
PLATTEVILLE SCHOOL DISTRICT 
780 N Second Street  
PLATTEVILLE WI 53818

April 15, 2024

Re: July Renewal

Dear DEMETRI ANDREWS ,

Thank you for your continued partnership with Dean Health Plan. As you know, the Affordable 
Care Act (ACA) may mean some changes to your health insurance in 2024. Our goal is to help 
you understand what it means for you and your employees. While there may be small changes 
to your plan, your partnership with us will remain the same. As always, if you have questions, 
we are here to help.

Please review the enclosed documents pertaining to your 2024 renewal.
 Explanation of Renewal Increase
 Rate Sheet
 2024 Large Group Annual Product Changes
 Dean Health Plan Brochure
 Group Information Form

If you are planning to make benefit changes, please contact your agent or our office, and we 
can assist you with this process. You have the right to cancel according to the terms of the 
Policy by notifying Dean Health Plan in writing.

Once you have made your renewal decision, please sign the bottom of the Rate Sheet, 
complete the Group Information Form, and return these documents to my attention.

Please review the attached materials on your renewal plan with Dean Health Plan. Group 
Health Plan sponsors that provide prescription drug coverage must provide notices of creditable 
or non-creditable coverage to Medicare Part D eligible individuals. Notices must be provided 
annually and at various times throughout the plan year, such as when the plan changes or 
renews the prescription drug coverage. You will need to provide the appropriate notice to your 
Medicare Part D eligible individuals.

Benefit information, including the Group Member Certificate, Summary of Benefits, Member 
Guide, and Provider Directory, is available online at deancare.com. 



DHP LG Renewal Letter UWTG092123125735

Please contact me or my associate if you have any questions or concerns about your group’s 
renewal. Dean Health Plan values our continued business relationship with your organization 
and your employees.

Sincerely,

Heather McDonald
Account Manager
Direct: 608-827-4062
Fax: 608-252-0834
Email: 

Note: Please return the signature page of your renewal no later than Thursday, May 30, 2024 to 
ensure a correct July billing statement and to assure correct SBC information is mailed to your 
insured employees. If this form is not returned by the above date, we will renew your group with 
the current or closest available plan design as indicated in this renewal packet, and the July 
billing will reflect the 2024 renewal rates.

Encl.
Cc: BREANNA  HELLENBRAND



Dean Health Plan PLATTEVILLE SCHOOL DISTRICT (#17JD24N)

Explanation of Renewal Change Effective: July 1, 2024 - June 30, 2025

Experience (Actual Mix of all Benefit Plans) Prior Current

(1) Experience Periods 07/01/2022 - 11/30/2022 12/01/2022 - 11/30/2023

(2) Medical Loss Ratio (Paid) 88% 136%

(3) Annual Trend used in line (13) 8.0% 8.0%

(4) Midpoint Experience to Midpoint Rating Period # of months 27.5 19.0 

(5) Group Specific Claims Experience $703,859 $2,736,638

(6) Member Months 2,458 6,050

Experience PMPM (Per Member Per Month)

(7) Claims Experience PMPM (5) / (6) $286.35 $452.34

(8) Catastrophic Claims (Amount > $100,000) $0.00 ($18.12)

(9) Claims with Catastrophic Removed (7) + (8) $286.35 $434.22

(10) Claims Lag Factor 1.0000 1.0214

(11) Benefit Adjustment Factor 0.9884 0.9878

(12) Age/Gender Adjustment Factor 0.9450 0.9741

(13) Effective Trend Factor 1.1929 1.1296

(14) Trended Claims (9) x (10) x (11) x (12) x (13) $319.03 $482.07

(15) Pooling Charge $55.80 $55.80

(16) SubTotal After Pooling Charge = (14) + (15) $374.83 $537.87

(17) Experience Weights 20% 80%

(18) Experience Expected Claims Weighted PMPM ((Prior (16) x (17)) + ((Current (16) x (17)) $505.26

Manual Rates PMPM (Per Member Per Month)

(19) Manual Base Expected Claims (with Geographic Adjustment) PMPM $481.91

(20) Age/Gender Risk Adjustment Factor 0.8548

(21) Adjusted Manual Rate = (19) x (20) $411.93

Blending Experience with Manual Expected Claims

(22) Member Count 529

(23) Credibility of Group's Experience 80% PMPM Annual Total

(24) Blended Expected Claims 80% x 505.26 + 20% x 411.93 $486.59 $3,088,904

(25) Administrative Expense $56.13 $356,293

(26) PCORI Fee $0.22 $1,397

(27) Reinsurance Fee $0.00 $0

(28) Health Insurer Tax (0.00%) $0.00 $0

(29) Subtotal ACA Fees & Tax (0.06%) $0.22 $1,397

(30) Risk Margin (2.00%) $7.05 $44,776

(31) Underwriting Adjustment (-24.44%) ($134.44) ($853,445)

