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P r o g r a m  F e a t u r e s

Better Information
Better Choices
Better Health

• No Waiting Periods. You can use your benefits as soon as your coverage becomes effective
(January 12, 2002).  There are no pre-existing condition limitations.

• A Choice of Coverage. Choose between self only or self and family.

• A Choice of Plans and Options. Select from Fee-For-Service (FFS), Health Maintenance
Organization (HMO), or Point of Service (POS) plans.

• Group Benefits and Premiums. You pay the total cost of your premium.

• Salary Deduction. You pay the premium through a payroll deduction.

• First Opportunity to Enroll. After one year of current continuous employment, excluding any
break in service of five days or less, and meet certain position related criteria.  See page 1.

• Annual Enrollment Opportunity. Each year you can enroll or change your health plan enroll-
ment.  This year the Open Season runs from November 12, 2001 through December 10, 2001, and
all open season enrollment changes become effective January 12, 2002.

• Continued Group Coverage. Eligible participants can continue coverage following divorce,
death, or changes in employment status.  Whether or not you enroll now will not affect any future
eligibility in a non-temporary appointment or to continue FEHB during retirement.  See your local
personnel office for more information.

• Coverage After FEHB Ends. You or your family members may be eligible for temporary contin-
uation of FEHB coverage or for conversion to non-group (private) coverage when FEHB coverage
ends.  See your local personnel office for more information.
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Things to Remember

■■✔ A number of plans withdrew from the FEHB Program.  
Make sure your plan will be offered in 2002.

■■✔ Be aware of benefit changes within your cur-
current plan for 2002.

■■✔ Check for premium changes for the 2002 plan year.

■■✔ Paying your premium contributions on a pre-tax basis restricts your ability
to reduce or cancel coverage outside of FEHB Open Season. Please be 
certain to read pages 9-11 of this guide and review the Qualified Life 
Status Changes that allow this type of enrollment change.

The information in this Guide gives you an overview of the FEHB Program and its participating plans.
Before you make any final decisions about health plans, read the plan brochures.
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Overview

The United States Postal Service (USPS) provides
health benefits to eligible non-career employees by
participating in the Federal Employees Health Benefits
(FEHB) Program, which is administered by the U.S.
Office of Personnel Management (OPM), Office of
Insurance Programs.  FEHB began operation in July
1960 and almost 9 million people, including 2.3 mil-
lion federal and postal employees, 1.9 million retirees,
and eligible family members, are members of the
plan.  It is the largest employer-sponsored health
insurance program in the world.  OPM interprets
health insurance laws and writes regulations for the
FEHB Program.  It gives advice and guidance to the
USPS and other participating agencies to process your
enrollment changes and to deduct your premiums.
OPM also contracts with and monitors all of the plans
participating in the FEHB Program.

The purpose of this 2002 Guide to Federal Employees
Health Benefits (FEHB) Plans is to provide informa-
tion about enrollment and premium features that
USPS non-career employees must consider when
selecting a health insurance plan under the FEHB Pro-
gram.  The Guide is a summary of FEHB plans -- the
plan brochures give specific benefit information.  You
can get individual plan brochures directly from the
health plans or from your local personnel office.
OPM’s web site, www.opm.gov/insure, also provides
this guide, various plan brochures, and other helpful
information.

You may choose from among Fee-for-Service (FFS)
plans regardless of where you live (see pages 14
through 16) and from Health Maintenance Organiza-
tions (HMOs) plans if you live (or sometimes if you
work) within the area serviced by the plan (see pages
22 through 57).  Some HMOs also offer a Point of Ser-
vice (POS) product, which allows you to use
providers who are not part of the HMO network, but
at an increased cost.

FEHB eligibility, enrollment requirements, premium
costs and the plans available for 2002 are the same for
USPS temporary (non-career) employees as for federal
(non-postal) temporary employees.  

Non-career Rural Carriers and Transitional Employees
who are represented by the American Postal Workers
Union (APWU) may elect to have premium costs with-
held from pay on a pre-tax basis.  If you are an
employee in either category be sure to read pages 9
through 11 of this guide which provide information
regarding pre-tax payment.  There are advantages and
disadvantages to the pre-tax payment of premium
contributions that you need to understand.  Certain
restrictions may affect your ability to cancel coverage
outside of FEHB Open Season.  

Coverage

To be eligible for FEHB enrollment, non-career
employees must meet three requirements:

1) Complete one full year (365 calendar days) of con-
tinuous employment with no breaks in service of
more than five days;

2) Have a regular scheduled tour of duty, arranged in
advance and expected to last for at least six
months; and

3) Maintain sufficient earnings each biweekly pay
period to have the total cost of premiums withheld
from pay after mandatory deductions for Social
Security, retirement, Medicare and federal tax.  

Newly eligible non-career employees may select a
health plan within 60 days of becoming eligible.  If
you do not enroll within 60 days of eligibility, you
must wait until open season or until the occurrence of
a permitting life event to enroll.  



Your choice of plans and options includes Self Only
coverage just for you, or Self and Family coverage for
you, your spouse, and unmarried dependent children
under age 22 (and in some cases, a disabled child 22
years or older who is incapable of self-support).  Fur-
ther information for determining family members’ eli-
gibility appears on page 2 of the Health Benefits Elec-
tion Form, SF 2809 (July 1999 edition).

When an event occurs that causes you or your family
member to lose coverage, the FEHB Program offers a
continuation of coverage feature, either temporarily or
by permanent conversion to a private sector policy.
Such events include but are not limited to:

Separation
Retirement
Divorce
Death
Relocation
Leave without pay
Child reaching age 22

It is your responsibility to understand and report
life events that may cause you or your family mem-
ber to lose eligibility.  Certain rules about coverage,
timelines, and premium amounts apply.  If you have
questions, see your local personnel office.  If you lose
coverage under the FEHB Program, you should auto-
matically receive a Certificate of Group Health Plan
Coverage from the last FEHB Plan to cover you.  If
not, the plan must give you one on request.  This cer-
tificate may be important to qualify for benefits if you
join a non-FEHB plan.

FEHB Open Season

Each year you have the opportunity to enroll or
change plans during an open season.  The 2001 Open
Season is from November 12 through close of busi-
ness December 10. Employees may make any one –
or a combination – of the following changes:

Enroll, if not enrolled
Change from one plan to another
Change from one option to another option
Change from Self Only to Self and Family
Change from Self and Family to Self Only
Change from pre-tax to post tax premium 
deduction or vice versa (see pages 9-11)

Cancel enrollment

If you decide to do any of the above actions, you
must submit an election form (Standard Form 2809) to
your local personnel office by close of business on
December 10, 2001.

Your new enrollment or any changes that you make
to your existing coverage will take effect on January
12, 2002.  If you decide NOT to change your enroll-
ment, DO NOTHING, and your present enrollment
will continue automatically unless your plan is not
participating in 2002.  If your plan is not participating
in 2002, you MUST choose another plan during open
season or you will not have FEHB coverage.  Ask
your local personnel office for a list of the plans that
will terminate at the end of the 2001 plan year.

Note: The new plan year benefits will take effect Jan-
uary 12, 2002.  The change in premium rate deduc-
tions will be seen in your February 1, 2002 earnings
statement.  Of special note is that the 2002 plan year
will end on December 31, 2002.  Based on current
information provided by the Office of Personnel Man-
agement (OPM), the 2003 plan year and all future
plan years will begin on January 1.

If you decide to cancel your coverage, you must sub-
mit a Standard Form 2809 that clearly reflects your
acceptance of the consequences of cancellation.  A
cancellation generally is effective at the end of the
pay period in which it is received by the local person-
nel office.  However, if cancellation is elected during
open season, it will become effective on January 11,
2002.  If during the plan year you pay premium con-
tributions on a pre-tax basis you will not be able to
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cancel or reduce (change from Self and Family to Self
Only) coverage unless you experience a qualified life
status change and your election is in keeping with the
change.  See pages 9 and 10.

Should you cancel coverage, you may not enroll again
until the next open season unless an event occurs that
permits enrollment, for example, a change in marital
status.

Note to those considering retirement: In deciding
whether to enroll in or cancel FEHB insurance,
remember that you will not be eligible for FEHB cov-
erage when you retire if you have not been continu-
ously covered, either as an enrollee or eligible family
member, for the 5 years immediately preceding retire-
ment, or, if less than 5 years, for the entire period
since your first opportunity to enroll.

You, as an employee, are responsible for being
informed about your health benefits. You should
thoroughly read this Guide, the brochures of plans
that interest you, and the bulletin board notices on

health benefits topics.  These include family member
eligibility, the option to continue or to terminate an
enrollment during periods of non-pay status or insuffi-
cient pay, dual enrollment prohibition, coverage for
former spouses, and discontinued health insurance
plans.  If you choose to have your premium contribu-
tions deducted on a pre-tax basis, be sure to read the
section on the pre-tax payment of health insurance
premium contributions, which specifies Internal Rev-
enue Service (IRS) restrictions for reducing or cancel-
ing coverage (pages 9-11).

