
GHC-SCW 2025  
Individual Plans 

Dane County 
Our plans are further organized into “Metals” 
based on the percentage of health care costs 
shared between you and GHC-SCW.

Copayment – A fixed amount (for example, $15) you pay for a 
Covered Health Service. The amount can vary by the type of 
Covered Health Service.

Coinsurance – The percentage of costs of Covered Health 
Services you pay after you’ve paid your Deductible. 

Deductible – The amount you owe for medical Covered Health 
Services and/or prescription drug services that your health 
insurance or plan covers before your health insurance or 
plan begins to pay. For example, if your Medical Deductible 
is $1,000, your plan won’t pay anything until you’ve met your 
$1,000 Deductible for medical Covered Health Services that 
are subject to the Deductible. The Deductible may not apply to 
all services. 

Better Together HMO Plan – The Better Together HMO Plan  
gives individuals access to their choice of our five full-service, 
high-quality primary care clinics in and around Madison, plus 
access to specialty care close to home through our world-
class specialty partners at UW Hospital and Clinics. The 
Primary Care Clinics are GHC-SCW Capitol Clinic, GHC-SCW 
East Clinic, GHC-SCW Hatchery Hill Clinic, GHC-SCW Madison 
College Community Clinic and GHC-SCW Sauk Trails Clinic. 

In-Network – The facilities, providers and suppliers that your 
health insurer or plan has contracted with to provide Covered 
Health Services. Visit ghcscw.com and select, Find A Provider 
to find In-Network Facilities and Providers. 

Embedded – Each individual member has his/her own 
Deductible and Maximum Out-of-Pocket (MOOP) for a benefit 
plan. In addition, there is a shared family Deductible and 
MOOP. The Affordable Care Act (ACA) guidelines for 2025 
stipulate that an individual cannot pay more than $9,200 in 
out-of-pocket expenses in a plan year.

Non-Embedded – (May also be referred to as Aggregate.) Every 
member on your benefit plan shares one Deductible and one 
Maximum Out-of-Pocket (MOOP).

Maximum Out-of-Pocket (MOOP) – This is the limit to the 
amount you will pay out-of-pocket during a policy period 
(typically one year long) for Covered Health Services. Once 
you’ve paid this maximum amount, your health insurance 
plan will pay 100% of the allowed amount for Covered Health 
Services. This limit never includes your premium, balance-
billed charges or health care that your health insurance does 
not cover.  

Where to find Complete Description of Covered  
Health Services
To see a complete description of Covered Health Services, 
please see your Member Certificate, Benefit Summary and any 
Amendments to your Benefit Plan at http://planfinder.ghcscw.
com/. You can also see the Glossary of Health Coverage, 
Medical Terms and Summary of Benefits and Coverage (SBC). 
If you have questions regarding GHC-SCW benefits, please call 
Member Services at (608) 828-4853 or (800) 605-4327.

Preventive Health Services – To include preventive health 
procedures as deemed appropriate by the United States 
Preventative Services Task Force (USPSTF) criteria with 
respect to the age, sex and health status of the member. 
Services and/or testing for ongoing diagnosis and treatment  
of a condition are not preventive services.

Terms to Know

Monthly Premium Out-of-Pocket Expenses
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Individual & Family Plan Options :

Dependents are covered until the end of the month in which they turn 26.
Prescription Drugs - Covers up to a 30-day supply; 31-90 day supply available from January to September for multiple copays -
subject to maximum cost limit.
All Plans renew January 1st and are on a Calendar Year Plan. For more details of each plan, go to planfinder.ghcscw.com.
Group Health Cooperative does not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation, or
health status in the administration of the plan, including enrollment and benefit determination.
If you live in Dane County, you must go to a GHC owned Clinic for your Primary care.
If your residential address changes during the calendar year, your premium rate and benefits could change.

