
In Out of In Out of In Out of
 Network Network  Network Network  Network Network

CY Deductible CY Deductible CY Deductible
Per Person $1,000 $1,500 Per Person $3,000 $3,500 Per Person $50 $50 
Family Max $2,000 $3,000 Family Max $6,000 $7,000 Family Max $150 $150 

Coinsurance Coinsurance CY Max Benefit
Plan Pays After Deductible Plan Pays After Deductible Preventative 100% 100%
Out-of-Pocket Max Out-of-Pocket Max Basic 50% 50%

Individual $7,000 $14,000 Individual $8,650 $17,300 Major 50% 50%
Family $14,000 $28,000 Family $17,300 $34,600 Orthodontia

Office Visits Office Visits Children to Age 18 50% 50%
Primary $25 Copay Ded + 50% Primary $45 Copay Ded + 50% Cost Per 
Specialist $65 Copay Ded + 50% Specialist $95 Copay Ded + 50% Pay Period

Preventative Preventative Employee Only
Per ACA Guidelines Per ACA Guidelines Emp & Spouse
Lab & X-ray Ded + 50% Lab & X-ray Ded + 50% Emp & Children
Imaging Ded + 50% Imaging Ded + 50% Emp & Family

Outpatient Surgery Outpatient Surgery
Ambulatory Surgery Center Ambulatory Surgery Center In Out of

 Network Network

CY Deductible
Prescriptions Prescriptions Per Person $50 $50 
Retail Rx - 30-day supply Retail Rx - 30-day supply Family Max $150 $150 
Mail Order - 90-day supply Mail Order - 90-day supply CY Max Benefit
Specialty - 30-day supply Specialty - 30-day supply Preventative 100% 100%
Cost Per Cost Per Basic 80% 80%
Pay Period Pay Period Major 50% 50%

Orthodontia
Children to Age 18 50% 50%
Cost Per 
Pay Period
Employee Only
Emp & Spouse
Emp & Children
Emp & Family

$1,000 Lifetime Max Per Person

No Charge

Deductible

50%

No Charge Ded + 50%

$65 Copay Ded + 50%

$2,000 Per Person

  $35.45

Effective 7/1/2023
26 Pays

$3/35/90/180 ($400 RX Ded)
2 times RX Copay

Employee Only

26 pays
Effective 7/1/2023

$324.74

Emergency Room

Urgent Care

Inpatient Hospital

20% Coins

  $75.28

26 pays
Effective 7/1/2023

In Network

50%
2 times RX Copay

Emp & Family

Emp & Children

Ded + 50%

Ded + 50%

In Network

Deductible

OV Copay or 
Coins

OV Copay or 
Coins

$1,000 Lifetime Max Per Person

$1,500 Per Person

Includes Deductible                                           

Low PPO $50-100/50/50-$1500

PLAN FEATURES PLAN FEATURES

PPO Silver 3000 Statewide Network

80%

Emp & Children$387.96 $310.27

$700.82

MEDICAL BENEFITS MEDICAL BENEFITS

$95 Copay

20% Coins

BCBSAZ

DENTAL BENEFITS

80% 50%

Effective 7/1/2023

Includes Deductible                                           

PLAN FEATURES

PPO Gold 1000 Statewide Network
BCBSAZ HUMANA

Waived For Preventative & Orthodontia

DENTAL BENEFITS

Ded + 50%
Waived For Preventative & Orthodontia

$3 / $15 / $60 / $130

Inpatient Hospital

Emergency Room

Urgent Care

20% Coins Ded + 50%

HUMANA
High PPO $50-100/80/50-$2000

Emp & Spouse

50%

Ded + 50%

Ded + 50%

PLAN FEATURES

Emp & Family

20% Coins

$404.41

$832.28

Employee Only

Emp & Spouse

26 Pays
$9.32

$25.16
$24.32
$41.07

$12.97
$33.47
$31.32
$52.88



BCBSAZ

The Hartford

Claims &
Eyeglass Lenses Member Services
Standard Plastic

Contact Lenses Edge School, Inc.
Exam Up to 40 12 Months
Elective $130 Allowance 12 Months Human Resources
Medical Covered In Full 12 Months Anne Ortiz

Cost Per 
Pay Period
Employee Only
Emp & Spouse Dana Cosgrove
Emp & Children Service
Emp & Family

Mike Cano
Agent

Injury: 15th Day
Sickness: 15th Day

(520) 881-1389
anneo@edgehighschool.org

(480) 253-5942

Tucson, AZ 85716

Employee Health Plan

(520) 881-1389

This summary of coverages is provided for convenience and is not 
intended to embody all the details of coverage. Please refer to 
carrier marketing materials and/or certificate of coverage for 
specific details, including exclusions and limitations.

dcosgrove@mahoneygroup.com

(520) 784-6668
mcano@mahoneygroup.com

through
June 30, 2024

July 1, 2023

For Plan Year

Up to $750 Per Week

SHORT TERM DISABILITY BENEFITS

This summary of coverages is provided for convenience and is not 
intended to embody all the details of coverage. Please refer to carrier 
marketing materials and/or certificate of coverage for specific details, 

including exclusions and limitations.

(800) 864-4400

Benefit Duration 26 Weeks

Employer Paid

$15,000 

Benefits Begin on

Weekly Benefit

Benefit Amount 

HUMANA

60% of Pre-disability Earnings

Voluntary Vision PPO 130
 In-Network

PLAN FEATURES

Employee Term Life/AD&D

THE HARTFORD

PLAN FEATURES

VISION BENEFITS

2555 E. 1st StreetIn Lieu of Eyeglasses

$2.91
$5.82

PLAN FEATURES

Effective 7/1/2023

Eye Exam

$130 Allowance 24 Months

$10 Copay

Employer Paid

Frames

$5.52
$8.68

The Mahoney Group26 Pays

12 Months

BASIC LIFE/AD&D BENEFITS
HUMANA

(800) 549-6514

USEFUL CONTACTS

$15 Copay

See Summary for OON Reimbursements

12 Months

Edge School, Inc.

Member Services: ww.azblue.com

www.thehartford.com

mailto:dcosgrove@mahoneygroup.com
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