After referring to these sources, if you still have ques-
tions regarding eligibility, enrollment criteria, contin-
ued coverage after certain life events, or if you need
an election form (SF 2809), contact your local person-
nel office. 

Note: Falsifying or misrepresenting family member
eligibility or enrollment is a violation of federal law
and may subject an employee to fine, imprison-
ment and/or disciplinary action.
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Quality

Quality matters to your health.  Some health plans, just
like doctors and hospitals, do a better job at caring for
patients than others.  Health plans today play an impor-
tant role in improving quality.  They can provide services
for wellness and prevention; coordinate care; and help
doctors, patients, and families work together.  These
things - when done well - can help produce good
results.

*  Enrollee Survey Results in this Guide have been
collected, scored, and reported by an independent orga-
nization - not by the health plans. We list here the survey
categories and actions the health plan can take to make
things better.  Note: A plan may not be rated for one of
three reasons:  1) It is new to the FEHB Program, 2) It
has fewer than 500 Federal enrollees, or 3) It did not
administer the survey as we asked; these plans are iden-
tified with an X.

Getting Needed Care. Did you have problems getting a
referral to a specialist or did you experience delays in
obtaining care?

• Health plans that do well on the survey educate
members up-front about the scope and limitations of
covered benefits, referral requirements, and preautho-
rizations.  They speed-up referrals for routine preventive
care or established diagnoses, especially for chronic con-
ditions.  They empower their own customer service staff
to resolve problems at the outset.

Getting Care Quickly. When you called during the
doctor's regular office hours, did you get the advice or
help you needed?  Could you get an appointment for
regular or routine care as soon as you wanted?

• Health plans that score well track the performance of
doctors or medical groups to see if there are problems
with patients getting needed appointments.  They use
members' definitions of "urgent" and "routine" needs -
and not physicians' - to measure providers' performance
against members' expectations.
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Getting information and selecting a health plan

Use this Guide and plan brochures to make your health plan decision.  The Guide is a summary of
FEHB plans; the plan brochures give specific benefit information.  You can get brochures from the
health plans or your local personnel office.  OPM’s web site, www.opm.gov/insure provides the
Guides, brochures, and other helpful information.

Before selecting a health plan:
• Consider quality (look for accreditation and survey results)
• Compare benefits in the brochures
• Review costs (premiums, deductibles, copayments, etc)
• Understand how the plan works
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How Well Doctors Communicate. Did your doctor lis-
ten carefully to you and explain things in a way you
could understand?  Did he spend enough time with you?

• Plans that do well can survey members of specific
medical groups or practices and provide physicians with
feedback on their performance.  They recruit physicians
with the best reputations in the community, and they
develop guidelines that aid physicians in communication
with patients with specific diseases or conditions.

Customer Service. When you called your plan's cus-
tomer service department, were they helpful?  Did you
have paperwork problems?  Were the plan's written
materials understandable?

• The better performing plans train customer service
teams to deal solely with FEHB enrollees.  They also
look for ways to reach out directly to members, to elicit
their concerns, and inform them about changes in poli-
cies and practices that would affect them.  Just as impor-
tantly, they issue "report cards" to members about the
performance of medical groups on key measures of qual-
ity, including patients' reported experiences with each
group.

Claims Processing.  Did your plan pay your claims cor-
rectly and in a reasonable time?

• A well-rated plan informs you if there will be a delay
in processing a claim, e.g., additional information is
needed from the doctor.  The plan's Explanation of Ben-
efits should be clear and understandable.

Overall Plan Satisfaction. How would you rate your
overall experience with your health plan?

• Health plans that do well on the survey value you as
a customer.

*  Accreditation is the most widely accepted way to
measure and evaluate health system performance.  It is a
rigorous and comprehensive evaluation by independent
organizations that assess the quality of the key systems
and processes that health care organizations use.  It may
also assess the care and service health plans deliver in
areas such as immunization rates, mammography rates,
and member satisfaction.  The National Committee for
Quality Assurance (NCQA), the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), and
the American Accreditation Healthcare
Commission/URAC (URAC) are independent, private,
not-for-profit organizations dedicated to the quality of
health care organizations.

Use the following key to compare the accreditation sta-
tus of different health plans (a lower number means a
better accredited plan).  See their web sites for further
information on definitions.
NCQA (www.ncqa.org):
N1 = Excellent
N2 = Commendable
N3 = Accredited
N4 = Provisional
N6 = New health plan accreditation
JCAHO (www.jcaho.org):
J1 = Accreditation with commendation
J2 = Accreditation without recommendations
J3 = Accreditation with recommendations
J5 = Provisional
J6 = Conditional
URAC (www.urac.org):
U1 = Accredited



Benefits
Check to see if the plan offers the type of services you
might need.  Does it offer a prenatal program or pro-
grams for people with chronic diseases?  Can you get
preventive care or help in stop smoking?  Given the
trend toward reducing hospital stays, will your plan pay
for care in a rehabilitation facility?  See if there are limits
on the number of visits for the services you need.  Don't
assume benefits will be the same as they were last year.  

•  Read plan brochures carefully.
•  Check the brochure’s Change page.
•  Know what services are covered.
•  Know what services are not covered.

Cost
The premium you pay is an important consideration.
When thinking about premiums, what can you afford
biweekly or monthly?  Plans that offer two options distin-
guish the difference between the two by the benefits or
services provided, and this in turn affects the premium
and out-of-pocket costs you pay.  What benefits and ser-
vices do you need, and what are you willing to pay for?

You also need to consider other costs.  Pay attention to
the plan's annual out-of-pocket (catastrophic) maximum
to see how you are protected.  If you need to go to the
hospital, how much will you have to pay?  What will you
pay for an emergency room visit?  If you have children,
what will you pay for a well-child visit?  What will you
pay for a prescription?

Do you have to pay a deductible for the services you
want?  You share medical expenses by paying a coinsur-
ance (a percentage of the bill) or a copayment (a fixed
dollar amount).  Which option do you prefer?  Does the
plan limit the dollar amount it will pay for certain ser-
vices, making you pay the rest?

•  Review the costs summarized in this Guide.
•  Check plan brochures for specific information.

How the Plan Works 
Different types of plans help you get and pay for care
differently.  Fee-For-Service (FFS) plans generally use
two approaches.  You can choose your doctors and hos-
pitals yourself.  This approach may be more expensive
for you and require extra paperwork.  You can generally
use a Fee-For-Service plan's Preferred Provider Organiza-
tion (PPO), which offers you a choice of doctors and
hospitals within a network.  Most networks are quite
wide, but they may not have all the doctors or hospitals
you want.  This approach usually will save you money
and reduce your paperwork. 

Generally, enrolling in a FFS plan does not guarantee
that a PPO will be available in your area.  PPOs have a
stronger presence in some regions than others, and in
areas where there are regional PPOs, the non-PPO bene-
fit is the standard benefit. In “PPO-only” options, you
must use PPO providers to get benefits.

Be sure to look at the primary care physicians, special-
ists, and hospitals with whom your health plan contracts
(the provider network).  Does it promote prevention,
which is less costly than early detection and intervention?
Does it have the specialists to treat your chronic condi-
tion?  Does it contract with a hospital close to your
home?
Health Maintenance Organizations (HMOs) use networks
of physicians and facilities that are generally located in a
particular geographic or service area.  Your eligibility to
enroll in an HMO is determined by where you live or, in
some plans, where you work.  You must use their net-
work to get covered services and follow the plan's rules
for referrals and other services.  HMOs limit your out-of-
pocket costs to the relatively low amounts shown in the
benefit brochures.
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Some plans are Point Of Service (POS) plans and have
features similar to both Fee-For-Service (FFS) plans and
Health Maintenance Organizations (HMO).

If you are in a FFS plan and do not use the Pre-
ferred Provider Organization (PPO) (or one is not
available):
•  You will generally pay more when you get care
•  Fewer preventive health care services may be covered
•  You will have to file claims for services yourself

If you are in a FFS plan and use the PPO:
•  You will generally pay less when you get care
•  More preventive health care services may be covered
•  You may have less paperwork

If you belong to an HMO:
•  You will have limitations on the doctors and other

providers you can use
•  You will usually pay less when you get care
•  You will have little, if any, paperwork
•  More preventive health care services may be covered

If you belong to a POS plan and use only the
providers in that network:
•  You will pay less when you get care
•  You will get full network benefits and coverage
•  You will have very little paperwork

If you belong to a POS and do not use network
providers or referral procedures:
•  You will pay more when you get care
•  Some services may not be covered out of network 

at all
•  You generally have to file claims for services yourself

Things to do to make a plan work
best for you
•  When you need care, use your brochure to find out

about the plan's rules and coverage.  Know what
services require precertification, prior approval, or
referral before you use them.

•  Use your plan's mail order drug program if it has
one.  You generally get the convenience of a 90-day
supply instead of a 30-day supply, usually with lower
out-of-pocket expense.

•  Request generic drugs instead of brand name drugs.
A generic medication is a copy of a brand name drug.
It has the same active ingredients and receives the
same Food and Drug Administration approval but
costs less.