(32) Subtotal Premium Rate PMPM (24) + (25) + (29) + (30) + (31) $415.55 $2,637,925

(33) Business Adjustment (-15.13%) ($62.87) ($399,113)

(34) Final Premium Rate PMPM = (32) + (33) $352.68 $2,238,812

%

Increase PMPM Annual Total

Current Premium Rate $332.72 $2,112,088

Subtotal Premium Rate 24.9% $415.55 $2,637,925

Final Premium Rate 6.0% $352.68 $2,238,812

 2/15/2024 9:31 AM Quote # 0528033-02



1 - 0 1 - 1 1 - 2

Rates for HMO Plan

Current Rates

 Enrollment Subscribers Members Plan 1 - 0

Subscriber Only 44 44 $474.17 $502.62 6.0%

Subscriber + Family 118 461 $1,232.84 $1,306.81 6.0%

Subtotal Active 162 505

Medicare Eligible Enrollment

Subscriber Only, Medicare 2 2 $450.46 $477.49 6.0%

Subscriber + One, 2 w/ Medicare 0 0 $900.92 $954.98 6.0%

Subscriber + One, 1 w/ Medicare 0 0 $924.63 $980.11 6.0%

Subscriber + Family, 1 w/ Medicare 1 4 $1,232.84 $1,306.81 6.0%

Subscriber + Family, 2 or more w/ Medicare 0 0 $1,209.13 $1,281.68 6.0%

Subtotal Medicare Eligible 3 6

Total 165 511

Monthly Premium $168,472.36 178580.65

Annual Premium $2,021,668 $2,142,968

Change from Current Rates 6.0%

RENEWAL ACCEPTANCE Medical code HMO06362

Please select one of the following: Pharmacy code PHA04692

  Renew with renewing plan indicated above o

  Renew with a plan change o

  Circle desired alternative above

Plan changes made less than 45 days prior to the renewal will result in a second SBC mailing

Title: 

Signature:

Date: 

All plans noted as Focus include only Dean Clinic & SSM Affiliates locations in Dane, Rock & Sauk counties.

To view your SBC information please visit our website at https://app.deancare.com/sites/sbc/employergroup
If you cannot locate your SBC, please contact your Account Manager for assistance.

E-Mail: heather.mcdonald@deancare.com

2 - 0

PLATTEVILLE SCHOOL DISTRICT (#17JD24N)
Dean Health Plan

Rate Sheet

HMO HDHP

HMO05960

To ensure a correct July billing statement and correct SBC information is mailed to your insured employees, return this renewal acceptance no later than Saturday, May 18, 2024

Over Current

Heather McDonald

Account Manager

Dean Health Plan

Direct: 608-827-4062

Fax: 608-252-0834

Please return this page to:

$1,600/$3,200 Limit

Increase

0%/0%/0%/0% Rx

$1,600 Ded

Renewal Rates

Rates Effective: July 1, 2024 - June 30, 2025

HMO HDHP

0% Coins

$1,500 Ded

0% Coins

0%/0%/0%/0% Rx

$1,500/$3,000 Limit

 2/15/2024 9:31 AM Quote # 0528033-02



PLATTEVILLE SCHOOL DISTRICT (#17JD24N)
Dean Health Plan

Rate Sheet

Rates Effective: July 1, 2024 - June 30, 2025

2 - 1 2 - 2

Rates for POS Plan

Current Rates

 Enrollment Subscribers Members Plan 2 - 0

Subscriber Only 2 2 $502.33 $532.47 6.0%

Subscriber + Family 5 16 $1,306.06 $1,384.42 6.0%

Subtotal Active 7 18

Medicare Eligible Enrollment

Subscriber Only, Medicare 0 0 $477.21 $505.85 6.0%

Subscriber + One, 2 w/ Medicare 0 0 $954.43 $1,011.69 6.0%

Subscriber + One, 1 w/ Medicare 0 0 $979.54 $1,038.32 6.0%

Subscriber + Family, 1 w/ Medicare 0 0 $1,306.06 $1,384.42 6.0%

Subscriber + Family, 2 or more w/ Medicare 0 0 $1,280.94 $1,357.80 6.0%

Subtotal Medicare Eligible 0 0

Total 7 18

Monthly Premium $7,534.96 $7,987.04

Annual Premium $90,420 $95,844

Change from Current Rates 6.0%

RENEWAL ACCEPTANCE Medical code POS04844

Please select one of the following: Pharmacy code PHA04746

  Renew with renewing plan indicated above o

  Renew with a plan change o

  Circle desired alternative above

Plan changes made less than 45 days prior to the renewal will result in a second SBC mailing

Title: 

Signature:

Date: 

All plans noted as Focus include only Dean Clinic & SSM Affiliates locations in Dane, Rock & Sauk counties.

To view your SBC information please visit our website at https://app.deancare.com/sites/sbc/employergroup

If you cannot locate your SBC, please contact your Account Manager for assistance.

