BluePreferred Underwritten
District of Columbia

In-Network: W S500 Deductible, 80%/20% Coinsurance M $2,500 Out-of-Pocket

Out-of-Network: B $1,000 Deductible, 60%/40% Coinsurance B S5,000 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: January 1, 2008

INDIVIDUAL &
AGE AT EFFECTIVE DATE INDIVIDUAL CHILD(REN) INDIVIDUAL & ADULT FAMILY
1-5 $96 - - -
6-17 $86 $167 $171 $227
18-20 $124 $242 $249 $331
21 $126 $247 $253 $337
22 $128 $250 $256 $344
23 $133 $259 $265 $353
24 $134 $262 $268 $359
25 $137 $267 $273 $363
26 $140 $275 $281 $376
27 $143 $279 $285 $380
28 $145 $283 $289 $386
29 $149 $289 $297 $396
30 $151 $293 $302 $403
31 $155 $302 $309 $412
32 $157 $305 $314 $418
33 $161 $314 $322 $429
34 $163 $318 $326 $435
35 $167 $326 $334 $445
36 $169 $330 $338 $451
37 $173 $338 $346 $461
38 $177 $346 $355 $473
39 $180 $350 $358 $477
40 $183 $358 $367 $490
41 $192 $373 $382 $511
42 $201 $393 $403 $538
43 $210 $409 $420 $559
44 $219 $429 $440 $588
45 $230 $448 $460 $614
46 $240 $469 $481 $640
47 $251 $489 $501 $669
48 $263 $513 $525 $702
49 $275 $536 $550 $734
50 $287 $560 $575 $767
51 $300 $584 $599 $799
52 $313 $611 $627 $839
53 $328 $639 $656 $875
54 $342 $668 $684 $913
55 $359 $698 $717 $956
56 $374 $731 $750 $1,001
57 $393 $766 $786 $1,050
58 $409 $798 $818 $1,093
59 $430 $839 $859 $1,147
60 $448 $874 $896 $1,197
61 $468 $914 $937 $1,249
62 $491 $958 $982 $1,311
63 $514 $1,000 $1,026 $1,370
64 $535 $1,045 $1,072 $1,431
65 $560 $1,092 $1,120 $1,496
66 and over $587 $1,145 $1,173 $1,565

*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 (R.2/06) « DC/CF/DB/ELIG CONV (R.2/06) « DC/C-DP 4/96 + DC/CF/IND RX3 (1/03)
and any attached amendments.






