2027 Premium Rates

Transamerica

Medical Employee Premium Per-Pay-Period Company Premium Per-Pay-Period

(Wellmark or United (24 Pay Periods) (24 Pay Periods)
Healthcare)

$900 Deductible Plan

Employee Only $127.82 $373.29
Employee + Spouse $286.16 $790.85
Employee + Child(ren) $234.16 $667.71

Employee + Family $419.51 $1,107.90

$1,850 Deductible Plan

Employee Only $94.76 $373.29
Employee + Spouse $208.00 $790.85
Employee + Child(ren) $172.09 $667.71
Employee + Family $299.97 $1,107.90

$4,500 Deductible Plan

Employee Only $31.85 $373.29
Employee + Spouse $72.76 $790.85
Employee + Child(ren) $58.89 $667.71
Employee + Family $108.09 $1,107.90
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Dental Employee Premium Per-Pay- Company Premium Per-Pay-
(Delta Dental) Period Period

(24 Pay Periods) (24 Pay Periods)

Basic Plus Plan

Employee Only $7.85 $9.54
Employee + Spouse $15.70 $19.09
Employee + Child(ren) $16.86 $20.52
Employee + Family $24.34 $29.60

Enhanced Plan

Employee Only $11.79 $9.54
Employee + Spouse $23.61 $19.09
Employee + Child(ren) $25.36 $20.52
Employee + Family $36.61 $29.60

Vision Employee Premium Per-Pay- Company Premium Per-Pay-
(VSP) Period Period
(24 Pay Periods) (24 Pay Periods)
Basic Plan
Employee Only $2.08 $0.86
Employee + Spouse $3.32 $1.38
Employee + Child(ren) $3.39 $1.41
Employee + Family $5.46 $2.28

Enhanced Plan

Employee Only $10.04 $0.86
Employee + Spouse $16.09 $1.38
Employee + Child(ren) $16.44 $1.41
Employee + Family $26.51 $2.28




