
Part-Time Non-Represented & SEIU
Plan Comparison 2024-2025

Portland Public Schools��������

Moda Medical 
Kaiser Medical Kaiser Medical Moda Medical Plan 1 Moda Medical Plan 1 Plan 1 
Plan 1 Plan 1 In-Network In-Network Any Out-of-
In-Network Out-of-Network Coordinated Care5 Non-Coordinated Care6 Network 

Services 

Medical Network 
Kaiser Kaiser 

Network Permanente Permanente Connexus Network Connexus Network 
Connexus 

Facilities Facilities 
Network 

Deductibles & Out-of-Pocket Maximums 

Deductible per person N/A $400 $500 $800 

Maximum deductible per family $2400 N/A 

Out-of-pocket {OOP) maximum per person $1,500 N/A $2,8503 $3,2503 $6,0003 

Out-of-pocket {OOP) maximum per family $3,000 N/A $9,7503 $9,7503 $18,0003 

Preventive Care Services 

Routine adult, well-child and women's exams; annual obesity 
$0 Not covered $01 $01 

50% after 
screening & immunizations deductible 

Office Visits and Virtual Care 

Primary care office visits $20 Not covered $201 ,5 20% after deductible 
50% after 
deductible 

Primary care office visits with a provider other than your chosen 
N/A N/A $401 N/A 

50% after 
PCP 360 (Moda Plans only) deductible 

Incentive care office visits (Moda Plans only) N/A N/A $151 20% after deductible N/A 

Virtual Care (Kaiser Plans)/ CirrusMD telehealth (Moda Plans) $0 Not covered $01 $01 Not covered 

Specialist office visits $30 Not covered $401 20% after deductible 
50% after 
deductible 

$35 
See Plan 

$401 20% after deductible 
20% after 

Urgent care 
Handbook deductible 

Mental Health and Chemical Dependency Services 

Mental health office visits $20 Not covered $201 $201 
50% after 
deductible 

$100 per day, up 
50% after 

Mental health inpatient and residential services to $500 per Not covered 20% after deductible 20% after deductible 
deductible 

admission max 

1/7 

None 

None $1500 $1500 

Moda 866-223-2375 
Group # 10006726 

Kaiser 866-923-0409        
Group # 018050



Moda Medical 

Kaiser Medical Moda Medical Plan 1 Plan 1 

Plan 1 In-Network Any Out-of-
In-Network Out-of-Network Coordinated Care5 Non-Coordinated Care6 Network 

Services 

Chemical dependency services (outpatient or residential) $0 Not covered $201 $201 
50% after 

deductible 

Chemical dependency services (inpatient) $0 Not covered 20% after deductible 20% after deductible 
50% after 
deductible 

Outpatient Services 

Outpatient surgery/facility care $75 Not covered 20% after deductible 20% after deductible 
50% after 

deductible 

Outpatient rehabilitation (physical, occupational & speech therapy) $30 per visit Not covered 20% after deductible 20% after deductible 
50% after 
deductible 

Diagnostic Testing 

Labs, X-ray, and imaging $20 per visit Not covered 20% after deductible 20% after deductible 
50% after 

deductible 

$100 copay+ 20% after $100 copay + 20% after 
$100 copay+ 

CT, MRI, PE�& & after ސ 20%copay 20% 2 0 %  2 0 %  visiɀL ސ 20% 20%

deductible 

$؀쀀copay+ Ɛ 20% 

deductible 

$؀ d e d ฀ ͐  㔎 & 僠 Ҁ 唀 㘀 伀 㘈 㔀 尀 2 0 a ̀ $20%䀀
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Moda Medical 

Kaiser Medical Moda Medical Plan 1 Plan 1 

Plan 1 'Q�+=\`SYKf  Qdf,^\�S?�

'Q�+=\`SYKf +SQ�"SSY<HQ7\=<f"7Y=6 +=\`SYKf

0=Y_H:=[f

Moda Plans Only: ����f <<H\HSQ7Mf"S[\f2H=Yf� "2�3�f[U=:HA=<f

HO7CHQCf�*/'	f"3f.$2�	f[UHQ7MfHQJ=:\HSQ[
f\SQ[HMM=:\SOH=[f?SYf ����f:SU7d�f���f7B=Yf ����f:SU7df�f���f7?\=Yf
����f:SU7d�f

O=O8=Y[f^Q<=Yf7C=f��f`H\Df:DYSQH:f\SQ[HMMH\H[fSYf[M==Uf7UQ=7
f N/A N/A 
<=<^:\H8M=f <=<^:\H8M=f

