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The CDP is an in-network-only health plan with lower premi-
ums than the OAP plan. Most services provided by in-network 
providers and facilities are covered at 90%. Out-of-network 
services are not covered.

The OAP offers lower deductibles and out-of-pocket maxi-
mums for a higher premium each pay period. It covers the same 
in-network services as the CDP plan, and it covers out-of-net-
work services at 50%.

Plan Overview
A Choice of Two Health Plans from Allegiance
The table below offers an overview of the plans.

COMPARISON OF OUT-OF-POCKET COSTS FOR 2023 HEALTH PLANS
Allegiance Consumer Driven Plan (CDP) 

with HRA
Allegiance Open Access Plus (OAP)

Tier 1 Tier 2 Tier 3 Tier 1 Tier 2 Tier 3

COVERAGE DETAILS
All Children’s 

Hospital
In-network Out-of-

network
All Children’s 

Hospital
In-network Out-of-network

Annual Deductible

per person NA $2,000 Not covered NA $1,000 $6,000

per family NA $4,000 Not covered NA $2,000 $12,000

Annual Out-of-Pocket Max.

per person $3,000 $3,000 Not covered $2,000 $2,000 $10,000

per family $6,000 $6,000 Not covered $4,000 $4,000 $20,000

Health Reimbursement 
Account (HRA)

$600 Individual / $1,200 Family NA

Coinsurance 100% 90% Not covered 100% 90% 50%

Office Visits Allegiance Consumer Driven Plan (CDP) 
with HRA

Allegiance Open Access Plus (OAP)

Primary Care Office Visit $0 copay $25 copay Not covered $0 copay $30 copay $30 copay

Specialist Office Visit $40 copay $40 copay Not covered $50 copay $50 copay $50 copay

Wellness Visit $0 copay $0 copay Not covered $0 copay $0 copay Not covered

Facility Services Allegiance Consumer Driven Plan (CDP) 
with HRA

Allegiance Open Access Plus (OAP)

Hospital Inpatient 100% 90% after 
deductible

Not covered 100% 90% after 
deductible

50% after 
deductible

Hospital Outpatient 100% 90% after 
deductible

Not covered 100% 90% after 
deductible

50% after 
deductible

Emergency Room 100% after $200 
copay

90% after $200 
copay and 
deductible

90% after $200 
copay and 
deductible

100% after $200 
copay

90% after 
$200 

copay and 
deductible

90% after $200 
copay and 
deductible

Urgent Care Not covered $50 copay Not covered Not covered $50 copay 50% after $50 
copay

MDLive - Telemedicine 100% after $20 copay 100% after $20 copay

Prescription Drugs In-Network Retail Pharmacy 
30-Day

In-Network Retail Pharmacy 
30-Day

Generic 10% copay ($10 maximum) 10% copay ($10 maximum)

Preferred Brand 20% copay ($200 maximum) 20% copay ($200 maximum)

Non-Preferred Brand 40% copay ($400 maximum) 40% copay ($400 maximum)

Specialty Medications 20% copay ($200 maximum) 20% copay ($200 maximum)

This newsletter contains only a summary of the key benefit plan designs. Details of the benefits can be found in plan documents available from the Department of Human Resources or from the websites 
and customer service phone numbers for each plan. If there is a conflict between the plan documents and this newsletter, the plan documents prevail.

Plan Rates 
Salary Tiers
Our goal is to ensure that our medical plans remain affordable for all employees. Johns Hopkins pays most of the cost of 

your medical, dental and vision coverage, and all of the cost of your short-term disability and basic life insurance.

As mentioned previously, your biweekly cost of medical and 
prescription coverage for you and your covered dependents is 
determined by salary levels, which are grouped into three tiers 
— employees who earn the least pay the lowest premiums.

See the rates table below for the 2023 tiers. Your tier is deter-
mined by your salary on Jan. 1, 2023. 

2023 MEDICAL PLAN PREMIUMS (BI-WEEKLY)
CDP OAP

Full Time Rates 
by Salary

Under 
$50,000

$50,000–
$119,000

$120,000 & 
Over

Under 
$50,000

$50,000–
$119,000

$120,000 & 
Over

Employee $58.43 $59.89 $61.35 $104.01 $106.61 $109.21

Employee & Child(ren) $98.99 $101.46 $103.94 $185.58 $190.22 $194.86

Employee & Spouse $129.53 $132.77 $136.01 $220.68 $226.19 $231.71

Family $156.57 $160.49 $164.40 $302.41 $309.97 $317.53

2023 DENTAL PLAN PREMIUMS (BI-WEEKLY)
CignaCigna

Employee $12.49

Employee & Child(ren) $23.17

Employee & Spouse $35.31

Family $46.10

2023 VISION PREMIUMS (BI-WEEKLY)
SuperiorSuperior

Employee $1.69

Employee & Child(ren) $3.05

Employee & Spouse $3.39

Family $5.08

*For select services such as hospitalization, coverage begins once you have met the deductible for the year.
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