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Age Renewal Rate

42 $481.2

43 $4914&
44 $5O8O1

45 $525.10

46 $S4S.4

47 $S58.37

48
j

$59455

49 S)2037

so .

SI $678.19

r_ _74 Q)
Z/Lucz

54 $776.37

ss $81192

S6 $848.37

S7 S88619

______
S8 $92655

59 S946.55

:___ 60 $986.92

61 $102183

62 $104474

63 $107347

64 .
$1090.92

Age V

Renewal Rate

0-17

18 $32364
IG
.,

.0 $32364

21
$363.64

22 $363.64

23 $36364

24 $36364
;V

V $36S.09

26 $372.37

27 $38109

28 $39528

29

____$40691

30

____

$4127.3

31 $421.46
V

32 $43019

33
V

$43564 V

34 $441.46

35 $444.37
36

V $44728

37 , $45019

38 $45310

39 $45291

40 $46473

41 $47346

p

ii

3

:
65-115 V

$1090.92 .

V VV__
VV_ ___ _

__

_V_V VV _ V

V•VV
VVVVV•_VVVVV

V VV.VV::VVVVV•VV•V_VV••V_V

V
V• VV.V•V• V .V

VVVVV
VVV V•VVVVV•

V VVVV•.VVVVVVVV VV V
•VVVV

VVV
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Age Renewal Rate
G47 $242,76

_________

18 $24276

_________

19 24276
20 $24236
_%4

.22
$272./6

, j7?) 7
I

L I

24 $27276
25 $27385
26

_____

$27931.

_____ _____

27 S2858S

29 • $30522
30 $30958

—--

31 $316.13
32 $322.68
33 $32677
34 $3311.3
35 $333.31
36

37 $337.68
38 $33986
39 $34432
An ri‘+u

41 $35S13

Age Rerewa1 Rate
4 $36L41
43 . $370.14
44 5381.0s
45 $393S7
46 $409.14

——

47 $426.32
110 AAC (
••9L3

.

49 , $46533
50 $48715
51 $508.70
52 $S32.43

L S3 $556.43
54 $58234
55 $50815 *

.

56 . $636.35
S7 $664.72

—“

8 $694.99
59 . $70999
60 $740.27

: 61 . 5/66.46

62 . $783.64
63 $805.19

. 64 $81828
?r ill-
U;.L.L:
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I Backto all

Total Expense
Low

Estimate

ucare
UCare M Health Fairview..

BRONZE HMO

$303.19 /month
after $9000 tax credit

ADD

Total Expense
Low

Estimate

HealthPartners

SrnartCare $6900 HSA

Bro..

BRONZE PPO

$327.11 /rnonth
after $90.00 tax credit

:zzzJ

Total Expense
LowEstimate

MEDICA
Indivdua1 & Fm[y Health Ptans

Bold by M Health Fairvie...

BRONZE EPO

$333.24 Imonth
after $90.00 tax credit

EEZZZZ1
‘V Summary

Doctors & Facilities

Plan Type

HSA-compatible

Yearly Deductible & Out-of-Pocket Maximum (In Network)

Yearly Deductible

Out-of-Pocket Maximum

$5900 (Individual)

$8550 (Individual)

View Directory View Directory

.PPO EP9

Yes No

‘ Doctor Office Visits

Primary Care Visit First 3 visits at $60

Copay,

No Charge after

deductible

First 3 visits at $60

Copay with deductible,

View Directory

HMO

No

$6900 (Individual)

$6900 (Individual)

$6850 (Individual)

$8550 (Individual)



Total Expense
Estimate

Low Expense
Estimate

Total
Expense
Estimate

ucare
UCare Bronze HSA

BRONZE HMO

MEDICA.
Individual & Family Health Plans

Medica Applause Bronze

C

Health Partners

Peak $6250 Plus Bronze

BRONZE PPO

BRONZE EPO

$315.73 /month
after $90.00 tax credit

—----i
$385.87 /month

after $90.00 tax credit

EZZA?!?ZZ

$366.95/month
after $90.00 tax credit

EL-;zE1
‘V Summary

Doctors & Facilities

Plan Type

View Directory

HMO

View Directory

EPO

View Directory

PPo

HSAcompatible Yes No No

‘V Yearly Deductible & Out-of-Pocket Maximum (In Network)

Yearly Deductible $6950 (Individual) $7200 (Individual) $6250 (Individual)

Out-of-Pocket Maximum $6950 (Individual) $8550 (Individual) $8550 (Individual)

‘V Doctor Office Visits

No Charge after $90 Copay First 3 visits at $0 Copay

with deductible,

* Li

i’u’l c_)

I Back to all plans

Total
Medium Medium

Primary Care Visit
deductible
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Total

Expense Medium
Estimate

ucare
UCare Silver

SILVER HMO

$41711 /month
after $90.00 tax credit

Total Expense
Low

Estimate

MEDICA.
Inddua1 8 Faniiy Health Plans

Bold by M Health Fairvie..,

SILVER EPO

$387.49
/rn onth

after $90.00 tax credit

ADD

Total

Expense Medium
Estimate

HealthPartners

SmartCare $3000 HSA Sil..