���f7?\=Yf

_H[:S[^UUM=O=Q\7\HSQ
f̂ UU=Yf=Q<S[:SUH=[
f[M==Uf[\^<H=[
fM^O87Yf <=<^:\H8M=f

<H[:SCY7UDH=[f

Moda Plans Only: ����f <<H\HSQ7Mf"S[\f2H=Yf� "2�3�f0UHQ=f[^YC=Ye
f ����f:SU7df�f���f7B=Yf ����f:SU7df�f���f7?\=Yf
����f:SU7d�f

KQ==f�fDHUfY=UM7:=O=Q\
fKQ==f�f[DS^M<=Yf7Y\DYS[:SUe
f N/A N/A 
<=<^:\H8M=f <=<^:\H8M=f

���f7?\=Yf

^Q:SOUMH:7\=<fD=YQH7fY=U7HYf <=<^:\H8M=f

Emergency Services 

����fU=Yf_H[H\f ����fU=Yf_H[H\f
����f:SU7d�f���f7B=Yf ����f:SU7df�f���f7?\=Yf
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<=<^:\H8M=f <=<^:\H8M=f
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 O8^M7Q:=f ���f ���f ���f7?\=Yf<=<^:\H8M=f ���f7B=Yf<=<^:\H8M=f
���f7?\=Yf

<=<^:\H8M=f

Other Covered Services 

&=7YHQCf7H<[�f��
���fO7bHO^Of8=Q=A\f=_=Ydf��fOSQ\E[f?SYf7<^M\[	f
���f +S\f:S_=Y=<f ���f7?\=Yf<=<^:\H8M=f ���f7B=Yf<=<^:\H8M=f

���f7?\=Yf

[==fD7Q<8SSKf?SYf[\7\=�O7Q<7\=<f8=Q=A\f?SYf:DHM<Y=Qf <=<^:\H8M=f

#^Y78M=fO=<H:7Mf=W^HUO=Q\f�#*$�f ���f +S\f:S_=Y=<f ���f7?\=Yf<=<^:\H8M=f ���f7B=Yf<=<^:\H8M=f
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Pharmacy Services 
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Retail 

47M^=f N/A N/A ��fU=Yf���<7df[^UUMdf ��fU=Yf���<7df[^UUMdf
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&7Q<8SSKf
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Kaiser Medical Moda Medical Plan 1 
Plan 1 In-Network 

Out-of-Network Coordinated Care5 
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In-Network 

Value N/A 

Generic (Kaiser Plans)/ Select generic (Moda Plans) 
$20 per 90-day 
supply 

Preferred brand 
$60 per 90-day 

supply 

$100 per 90-day 

Non-preferred brand4 supply if criteria 
met 

��	�
�����

Generic (Moda Plans only) N/A 

Select generic (Kaiser Plans)/ Preferred brand (Moda Plans) 
25% up to $150 

per 30-day supply 

Non-preferred brand4 
25% up to $150 

per 30-day supply 
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Dental 

Delta Dental Premier Plan 51 Kaiser Dental Plan 

Limited Network Plan - Kaiser Permanente 
Network Delta Dental Premier 

Facilities2 

Copay N/A $203 

Benefit maximum $1,7004 $4,0004 

Deductible $50 N/A 

6 

Oral exams, X-rays, cleaning (prophylaxis), fluoride treatments, and space 
70% + 10% each plan year6 100%6 

maintainers 

Routine fillings, inlays and stainless steel crowns 70% + 10% 1 each plan year 100%3 

Simple tooth extractions 70% + 10% each plan year 100%3 

Surgical tooth extractions, including diagnosis and evaluationr� s倀� diagnosis and et䀅ဃ〃怅䀄 퀄뀅々퀀 70% + 10% � tooth diagnosis and evaluationr



Full and partial dentures, relines, rebases 50% $100 copay3 

Bridge retainers and pontics 50% $250 copay3 

Orthodontics 

Orthodontic treatment 80% to $1,800 lifetime max $2,500 copay + $20 per visit 

1 Under Delta Dental Plans 1 and 5, and Exclusive PPO - Incentive Plan benefits start at 70% the first plan year then increase by 10% each plan year (up to a maximum of 100%) provided the individual has visited the dentist 
at least once during the previous plan year. 
2 Services performed by providers outside the limited network are not covered unless for a dental emergency. Emergency services consist of limited exam and palliative treatment only. 
3 Office visit copay applies at each visit, in addition to any plan copays for services. 
4 Preventive care and orthodontia do not accrue to this maximum. 
5 Dental implant-supported prosthetics (crowns, bridges, and dentures) are not a covered benefit under the Willamette Dental Group plan. 
6 Preventive services will not accrue towards the plan benefit maximum. 
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