•  If you're in a FFS plan, use the plan's PPO if it has
one.  (Be aware, however, that some of the services
provided in a PPO hospital may not be covered by
PPO arrangements, such as anesthesia and radiology.)

•  Ask questions. You deserve a voice in your own 
health care.

Nowadays, the distinctions among different plan types
(i.e., FFS, PPO, POS, HMO) are blurring.  FFS plans use
networks of providers in their PPO arrangements; POS
plans let you get care in or out-of-network; HMOs allow
memebers to visit selected specialists without a referral
from the primary care physician.  Rather than make deci-
sions based on plan type, compare quality indicators,
compare benefits, compare premiums and out-of-pocket
costs, and look at the rules for getting care.

F E H B  W e b  R e s o u r c e s
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Medical error and patient safety aren't well understood by most Americans. When we need vital or risky
health care services, we want to believe that someone else has made sure that we'll get safe care. Sadly,
every hour, 10 Americans die in a hospital due to avoidable errors; another 50 are disabled. Too many
patients get the wrong medicines, the wrong tests and the wrong diagnosis. By asking questions, learning
more and understanding your risks, you can improve the safety of your own health care, and that of your
family members. Take these simple steps:

1 Speak up if you have questions or concerns. Choose a doctor who you feel comfortable talking to
about your health and treatment. Take a relative or friend with you if this will help you ask questions

and understand the answers. It's okay to ask questions and to expect answers you can understand. 

2 Keep a list of all the medicines you take. Tell your doctor and pharmacist about the medicines that
you take, including over-the-counter medicines such as aspirin, ibuprofen, and dietary supplements like

vitamins and herbals. Tell them about any drug allergies you have. Ask the pharmacist about side effects and
what foods or other things to avoid while taking the medicine. When you get your medicine, read the label,
including warnings. Make sure it is what your doctor ordered, and you know how to use it. If the medicine
looks different than you expected, ask the pharmacist about it. 

3 Make sure you get the results of any test or procedure. Ask your doctor or nurse when and how
you will get the results of tests or procedures. If you do not get them when expected -- in person, on the

phone, or in the mail - don't assume the results are fine. Call your doctor and ask for them. Ask what the
results mean for your care. 

4 Talk with your doctor and health care team about your options if you need hospital care. If you
have more than one hospital to choose from, ask your doctor which one has the best care and results for

your condition. Hospitals do a good job of treating a wide range of problems. However, for some procedures
(such as heart bypass surgery), research shows results often are better at hospitals doing a lot of these
procedures. Also, before you leave the hospital, be sure to ask about follow-up care, and be sure you
understand the instructions. 

5 Make sure you understand what will happen if you need surgery. Ask your doctor and surgeon:
Who will take charge of my care while I'm in the hospital? Exactly what will you be doing? How long

will it take? What will happen after the surgery? How can I expect to feel during recovery? Tell the surgeon,
anesthesiologist, and nurses if you have allergies or have ever had a bad reaction to anesthesia. Make sure
you, your doctor, and your surgeon all agree on exactly what will be done during the operation. 

F E H B  a n d  Y o u
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Pre-Tax Payment of Premium
Contributions
The Postal Service has established the pre-tax payment
of health insurance premium contributions as a tax-sav-
ing benefit feature for its employees.  This feature has
been sponsored by the Postal Service since 1994.  Pay-
ment of premiums on a pre-tax basis prohibits postal
enrollees from reducing coverage at any time.  Read the
"Reducing Coverage" section for details.

Pre-Tax Withholding

If you are a non-career Rural Carrier or a Transitional
Employee (TE) who is represented by the American
Postal Workers Union (APWU) you may elect to have
premium payments withheld from pay as "pre-tax
money" when you enroll in the FEHB Program.  Pre-tax
payment means the premium amount is not subject to
income, Social Security, or Medicare taxes.  All other
non-career USPS employees who enroll in the FEHB
Program do not have the option of pre-tax payment and
will pay premiums with "after-tax money."

To begin paying premiums on a pre-tax basis, an elec-
tion must be made by completing PS Form 8202, Pre-
Tax Health Insurance Premium Election Waiver Form
for Non-career Employees, and submitting it to your
local personnel office.  Once you begin to pay FEHB
premiums with pre-tax money, this method continues
each year, unless you later waive this option to begin
"after-tax" payment.

There are two possible disadvantages of paying your
premiums with pre-tax money that you should balance
against the tax savings you receive.

First when you retire, if you begin to collect Social
Security (normally this occurs at age 62), you may
receive a slightly lower Social Security benefit.  Paying
your FEHB premiums with pre-tax money reduces the
earnings reported to the Social Security Administration.
(Your Medicare, life insurance, retirement plan, and
Thrift Savings Plan benefits are not affected.)

Second, there are some restrictions on reducing or can-
celing your coverage outside FEHB Open Season that
apply if you pay your premium contributions with pre-
tax money.  These are explained below.

Most employees prefer paying their premiums with pre-
tax money because they save on taxes.
Nevertheless, if for any reason you do not want this
method of payment, simply do not complete PS Form
8202 and your premiums will automatically be paid
with after-tax money.  For more information, see the
section, How to Elect or Waive Pre-Tax Payments on
page 10.

Reducing Coverage

When your premium contributions are withheld on a
pre-tax basis, certain Internal Revenue Service (IRS)
guidelines affect your ability to change coverage.  You
may elect to reduce your coverage, that is, to cancel
your FEHB enrollment, or to go from Self and Family to
Self Only coverage, only during an FEHB Open Season,
unless one of the following qualified life status changes
occur:

Qualified Life Status Changes

1. You marry (including a valid common law marriage,
in accordance with applicable state law), divorce,
legally separate, or your marriage is annulled.

2. You add a qualified dependent (for example, by
birth, or you adopt a child, or your dependent now
satisfies eligibility requirements).

3. You lose a qualified dependent (for example, by
death, or your child is placed for adoption, or your
dependent now ceases to satisfy eligibility require-
ments).

4. You, your spouse, or your dependent has a change in
work site or residence.

5. Your spouse or your dependent starts or ends
employment, or an unpaid leave of absence, or a
strike or lockout; or has a change in employment sta-

F E H B  a n d  Y o u
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tus making that person eligible or ineligible for a ben-
efit plan.

6. A court order, judgment or decree (resulting from a
change in marital status or legal custody) requires
you to begin providing coverage for your child or
requires another person to do so.

7. You, your spouse or your dependent becomes or
ceases to be eligible for Medicare or Medicaid.

8. You begin or end an unpaid leave of absence.

9. Your spouse or your dependent elects to change
health coverage under another employer's plan,
either based upon a qualified life status change or for
a period of coverage that is different from USPS--you
may then eliminate any duplicate coverage.

Reducing your FEHB coverage outside of FEHB Open
Season must be in keeping with your qualified life sta-
tus change.  For example, if you have a new baby, you
usually would not change from a Self and Family to a
Self Only enrollment, or cancel coverage.

A qualified life status change does not allow you the
opportunity to change plans or options, only to reduce
(go from Self and Family to Self Only) or cancel your
current plan. 

To reduce your FEHB coverage outside of FEHB Open
Season, submit Standard Form (SF) 2809, Health Bene-
fits Election Form, to your local personnel office no
later than 60 days after a qualified life status change
has occurred.  You must provide any supporting docu-
mentation requested by your local personnel office.
The effective date of a change from Self and Family to
Self Only will be the first day of the pay period that fol-
lows the pay period in which your SF 2809 is received.
The effective date of a cancellation will be the last day
of the pay period in which your SF 2809 is received.

If you are the only person left in your Self and Family

enrollment as a result of a change in marital or family
status (divorce, legal separation, annulment, or loss of a
qualified dependent, for example, through death or
because your child reaches age 22), you must elect to
reduce the enrollment (elect Self Only coverage, or can-
cel coverage) WITHIN 60 DAYS of the qualified life sta-
tus change.  Otherwise, your Self and Family enrollment
will continue until another event (that is, a qualified life
status change or FEHB Open Season) occurs that allows
you to elect to reduce coverage.  The election cannot
become effective retroactively, therefore, there will be
no retroactive premium adjustment.

During periods of non-pay status or insufficient pay,
you may terminate your FEHB enrollment.  The effec-
tive date of termination may be retroactive to the end of
the last pay period in which a premium contribution
was withheld from pay.  Contact your local personnel
office for more information about how termination dur-
ing periods of non-pay status or insufficient pay affects
FEHB enrollment. 

How to Elect or Waive Pre-tax 
Payments

If you are a non-career Rural Carrier or an APWU-repre-
sented TE and wish to begin paying premiums with
pre-tax money, you should contact your local personnel
office and ask for Postal Service (PS) Form 8202, Pre-tax
Health Insurance Premium Election/Waiver Form for
Non-career Employees.  Complete Parts A, B, and D of
the form and return it to your local personnel office by
close of business December 10, 2001.

When you elect pre-tax treatment, your premiums will
continue to be paid in that manner, unless you later
submit another PS 8202 to waive the election that began
pre-tax payment .