E-Mail: heather.mcdonald@deancare.com

POS HDHP

2 - 0

$1,600/$3,200 Limit

Account Manager

Dean Health Plan

0% Coins

POS04568

To ensure a correct July billing statement and correct SBC information is mailed to your insured employees, return this renewal acceptance no later than Saturday, May 18, 2024

Please return this page to:

Heather McDonald

Renewal Rates

POS HDHP

0%/0%/0%/0% Rx

$1,600 Ded

Over Current

Increase

0%/0%/0%/0% Rx

$1,500/$3,000 Limit

Direct: 608-827-4062

Fax: 608-252-0834

$1,500 Ded

0% Coins

 2/15/2024 9:31 AM Quote # 0528033-02



PLATTEVILLE SCHOOL DISTRICT (#17JD24N)
Dean Health Plan

Rate Sheet

Rates Effective: July 1, 2024 - June 30, 2025

3 - 1 3 - 2

Rates for PPO Plan

Current Rates

 Enrollment Subscribers Members Plan 3 - 0

Subscriber Only 0 0 $582.99 $617.97 6.0%

Subscriber + Family 0 0 $1,515.77 $1,606.72 6.0%

Subtotal Active 0 0

Medicare Eligible Enrollment

Subscriber Only, Medicare 0 0 $553.84 $587.07 6.0%

Subscriber + One, 2 w/ Medicare 0 0 $1,107.68 $1,174.14 6.0%

Subscriber + One, 1 w/ Medicare 0 0 $1,136.83 $1,205.04 6.0%

Subscriber + Family, 1 w/ Medicare 0 0 $1,515.77 $1,606.72 6.0%

Subscriber + Family, 2 or more w/ Medicare 0 0 $1,486.62 $1,575.82 6.0%

Subtotal Medicare Eligible 0 0

Total 0 0

Monthly Premium $0.00 $0.00

Annual Premium $0 $0

Change from Current Rates 6.0%

RENEWAL ACCEPTANCE Medical code PPO04456

Please select one of the following: Pharmacy code PHA04746

  Renew with renewing plan indicated above o

  Renew with a plan change o

  Circle desired alternative above

Plan changes made less than 45 days prior to the renewal will result in a second SBC mailing

Title: 

Signature:

Date: 

All plans noted as Focus include only Dean Clinic & SSM Affiliates locations in Dane, Rock & Sauk counties.

To view your SBC information please visit our website at https://app.deancare.com/sites/sbc/employergroup

If you cannot locate your SBC, please contact your Account Manager for assistance.

E-Mail: heather.mcdonald@deancare.com

Renewal Rates

Over Current

Increase

Dean Health Plan

Direct: 608-827-4062

Please return this page to:

Fax: 608-252-0834

PPO04195

Heather McDonald

Account Manager

To ensure a correct July billing statement and correct SBC information is mailed to your insured employees, return this renewal acceptance no later than Saturday, May 18, 2024

PPO HDHP

$1,600/$3,200 Limit

PPO HDHP

3 - 0

0% Coins

0%/0%/0%/0% Rx

$1,600 Ded$1,500 Ded

0% Coins

0%/0%/0%/0% Rx

$1,500/$3,000 Limit

 2/15/2024 9:31 AM Quote # 0528033-02



PLATTEVILLE SCHOOL DISTRICT (#17JD24N)
Dean Health Plan

Rate Sheet

Rates Effective: July 1, 2024 - June 30, 2025

4 - 1 4 - 2

Rates for HMO Plan

Current Rates

 Enrollment Subscribers Members Plan 4 - 0

Subscriber Only 0 0 $0.00 $0.00 0.0%

Subscriber + Family 0 0 $0.00 $0.00 0.0%

Subtotal Active 0 0

Medicare Eligible Enrollment

Subscriber Only, Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + One, 2 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + One, 1 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + Family, 1 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + Family, 2 or more w/ Medicare 0 0 $0.00 $0.00 0.0%

Subtotal Medicare Eligible 0 0

Total 0 0

Monthly Premium $0.00 $0.00

Annual Premium $0 $0

Change from Current Rates 0.0%

RENEWAL ACCEPTANCE Medical code HMO06362

Please select one of the following: Pharmacy code PHA04692

  Renew with renewing plan indicated above o

  Renew with a plan change o

  Circle desired alternative above

Plan changes made less than 45 days prior to the renewal will result in a second SBC mailing

Title: 

Signature:

Date: 

All plans noted as Focus include only Dean Clinic & SSM Affiliates locations in Dane, Rock & Sauk counties.

To view your SBC information please visit our website at https://app.deancare.com/sites/sbc/employergroup

If you cannot locate your SBC, please contact your Account Manager for assistance.

