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Benefit
Cigna HDHP Plan

In-Network
Cigna HDHP Plan
Out-of-Network

Cigna PPO Plan
In-Network

Cigna PPO Plan
Out-of-Network

Deductible
Single/Family

$2,500 / $5,000 $3,000 / $6,000 $500 / $1,500 $1,000 / $3,000

Out-of-Pocket Maximum
Single/Family

$5,000 / $10,000 $10,000 / $20,000 $5,000 / $10,000 $10,000 / $20,000

Coinsurance
(amount you pay after deductible)

20% 40% 20% 40%

Office Visits
Primary Care & Specialist

20% after 
deductible

40% after 
deductible

20%, deductible 
does not apply

40% after 
deductible

Preventive Care Covered in full Covered in full Covered in full Covered in full

Urgent Care
20% after 
deductible

40% after 
deductible

20% after 
deductible

40% after 
deductible

Emergency Room
20% after deductible then $500 copay 

(copay waived if admitted) 
$500 copay then 20% after deductible 

(copay waived if admitted)



Need help? Call the number on your Benefits ID card.

Confirm Eligibility and Benefits

No matter which provider you see, you and your providers must contact EBMS - 

not Cigna – for assistance.

Providers can call the provider number on the back of your ID card to confirm 

eligibility and benefits.

 

Non-Cigna Providers and Hospitals 

Out-of-network benefits may apply.

Cigna >> mycigna.com 

Contracted facilities, physicians and specialists (Search covered by Employer/School, then 

“PPO, Choice Fund PPO”

In-Network Providers and Hospitals 





Benefit
RBP HDHP Plan

In-Network
RBP HDHP Plan
Out-of-Network

RBP PPO Plan
In-Network

RBP PPO Plan
Out-of-Network

Deductible
Single/Family

$2,500 / $5,000 $3,000 / $6,000 $300 / $900 $600 / $1,800

Out-of-Pocket Maximum
Single/Family

$2,500 / $5,000 $4,500 / $9,000 $2,000 / $6,000 $4,000 / $12,000

Coinsurance
(amount you pay after deductible)

0% 40% 20% 40%

Office Visits
Primary Care & Specialist

0% after deductible
40% after 
deductible

20% deductible 
does not apply

40% after 
deductible

Preventive Care Covered in full Covered in full Covered in full Covered in full

Urgent Care (physician) 0% after deductible
40% after 
deductible

20% after 
deductible

40% after 
deductible

Emergency Room
0% after deductible then $500 copay 

(copay waived if admitted)
$500 copay then 20% after deductible 

(copay waived if admitted)
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In-Network Providers

Partners Direct Health (PDH)  >> providers.partnersdirecthealth.com

Contracted Physicians and specialists
 

HealthSmart  >>  providerlookup.healthsmart.com

Contracted Physicians and specialists (Search: Physician and Ancillary Only) 

Provider Choice

With your plan, you are not required to see an in-network provider. If you choose a 
provider that is not in-network, we’ll make sure you don’t overpay for care.  





BUILT-IN PRICE PROTECTION
Don’t Overpay for Care 

MEMBER GUIDANCE & SUPPORT
We Work on Your Behalf

We review claims to:

• Identify billing errors

• Limit healthcare charges to what's fair and reasonable

• Make sure provider reimbursements don't exceed your plan’s allowable limits





Per-Pay Rate RBP HDHP RBP PPO Cigna HDHP Cigna PPO

Team Member Only $95.00 $95.00 $142.50 $142.50

Team Member + 
Spouse

$165.38 $165.38 $275.63 $275.63

Team Member + Child $110.25 $110.25 $183.75 $183.75

Family $165.38 $165.38 $275.63 $275.63

Wellness Discount Opportunities

Non-Nicotine Credit Preventive Care Credit

Single, Single+ Child $30 discount Additional $30 discount

Single + Spouse $30 discount Additional $60 discount

Family $30 discount Additional $60 discount

Team Member Cost Examples:

RBP HDHP-Team Member Only with 1 Wellness 
Credit
$95.00 Bi-weekly Premium
-$30 Preventive Care Credit
$65.00 Total Bi-weekly Premium

Cigna PPO-Family with 2 Wellness Credits
$275.63 Bi-weekly Premium
-$30 Team Member Non-Nicotine Credit
-$30 Team Member Preventive Care Credit
-$30 Spouse Preventive Care Credit
$185.63 Total Bi-weekly Premium
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Team Member Only Family 

2024 & 2025 HSA 

CONTRIBUTION LIMITS 
2024 2025 2024 2025 

$4,150/year $4,300/year $8,300/year $8,550/year 

    

$3,400/year $3,550/year $6,800/year $7,050/year 

Employer Contribution $750/year $750/year $1,500/year $1,500/year 

 

http://www.irs.gov/publications


NO Use it or Lose it provision
▪ Balance rolls over
▪ Contribute up to the annual maximum each year

Triple Tax Savings
▪ Contributions are tax deductible = reduces 

taxable income!
▪ Earnings/Growth are tax-free
▪ Withdrawals for qualified Medical Expenses 

are tax-free

Team Member Owns the Account
▪ You keep the money even if you change jobs 

or insurance
▪ Comprehensive & easy investment options
▪ Save for retirement
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No Network 
Required 

Open Access

Deductibles*

Per plan participant $50

Per family unit $100

*applies to class B & C

Maximum Benefit

Class A, B, & C Services $1,000 per calendar year

Class D Services $1,000 per lifetime

Class A - Preventive

Routine exams, bitewing x-rays, 

Sealants 100%, no deductible applies

Class B - Basic

Panoramic x-rays, endodontic 

procedures, extractions 80% after deductible

Class C - Major

Inlays, onlays, crows, prosthetics 50% after deductible

Class D - Orthodontia

Orthodontic services* 50%, no deductible applies

*Orthodontia services are covered for Plan Participants up to age 19.

Per-Pay Rate
26 Pays

Dental 

Team Member Only $10.00

Team Member + 
Spouse

$15.00

Team Member + Child $15.00

Family $15.00



No Network 
Required 

Open Access 

Eye Exam Maximums

1 exam per calendar year $100 per exam

Frames

1 frame per calendar year $100 per frame

Lenses

1 pair per calendar year*

Single Vision - $100 per pair 
Bifocals - $150 per pair
Trifocals - $200 per pair 
Lenticular Single Vision - $75 per pair 
Lenticular Bifocals - $125 per pair 
Lenticular Trifocals - $150 per pair 
Progressive - $150 per pair

Contact Lenses (medically necessary)

1 pair per calendar year* Medically Necessary - $175 per pair

Contact Lenses (elective)

1 pair per calendar year* $100 per pair

*Benefits available for lenses may be used for contact lenses in lieu of lenses.

Per-Pay Rate
26 Pays

Vision

Team Member Only $10.00

Team Member + 
Spouse

$15.00

Team Member + Child $15.00

Family $15.00



HOW DO I CONTINUE MY MAIL ORDER SERVICE?

If your employer offers home delivery options, contact WB Rx 
Express.

We can transfer your existing prescriptions from your current 
pharmacy. 

wbrxexpress.com or 833-391-0126

When you contact WB Rx Express, you will need to 
provide:
1. Your name, phone number, and home address.
2. Your insurance card information. 
3. Your payment information.
4. If your doctor provides a new prescription, they will need to 

send it to WB Rx Express by electronic prescribing, phone, 
fax, or mail

http://www.wbrxexpress.com/
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