If you previously submitted a waiver in order to stop a
pre-tax election, but now want to begin paying your
premiums with pre-tax money, you may submit PS 8202
to restore pre-tax payment of your premium contribu-

F E H B  a n d  Y o u
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tions.  You may change the method of payment from
pre-tax to after-tax, or the reverse, only during the
annual FEHB Open Season, or in the event of a quali-
fied life status change.

If you pay premiums with after-tax money, you will not
be affected by the IRS guidelines described above that
restrict reductions in coverage.  You may reduce your
level of FEHB coverage at any time of year without hav-
ing a qualified life status change.

Your Right to More Information

This section of the FEHB Guide serves as your summary
plan description of the USPS Plan for the Pre-tax Pay-
ment of Health Insurance Premiums.  There is also a
legal plan document containing the full legal plan provi-
sions, which you may arrange to view by writing to:

PRETAX PAYMENT OF HEALTH INSURANCE PREMI-
UMS
PLAN ADMINISTRATOR
475 L’ENFANT PLAZA SW, ROOM 9670
WASHINGTON, DC  20260-4210

F E H B  a n d  Y o u
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Visit the OPM web page at www.opm.gov/insure to find

• Federal Employees Health Benefits (FEHB) 
Program home page

• FEHB Open Season Plan Comparison Page

Visit the FEHB Home Page and the FEHB Open Season
Plan Comparison Page for the most up-to-date informa-
tion on the FEHB Program.

The FEHB Home Page has information on the FEHB
Program and important information on health care.  On
this page you'll find:

• The FEHB Handbook for Enrollees and Employing
Offices - detailed and in-depth information about the
FEHB Program

• The FEHB law and regulations

• Information on disputed claims, patient safety, former
spouses, FEHB and Medicare

• Questions and Answers on prescription drugs, dental
benefits, premiums, enrollment and other topics 

• FEHB Facts - Information for Federal Civilian Employ-
ees on the FEHB Program

• A page for Agency Human Resources Personnel with
links to FEHB Benefits Administration Letters

• Health plan information disclosure requirements under
the Patients’ Bill of Rights

The FEHB Open Season Plan Comparison Page has
information you'll need to make an informed health
insurance election.  Be sure to look at our new section
on how to use this web site. 

On this page you'll find:

• General information about plans including plan quali-
ty, benefits, and cost

• Links to individual plan web sites and other web sites
where you can find more about health care quality.

You can also look at and download: 

• All of the FEHB Guides including the Guide For Feder-
al Civilian Employees (Postal and Non-Postal), the
Guide for Federal Retirees and Their Survivors, the
Guide For Certain Temporary Employees, the Guide
For Individuals Receiving Compensation From the
Office of Workers' Compensation Programs, and the
Guide for Temporary Continuation of Coverage (TCC)
and Former Spouse Enrollees

• Plan Brochures that include the benefits, cost, and
other major features and provisions of each health plan.

P l a n  C o m p a r i s o n sF E H B  W e b  R e s o u r c e s
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2002 Plan Year List of Health Plans with 
Biweekly Premium Rates for Certain Temporary 

(Non-Career) Employees

Nationwide Fee-for-Service Plans
Open to All

(Pages 14 through 16)

Fee-for-Service (FFS) Plans with a Preferred Provider Organization (PPO) — A FFS option that allows you
to see medical providers who reduce their charges to the plan; you pay less money out-of-pocket when you use a PPO
provider.  When you visit a PPO you usually won’t have to file claims or paperwork.  However, going to a PPO hospital
does not guarantee PPO benefits for all services received within that hospital.  For instance, lab work and radiology services
from independent practitioners within the hospital may not be covered by the PPO agreement.

Fee-for-Service (FFS) Plans (non-PPO) — A traditional type of insurance in which the health plan will either pay the
medical provider directly or reimburse you after you have paid the bill and filed an insurance claim for each covered medical
expense after you receive the service.  When you need medical attention, you visit the doctor or hospital of your choice. 

In PPO-only options, you must use PPO providers to get benefits. 

P l a n  C o m p a r i s o n s



Alliance Health Plan  (AHP) 202/939-6325 1R1 1R2 342.51 726.12 158.08 335.13

APWU Health Plan  (APWU) 800/222-2798 471 472 317.85 697.56 146.70 321.95

Blue Cross and Blue Shield Service Benefit Plan-Std  (BCBS) Local phone # 104 105 301.12 689.52 138.98 318.24

Blue Cross and Blue Shield Service Benefit Plan-Basic  (BCBS) Local phone # 111 112 274.00 648.16 126.46 299.15

GEHA Benefit Plan-High  (GEHA) 800/821-6136 311 312 341.38 742.97 157.56 342.91

GEHA Benefit Plan-Std  (GEHA) 800/821-6136 314 315 238.33 541.67 110.00 250.00

Mail Handlers-High  (MH) 800/410-7778 451 452 331.37 698.99 152.94 322.61

Mail Handlers-Std  (MH) 800/410-7778 454 455 222.32 482.56 102.61 222.72

NALC  (NALC) 888/636-6252 321 322 311.42 665.45 143.73 307.13

PBP Health Plan-High (PBP) 800/544-7111 361 362 566.11 1221.42 261.28 563.73

PBP Health Plan-Std (PBP) 800/544-7111 364 365 322.42 697.47 148.81 321.91

Nationwide Fee-for-Service Plans Open to All

How to read this chart:

The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. The chart does not show all of your possible out-of-pocket costs.

The Deductibles shown are the amount of covered expenses that you pay before your health plan begins to pay.  

Calendar Year deductibles for families are two or more times the per person amount shown.  

In some plans your combined Prescription Drug purchases from Home delivery and local pharmacies count toward the deductible.
In other plans only purchases from local pharmacies count.  Some plans require each family member to meet a per person deductible.  

The Per Stay Hospital Inpatient deductible is what you pay each time you are admitted to a hospital.

What you pay for Doctors (inpatient visits and surgical services) and Outpatient Tests (provided, or ordered, and billed by a physi-
cian or physicians’ group).

Plan name
Telephone
number

Enrollment
code

Self Self &
only family

Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family
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AHP
PPO $100 $200 $150 10% 10% 10% 10% 10%/50% 10%/50% 10%/50% 20% 20%
Non-PPO $300 $200 $250 30% 30% 30% 30% 10%/50% + 10%/50%+ 10%/50% + 20% 20%

APWU
PPO $275 None None 10% 10% 10% 10% $7 25% 25% $10 20%
Non-PPO $350 None $200 30% 30% 30% 30% 45% 45% 45% $10 20%

BCBS
PPO $250 None $100 10% Nothing Nothing 10% 25% 25% 25% $10/25%     $35/25%
Non-PPO $250 None $300 25% 30% 30% 25% 45% 45% 45% 45% 45%

BCBS PPO only None None $100/day;$500 $20/$30 Nothing Nothing $30 $10 $25 $35 or 50% $10 $25

GEHA
PPO $300 None None 10% Nothing 10% 10% $5/50% $15/$30/50% $15/$30/50% $10 $35/$50
Non-PPO $300 None None 25% Nothing 25% 25% $5 or 50% $15/$30/50% $15/$30/50% $10 $35/$50

GEHA
PPO $450 None None 15% 15% 15% 15% $5 50% 50% $15 50%
Non-PPO $450 None None 35% 35% 35% 35% $5 + 50% + 50% + $15 50%

MH
PPO $200 $250 None 10% Nothing Nothing 10% 25% 25% 25% $10 $30/$45 
Non-PPO $200 $250 $250 30% Nothing Nothing 30% 50% 50% 50% $10 $30/$45 

MH
PPO $250 $600 $150 10% Nothing Nothing 10% 30% 30% 30% $10 $40 /$55
Non-PPO $250 $600 $300 30% Nothing Nothing 30% 50% 50% 50% $10 $40 /$55

NALC
PPO $250 None None 15% 10% 10% 15% 25% 25% 25% $12 $25 
Non-PPO $300 $25 for Retail $100 30% 30% 30% 30% 40%+ 40%+ 40%+ $12 $25 

PBP
PPO $200 $100 None 10% 10% 10% 10% $10 or 20% $25 or 20% $40 or 20% $10 $25 
Non-PPO $400 $150 $150 20% 25% 25% 20% 20%+ 20%+ 20%+ $10 $25 

PBP
PPO $250 $100 None 10% 10% 10% 10% $15 or 20% $30 or 20% $40 or 20% $15 $30 
Non-PPO $500 $150 $250 30% 30% 30% 30% 30%+ 30%+ 30%+ $15 $30 

Deductible Copay ($)/Coinsurance (%)

Calendar
Year

Inpatient
Outpatient

otherR&BPrescription
Drug

Doctors &
Outpatient

Tests

Per stay 
Hospital 
inpatient

Per Person
Hospital Prescription drugs

Medical-Surgical – You pay

Other Generic Brand
Name

Generic Brand
Name

Non-
formulary

Benefit
type
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Your share of Hospital Inpatient Room and Board and Other (e.g., nursing, supplies, and medications) covered charges are shown,
usually after any per stay deductible.  Services provided and billed by the hospital for outpatient care (other than surgery) are shown as
Hospital Outpatient Other expenses.