Dane County

Platinum
Deductible

Single / Family
Coinsurance

Maximum Out of
Pocket Single / Family

Office Visit Primary
/ Specialist

Diagnostic X-Ray & Laboratory
Test / Advanced Radiology

(MRI/PET/CAT)

Hospital (Inpatient /
Outpatient)

Urgent
Care

Emergency
Room

Prescription Drugs
Tier 1 Tier 2 Tier 3 Tier 4

Mental Health
Outpatient

Adult Vision Exam
Age 19 and Older

Pediatric Vision Exam
Age 18 and Under

HSA
Eligible

Plan Number
Marketplace /

Direct

Embedded/
Non-

Embedded

Better Together HMO 
Platinum No Ded/4300 MOOP

$0/Individual or $0/Family 0%
$4,300/Individual or

$8,600/Family
$10 / $20 $30 / $100 $350 / $150 $15 $100 $5 $10 $50 $150 $10 Not Covered No Charge No 2512129 / 2532129 Embedded

Better Together HMO 
Platinum 500 Ded/1500 MOOP with Vision

$500/Individual or $1,000/Family 20%
$1,500/Individual or

$3,000/Family
$20 / $40

20% after Deductible / 20% after
Deductible

20% after Deductible / 20%
after Deductible

$20 $100 $10 $30 30% 40% $20 No Charge No Charge No 2512110 / 2532110 Embedded

Better Together HMO 
Platinum No Ded/2800 MOOP

$0/Individual or $0/Family 20%
$2,800/Individual or

$5,600/Family
$10 / $20 20% / 20% 20% / 20% $10 $450 $10 $30 30% 40% $10 Not Covered No Charge No 2512116 / 2532116 Embedded

Gold
Deductible

Single / Family
Coinsurance

Maximum Out of
Pocket Single / Family

Office Visit Primary
/ Specialist

Diagnostic X-Ray & Laboratory
Test / Advanced Radiology

(MRI/PET/CAT)

Hospital (Inpatient /
Outpatient)

Urgent
Care

Emergency
Room

Prescription Drugs
Tier 1 Tier 2 Tier 3 Tier 4

Mental Health
Outpatient

Adult Vision Exam
Age 19 and Older

Pediatric Vision Exam
Age 18 and Under

HSA
Eligible

Plan Number
Marketplace /

Direct

Embedded/
Non-

Embedded

Better Together HMO 
Gold 1000 Ded/6000 MOOP with Vision

$1,000/Individual or
$2,000/Family

30%
$6,000/Individual or

$12,000/Family
$10 / $100

30% after Deductible / 30% after
Deductible

30% after Deductible / 30%
after Deductible

$10 $650 $10 $70 50% 50% $10 No Charge No Charge No 2512220 / 2532220 Embedded

Better Together HMO 
Gold 1500 Ded/7800 MOOP

$1,500/Individual or
$3,000/Family

25%
$7,800/Individual or

$15,600/Family
$30 / $60

25% after Deductible / 25% after
Deductible

25% after Deductible / 25%
after Deductible

$45
25% after
Deductible

$15 $30 $60 $250 $30 Not Covered No Charge No 2512231 / 2532231 Embedded

Better Together HMO 
Gold 2900 Ded/2900 MOOP HSA

$2,900/Individual or
$5,800/Family

0%
$2,900/Individual or

$5,800/Family
No Charge after Deductible /
No Charge after Deductible

No Charge after Deductible / No Charge
after Deductible

No Charge after Deductible / No
Charge after Deductible

No Charge after
Deductible

No Charge after
Deductible

No Charge
after

Deductible

No Charge
after

Deductible

No Charge
after

Deductible

No Charge
after

Deductible

No Charge after
Deductible

Not Covered No Charge after Deductible Yes 2512210 / 2532210 Non-Embedded

Silver
Deductible

Single / Family
Coinsurance

Maximum Out of
Pocket Single / Family

Office Visit Primary
/ Specialist

Diagnostic X-Ray & Laboratory
Test / Advanced Radiology

(MRI/PET/CAT)

Hospital (Inpatient /
Outpatient)

