
ACTIVE EMPLOYEE PREMIUM SCHEDULES
Based on 12 checks*
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HEALTH PLANS

AETNA (Traditional)
Employee + 2 or more 1,779.60 1,532.66 246.94 1,328.31 451.29 1,226.13 553.47 1,123.95 655.65 1,021.77 757.83 919.60 860.00 817.42 962.18

Employee + 1 1,321.00 1,156.61 164.39 1,002.40 318.60 925.29 395.71 848.18 472.82 771.07 549.93 693.97 627.03 616.86 704.14

Employee Only 611.60 574.90 36.70 498.25 113.35 459.92 151.68 421.59 190.01 383.27 228.33 344.94 266.66 306.61 304.99

SELECTHEALTH  (Traditional)
Employee + 2 or more 1,794.00 1,545.03 248.97 1,339.03 454.97 1,236.02 557.98 1,133.02 660.98 1,030.02 763.98 927.02 866.98 824.02 969.98

Employee + 1 1,331.30 1,165.62 165.68 1,010.20 321.10 932.50 398.80 854.79 476.51 777.08 554.22 699.37 631.93 621.66 709.64

Employee Only 616.30 579.32 36.98 502.08 114.22 463.46 152.84 424.83 191.47 386.21 230.09 347.59 268.71 308.97 307.33

AETNA (High Deductible)
Employee + 2 or more 1,558.70 1,342.42 216.28 1,163.43 395.27 1,073.94 484.76 984.44 574.26 894.95 663.75 805.45 753.25 715.96 842.74

Employee + 1 1,157.00 1,013.03 143.97 877.96 279.04 810.42 346.58 742.89 414.11 675.35 481.65 607.82 549.18 540.28 616.72

Employee Only 535.70 503.56 32.14 436.42 99.28 402.85 132.85 369.28 166.42 335.71 199.99 302.14 233.56 268.57 267.13

SELECTHEALTH (High Deductible)
Employee + 2 or more 1,573.80 1,355.40 218.40 1,174.68 399.12 1,084.32 489.48 993.96 579.84 903.60 670.20 813.24 760.56 722.88 850.92

Employee + 1 1,167.90 1,022.56 145.34 886.22 281.68 818.05 349.85 749.88 418.02 681.71 486.19 613.54 554.36 545.37 622.53

Employee Only 540.70 508.26 32.44 440.49 100.21 406.61 134.09 372.72 167.98 338.84 201.86 304.96 235.74 271.07 269.63

DENTAL PLANS

DELTA BASIC PPO
Employee + 2 or more 88.19 79.09 9.10 68.54 19.65 63.27 24.92 58.00 30.19 52.73 35.46 47.45 40.74 42.18 46.01

Employee + 1 59.93 57.69 2.24 50.00 9.93 46.15 13.78 42.31 17.62 38.46 21.47 34.61 25.32 30.77 29.16

Employee Only 29.97 29.97 0.00 25.97 4.00 23.98 5.99 21.98 7.99 19.98 9.99 17.98 11.99 15.98 13.99

DELTA PREMIER + PPO
Employee + 2 or more 118.32 79.09 39.23 68.54 49.78 63.27 55.05 58.00 60.32 52.73 65.59 47.45 70.87 42.18 76.14

Employee + 1 75.52 57.69 17.83 50.00 25.52 46.15 29.37 42.31 33.21 38.46 37.06 34.61 40.91 30.77 44.75

Employee Only 44.28 42.07 2.21 36.46 7.82 33.66 10.62 30.85 13.43 28.05 16.23 25.24 19.04 22.44 21.84

LONG TERM DISABILITY

UNUM
20.17 10.09 10.08 8.74 11.43 8.07 12.10 7.40 12.77 6.73 13.44 6.05 14.12 5.38 14.79

January 1, 2020 through December 31, 2020

*Employees who receive 10 checks a year rather than 12 will prepay a protion of the annual premium. Therefore, the monthly amount deducted from an 
employee’s paycheck will exceed the Employee Monthly Cost amount.

**Employees enrolled in District health insurance will also be subject to a monthly wellness premium in the amount of $6.25.

NOTE: Premiums listed for less than 30 hours per work week are applicable to employees who meet the eligibility criteria 
requirements of an employment start date and insurance eligibility date of June 30, 2004, or earlier.

Family coverage
2-party coverage
Individual coverage	

$180.00 per month
$140.00 per month
$  70.00 per month

$  90.00 per month
$  70.00 per month
$  35.00 per month

30 or more hours per week Less than 30 hours per week

Monthly District Health Savings Account (HSA) Contribution for Employees electing 
High Deductible Health Plan (HDHP) coverage.



SUPPLEMENTAL LIFE RATES

            Calculate your total monthly premium here
    Desired No.of Thousands Total Monthly Premium

 X         $  .02 =
 (up to 500)

 (Employee’s who receive 10 checks a year rather than 12 will prepay a portion of the annual premium)

ACCIDENTAL DEATH & DISMEMBERMENT 
Monthly Rate $ .02 per $1,000 of Coverage

SHORT-TERM DISABILITY RATES

Premium Rates per $10 of Base Salary
Age Male Female

           29 and under .03 .06
30-39 .05 .08
40-49 .07 .13
50-59 .10 .18

60 and over .14 .21
Sample Premium Calculation: Yearly base salary ($26,696) divide by 52 weeks = $513; weekly salary $513 x 66.6667% of benefit = $342.00 (round to 
nearest $10) = $340 divide by 10 = $34 x .18 (rate) = $6.12 monthly premium.