A Generic drug is a copy of the manufacturer’s Brand Name drug and is approved by the Food and Drug Administration. 
Non-formulary drugs are Brand Names that are not on your health plan’s list of preferred drugs.

Prescription drug benefits have become more complex as you can see from the many variations below.  Multiple numbers for a plan
mean there are different levels of cost sharing.  For instance, you may pay one amount for your first prescription (e.g., 10% or $5) and
then a different amount for some refills (e.g. 50%).  You may have to pay the greater of a dollar amount or a percentage (e.g., $10 or
20%).  In some cases, you’ll pay less for a Brand Name drug that has no Generic equivalent than for a Brand Name that has a Generic
(e.g., $15 versus $30).  A few plans have lower copays for Medicare members.  Plans vary in the number of days supply of drugs you
get for the copays shown, and you’ll almost always pay more if you use a non-PPO pharmacy (e.g., the + sign means you pay the
amount shown plus a differential). Read the brochures for details.

Plan

Home Delivery



Alliance Health Plan 1R h f h h * *

APWU Health Plan 47 h * * h h h

Blue Cross and Blue Shield Service Benefit Plan-Std 10 * * * * * *

Blue Cross and Blue Shield Service Benefit Plan-Basic 11

GEHA Benefit Plan-High 31 h * f * h h

GEHA Benefit Plan-Std 31 h * f * h h

Mail Handlers-High 45 f f f f * f

Mail Handlers-Std 45 f f f f * f

NALC 32 h h h h h h

PBP Health Plan-High 36 f * h h f f

PBP Health Plan-Std 36 f * h h f f

Enrollee Survey Results
h above average,  * average,  f below average

Plan codePlan name

Nationwide Fee-for-Service Plans Open to All

Enrollee Survey Results — See pages 4-5 for a description.

Overall plan
satisfaction 

Getting 
needed care

Getting 
care quickly

How well 
doctors

communicate 

Customer 
service

Claims 
processing
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District of Columbia
Aetna U. S. Healthcare, Inc.-High -Washington, DC area 800/537-9384 JN1 JN2 285.42 660.16 131.73 304.69

Aetna U. S. Healthcare, Inc.-Std - Washington, DC area 800/537-9384 JN4 JN5 207.76 486.16 95.89 224.38

CareFirst BlueChoice - Washington, DC area 800/680-9495 2G1 2G2 276.40 621.81 127.57 286.99

Kaiser Permanente - Washington, DC area 301/468-6000 E31 E32 231.94 572.91 107.05 264.42

MD-IPA - Washington, DC area 800/251-0956 JP1 JP2 261.19 626.95 120.55 289.36

Florida
Av-Med Health Plan - G'ville/Jax/Orlando/So.FL/Tampa 800/882-8633 EM1 EM2 266.26 732.16 122.89 337.92

Capital Health Plan - Tallahassee area 850/383-3311 EA1 EA2 246.68 658.58 113.85 303.96

Foundation Health - Southern Florida 800/441-5501 5E1 5E2 173.46 477.04 80.06 220.17

HIP Health Plan of FL - South Florida 800/447-8255 3N1 3N2 235.21 656.24 108.56 302.88

Humana Medical Plan - South Florida 888/393-6765 EE1 EE2 230.75 576.88 106.50 266.25

Total  Health Choice - Broward/Dade/Palm Beach Counties 305/408-5823 4A1 4A2 204.19 508.45 94.24 234.67

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location

26

Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital.  



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

District of Columbia
Aetna U. S. Healthcare, Inc.-High $15 $100-$300 $10 $20 50% f f f * f f N2

Aetna U. S. Healthcare, Inc.-Std $20 $200-$600 $10 $20 50% f f f * f f N2

CareFirst BlueChoice* $10 None $10 $20 $35 * * * * f f N2

Kaiser Permanente $10 $100 $10 $20 $20 * f * f h f N2

MD-IPA $10 None $5 $15 $30 h h * * h * N1

Florida
Av-Med Health Plan $10 $100 $5 $10 $25 * f f * h * N2,J2

Capital Health Plan $10 $100 $7 $20 $35 h h h h h h N1

Foundation Health $10 $200 per yr $7 $14 $34 f f f f f f N4

HIP Health Plan of FL $10 $250 $5 $10 $35 f f f * * * N2

Humana Medical Plan $10 None $5 $20 $40 f f f f * * N2,U1

Total  Health Choice $10 $100 $5 $15 $15 

Plan name

Prescription 
drugs

Enrollee Survey Results
h above average,  * average,  f below average

Generic

Primary
care 

doctor
office
copay

Hospital
per 
stay

deductible/
copay Brand

Name
Non-

formulary

O
ve

ra
ll 

p
la

n
 

sa
tis

fa
ct

io
n

G
et

tin
g 

n
ee

d
ed

 
ca

re
 

G
et

tin
g 

ca
re

 
q
u
ic

kl
y 

H
o
w

 w
el

l 
d
o
ct

o
rs

co
m

m
u
n
ic

at
e 

C
u
st

o
m

er
 

se
rv

ic
e 

C
la

im
s 

p
ro

ce
ss

in
g 

A
cc

re
di

te
d

Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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* Previously CapitalCare, which had Commendable NCQA accreditation.



Georgia
Aetna U. S. Healthcare, Inc. - Atlanta and Athens areas 800/537-9384 2U1 2U2 242.47 636.89 111.91 293.95

Kaiser Permanente - Atlanta area 800/611-1811 F81 F82 228.97 581.30 105.68 268.29

Guam
PacifiCare Asia Pacific-High -Guam/N. Mariana Islands/Palau 671/647-3526 JK1 JK2 291.68 766.33 134.62 353.69

PacifiCare Asia Pacific-Std - Guam/N. Mariana Islands/Palau 671/647-3526 JK4 JK5 239.18 631.61 110.39 291.51

Hawaii

HMSA - All of Hawaii 808/948-6499 871 872 233.07 518.79 107.57 239.44

Kaiser Permanente-High -Islands of Hawaii/Maui/Oahu/Kauai 808/597-5955 631 632 264.79 569.29 122.21 262.75

Kaiser Permanente-Std - Islands of Hawaii/Maui/Oahu/Kauai 808/597-5955 634 635 202.11 434.53 93.28 200.55

Idaho
Group Health Cooperative - Kootenai and Latah 800/497-2210 VR1 VR2 258.42 664.34 119.27 306.62

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location

28

Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital.  



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

Georgia
Aetna U. S. Healthcare, Inc. $15 $100-$300 $10 $20 50% f f f * f f N1

Kaiser Permanente $10 None $5/$11Comm $5/$11Comm $5/$11Comm h h * f h * N1

Guam
PacifiCare Asia Pacific-High $10 None $5 $20 $20 h * f * * f

PacifiCare Asia Pacific-Std $15 $150 $5 $20 $20 h * f * * f

Hawaii

HMSA 
- In-Network 20% None $5 $15 $15 or 50%

h h h h h h
- Out-of-Network 30% 30% $5 + 20% $15+20%+ $15 or 50%+

Kaiser Permanente-High $10 None $7 $7 $7 h h * h h h N1

Kaiser Permanente-Std $15 None $7 $7 $7 h h * h h h N1

Idaho
Group Health Cooperative $10 $100-$300 $10 $20 $20 * * * * * * N1

Plan name

Prescription 
drugs

Enrollee Survey Results
h above average,  * average,  f below average

Generic

Primary
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doctor
office
copay
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.

29



Illinois
Group Health Plan - Southern/Metro East/Central 800/743-3901 MM1 MM2 323.09 697.86 149.12 322.09

Health Alliance HMO - Central/E.Central/N.West/South/West IL 800/851-3379 FX1 FX2 299.54 699.14 138.25 322.68

Humana Health Plan Inc. - Chicago area 888/393-6765 751 752 236.30 566.71 109.06 261.56

John Deere Health Plan - Bloomingtn/Joliet/Moline/Peoria/RockIsld 800/247-9110 YH1 YH2 274.78 707.98 126.82 326.76

Mercy Health Plans/Premier - Southwest Illinois 800/327-0763 7M1 7M2 290.51 675.68 134.08 311.85

OSF HealthPlans - Central/Central-Northwestern Illinois 800/673-5222 9F1 9F2 246.18 647.40 113.62 298.80

PersonalCare's HMO - Central Illinois 800/431-1211 GE1 GE2 195.85 503.60 90.39 232.43

UNICARE HMO - Chicagoland area 312/234-8855 171 172 182.11 567.82 84.05 262.07

Union Health Service - Chicago area 312/829-4224 761 762 210.34 521.69 97.08 240.78

Indiana
Advantage Health Plan, Inc. - Most of Indiana 800/553-8933 6Y1 6Y2 265.57 623.55 122.57 287.79

Aetna U. S. Healthcare,  Inc. - Southern Indiana 800/537-9384 7L1 7L2 249.41 616.14 115.11 284.37

Aetna U. S. Healthcare,  Inc. - Southeastern Indiana 800/537-9384 RD1 RD2 306.41 775.00 141.42 357.69

Arnett HMO - Lafayette area 765/448-7440 G21 G22 271.38 705.62 125.25 325.67

Health Alliance HMO - Fountain/Vermillion/Warren Counties 800/851-3379 FX1 FX2 299.54 699.14 138.25 322.68

Humana Health Plan - Southern Indiana 888/393-6765 D21 D22 270.44 676.17 124.82 312.08

Humana Health Plan Inc. - Lake/Porter/LaPorte Counties 888/393-6765 751 752 236.30 566.71 109.06 261.56

M*Plan - Indiana Metropolitan areas 317/571-5320 IN1 IN2 302.29 693.68 139.52 320.16

Physicians HP of N. Indiana - Northeast Indiana 219/432-6690 DQ1 DQ2 265.07 595.64 122.34 274.91

UNICARE HMO - Lake/Porter Counties 888/234-8855 171 172 182.11 567.82 84.05 262.07

Welborn HMO - Evansville area 812/426-6600 H31 H32 291.11 752.59 134.36 347.35

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location
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Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital.  



