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City College of San Francisco (CCSF) Employees

2024 Medical Premium Contributions
HEALTH NET 

CANOPYCARE HMO
KAISER 

PERMANENTE HMO

BLUE SHIELD OF CALIFORNIA

TRIO HMO ACCESS+ HMO PPO

BIWEEKLY 26 PAY PERIODS

BOARD MEMBERS 
AND CLASS. ADMIN. You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays

Employee Only $0.00 $368.55 $0.00 $385.69 $25.86 $382.46 $37.49 $456.52 $272.34 $401.21

Employee +1 $146.77 $588.96 $133.52 $636.48 $162.65 $652.61 $196.83 $789.82 $643.01 $663.93

Employee +2 or more $336.90 $703.57 $369.39 $719.59 $373.36 $779.67 $451.88 $943.67 $1,091.38 $755.59

CLASSIFIED  
EMPLOYEES You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays

Employee Only $0.00 $368.55 $0.00 $385.69 $25.86 $382.46 $32.01 $462.00 $266.32 $407.23

Employee +1 $177.02 $558.71 $174.47 $595.53 $196.16 $619.10 $237.38 $749.27 $609.55 $697.39

Employee +2 or more $380.09 $660.38 $428.51 $660.47 $421.20 $731.83 $509.79 $885.76 $800.84 $1,046.13

BIWEEKLY 21 PAY PERIODS

CLASSIFIED  
EMPLOYEES You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays
EMPLOYEE ONLY

Dec. 23 - May 24 $0.00 $536.07 $0.00 $561.00 $37.61 $556.31 $46.56 $672.00 $387.37 $592.33

Aug. 3 - Dec. 20 $0.00 $368.55 $0.00 $385.69 $25.86 $382.46 $32.01 $462.00 $266.32 $407.23

EMPLOYEE +1 

Dec. 23 - May 24 $257.48 $812.67 $253.77 $866.23 $285.32 $900.51 $345.28 $1,089.85 $886.62 $1,014.39

Aug. 3 - Dec. 20 $177.02 $558.71 $174.47 $595.53 $196.16 $619.10 $237.38 $749.27 $609.55 $697.39

EMPL. +2 OR MORE

Dec. 23 - May 24 $552.86 $960.55 $623.29 $960.68 $612.65 $1,064.48 $741.51 $1,288.38 $1,164.86 $1,521.64

Aug. 3 - Dec. 20 $380.09 $660.38 $428.51 $660.47 $421.20 $731.83 $509.79 $885.76 $800.84 $1,046.13

Classified  School Term Only (STO) on 21 Pay Periods; January to June deductions (11 Pay Periods) include a 1.45 rate to pre-pay premiums for the summer coverage period.

MONTHLY 12 PAY PERIODS

ACADEMIC 
ADMINS. You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays

Employee Only $0.00 $798.52 $0.00 $835.66 $56.05 $828.64 $81.34 $989.02 $590.08 $869.27

Employee +1 $318.01 $1,276.06 $289.29 $1,379.05 $352.40 $1,414.00 $426.48 $1,711.26 $1,393.48 $1,438.23

Employee +2 or more $729.95 $1,524.40 $800.32 $1,559.13 $808.91 $1,689.32 $979.07 $2,044.62 $2,364.64 $1,637.13

FACULTY You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays

Employee Only $0.00 $798.52 $0.00 $835.66 $56.05 $828.64 $81.34 $989.02 $590.08 $869.27

Employee +1 $296.97 $1,297.10 $239.33 $1,429.01 $329.08 $1,437.32 $398.26 $1,739.48 $1,363.48 $1,468.23

Employee +2 or more $676.31 $1,578.04 $718.36 $1,641.09 $749.47 $1,748.76 $907.10 $2,116.59 $2,281.00 $1,720.77

MONTHLY 9 PAY PERIODS

PT. TIME FACULTY You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays You Pay Employer 

