BluePreferred Underwritten
District of Columbia

In-Network: W $2,500 Deductible, 80%/20% Coinsurance, M $5,000 Out-of-Pocket

Out-of-Network: B $5,000 Deductible, 60%/40% Coinsurance, B $7,500 Out-of-Pocket

Prescription: $10 Generic Copay, $25 Preferred Brand Copay, $45 Non-Preferred Brand Copay
$100 Deductible, $1,500 Annual Maximum

Monthly Premium Rates Effective: Janaury 1, 2008

INDIVIDUAL &
AGE AT EFFECTIVE DATE INDIVIDUAL CHILD(REN) INDIVIDUAL & ADULT FAMILY
1-5 $70 - - -
6-17 $63 $122 $125 $166
18-20 $90 $177 $181 $242
21 $92 $180 $185 $246
22 $93 $183 $187 $251
23 $97 $189 $193 $257
24 $98 $191 $196 $262
25 $100 $195 $199 $265
26 $102 $200 $205 $274
27 $104 $203 $208 $277
28 $106 $207 $211 $282
29 $109 $211 $217 $288
30 $110 $213 $220 $294
31 $113 $220 $226 $300
32 $114 $222 $229 $305
33 $118 $229 $234 $312
34 $119 $232 $238 $317
35 $122 $238 $243 $325
36 $123 $241 $246 $329
37 $126 $246 $252 $336
38 $129 $252 $259 $344
39 $131 $255 $261 $348
40 $133 $261 $267 $357
41 $140 $272 $278 $372
42 $146 $286 $294 $392
43 $153 $298 $306 $407
44 $160 $313 $320 $428
45 $167 $326 $335 $447
46 $175 $341 $350 $466
47 $183 $356 $364 $487
48 $191 $373 $382 $511
49 $200 $390 $400 $534
50 $209 $407 $418 $558
51 $218 $425 $436 $581
52 $228 $445 $456 $610
53 $239 $465 $477 $636
54 $249 $486 $498 $664
55 $261 $508 $521 $695
56 $272 $532 $545 $728
57 $285 $557 $571 $763
58 $297 $580 $595 $794
59 $313 $610 $624 $834
60 $326 $635 $651 $870
61 $340 $664 $681 $908
62 $357 $696 $714 $953
63 $373 $727 $746 $996
64 $389 $759 $779 $1,040
65 $406 $793 $814 $1,087
66 and over $426 $832 $852 $1,137

*To include a maternity benefit, add $126 to the monthly premium rate.
The actual premium rate may be either 25% or 50% higher than above premium rates based on the Medical Underwriting results.

Policy Form Numbers:
DC/DP-IEA-9/95 + PPP-A/DC-4/96 + D-CMM/MM ATTB/DB-4/96 « DC/CF/DB/ELIG SCH (9/05) « DC/CF/DB/ELIG CONV (9/05) « DC/CF/IND RX3 (1/03)
and any attached amendments.