E-Mail: heather.mcdonald@deancare.com

Renewal Rates

HMO HDHP

4 - 0
HMO HDHP

$1,600 Ded

0% Coins

0%/0%/0%/0% Rx

$1,600/$3,200 Limit

Direct: 608-827-4062

Fax: 608-252-0834

To ensure a correct July billing statement and correct SBC information is mailed to your insured employees, return this renewal acceptance no later than Saturday, May 18, 2024

Increase

Over Current

Account Manager

Dean Health Plan

Please return this page to:

Heather McDonald

$1,500 Ded

0%/0%/0%/0% Rx

$1,500/$3,000 Limit

0% Coins

HMO05960

 2/15/2024 9:31 AM Quote # 0528033-02



PLATTEVILLE SCHOOL DISTRICT (#17JD24N)
Dean Health Plan

Rate Sheet

Rates Effective: July 1, 2024 - June 30, 2025

5 - 0 5 - 1 5 - 2

Rates for POS Plan

Current Rates Increase

 Enrollment Subscribers Members Plan 5 - 0

Subscriber Only 0 0 $0.00 $0.00 0.0%

Subscriber + Family 0 0 $0.00 $0.00 0.0%

Subtotal Active 0 0

Medicare Eligible Enrollment

Subscriber Only, Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + One, 2 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + One, 1 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + Family, 1 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + Family, 2 or more w/ Medicare 0 0 $0.00 $0.00 0.0%

Subtotal Medicare Eligible 0 0

Total 0 0

Monthly Premium $0.00 $0.00

Annual Premium $0 $0

Change from Current Rates 0.0%

RENEWAL ACCEPTANCE Medical code POS04844

Please select one of the following: Pharmacy code PHA04746

  Renew with renewing plan indicated above o

  Renew with a plan change o

  Circle desired alternative above

Plan changes made less than 45 days prior to the renewal will result in a second SBC mailing

Title: 

Signature:

Date: 

All plans noted as Focus include only Dean Clinic & SSM Affiliates locations in Dane, Rock & Sauk counties.

To view your SBC information please visit our website at https://app.deancare.com/sites/sbc/employergroup

If you cannot locate your SBC, please contact your Account Manager for assistance.

Fax: 608-252-0834

E-Mail: heather.mcdonald@deancare.com

Direct: 608-827-4062

To ensure a correct July billing statement and correct SBC information is mailed to your insured employees, return this renewal acceptance no later than Saturday, May 18, 2024

Account Manager

0% Coins

0%/0%/0%/0% Rx

POS04568

Renewal Rates

Over Current

$1,600/$3,200 Limit

Please return this page to:

Heather McDonald

POS HDHP

$1,600 Ded

Dean Health Plan

$1,500 Ded

0% Coins

POS HDHP

0%/0%/0%/0% Rx

$1,500/$3,000 Limit

 2/15/2024 9:31 AM Quote # 0528033-02



PLATTEVILLE SCHOOL DISTRICT (#17JD24N)
Dean Health Plan

Rate Sheet

Rates Effective: July 1, 2024 - June 30, 2025

6 - 0 6 - 1 6 - 2

Rates for PPO Plan 

Current Rates

 Enrollment Subscribers Members Plan 6 - 0

Subscriber Only 0 0 $0.00 $0.00 0.0%

Subscriber + Family 0 0 $0.00 $0.00 0.0%

Subtotal Active 0 0

Medicare Eligible Enrollment

Subscriber Only, Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + One, 2 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + One, 1 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + Family, 1 w/ Medicare 0 0 $0.00 $0.00 0.0%

Subscriber + Family, 2 or more w/ Medicare 0 0 $0.00 $0.00 0.0%

Subtotal Medicare Eligible 0 0

Total 0 0

Monthly Premium $0.00 $0.00

Annual Premium $0 $0

Change from Current Rates 0.0%

RENEWAL ACCEPTANCE Medical code PPO04456

Please select one of the following: Pharmacy code PHA04746

  Renew with renewing plan indicated above o

  Renew with a plan change o

Circle desired alternative above

Plan changes made less than 45 days prior to the renewal will result in a second SBC mailing

Title: 

Signature:

Date: 

All plans noted as Focus include only Dean Clinic & SSM Affiliates locations in Dane, Rock & Sauk counties.

To view your SBC information please visit our website at https://app.deancare.com/sites/sbc/employergroup

If you cannot locate your SBC, please contact your Account Manager for assistance.

Please return this page to:

E-Mail: heather.mcdonald@deancare.com

PPO HDHP

Increase

PPO HDHP

Account Manager

Dean Health Plan

Direct: 608-827-4062

Fax: 608-252-0834

Heather McDonald

Over CurrentPPO04195

$1,600 Ded

0% Coins

$1,500 Ded

0% Coins

0%/0%/0%/0% Rx

$1,500/$3,000 Limit

To ensure a correct July billing statement and correct SBC information is mailed to your insured employees, return this renewal acceptance no later than Saturday, May 18, 2024

Renewal Rates

$1,600/$3,200 Limit

0%/0%/0%/0% Rx

 2/15/2024 9:31 AM Quote # 0528033-02



PLATTEVILLE SCHOOL DISTRICT (#17JD24N)
Dean Health Plan

Rate Sheet

Rates Effective: July 1, 2024 - June 30, 2025

DHP reserves the right to adjust the rates if multiple plans in a product type are offered.

