expensive
Monthly Rates Valid for Effective Dates of May 1 to June 1, 2007 (please see "Notes Regarding Rates" on page 11)

Coinsurance
Maximum
Annual (per person/

Deductible Network limit per family) ~ Office
Plan Monthly Plan  (per person/ Benefit excluding Visit Prescription (Rx) Preventive Care Vision Exam &
ID# Rate Carrier Plan Name Type limit per family) (Coinsurance) deductible  Copay Maternity Drug Benefit Benefit Hardware

Notes Regarding Rates
The rates shown in this comparison are subject to change on the next contract renewal date shown below for that carrier.

Next Contract Renewal Date Carrier
July 1, 2007 Regence BlueShield
January 1, 2008 LifeWise Health Plan
March 1, 2008 KPS Health Plans
April 1, 2008 Group Health Cooperative

A person's rate will change at the next contract renewal date if a person's birthday places them in the next higher 5-year age category during the contract year.

This comparison offers a brief summary of benefits and does not comprise a certificate of coverage or a contract. For full coverage provisions including all covered
services, waiting periods, limitations and exclusions, please refer to a summary of benefits, the benefits brochure and contract. If any discrepancy exists between this
summary and the carrier's contract, the contract will prevail.
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