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

Illinois
Group Health Plan $10 $100 $8 $20 $35 * * h h * h

Health Alliance HMO $10 $100 $7 $14 $25 h h h h * h N1

Humana Health Plan Inc. $10 None $3 $10 $25 f * f f f f N2

John Deere Health Plan $15 $100 $10 $20 $35 h h h h h h N1

Mercy Health Plans/Premier 
- In-Network $10 None $7 $12 $25 

h h h * h h
- Out-of-Network 30% 30% N/A N/A N/A

OSF HealthPlans $10 $100-$300 $7 $15 $25 * * h h * h N3

PersonalCare's HMO $10 $100 $5 $15 $35 h h h * h h N1

UNICARE HMO $15 None $5 $15 $25 f f f f f f N2

Union Health Service $10 None $10 $10 $10 

Indiana
Advantage Health Plan, Inc. $10 $200 $10 $20 $45 N6

Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% f f * h f f

Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% f * h h f f

Arnett HMO $10 None $5 $15 $30 h h h h h h N1

Health Alliance HMO $10 $100 $7 $14 $25 h h h h * h N1

Humana Health Plan $10 None $5 $20 $40 * f * * f f N2

Humana Health Plan Inc. $10 None $3 $10 $25 f * f f f f N2 

M*Plan $10 None $5 $10 $30 * * * * * * N1

Physicians HP of N. Indiana $10 20%of$2500 $5 $15 $40 h h h * h h

UNICARE HMO $15 None $5 $15 $25 f f f f f f N2

Welborn HMO $10 None $5 $15 $25 h h h * * h

Plan name

Prescription 
drugs

Enrollee Survey Results
h above average,  * average,  f below average
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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Iowa
Coventry Health Care of Iowa - Central Iowa/Cedar Rapids/Sioux City 800/257-4692 SV1 SV2 252.74 682.54 116.65 315.02

John Deere Health Plan - Central/Eastern Iowa 800/247-9110 YH1 YH2 274.78 707.98 126.82 326.76

SecureCare of Iowa - Central/Eastern Iowa 888/881-8820 3Q1 3Q2 218.60 572.65 100.89 264.30

Kansas
Coventry HC Kansas Cty formerly Kaiser - Kansas City area 913/642-2662 HA1 HA2 189.69 489.39 87.55 225.87

Coventry Health Care of Kansas - Wichita/Salinas areas 800/664-9251 7W1 7W2 262.62 669.70 121.21 309.09

Humana Kansas City, Inc.-High -Kansas City area 888/393-6765 MS1 MS2 246.33 590.96 113.69 272.75

Humana Kansas City, Inc.-Std - Kansas City area 888/393-6765 MS4 MS5 187.74 450.34 86.65 207.85

Preferred Plus of Kansas - S. Central Area 800/660-8114 VA1 VA2 299.02 795.36 138.01 367.09

Kentucky
Aetna U. S. Healthcare,  Inc. - Louisville area 800/537-9384 7L1 7L2 249.41 616.14 115.11 284.37

Aetna U. S. Healthcare,  Inc. - Northern Kentucky area 800/537-9384 RD1 RD2 306.41 775.00 141.42 357.69

Humana Health Plan - Louisville area 888/393-6765 D21 D22 270.44 676.17 124.82 312.08

United Health Care of Ohio, Inc. - Northern Kentucky 800/231-2918 3U1 3U2 322.31 741.33 148.76 342.15

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location
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Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital.  



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

Iowa
Coventry Health Care of Iowa $10 None $5 $15 $30 f h h * f * N2

John Deere Health Plan $15 $100 $10 $20 $35 h h h h h h N1

SecureCare of Iowa $10 $100 $5 or 25% $5 or 25% $5 or 25%

Kansas
Coventry HC Kansas Cty formerly Kaiser $10 None $5 $15 $45 

Coventry Health Care of Kansas $10 None $5 $10 $20 * f h * * h

Humana Kansas City, Inc.-High $10 None $5 $20 $40 f f * f f f N2

Humana Kansas City, Inc.-Std $15 $100 $10 $25 $45 f f * f f f N2

Preferred Plus of Kansas $10 $50/day$500 $5 $15 $15 J3

Kentucky
Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% f f * h f f

Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% f * h h f f

Humana Health Plan $10 None $5 $20 $40 * f * * f f N2

United Health Care of Ohio, Inc. $15 $100 $10 $15 $30 * h * * * f N1

Plan name

Prescription 
drugs

Enrollee Survey Results
h above average,  * average,  f below average
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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Louisiana
Amcare Health Plans - New Orleans area 800/772-2995 ZH1 ZH2 197.23 516.51 91.03 238.39

Amcare Health Plans - Baton Rouge/Alexandria/Shreveport areas 800/772-2995 ZQ1 ZQ2 239.42 627.01 110.50 289.39

Coventry Healthcare Louisiana former Maxicare LA - New Orleans area 800-993-6294 BJ1 BJ2 250.25 581.23 115.50 268.26

Coventry Healthcare Louisiana former Maxicare LA - Baton Rouge area 800-341-6613 JA1 JA2 290.85 675.50 134.24 311.77

Vantage Health Plan - Monroe area 888/823-1910 AQ1 AQ2 299.04 802.27 138.02 370.28

Vantage Health Plan - Shreveport/Alexandria areas 888/823-1910 MV1 MV2 316.98 850.42 146.30 392.50

Maryland
Aetna U. S. Healthcare, Inc.-High -North/Central/Southern Maryland 800/537-9384 JN1 JN2 285.42 660.16 131.73 304.69

Aetna U. S. Healthcare, Inc.-Std - North/Central/Southern Maryland 800/537-9384 JN4 JN5 207.76 486.16 95.89 224.38

CareFirst BlueChoice - South/Central Maryland 800/680-9495 2G1 2G2 276.40 621.81 127.57 286.99

Kaiser Permanente - Baltimore/Washington, DC areas 301/468-6000 E31 E32 231.94 572.91 107.05 264.42

MD-IPA - All of Maryland 800/251-0956 JP1 JP2 261.19 626.95 120.55 289.36

Massachusetts

Blue Chip, Coord Hlth Partners - Southeastern Massachusetts 401/459-5500 DA1 DA2 284.72 729.00 131.41 336.46

Fallon Community Health Plan - Central/Eastern Massachusetts 800/868-5200 JV1 JV2 300.52 656.48 138.70 302.99

Health New England - Western Massachusetts 413/787-4004 DJ1 DJ2 299.24 746.40 138.11 344.49

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location
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Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital. 



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

Louisiana
Amcare Health Plans $10 None $5 $15 50% N6

Amcare Health Plans $10 None $5 $15 50% N6

Coventry Healthcare Louisiana $15 $100/day $10 $20 $45 X X X X X X
former Maxicare LA

Coventry Healthcare Louisiana $15 $100/day $10 $20 $45 
former Maxicare LA

Vantage Health Plan $15 $250 $10 $20 $35 

Vantage Health Plan $15 $250 $10 $20 $35 

Maryland
Aetna U. S. Healthcare, Inc.-High $15 $100-$300 $10 $20 50% f f f * f f N2

Aetna U. S. Healthcare, Inc.-Std $20 $200-$600 $10 $20 50% f f f * f f N2

CareFirst BlueChoice* $10 None $10 $20 $35 * * * * f f N2

Kaiser Permanente $10 $100 $10 $20 $20 * f * f h f N2

MD-IPA $10 None $5 $15 $30 h h * * h * N1

Massachusetts

Blue Chip, Coord Hlth Partners
- In-Network $10 None $5 $15 $30 

h h h h h * N1
- Out-of-Network 20% None $30 + 20% $30 + 20% $30 + 20%

Fallon Community Health Plan $10 None $5 $10 $10 h h h h h * N1

Health New England $10 None $7 $15 $30 h h h h h h N1
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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Michigan
Bluecare Network of MI - Cheboygan and Roscommon Counties Area 800/662-6667 G71 G72 462.69 1170.07 213.55 540.03