Monthly Rates per $1,000 of Coverage
Attained Age Employee & Spouse Rates
34 and under .................................................................................................$  .06
35 to 39...........................................................................................................    .09
40 to 44...........................................................................................................    .11
45 to 49...........................................................................................................    .17
50 to 54...........................................................................................................    .23
55 to 59...........................................................................................................    .39
60 to 64...........................................................................................................    .47
65 to 69...........................................................................................................    .76
70 to 74...........................................................................................................  1.43
75 to 79...........................................................................................................  2.49

Child(ren)           Coverage for $  5,000. . . . . . . . . . . . . . . . . . .                  $   .78
Coverage for $10,000. . . . . . . . . . . . . . . . . . .                     1.56

Calculate your total monthly premium here
Desired No. of Thousands            Premium per $1,000 Total Premium

Employee _______________ X         _________________ =     ________________
Spouse _______________ X         _________________ =     ________________

Child(ren) $5,000 (.78)     or        $10,000 ($1.56) =     ________________
Total Monthly Premium =     ________________

(Employee’s who receive 10 checks a year rather than 12 will prepay a portion of the annual premium)

VISION MONTHLY RATES
Employee Only . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                    $  4.11
Employee + 1 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                     $  7.97
Employee + 2 or more. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                               $10.46



COBRA PREMIUMS
Qualified beneficiaries who continue coverage under COBRA, the federal health care continuation law, pay 
102% of the premium cost.  Premiums are remitted directly to the district’s COBRA Administrator.

January 1, 2020 through December 31, 2020

AETNA (Traditional Health Plan)
Family . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,815.19
2-Party  . . . . . . . . . . .. . . . . . . . . . . . . . . .  1,347.42       

	
SELECTHEALTH (Traditional Health Plan) 

	
2-Party. . . . . . . . . . . . . . . . . . . . . . . . .  .    	
Single . . . . . . . . . . . . . . . . . . . . . . . . . . .		     628.63

AETNA (High Deductible Health Plan)
	
2-Party . . . . . . . . . . . . . . . . . . . . . . . . . .    	
Single  . . . . . . . . . . . . . . . . . . . . . . . . . .			        546.41

SELECTHEALTH (High Deductible Health Plan) 
	
2-Party   . . . . . . . . . . . . . . . . . . . . . . . . . .  1,191.26
Single   . . . . . . . . . . . . . . . . . . . . . . . . . . . 551.51

DELTA BASIC PPO
 Family . . . . .. . . . . . . . . . . . . . . . . . . . . . .  $ 89.95		
2-Party . . . . . . . . . . . . . . . . . . . . . . . . . . .      61.13
Single . . . . . . . . . . . . . . . . . . . . . . . . . . . .     30.57

DELTA PREMIER + PPO 
Family . . . . . . . . . . . . . . . . . . . . . . . . . . . . $120.69
 2-Party . . . . . . . . . . . . . . . . . . . . . . . . . . . .	 77.03
 Single . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 45.17

Dental Plans	 Monthly Premiums

Health Plans Monthly Premiums

Vision	 Monthly Premiums
OPTICARE OF UTAH

 Family . . . . .. . . . . . . . . . . . . . . . . . . . . . .  $ 10.67		
2-Party . . . . . . . . . . . . . . . . . . . . . . . . . . .       8.13
Single . . . . . . . . . . . . . . . . . . . . . . . . . . . .       4.19



As defined in the Davis School District Negotiated Agreements, employees who retire under the Davis School District Early 
Retirement Incentive Medical and Dental Plan (ERP) may continue to be enrolled in group medical and dental programs 
until they become eligible for medicare, or for ten consecutive years following retirement, whichever occurs first.  Special 
provisions apply to retirees who return to active employment with the district.  (Dependents may have limited continuation 
of coverage in cases where they would otherwise lose coverage - see ERP document.)

Retired Employees in first three years of plan participation–
• Refer to the Active Employee Premium Schedule.

Retired Employees beyond the first three years of plan participation–
Refer to the schedule below.

RETIREE PREMIUMS

AETNA (Traditional Health Plan)
Family . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,815.19

2-Party  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1,347.42       

	
SELECTHEALTH (Traditional Health Plan) 

	
2-Party . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,357.93
Single . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 628.63

AETNA (High Deductible Health Plan)
Family . . . . . . . . . . . . . . . . . . . . . . . . . . $1,589.87
2-	
Single . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  546.41

SELECTHEALTH (High Deductible Health Plan) 
	
2-	
Single . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  551.51

	
DELTA BASIC PPO

 Family . . . . .. . . . . . . . . . . . . . . . . . . . . . .  $ 89.95		
2-Party . . . . . . . . . . . . . . . . . . . . . . . . . . .	  61.13		
 Single . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	 30.57

DELTA PREMIER + PPO 
Family . . . . . . . . . . . . . . . . . . . . . . . . . . . . $120.69
 2-Party . . . . . . . . . . . . . . . . . . . . . . . . . . . .	 77.03
 Single . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 	 45.17

Dental Plans	 Monthly Premiums

Health Plans		 Monthly Premiums
• January 1, 2020 through December 31, 2020

Vision	 Monthly Premiums
OPTICARE OF UTAH

 Family . . . . .. . . . . . . . . . . . . . . . . . . . . . .  $ 10.67		
2-Party . . . . . . . . . . . . . . . . . . . . . . . . . . .       8.13
Single . . . . . . . . . . . . . . . . . . . . . . . . . . . .       4.19


	Premiums 2020.pdf
	premiums 2020-1.pdf