Total
Renewal Annual Premium $2,238,812

Current Annual Premium $2,112,088

Overall Change 6.0%

 2/15/2024 9:31 AM Quote # 0528033-02



This is a highlight of your benefits and should not be relied upon to fully disclose your coverage.
Please review your Member Certificate of Coverage for an exact description of the services and supplies that are covered, excluded, or limited and other terms and 

conditions of coverage.  Your Member Certificate is available at https://app.deancare.com/sites/sbc/employergroup
Quote ID# 0528033-02      Date Prepared: 2/15/2024 9:31:53 AM

PLATTEVILLE SCHOOL DISTRICT
Benefit Summary
Effective: 07/01/2024

Plan Code: HMO06362 / PHA04692 Plan Type: Coinsurance HDHP Network: HMO Contract: Contract Year Plan 1-0
Plan Overview Plan Providers - You Pay Non-Plan Providers - You Pay 
  Aggregate Deductible* $1,600 single / $3,200  family Not Applicable

  Coinsurance 0% coinsurance after deductible Not Applicable

  Primary Office Visit Charge 0% coinsurance after deductible Not Covered

  Specialist Office Visit Charge 0% coinsurance after deductible Not Covered

  Preventive Services $0 copay Not Covered

  Deductible & Coinsurance Limit Not Applicable Not Applicable

  Maximum Out-of-Pocket** $1,600 single / $3,200 family Not Applicable

    *The entire family deductible must be paid out of pocket before the plan pays for services
    **Deductible and Coinsurance Limit plus Medical and Prescription Copays unless otherwise noted

Prescription Drugs, Insulin & Disposable Diabetic Supplies* 4 Tier Select

  Rx Deductible No separate Rx deductibles No separate Rx deductibles

  Rx Maximum Out-of-Pocket No Separate Rx Out-of-Pocket Max No Separate Rx Out-of-Pocket Max

  Mail Order 90-day supply (Tiers 1 - 3) policy coinsurance after deductible; Tier 4 Not Covered

Tier 1 Tier 2 Tier 3 Tier 4

  In-Network 0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

  Out-of-Network Not Covered Not Covered Not Covered Not Covered
    *Unless otherwise indicated, generic or brand name drugs can be found in any formulary tier
    *This new plan includes prescription drug coverage that is creditable

Diagnostic Services Plan Providers - You Pay Non-Plan Providers - You Pay 
  Diagnostic Services (Xrays/Labs) 0% coinsurance after deductible Not Covered

  CAT Scans/MRI/MRA 0% coinsurance after deductible Not Covered

Hospital & Surgical Center
  Inpatient Hospital 0% coinsurance after deductible Not Covered

  Outpatient Hospital 0% coinsurance after deductible Not Covered

Emergency Services
  Urgent Care 0% coinsurance after deductible 0% coinsurance after deductible

  Emergency Room Services                                              0% coinsurance after deductible 0% coinsurance after deductible

  Ambulance 0% coinsurance after deductible 0% coinsurance after deductible

    

Additional Plan Design Attributes

https://app.deancare.com/sites/sbc/employergroup


This is a highlight of your benefits and should not be relied upon to fully disclose your coverage.
Please review your Member Certificate of Coverage for an exact description of the services and supplies that are covered, excluded, or limited and other terms and 

conditions of coverage.  Your Member Certificate is available at https://app.deancare.com/sites/sbc/employergroup
Quote ID# 0528033-02      Date Prepared: 2/15/2024 9:31:53 AM

PLATTEVILLE SCHOOL DISTRICT
Benefit Summary
Effective: 07/01/2024

Plan Code: POS04844 / PHA04746 Plan Type: Coinsurance HDHP Network: POS Contract: Contract Year Plan 2-0
Plan Overview Plan Providers - You Pay Non-Plan Providers - You Pay 
  Aggregate Deductible* $1,600 single / $3,200  family $3,200 single / $6,400 family

  Coinsurance 0% coinsurance after deductible 20% coinsurance after deductible

  Primary Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Specialist Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Preventive Services $0 copay 20% coinsurance after deductible

  Deductible & Coinsurance Limit Not Applicable Not Applicable

  Maximum Out-of-Pocket** $1,600 single / $3,200 family $6,400 single / $12,800 family

    *The entire family deductible must be paid out of pocket before the plan pays for services
    **Deductible and Coinsurance Limit plus Medical and Prescription Copays unless otherwise noted

Prescription Drugs, Insulin & Disposable Diabetic Supplies* 4 Tier Select

  Rx Deductible No separate Rx deductibles No separate Rx deductibles

  Rx Maximum Out-of-Pocket No Separate Rx Out-of-Pocket Max No Separate Rx Out-of-Pocket Max

