THE CITY OF HOPE TRAINEE AND AFFILIATE
BENEFITS PROGRAM (TABP)
PLAN YEAR 2026

Paid by Participant Paid by Participant
Monthly Rates Paid by City of Hope through Gallagher through payroll

direct bill *26 pay periods

Aetna Medical HMO
Participant $672.70 $571.80 $100.91 $46.57
$1,479.89 $1,183.91 $295.98 $136.61
Participant + Child(ren) $1,210.81 $968.65 $242.16 $111.77

amily $2,085.29 $1,668.23 $417.06 $192.49
Aetna Medical POS
Participant $955.07 $811.81 $143.26 $66.12
icipant + Spouse $1,690.41 $1,352.33 $338.08 $156.04
Participant + Child(ren) $1,604.45 $1,283.56 $320.89 $148.10
amily $2,263.46 $1,810.77 $452.69 $208.93
Kaiser Medical Plan
Participant $715.22 $607.94 $107.28 $49.52
$1,358.92 $1,087.14 $271.78 $125.44
Participant + Child(ren) $1,287.39 $1,029.91 $257.48 $118.84
amily $1,859.57 $1,487.66 $371.91 $171.65
Aetna Dental HMO
Participant $21.73 $17.38 $4.35 $2.01
$49.54 $22.29 $27.25 $12.58
Participant + Child(ren) $49.66 $22.35 $27.31 $12.61
amily $65.40 $29.43 $35.97 $16.60

Aetna Dental PPO
Participant $70.90 $56.72 $14.18 $6.54
$151.05 $67.97 $83.08 $38.34
Participant + Child(ren) $157.44 $70.85 $86.59 $39.97
amily $242.53 $109.14 $133.39 $61.57
EyeMed Voluntary Vision
Participant $10.22 $0.00 $10.22 $4.72
Participant + Spouse $19.42 $0.00 $19.42 $8.96
Participant + Child(ren) $20.44 $0.00 $20.44 $9.43
$30.05 $0.00 $30.05 $13.87
VOYA Voluntary Hospital Indemity
Participant $20.40 $0.00 $20.40 $9.42
pant + Spouse $34.89 $0.00 $34.89 $16.10
Participant + Child(ren) $28.67 $0.00 $28.67 $13.23
Family $43.16 $0.00 $43.16 $19.92

Participant $5.99 $0.00 $5.99 $2.76
Participant + Spouse $9.88 $0.00 $9.88 $4.56
Participant + Child(ren) $11.89 $0.00 $11.89 $5.49

amily $15.78 $0.00 $15.78 $7.28
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