
Exhibit  9

2024  Health  Insurance  Costs

Health  Plans

Available  in

Tier  1-3

jMonthly
Premium

I 88% of
Average  Cost

of  Plans

Available IBalancelI I
Monthly

Premium

I 88% of
iAverage  Cost

AovfaPil'aabnlse

I

Balance

'2024  HEALTH  INSURANCE  PREMIUMS
_.    .  i

pame o  !Tngle Employer Employee Family_ Employer Employee;
T3-Aspirus  Hec i 91,246.96i 9880.90 S366.06 5a,oso.iz''- S2,169.45 S910.67

T3-G HC Of EC i 51,116.48 I S880.90 S235.58 S2,753.92 S2,169.45 S584.47

T3-Security  He: Sl,310.96

5i,ooi.oz

I S880.90 S430.06 S3,240.12 S2,169.45 51,070.67

F 1-State Main4 S880.90 5120.12 S2,465.28 S2,169.45 S295.83

T3-Access  Plan Sl,257.02 9sso.go S376.12 S3,105.28 92,169.45 S935.83
i  i

'2023  HEALTH  INSURANCE  PREMIUMS

lNarne St'n-gle Employer Employee Family Employer 'Employeel
T3-Aspirus  He; Sl,170.54 S763.31 S407.23 9z,sga.ao Sl,879.29 I Sl,014.11

S867.40

!'1,225.36

S763.31 S104.09 S2,135.56 Sl,879.29 S256.27

T3-Security  He S763.31 S462.05 5a,oao.ps Sl,879.29 51,151.17

%3-Local IYC ACI Sl,156.76 S763.31 S393.45 I S2,858.96 Sl,879.29 S979.67
J I

WVLS PREMIUM  @ 88%

Average

Monthly

WVLS  Cost

iApproximate
iYearly  WVLS

I Cost

Single/
Family

Cost

Difference

Monthly

Cost

Difference

Yearly

Percentage

Increase/
Decrease

2024 S14,778.50 S177,342.00 2S/6F

2023 914,211.83 S170,541.96 25/7F S566.67 I 5s,soo.oz* 4%

@ i

MONTHLY  PREMIUMS  @ 88%
I WVLS  MONTHLY  COST

Family Single I Family Single

2024 S2,169.45 S880.90 2024,  S2,169.45 S880.90

g------ ___
2023 Sl,879.29 I S763.-31: ' --- -- 20-23' Sl,879.29 , S763.31

I I - I
I

Increase/

Decrease S290.16 : 9117.59 I
I.--  -  --  -- --

2022,  Sl,838.74

II
- 2021  Sl,922.88

S747.93

Percentage 15% 15%' S782.17

I

I
I

" WVLS  offers  a:he local  Traditional  Plan  f'rogram  Option  12  for  health  insuranc:e  to  employees  and

':ontributes  the  maximum  amounts  allowed  by  the  Department  of  Employee  Trust  Funds  to employees'

aremiums (i.e., 88% of the average cost of available Tier ONE plansi



The  EMPLOYER  electing  the Deductible  Health  Plan  option  coverage  shall  not  pay  the

deductible  on behalf  of  the  EMPLOYEE/PARTICIPANT  unless  it is under  Section  125  of  the

Internal  Revenue  Code.

The  EMPLOYER  electing  the  High  Deductible  Health  Plan  option  coverage  shall  not  pay  the

deductible  on behalf  of  the  EMPLOYEE/PARTICIPANT  unless  it is under  Section  125  Health

Savings  Account  (HSA)  or under  Section  152  and  21 3(d)  Health  Reimbursement  Account

(HRA)  of  the  Internal  Revenue  Code.  The  EMPLOYER  is not  required  to offer  an HSA  or HRA

with  the High  Deductible  Health  Plan.
Wisconsin  Public  Employees

Non-Medicare  Medical  Benefits/Program  Options  (POs)
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Deductible

(Unless

otherwise

noted,  it is an

overall

deductible)

No  deductible $500  Individual

$1,000  Family

Except  as required

by federal  law.

Does  not  apply  to

prescription  drug

copayments.

$250  Individual

$500  Family

Except  as required  by

federal  law.

Does  not  apply  to

office  visit  and

prescription  drug

copayments.

$1,500  Individual

$3,000  Family

Except  as required  by

federal  law.

Note:  Deductible  must  be

met  before  coverage  begins.

For  family  coverage,  full

family  deductible  must  be

met.  Deductible  includes

prescription  drug  coverage.

Once  met,  office  visit  and

prescrtption  drug  copayments

apply  up to 00PL.

Office  Visit

Copayment

None None $15 Primary  Care,

$25  Specialty  Care.
Applies  to 00PL  but

not  deductible.

After  deductible  $15  Primary

Care,  $25  Specialty  Care.
Applies  to 00PL.

Coinsurance None  except  20%

for  durable

medical

equipment,  adult

hearing  aids  and

adult  cochlear

implants.

After  deductible,

none  except  20%

for  durable  medical

equipment,  adult

hearing  aids  and

adult  cochlear

implants.

After  deductible  you

pay  I 0%  except  for

office  visit

copayments.

After  deductible  you  pay

1 0oA except  for  office  visit

and  prescription  drug

copayments.

Annual  out-of-

pocket  limit

(00PL):

includes

deductible  and

coinsurance

None  except  up to

$500  Individual  for

durable  medical

equipment  and

adult  cochlear

implants.  Plan

pays  no more

than $1,000 for
each  adult  hearing

aid.  See

etf.wi.gov.

After  deductible,

none  except  up  to

$500  Individual  for

durable  medical

equipment  and

adult  cochlear

implants.  Plan  pays

no more  than

$I,000  for  each

adult  hearing  aid.

See  etf.wi.gov.

$1,250  Individual

$2,500  Family

$2,500  Individual

$5,000  Family
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