  Mail Order 90-day supply (Tiers 1 - 3) policy coinsurance after deductible; Tier 4 Not Covered

Tier 1 Tier 2 Tier 3 Tier 4

  In-Network 0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

  Out-of-Network 20% coinsurance after 
deductible

20% coinsurance after 
deductible

Not Covered 20% coinsurance after 
deductible

    *Unless otherwise indicated, generic or brand name drugs can be found in any formulary tier
    *This new plan includes prescription drug coverage that is creditable

Diagnostic Services Plan Providers - You Pay Non-Plan Providers - You Pay 
  Diagnostic Services (Xrays/Labs) 0% coinsurance after deductible 20% coinsurance after deductible

  CAT Scans/MRI/MRA 0% coinsurance after deductible 20% coinsurance after deductible

Hospital & Surgical Center
  Inpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

  Outpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

Emergency Services
  Urgent Care 0% coinsurance after deductible 0% coinsurance after in-network deductible

  Emergency Room Services                                              0% coinsurance after deductible 0% coinsurance after in-network deductible

  Ambulance 0% coinsurance after deductible 0% coinsurance after in-network deductible

    

Additional Plan Design Attributes

https://app.deancare.com/sites/sbc/employergroup


This is a highlight of your benefits and should not be relied upon to fully disclose your coverage.
Please review your Member Certificate of Coverage for an exact description of the services and supplies that are covered, excluded, or limited and other terms and 

conditions of coverage.  Your Member Certificate is available at https://app.deancare.com/sites/sbc/employergroup
Quote ID# 0528033-02      Date Prepared: 2/15/2024 9:31:53 AM

PLATTEVILLE SCHOOL DISTRICT
Benefit Summary
Effective: 07/01/2024

Plan Code: PPO04456 / PHA04746 Plan Type: Coinsurance HDHP Network: PPO Contract: Contract Year Plan 3-0
Plan Overview Plan Providers - You Pay Non-Plan Providers - You Pay 
  Aggregate Deductible* $1,600 single / $3,200  family $3,200 single / $6,400 family

  Coinsurance 0% coinsurance after deductible 20% coinsurance after deductible

  Primary Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Specialist Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Preventive Services $0 copay 20% coinsurance after deductible

  Deductible & Coinsurance Limit Not Applicable Not Applicable

  Maximum Out-of-Pocket** $1,600 single / $3,200 family $6,400 single / $12,800 family

    *The entire family deductible must be paid out of pocket before the plan pays for services
    **Deductible and Coinsurance Limit plus Medical and Prescription Copays unless otherwise noted

Prescription Drugs, Insulin & Disposable Diabetic Supplies* 4 Tier Select

  Rx Deductible No separate Rx deductibles No separate Rx deductibles

  Rx Maximum Out-of-Pocket No Separate Rx Out-of-Pocket Max No Separate Rx Out-of-Pocket Max

  Mail Order 90-day supply (Tiers 1 - 3) policy coinsurance after deductible; Tier 4 Not Covered

Tier 1 Tier 2 Tier 3 Tier 4

  In-Network 0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

  Out-of-Network 20% coinsurance after 
deductible

20% coinsurance after 
deductible

Not Covered 20% coinsurance after 
deductible

    *Unless otherwise indicated, generic or brand name drugs can be found in any formulary tier
    *This new plan includes prescription drug coverage that is creditable

Diagnostic Services Plan Providers - You Pay Non-Plan Providers - You Pay 
  Diagnostic Services (Xrays/Labs) 0% coinsurance after deductible 20% coinsurance after deductible

  CAT Scans/MRI/MRA 0% coinsurance after deductible 20% coinsurance after deductible

Hospital & Surgical Center
  Inpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

  Outpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

Emergency Services
  Urgent Care 0% coinsurance after deductible 0% coinsurance after in-network deductible

  Emergency Room Services                                              0% coinsurance after deductible 0% coinsurance after in-network deductible

  Ambulance 0% coinsurance after deductible 0% coinsurance after in-network deductible

    

Additional Plan Design Attributes

https://app.deancare.com/sites/sbc/employergroup


This is a highlight of your benefits and should not be relied upon to fully disclose your coverage.
Please review your Member Certificate of Coverage for an exact description of the services and supplies that are covered, excluded, or limited and other terms and 

conditions of coverage.  Your Member Certificate is available at https://app.deancare.com/sites/sbc/employergroup
Quote ID# 0528033-02      Date Prepared: 2/15/2024 9:31:53 AM

PLATTEVILLE SCHOOL DISTRICT
Benefit Summary
Effective: 07/01/2024

Plan Code: HMO06362 / PHA04692 Plan Type: Coinsurance HDHP Network: HMO Contract: Contract Year Plan 4-0
Plan Overview Plan Providers - You Pay Non-Plan Providers - You Pay 
  Aggregate Deductible* $1,600 single / $3,200  family Not Applicable

