[

HAWAII EMPLOYER-UNION HEALTH BENEFITS TRUST FUND
EUTF RETIREES WITH ERS MEMBERSHIP DATES ON OR AFTER JULY 1, 2001
EFFECTIVE JANUARY 1, 2024

Retiree Monthly

Monthly Premium  Monthly Premium  Monthly Premium Premium

MEDICAL & PRESCRIPTION DRUG HMSA Kaiser Humana
A.  Non-Medicare - Self O $826.20 O $763.08
B. Non-Medicare - 2-Party O $1,609.64 [ $1,541.42
C. Non-Medicare - Family O $2,386.34 O $2,273.98
D. Medicare - Self O $486.86 O $462.50 O $287.22
E. Medicare - 2-Party O $948.34 O $901.84 d $562.00
F. Medicare - Family [0 $1,406.04 [0 $1,336.60 [} $835.08
If you want Medical and Prescription Drug, select one plan above and enter the premium amount on line 1A and

) 1Al $
the Self rate on line IA.

Self Monthly
Premium of Plans
Selected

If you want Medical ONLY and NOT Prescription Drug, skip this section and go to MEDICAL ONLY (1B).
If you want Prescription Drug ONLY and NOT Medical, skip this section and go to PRESCRIPTION DRUG ONLY (1C).

MEDICAL ONLY HMSA Humana
A.  Non-Medicare - Self O $581.96
B. Non-Medicare - 2-Party [0 $1,133.96
C. Non-Medicare - Family [ $1,681.08
D. Medicare - Self O $251.52 O $51.88
E. Medicare - 2-Party [} $490.10 [} $103.76
F. Medicare - Family O $726.60 O $155.64
If you want Medical ONLY and NOT Prescription Drug, select one plan above and enter the premium amount on $ $
line 1B and the Self rate on line IB.
If you selected a plan in 1A, skip this section.
PRESCRIPTION DRUG ONLY Ccvs
A.  Non-Medicare - Self O $244.24
B. Non-Medicare - 2-Party O $475.68
C. Non-Medicare - Family [} $705.26
D. Medicare - Self O $235.34
E. Medicare - 2-Party [} $458.24
F. Medicare - Family O $679.44
If you want Prescription Drug ONLY and NOT Medical, select one plan above and enter the premium amount on
) . ic| $ IC $
line 1C and the Self rate on line IC.
If you selected a plan in 1A, skip this section.
DENTAL HDS
Non-Medicare/Medicare

Self O $43.78

2-Party O $85.38

Family [} $104.62
Select one plan above and enter the premium amount on line 2 and the Self rate on line II. E $ m $
VISION VSP

Non-Medicare/Medicare

Self O $3.54

2-Party O $7.10

Family O $9.52
Select one plan above and enter the premium amount on line 3 and the Self rate on line Il E $ E $
Add lines 1A, 1B or 1C, 2, and 3 and enter amount on line 4. Add lines IA, IB, or IC, Il, and Il and enter amount $ v $
on line IV.
EMPLOYER CONTRIBUTION 0% 50% 75% 100%
A.  Non-Medicare - Self O $0.00 O $612.26 O $918.38 0 $1,22452
B. Medicare - Self O $0.00 [} $436.14 [} $654.22 [} $872.30
Select your Employer Contribution amount listed above and enter the LESSER between your Employer $
Contribution amount and line IV on line 5.
Subtract line 5 from line 4 and enter the AMOUNT YOU OWE monthly on line 6. E $

Please keep this sheet for your records. We do not send monthly billings or statements. Your monthly amounts will be on your confirmation
notice. Payments are due by the first of the month. You may pay for more than one month of premiums on one check. Please make checks
payable to EUTF and mail to 201 Merchant Street, Suite 1700, Honolulu, HI 96813.
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