Urgent
Care

Emergency
Room

Prescription Drugs
Tier 1 Tier 2 Tier 3 Tier 4

Mental Health
Outpatient

Adult Vision Exam
Age 19 and Older

Pediatric Vision Exam
Age 18 and Under

HSA
Eligible

Plan Number
Marketplace /

Direct

Embedded/
Non-

Embedded

Better Together HMO 
Silver 5500 Ded/5500 MOOP HSA

$5,500/Individual or
$11,000/Family

0%
$5,500/Individual or

$11,000/Family
No Charge after Deductible /
No Charge after Deductible

No Charge after Deductible / No Charge
after Deductible

No Charge after Deductible / No
Charge after Deductible

No Charge after
Deductible

No Charge after
Deductible

No Charge
after

Deductible

No Charge
after

Deductible

No Charge
after

Deductible

No Charge
after

Deductible

No Charge after
Deductible

Not Covered No Charge after Deductible Yes 2512331 / 2532331 Embedded

Better Together HMO 
Silver 4100 Ded/7500 MOOP with Vision

$4,100/Individual or
$8,200/Family

30%
$7,500/Individual or

$15,000/Family
$35 / $80

30% after Deductible / 30% after
Deductible

30% after Deductible / 30%
after Deductible

$35
30% after
Deductible

$20 $65
50% after
Deductible

50% after
Deductible

$35 No Charge No Charge No 2512355 / 2532355 Embedded

Better Together HMO 
Silver 5000 Ded/8000 MOOP

$5,000/Individual or
$10,000/Family

40%
$8,000/Individual or

$16,000/Family
$40 / $80

40% after Deductible / 40% after
Deductible

40% after Deductible / 40%
after Deductible

$60
40% after
Deductible

$20 $40
$80 after
Deductible

$350 after
Deductible

$40 Not Covered No Charge No 2512383 / 2532383 Embedded

Bronze
Deductible

Single / Family
Coinsurance

Maximum Out of
Pocket Single / Family

Office Visit Primary
/ Specialist

Diagnostic X-Ray & Laboratory
Test / Advanced Radiology

(MRI/PET/CAT)

Hospital (Inpatient /
Outpatient)

Urgent
Care

Emergency
Room

Prescription Drugs
Tier 1 Tier 2 Tier 3 Tier 4

Mental Health
Outpatient

Adult Vision Exam
Age 19 and Older

Pediatric Vision Exam
Age 18 and Under

HSA
Eligible

Plan Number
Marketplace /

Direct

Embedded/
Non-

Embedded

Better Together HMO 
Bronze No Medical Ded/9200 MOOP

Medical Deductible: $0/Individual
or $0/Family 

Pharmacy Deductible:
$3,000/Individual or

$6,000/Family

50%
$9,200/Individual or

$18,400/Family
$45 / $160 $55 / $1,000 50% / $1,500 and 50% $45 $1,500 $35 $175

50% after
Pharmacy
Deductible

50% after
Pharmacy
Deductible

$45 Not Covered No Charge No 2512427 / 2532427 Embedded

Better Together HMO 
Bronze 6500 Ded/8000 MOOP

$6,500/Individual or
$13,000/Family

40%
$8,000/Individual or

$16,000/Family
$35 / $150

40% after Deductible / 40% after
Deductible

40% after Deductible / 40%
after Deductible

$75
40% after
Deductible

$35
35% after
Deductible

40% after
Deductible

45% after
Deductible

$35 Not Covered No Charge No 2512407 / 2532407 Embedded

Better Together HMO 
Bronze 7500 Ded/9200 MOOP

$7,500/Individual or
$15,000/Family

50%
$9,200/Individual or

$18,400/Family
$50 / $100

50% after Deductible / 50% after
Deductible

50% after Deductible / 50%
after Deductible

$75
50% after
Deductible

$25
$50 after
Deductible

$100 after
Deductible

$500 after
Deductible

$50 Not Covered No Charge No 2512420 / 2532420 Embedded

https://planfinder.ghcscw.com/