  Coinsurance 0% coinsurance after deductible Not Applicable

  Primary Office Visit Charge 0% coinsurance after deductible Not Covered

  Specialist Office Visit Charge 0% coinsurance after deductible Not Covered

  Preventive Services $0 copay Not Covered

  Deductible & Coinsurance Limit Not Applicable Not Applicable

  Maximum Out-of-Pocket** $1,600 single / $3,200 family Not Applicable

    *The entire family deductible must be paid out of pocket before the plan pays for services
    **Deductible and Coinsurance Limit plus Medical and Prescription Copays unless otherwise noted

Prescription Drugs, Insulin & Disposable Diabetic Supplies* 4 Tier Select

  Rx Deductible No separate Rx deductibles No separate Rx deductibles

  Rx Maximum Out-of-Pocket No Separate Rx Out-of-Pocket Max No Separate Rx Out-of-Pocket Max

  Mail Order 90-day supply (Tiers 1 - 3) policy coinsurance after deductible; Tier 4 Not Covered

Tier 1 Tier 2 Tier 3 Tier 4

  In-Network 0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

  Out-of-Network Not Covered Not Covered Not Covered Not Covered
    *Unless otherwise indicated, generic or brand name drugs can be found in any formulary tier
    *This new plan includes prescription drug coverage that is creditable

Diagnostic Services Plan Providers - You Pay Non-Plan Providers - You Pay 
  Diagnostic Services (Xrays/Labs) 0% coinsurance after deductible Not Covered

  CAT Scans/MRI/MRA 0% coinsurance after deductible Not Covered

Hospital & Surgical Center
  Inpatient Hospital 0% coinsurance after deductible Not Covered

  Outpatient Hospital 0% coinsurance after deductible Not Covered

Emergency Services
  Urgent Care 0% coinsurance after deductible 0% coinsurance after deductible

  Emergency Room Services                                              0% coinsurance after deductible 0% coinsurance after deductible

  Ambulance 0% coinsurance after deductible 0% coinsurance after deductible

    

Additional Plan Design Attributes

https://app.deancare.com/sites/sbc/employergroup


This is a highlight of your benefits and should not be relied upon to fully disclose your coverage.
Please review your Member Certificate of Coverage for an exact description of the services and supplies that are covered, excluded, or limited and other terms and 

conditions of coverage.  Your Member Certificate is available at https://app.deancare.com/sites/sbc/employergroup
Quote ID# 0528033-02      Date Prepared: 2/15/2024 9:31:53 AM

PLATTEVILLE SCHOOL DISTRICT
Benefit Summary
Effective: 07/01/2024

Plan Code: POS04844 / PHA04746 Plan Type: Coinsurance HDHP Network: POS Contract: Contract Year Plan 5-0
Plan Overview Plan Providers - You Pay Non-Plan Providers - You Pay 
  Aggregate Deductible* $1,600 single / $3,200  family $3,200 single / $6,400 family

  Coinsurance 0% coinsurance after deductible 20% coinsurance after deductible

  Primary Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Specialist Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Preventive Services $0 copay 20% coinsurance after deductible

  Deductible & Coinsurance Limit Not Applicable Not Applicable

  Maximum Out-of-Pocket** $1,600 single / $3,200 family $6,400 single / $12,800 family

    *The entire family deductible must be paid out of pocket before the plan pays for services
    **Deductible and Coinsurance Limit plus Medical and Prescription Copays unless otherwise noted

Prescription Drugs, Insulin & Disposable Diabetic Supplies* 4 Tier Select

  Rx Deductible No separate Rx deductibles No separate Rx deductibles

  Rx Maximum Out-of-Pocket No Separate Rx Out-of-Pocket Max No Separate Rx Out-of-Pocket Max

  Mail Order 90-day supply (Tiers 1 - 3) policy coinsurance after deductible; Tier 4 Not Covered

Tier 1 Tier 2 Tier 3 Tier 4

  In-Network 0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

  Out-of-Network 20% coinsurance after 
deductible

20% coinsurance after 
deductible

Not Covered 20% coinsurance after 
deductible

    *Unless otherwise indicated, generic or brand name drugs can be found in any formulary tier
    *This new plan includes prescription drug coverage that is creditable

Diagnostic Services Plan Providers - You Pay Non-Plan Providers - You Pay 
  Diagnostic Services (Xrays/Labs) 0% coinsurance after deductible 20% coinsurance after deductible

  CAT Scans/MRI/MRA 0% coinsurance after deductible 20% coinsurance after deductible

Hospital & Surgical Center
  Inpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

  Outpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

Emergency Services
  Urgent Care 0% coinsurance after deductible 0% coinsurance after in-network deductible

  Emergency Room Services                                              0% coinsurance after deductible 0% coinsurance after in-network deductible

  Ambulance 0% coinsurance after deductible 0% coinsurance after in-network deductible