SILVER PPO

$394.26 /month
after $90.00 tax credit

z-zzE1
4 Summary

Doctors & Facilities

Plan Type

HSA-compatible

Yearly Deductible & Out-of-Pocket Maximum (In Network)

Yearly Deductible

Out-of-Pocket Maximum

$2900 (Individual)

$7900 (Individual)

View Directory View Directory

Po o

No Yes

Doctor Office Visits

Primary Care Visit First 3 visits at $30

Copay,

$45 Copay 20% Coinsurance after

deductible

View Directory

HMO

No

$3900 (Individual)

$8550 (Individual)

$3000 (Individual)

$6900 (Individual)
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Total Expense
High

Estimate

ucare
UCare Gold

GOLD HMO

$539.60 /monti
after $90.00 tax credit

LZEE1

Total Expense
High

Estimate

HealthPartners

SrnartCare S1,000
w/Copay.

GOLD PPO

$501.42
/month

after $9000 tax credit

ADD

Total
Expense Medium
Estimate

MEDICA.
Indidua1 & Farni Heah Plans

Bold by M Health Fairvie..

GOLD EPO

$494.00 /month
after $90.00 tax credit

zz---:i
44 Summary

Doctors & Facilities View Directory

PlanType •H M.P

HSA cornp• No

4 Yearly Deductible & Out-of-Pocket Maximum (In Network)

Yearly Deductible $900 (Individual)

Out-of-PocketM $7300 (Individual)

View Directory

PPo

No

$1000 (Individual)

$7600 (Individual)

View Directory

EPO

No

$1100 (Individual)

$8550 (Individual)

Doctor Office Visits

Primary Care Visit $20 Copay $30 Copay $25 Copay
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Total Expense Estimate High

rI BlueCross
.w v. BlueShield

Minnesota

Blue Plus Minnesota Valu..

GOLD PPO

$51 7.62 /month
after $90.00 tax credit

ADD

4 Summary

P.Qr & Facilities View Directory

Plan Type

HSA-compatible No

Yearly Deductible & Out-of-Pocket Maximum (In Network)

Yearly Deductible $1100 (Individual)

Out-of-Pocket Maximum $7500 (Individual)

Doctor Office Visits

Primary Care Visit $30 Copay

Specialist Visit $60 Copay
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4 Back to Preferences

Medical Plans 6 Dental Plans

Dental Coverage

For I Member in ZIP code 55082.

Anticipated coverage start date 01/01/2021

SORT BY

6 DELTA DENTAL
a: Monthly Price

Delta Dental Bronze + De...
C) Yearly Deductible

LOW PPO
c:.. Out-of-Pocket (OOP) Max

FILTER BY $1 4.95/month

Routine Dental (Adult) $0 Copay

PLAN TYPE Dental Checkup (Child) $0 Copay

n pp e•y (Ch!.) P.
Out-Of-Pocket Max $350

PLAN TIER

COMPARE DETAILS
Low

El !1

YEARLY DEDUCTIBLE DENTEGRA
-.. , /nsuranp

El $49 and under Dentegra Dental PPO Fami...

[1 $50 to $99 LOW PPO

LI $100 and over

$20.08/month
COMPANY

Routine Dental (Adult) 0% Coinsurance

L] Delta Dental of Minnesota Dental Checkup (Child) 0% Coinsurance

Dentegra Insurance Company eariy (C



Out-Of-Pocket Max $350

COMPARE DETAILS

6 DELTA DENTAL

Delta Dental Silver + De.

LOW PPO

$27.1 5/month

Routine Dental (Adult) $0 Copay

Dental Checkup (Child) 50% Coinsurance

6L(C

hild) p.
Out-Of-Pocket Max $350

COMPARE DETAILS

6 DELTA DENTAL

Delta Dental Gold + Delt...

LOW PPO

$41 .75/month

Routine Dental (Adult) $0 Copay

Dental Checkup (Child) $0 Copay

Ye.!jy (C) 9.
Out-Of-Pocket Max $350

COMPARE DETAILS

DENTEGRA
Insirari ni any

Dentera Denta PPOFam

HIGH PPO

$43.43/month

Routine Dental (Adult) 0% Coinsurance



Dental Checkup (Child) 0% Coinsurance

Out-Of-Pocket Max $350

El COMPARE DETAILS

4 DELTA DENTAL

Delta Dental Platinum +

LOW PPO

$50.95/month
Routine Dental (Adult) $0 Copay

Dental Checkup (Child) $0 Copay

Yearly Deductible (Child)

Out-Of-Pocket Max $350

DETAILSEl COMPARE

©2020 MNsure Privacy Policy