Bluecare Network of MI - Midland County Area 800/662-6667 K51 K52 261.52 731.16 120.70 337.46

Bluecare Network of MI - Kalamazoo County Area 800/662-6667 KF1 KF2 328.62 904.78 151.67 417.59

Bluecare Network of MI - Genesee County Area 800/662-6667 KN1 KN2 280.41 783.81 129.42 361.76

Bluecare Network of MI - Kent County Area 800/662-6667 KR1 KR2 283.14 817.59 130.68 377.35

Bluecare Network of MI - Mid Michigan 800/662-6667 LN1 LN2 345.78 832.56 159.59 384.26

Bluecare Network of MI - Southeast MI 800/662-6667 LX1 LX2 193.03 577.40 89.09 266.49

Grand Valley Health Plan - Grand Rapids area 616/949-2410 RL1 RL2 253.41 712.40 116.96 328.80

Health Alliance - Southeastern Michigan/Flint area 800/422-4641 521 522 268.08 710.30 123.73 327.83

HealthPlus MI - Flint/Saginaw areas 800/332-9161 X51 X52 269.23 660.05 124.26 304.64

M-Care - Mid and Southeastern Michigan 800/658-8878 EG1 EG2 219.87 582.64 101.48 268.91

OmniCare - Southeastern Michigan 800/477-6664 KA1 KA2 222.41 558.26 102.65 257.66

The Wellness Plan - Detroit/Flint/Muskegon Areas 800/875-9355 K31 K32 197.25 536.53 91.04 247.63

Total Health Care - Greater Detroit/Flint areas 800/826-2862 N21 N22 228.89 575.97 105.64 265.83

Minnesota
HealthPartners Classic-High -Minneapolis/St. Paul areas 952/883-5000 531 532 311.42 747.33 143.73 344.92

HealthPartners Classic-Std - Minneapolis/St. Paul areas 952/883-5000 534 535 299.74 719.38 138.34 332.02

HealthPartners Health Plan - Minneapolis/St. Paul/St. Cloud areas 952/883-5000 HQ1 HQ2 359.58 863.01 165.96 398.31

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location

36

Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital. 



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

Michigan
Bluecare Network of MI $10 None $10 $20 $20 * f h h f * N1

Bluecare Network of MI $10 None $10 $20 $20 * f h h f * N1

Bluecare Network of MI $10 None $10 $20 $20 * f h h f * N1

Bluecare Network of MI $10 None $10 $20 $20 * f h h f * N1

Bluecare Network of MI $10 None $10 $20 $20 * f h h f * N1

Bluecare Network of MI $10 None $10 $20 $20 * f h h f * N1

Bluecare Network of MI $10 None $10 $20 $20 * f h h f * N1

Grand Valley Health Plan $10 None $5 $5 $5 h * h h h h N1

Health Alliance $10 None $2 $2 $2 h * * * * * N1

HealthPlus MI $10 None $5 $5 $5 h h h h h h N1

M-Care $10 None $5 $10 $10 h * * * h h N1

OmniCare $10 None $2 $2 $2 f f f f f f N4

The Wellness Plan $10 None $5 $5 $5 f f f f f f

Total Health Care $10 None Nothing Nothing Nothing

Minnesota
HealthPartners Classic-High $15 None $10 $20 $20 * h * * * * N1

HealthPartners Classic-Std $20 $200 $11 $22 $22 * h * * * * N1

HealthPartners Health Plan $15 None $10 $10 $10 * h * * * * N1
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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Mississippi
Aetna U. S. Healthcare,  Inc. - Memphis area 800/856-0764 UB1 UB2 224.38 683.67 103.56 315.54

Missouri
BlueCHOICE - StLouis/Central/SW/Poplar Bluff area 800/634-4395 9G1 9G2 265.79 575.42 122.67 265.58

Coventry HC Kansas Cty formerly Kaiser - Kansas City area 913/642-2662 HA1 HA2 189.69 489.39 87.55 225.87

Group Health Plan - St. Louis area 800/743-3901 MM1 MM2 323.09 697.86 149.12 322.09

Humana Kansas City, Inc.-High -Kansas City area 888/393-6765 MS1 MS2 246.33 590.96 113.69 272.75

Humana Kansas City, Inc.-Std - Kansas City area 888/393-6765 MS4 MS5 187.74 450.34 86.65 207.85

Mercy Health Plans/Premier - East/Central/Southwest Missouri 800/327-0763 7M1 7M2 290.51 675.68 134.08 311.85

Nevada
Aetna U. S. Healthcare, Inc. - Southern Nevada/Las Vegas area 800/537-9384 8L1 8L2 243.66 633.06 112.46 292.18

Health Plan of Nevada - Las Vegas/Reno areas 702/871-0999 NM1 NM2 211.94 542.69 97.82 250.47

PacifiCare Health Plans - Clark County 800/531-3341 K91 K92 255.86 651.54 118.09 300.71

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location
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Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital.   



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

Mississippi
Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% * * f * * *

Missouri
BlueCHOICE $10 None $5 $10 $15 f * h h * * N2

Coventry HC Kansas Cty formerly Kaiser $10 None $5 $15 $45 X X X X X X

Group Health Plan $10 $100 $8 $20 $35 * * h h * h

Humana Kansas City, Inc.-High $10 None $5 $20 $40 f f * f f f N2

Humana Kansas City, Inc.-Std $15 $100 $10 $25 $45 f f * f f f N2

Mercy Health Plans/Premier
- In-Network $10 None $7 $12 $25 

h h h * * h
- Out-of-Network 30% 30% N/A N/A N/A

Nevada
Aetna U. S. Healthcare, Inc. $15 $100-$300 $10 $20 50% f f f f * f N6

Health Plan of Nevada 
- In-Network $10 $100/dayX2 $5 $20 $35 

f f f f f f N3
- Out-of-Network 20% 20% 20% 20% 20% 

PacifiCare Health Plans $10 None $5 $15 $15 f f f f f * N2
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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New Jersey
Aetna U. S. Healthcare, Inc. - All of New Jersey 800/537-9384 P31 P32 311.74 810.53 143.88 374.09

AmeriHealth HMO - All of New Jersey 800/454-7651 FK1 FK2 274.43 654.18 126.66 301.93

GHI Health Plan - Northern New Jersey 212/501-4444 801 802 312.30 780.74 144.14 360.34

HealthNet of Pennsylvania - Phila. and 7 adjacent PA and NJ counties 800/998-2840 271 272 326.67 767.76 150.77 354.35

New Mexico
Cimarron Health Plan - All of New Mexico 800/473-0391 PX1 PX2 245.48 645.56 113.30 297.95

Lovelace Health Plan - All of New Mexico 800/244-6224 Q11 Q12 243.40 632.86 112.34 292.09

Presbyterian Health Plan - All NM counties except Otero & S. Eddy 505/923-5678 P21 P22 234.98 612.80 108.45 282.83

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location
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Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital. 



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

New Jersey
Aetna U. S. Healthcare, Inc. $15 $100-$300 $10 $20 50% * h h h * * N1

AmeriHealth HMO $30 None $15 $25 $35 * h h * * * N1

GHI Health Plan
- In-Network $15 None $10 $20 $50 

h h * * f f
- Out-of-Network 50% of sch. None N/A N/A N/A

HealthNet of Pennsylvania $10 None $10 $20 $35 * * h h f *

New Mexico
Cimarron Health Plan $10 None $5 $8 $8 f f f * f * N3

Lovelace Health Plan $10 None $5 $15 $35 * h f f * f N2

Presbyterian Health Plan $10 None $5 $15 $15 * f f f * * N2
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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New York
Aetna U. S. Healthcare,  Inc. - NYC area and Dutchess/Sullivan/Ulster 800/537-9384 JC1 JC2 242.86 610.74 112.09 281.88

Aetna U. S. Healthcare,  Inc. - Syracuse area 800/537-9384 TG1 TG2 218.08 550.07 100.65 253.88

Blue Choice - Rochester area 800/462-0108 MK1 MK2 285.81 716.15 131.91 330.53

C.D.P.H.P. - Albany/Cooperstown areas 518/862-3750 PW1 PW2 257.64 659.53 118.91 304.40

C.D.P.H.P. - Hudson Valley area 518/862-3750 QB1 QB2 267.97 688.03 123.68 317.55

C.D.P.H.P. - Capital District area 518/862-3750 SG1 SG2 255.26 653.84 117.81 301.77

GHI Health Plan - All of New York 212/501-4444 801 802 312.30 780.74 144.14 360.34

GHI HMO Select - Bronx/Brklyn/Manhattan/Queens/Westchster 877/244-4466 6V1 6V2 277.75 698.36 128.19 322.32

GHI HMO Select - Capital/Hudson Valley Regions 877/244-4466 X41 X42 247.50 638.06 114.23 294.49

Health Net, Inc. - NYC/LI/Dtchs/Orng/Putnm/Rklnd/Wschs 877/747-9585 PD1 PD2 365.91 945.84 168.88 436.54

HIP of Greater New York - New York City area 800/HIP-TALK 511 512 236.02 708.05 108.93 326.79