    

Additional Plan Design Attributes

https://app.deancare.com/sites/sbc/employergroup


This is a highlight of your benefits and should not be relied upon to fully disclose your coverage.
Please review your Member Certificate of Coverage for an exact description of the services and supplies that are covered, excluded, or limited and other terms and 

conditions of coverage.  Your Member Certificate is available at https://app.deancare.com/sites/sbc/employergroup
Quote ID# 0528033-02      Date Prepared: 2/15/2024 9:31:53 AM

PLATTEVILLE SCHOOL DISTRICT
Benefit Summary
Effective: 07/01/2024

Plan Code: PPO04456 / PHA04746 Plan Type: Coinsurance HDHP Network: PPO Contract: Contract Year Plan 6-0
Plan Overview Plan Providers - You Pay Non-Plan Providers - You Pay 
  Aggregate Deductible* $1,600 single / $3,200  family $3,200 single / $6,400 family

  Coinsurance 0% coinsurance after deductible 20% coinsurance after deductible

  Primary Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Specialist Office Visit Charge 0% coinsurance after deductible 20% coinsurance after deductible

  Preventive Services $0 copay 20% coinsurance after deductible

  Deductible & Coinsurance Limit Not Applicable Not Applicable

  Maximum Out-of-Pocket** $1,600 single / $3,200 family $6,400 single / $12,800 family

    *The entire family deductible must be paid out of pocket before the plan pays for services
    **Deductible and Coinsurance Limit plus Medical and Prescription Copays unless otherwise noted

Prescription Drugs, Insulin & Disposable Diabetic Supplies* 4 Tier Select

  Rx Deductible No separate Rx deductibles No separate Rx deductibles

  Rx Maximum Out-of-Pocket No Separate Rx Out-of-Pocket Max No Separate Rx Out-of-Pocket Max

  Mail Order 90-day supply (Tiers 1 - 3) policy coinsurance after deductible; Tier 4 Not Covered

Tier 1 Tier 2 Tier 3 Tier 4

  In-Network 0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

0% coinsurance after 
deductible

  Out-of-Network 20% coinsurance after 
deductible

20% coinsurance after 
deductible

Not Covered 20% coinsurance after 
deductible

    *Unless otherwise indicated, generic or brand name drugs can be found in any formulary tier
    *This new plan includes prescription drug coverage that is creditable

Diagnostic Services Plan Providers - You Pay Non-Plan Providers - You Pay 
  Diagnostic Services (Xrays/Labs) 0% coinsurance after deductible 20% coinsurance after deductible

  CAT Scans/MRI/MRA 0% coinsurance after deductible 20% coinsurance after deductible

Hospital & Surgical Center
  Inpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

  Outpatient Hospital 0% coinsurance after deductible 20% coinsurance after deductible

Emergency Services
  Urgent Care 0% coinsurance after deductible 0% coinsurance after in-network deductible

  Emergency Room Services                                              0% coinsurance after deductible 0% coinsurance after in-network deductible

  Ambulance 0% coinsurance after deductible 0% coinsurance after in-network deductible

    

Additional Plan Design Attributes

https://app.deancare.com/sites/sbc/employergroup


GROUP INFORMATION FORM
Please complete the following information to determine Large group or Small group status prior to renewal.

The information below will also confirm that participation and contribution requirements are being met.
Response is required within 10 days of receipt.

17JD24N PLATTEVILLE SCHOOL DISTRICT Anniversary July 1, 2024

    Please complete all questions. If a question does not apply, mark N/A.

1 Average number of full and part-time employees at all locations and subsidiaries over the prior calendar year.
(This is calculated by adding the number of employees reported for each month on your quarterly tax filings for the most 
recent calendar year and dividing by 12)

2 Total number of Current employees - please include full and part-time employees at all locations and subsidiaries.

3 From the number in Question 2 please list the total number of current employees that are eligible for Dean Health Plan
insurance.

4 Total waiving for other health insurance coverage not offered by the employer
(such as spousal coverage or Medicare)

5 List the percentage of Employer monthly premium contribution by coverage type:

Employee Employee + child(ren)

Employee + 
spouse

Family

6 If you have more than one carrier, do you contribute the same for each plan offered? (yes / no)
If no, please explain your contribution strategy.  

7 If you offer your employees a choice of other carriers, have the other carriers changed or have you added or removed 
carriers in the last 12 months?

(yes / no)

If yes, please explain the changes that occurred:  

8 List all health insurance plans offered to employees, who are also eligible for Dean Health Plan insurance.

Name of Health # of Insured
Insurance Carrier Employees*

* Number of Insured Employees should only include those covered by that carrier

Contact Person  

Title  

Phone  

Please return this page to:

Heather McDonald
Account Manager Dean 

Health Plan
                         Direct: 608-827-4062

 Fax: 608-252-0834
E-Mail: heather.mcdonald@deancare.com


