
MONTHLY PREMIUMS
Monthly premiums include the cost of health, dental and vision coverage.  Benefit Recipients and/or
Dependent Beneficiaries enrolled in a managed care plan will pay lower monthly premiums. 

* You must enroll in both Medicare Parts A and B to qualify for the lower premiums.  Send a copy of your Medicare card

to SURS.  If you or your dependent is actively working and eligible for Medicare, or you have additional questions

about this requirement, contact the CMS Group Insurance Division, Medicare Coordination of Benefits (COB) Unit.

See page 19 for contact information.
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Type of Plan

Benefit Recipient $71.03 $177.57 $244.11 $73.43
Managed Care Plans

Dependent Beneficiary $284.11 $710.28 $877.30 $293.73
Managed Care Plans

Benefit Recipient $96.86 $242.14 $337.62 $97.84
Indemnity Plan (CCHP)

Dependent Beneficiary $387.43 $968.57 $1,241.49 $350.69
Indemnity Plan (CCHP)

Not Medicare
Primary

Under Age 23

Not Medicare
Primary

Age 23-64

Not Medicare
Primary
Age 65

and Above

Medicare
Primary*

All Ages

MANAGED CARE PLANS
There are 7 managed care plans available based on geographic location.  All offer comprehensive
benefit coverage.  Distinct advantages to selecting a managed care health plan include lower out-of-
pocket costs and virtually no paperwork.  Managed care plans have limitations including geographic
availability and defined provider networks.

Health Maintenance Organizations (HMOs)
Benefit Recipients must select a Primary Care Physician (PCP) from a network of participating
providers.  The PCP directs health care services and must make referrals for specialists and
hospitalizations.  When care and services are coordinated through the PCP, the Benefit Recipient
pays only a co-payment.  No annual plan deductibles apply.  The minimum level of HMO coverage
provided by all plans is described on page 6.  Please note that some HMOs provide additional coverage,
over and above the minimum requirements.

Open Access Plan (OAP)
The OAP provides three benefit levels broken into tier groups.  Tier I and Tier II require the use of
network providers and offer benefits with pre-determined co-payments.  Tier III (out-of-network)
offers Benefit Recipients flexibility in selecting health care providers with higher out-of-pocket
costs.  Tier II and Tier III require a deductible.  It is important to remember the level of benefits is
determined by the selection of care providers.  Benefit Recipients enrolled in the OAP can mix and
match providers.  Specific benefit levels provided under each tier are described on page 7.  

www.benefitschoice.il.gov