HMO Blue - Utica/Rome/Central New York areas 800/722-7884 AH1 AH2 268.13 686.73 123.75 316.95

HMO-CNY - Syracuse/Binghamton/Elmira areas 800/828-2887 EB1 EB2 285.35 756.75 131.70 349.27

Independent Health Assoc - Western New York 800/453-1910 QA1 QA2 203.58 567.54 93.96 261.94

MVP Health Plan - Eastern Region 888/687-6277 GA1 GA2 248.54 641.94 114.71 296.28

MVP Health Plan - Central Region 888/687-6277 M91 M92 256.51 662.42 118.39 305.73

MVP Health Plan - Mid-Hudson Region 888/687-6277 MX1 MX2 280.93 725.57 129.66 334.88

Preferred Care - Rochester area 716/325-3113 GV1 GV2 257.44 687.57 118.82 317.34

Univera Healthcare - CNY - Syracuse/Southern Tier areas 315/638-2133 QE1 QE2 282.36 748.61 130.32 345.51

Univera Healthcare - CNY - Utica area 315/797-7019 SH1 SH2 282.36 748.61 130.32 345.51

Univera Healthcare - WNY - Western New York 716/847-0881 Q81 Q82 222.54 631.11 102.71 291.28

Vytra Health Plans - Queens/Nassau/Suffolk Counties 800/406-0806 J61 J62 321.45 842.25 148.36 388.73

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location
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Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital.  



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

New York
Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% * * f * * f N1

Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% * * f * * f N1

Blue Choice $10 None $5 $15 $30 h h h h h h N2

C.D.P.H.P. $10 None $5 $20 $20 h h h * h h N1

C.D.P.H.P. $10 None $5 $20 $20 h h h * h h N1

C.D.P.H.P. $10 None $5 $20 $20 h h h * h h N1

GHI Health Plan
- In-Network $15 None $10 $20 $50 

h h * * f f
- Out-of-Network 50% of sch. None N/A N/A N/A

GHI HMO Select $10 None $10 $20 $30 f f h * f f N6

GHI HMO Select $10 None $10 $20 $30 f f h * f f N6

Health Net, Inc. $10 None $10 $20 $35 * h * * * f

HIP of Greater New York $10 None $10 $15 $35 * * f f * f N2

HMO Blue $10 None $5 $20 $35 * h h * f f N1

HMO-CNY $10 None $5 $20 $35 * h h h * * N1

Independent Health Assoc $10 None $5 $15 $30 h h h h h h N1

MVP Health Plan $10 None $5 $20 $20 h h h h h h N2

MVP Health Plan $10 None $5 $20 $20 h h h h h h N2

MVP Health Plan $10 None $5 $20 $20 h h h h h h N2

Preferred Care $10 None $10 $20 $35 h h h h h h N1

Univera Healthcare - CNY $10 None $5 $15 $35 * h h * * * N3

Univera Healthcare - CNY $10 None $5 $15 $35 * h h * * * N3

Univera Healthcare - WNY $10 None $5 $15 $35 h h h h h h N1

Vytra Health Plans $10 None $5 $5 $5 h h * * * *

Plan name

Prescription 
drugs

Enrollee Survey Results
h above average,  * average,  f below average
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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North Carolina
PARTNERS NHP of NC - Most of North Carolina 800/942-5695 EQ1 EQ2 299.95 674.94 138.44 311.51

North Dakota
Heart of America HMO - Northcentral North Dakota 701/776-5848 RU1 RU2 230.04 591.18 106.17 272.85

Ohio
Aetna U. S. Healthcare,  Inc. - Cleveland and Toledo areas 800/537-9384 7D1 7D2 293.74 725.92 135.57 335.04

Aetna U. S. Healthcare,  Inc. - Greater Cincinnati area 800/537-9384 RD1 RD2 306.41 775.00 141.42 357.69

AultCare HMO - Stark/Carroll/Holmes/Tuscarawas/Wayne Co 330/438-6360 3A1 3A2 206.33 516.84 95.23 238.54

Health Maintenance Plan(HMP) - Most of Ohio 800/228-4375 R51 R52 291.05 685.79 134.33 316.52

Health Plan Upper OH Valley - Eastern Ohio 800/624-6961 U41 U42 254.22 699.10 117.33 322.66

HMO Health Ohio - Northeast Ohio 800/522-2066 L41 L42 279.07 713.81 128.80 329.45

Kaiser Permanente - Akron/Cleveland areas 800/686-7100 641 642 255.17 626.19 117.77 289.01

Paramount Health Care - Northwest/North Central Ohio 800/462-3589 U21 U22 281.13 745.40 129.75 344.03

SummaCare Health Plan - Cleveland, Akron areas 330/996-8415 5W1 5W2 217.90 599.24 100.57 276.57

SuperMed HMO - Northeast Ohio 800/522-2066 5M1 5M2 314.02 803.23 144.93 370.72

United Health Care of Ohio, Inc. - Cincinnati/Dayton/Springfield/Toledo 800/231-2918 3U1 3U2 322.31 741.33 148.76 342.15

Telephone
number

Enrollment
code

Self Self &
only familyPlan name – location
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Total Total
Monthly Biweekly
Premium Premium

Self Self & Self Self &
only family only family

Health Maintenance Organization (HMO) and Point of Service (POS) Plans
How to read this chart:  The table below highlights selected features that may help you narrow your choice of health plans.  Always consult plan brochures
before making your final decision. This chart does not show all of your possible out-of-pocket costs.

Primary Care Doctor Office shows what you pay
for each office visit to your primary care doctor.  

Hospital per Stay Deductible/Copay is the amount you pay when you are admitted into a hospital.  



Enrollee Survey Results — See pages 4-5 for a description.  
An (X) means the plan did not conduct the survey as we asked.
Accredited — The National Committee for Quality Assurance (N); 
the Joint Commission on Accreditation of Healthcare Organizations (J);
and/or the American Accreditation Healthcare Commission/URAC (U). 
See page 5 for details. A lower number means a better accreditation.

North Carolina
PARTNERS NHP of NC $10 $250 $7 $15 $35 * h h * * * N1

North Dakota
Heart of America HMO $10 None 50% 50% 50%

Ohio
Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% N2

Aetna U. S. Healthcare,  Inc. $20 $200-$600 $10 $20 50% f * h h f f N2

AultCare HMO $10 None $5 $10 $10 h h h h h h

Health Maintenance Plan(HMP) $10 None $8 $15 $25 * h h h * *

Health Plan Upper OH Valley $10 None $10 $20 $35 h h h h h h N1

HMO Health Ohio $10 None $10 $20 $20 * * * * f f N2

Kaiser Permanente $10 None $5 $15 $15 * h * f h * N1

Paramount Health Care $10 None $5 $15 $25 h h h h h h N2

SummaCare Health Plan $10 None $5 $10 $10 h h h h * * N1

SuperMed HMO $10 None $10 $20 $20 * * * * f f N2

United Health Care of Ohio, Inc. $15 $100 $10 $15 $30 * h * * * f N1

Plan name

Prescription 
drugs

Enrollee Survey Results
h above average,  * average,  f below average
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Prescription drugs — Generic, Brand Name, and Non-formulary shows
what you pay for prescriptions when you use a plan pharmacy.  Non-formulary
refers to prescriptions that are not on the plan’s preferred list.  Some plans charge
different amounts for some drugs and for mail orders.  In many plans, if you get
the brand name instead of the generic drug, you also pay the difference between
the two.
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2002 Plan Year List of Health Plans with 
Biweekly Premium Rates for Certain Temporary 

(Non-Career) Employees

Nationwide Fee-for-Service Plans
Open Only to Specific Groups

(Pages 18 through 20)

Fee-for-Service (FFS) Plans with a Preferred Provider Organization (PPO) — A FFS option that allows you
to see medical providers who reduce their charges to the plan; you pay less money out-of-pocket when you use a PPO
provider.  When you visit a PPO you usually won’t have to file claims or paperwork.  However, going to a PPO hospital
does not guarantee PPO benefits for all services received within that hospital.  For instance, lab work and radiology services
from independent practitioners within the hospital may not be covered by the PPO agreement.

Fee-for-Service (FFS) Plans (non-PPO) — A traditional type of insurance in which the health plan will either pay the
medical provider directly or reimburse you after you have filed an insurance claim for each covered medical expense.  When
you need medical attention, you visit the doctor or hospital of your choice. 

P l a n  C o m p a r i s o n s



Association Benefit Plan 42 * * * f h *

Foreign Service 40 h * * f f f

Panama Canal Area 43

Rural Carrier Benefit Plan 38 h h h * h h

SAMBA 44 * f f * f f

Secret Service Y7 f h * * f f

Enrollee Survey Results
h above average,  * average,  f below average

Plan codePlan name

Overall plan
satisfaction 

Getting 
needed care

Getting 
care quickly

How well 
doctors

communicate 

Customer 
service

Claims 
processing

Nationwide Fee-for-Service Plans Open Only to Specific Groups

Enrollee Survey Results Ñ See pages 4-5 for a description. 
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