Pays You Pay Employer 
Pays

EMPLOYEE ONLY

Jan. 1 - May 31 $0.00 $1,277.63 $0.00 $1,337.06 $89.68 $1,325.82 $130.14 1,582.43 $944.13 $1,390.83

Sept. 1 - Dec. 31 $0.00 $798.52 $0.00 $835.66 $56.05 $828.64 $81.34 $989.02 $590.08 $869.27

EMPLOYEE +1

Jan. 1 - May 31 $475.15 $2,075.36 $382.93 $2,286.42 $526.53 $2,299.71 $637.22 $2,783.17 $2,181.57 $2,349.17

Sept. 1 - Dec. 31 $296.97 $1,297.10 $239.33 $1,429.01 $329.08 $1,437.32 $398.26 $1,739.48 $1,363.48 $1,468.23

EMPL. +2 OR MORE

Jan. 1 - May 31 $1,082.10 $2,524.86 $1,149.38 $2,625.74 $1,199.15 $2,798.02 $1,451.36 $3,386.54 $3,649.60 $2,753.23

Sept. 1 - Dec. 31 $676.31 $1,578.04 $718.36 $1,641.09 $749.47 $1,748.76 $907.10 $2,116.59 $2,281.00 $1,720.77

Part-time Faculty Employees January to May deductions (5 pay periods) include 1.60 rate to pre-pay premiums for the summer coverage period. 
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Vision Plan Benefits-at-a-Glance
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City College of San Francisco (CCSF) Employees

Plan Year 2024

Covered Services Vision Service Plan - Basic1 Vision Service Plan - Premier

Well Vision Exam $10 co-pay every calendar year $10 co-pay every calendar year

Single Vision Lenses
Lined Bifocal Lenses
Lined Trifocal Lenses

$25 co-pay every other calendar year2

$25 co-pay every other calendar year2

$25 co-pay every other calendar year2

$0 every calendar year 

$0 every calendar year

$0 every calendar year

Standard Progressive Lenses
Premium Progressive Lenses
Custom Progressive Lenses

100% coverage every other calendar year

$95–$105 co-pay every other calendar year

$150–$175 co-pay every other calendar year

100% coverage every calendar year

$25 co-pay every calendar year

$25 co-pay every calendar year

Standard Anti-Reflective Coating 
Premium Anti-Reflective Coating 
Custom Anti-Reflective Coating

$41 co-pay every other calendar year

$58–$69 co-pay every other calendar year

$85 co-pay every other calendar year

$25 co-pay every calendar year

$25 co-pay every calendar year

$25 co-pay every calendar year

Scratch-Resistant Coating Fully covered every other calendar year Fully Covered every calendar year

Frames

$150 allowance for a wide selection of frames

$170 allowance for featured frames 
$80 allowance use at Costco and Walmart/Sam's Club 

$25 co-pay applies; 20% savings on amount over 
the allowance; every other calendar year

$300 allowance for a wide selection of frames

$320 allowance for featured frames 
$165 allowance use at Costco and Walmart/Sam's Club
No additional co-pay; 20% savings on the  
amount over your allowance every calendar year

Contacts (instead of glasses) $150 allowance every other calendar year2 $250 allowance every calendar year

Contact Lens Exam Up to $60 co-pay every other calendar year2 Up to $60 co-pay every other calendar year

Essential Medical Eye Care  
(for the treatment of urgent or 
acute ocular conditions) 

$5 co-pay $5 co-pay

Lightcare $150 allowance for ready-made non-prescription 
sunglasses, or ready-made non-prescription 
blue light filtering glasses, instead of prescription 
glasses or contacts, every other calendar year. 
Anti-reflective and UV coatings fully covered.

$300 allowance for ready-made non-prescription 
sunglasses, or ready-made non-prescription 
blue light filtering glasses, instead of prescription 
glasses or contacts, every calendar year.  
Anti-reflective and UV coatings fully covered.

Your Coverage with Out-of-Network Providers

Visit vsp.com if you plan to see a provider other than a VSP network provider.

Exam  Up to $50

Frame Up to $70

Single Vision Lenses       Up to $45
Lined Bifocal Lenses      Up to $65

Lined Trifocal Lenses     Up to $85
Progressive Lenses         Up to $85

Contacts Up to $105

Biweekly (26 Pay Periods) Monthly (12 Pay Periods) 9 Pay Periods3 21 Pay Periods3

E Only $5.34 
E + 1 Dep. $8.12 
E + 2 or more $16.64

E Only $11.56 
E + 1 Dep. $17.59 
E + 2 or more $36.06

E Only $18.50 | $11.56
E +1 Dep. $28.14 | $17.59
E +2 or more $57.70 | $36.06

E Only $7.76 | $5.34
E +1 Dep. $11.81 | $8.12 
E +2 or more $24.21 | $16.64

VSP Premier Contribution

1VSP Basic Plan coverage is included with your medical premium. 

2Under the VSP Basic plan, new lenses may be covered the next year if Rx change is more than .50 diopters.  
3Employees with 9 and 21 pay periods pay a pro-rated premium rate for VSP Premier before summer break.    
 
In any instance where information in this chart conflicts with the plan’s Evidence of Coverage (EOC), the plan’s EOC shall prevail.               

http://www.vsp.com
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O
ther B

enefits

*Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan. Reimbursement is based on Delta 
Dental maximum contract allowances and not necessarily each dentist’s submitted fees.
**Reimbursement is based on PPO contracted fees for PPO dentists, Delta Dental Premier contracted fees for Premier dentists and the 
program allowance for non-Delta Dental dentists.
 
This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or Summary Plan Description. 
If you have specific questions regarding the benefits, limitations or exclusions for your plan, please consult your company’s benefits 
representative (CCD).

Eligibility 
Enrolled eligible employee, spouse (includes domestic partner) and eligible 
dependent children to the end of the month dependent turns age 26.

Deductibles None

Maximums 

 
D&P count towards 
maximum?

Delta Dental PPO dentists: $3,200 per person each calendar year.  
Non-Delta Dental PPO dentists: $3,000 per person each calendar year.
 
Yes.

Waiting Period(s) Basic Benefits 
None

Major Benefits
None

Prosthodontics
None

Orthodontics
None

Benefits and Covered 
Services* Delta Dental PPO dentists** Non-Delta Dental PPO dentists**

Diagnostic and Preventive 
Services (D&P)
Exams, (2) cleanings and x-rays

In-Network and Premier Dentist’s  
contracted fee is covered at:

 
70%-100%

Reasonable and customary  
fee is only covered at:

 
70%-100%

Basic Service
Fillings, posterior composites 
and sealants

Endodontics (root canals)

Covered under Basic services

Periodontics (gum treatment)

Covered under Basic services

Oral Surgery 
Covered under Basic services

Major Services 
Crowns, inlays, onlays 
and cast restorations

Prosthodontics 
Bridges, dentures, and implants

50% 50%
Orthodontics Benefits
Adults and dependent children

Dental Accident Benefits
Adults and dependent children

100% 
(Separate $1,000 maximum per person calendar year)

Orthodontics Maximums
Adults and dependent children

$2,000 Lifetime

CCSF Provides Your Dental Benefits
For eligible employees, in this incentive plan, Delta Dental pays 70% of the contract allowance for covered 
diagnostic, preventive and basic services and 70% of the contract allowance for major services during the first year 
of eligibility. The coinsurance percentage will increase by 10% each year (to a maximum of 100%) for each enrollee 
if that person visits the dentist at least once during the year. If an enrollee does not use the plan during the calendar 
year, the percentage remains at the level attained the previous year. If an enrollee becomes ineligible for benefits 
and later regains eligibility, the percentage will drop back to 70%.




