
 

 

  

 

Self-Funding Health Plan 
Rate Change for July 1, 2019 

 
 

On March 26th the Board of Education approved a 10% overall increase in health insurance 
rates.  This change is effective July 1, 2019 through June 30, 2020.  This increase was 
recommended by the Superintendent and the Insurance Committee. 

 

Why are the rates going up? Every year, the Insurance Committee along with the District 
Insurance brokers (experts in the field) analyze and compare the expenses of the self-funded 
health plan (administration fees, claims, etc.) to the current rates of the self-funded plan.  
We want to ensure that the rates are set at an amount that will bring in enough dollars (i.e. 
District and employee contribution) to pay the expenses.  For the 19-20 year, the expected 
expenses will be more than the amount collected, thus rates need to increase to be able to 
cover the cost of the self-funded plan.   
 

Health insurance claims are cyclical and fluctuate up and down.  After many years of 
experiencing low claims/cost, the District is now experiencing higher claims.  In other words, 
the self-funded plan is paying more due to higher cost claims.   
 

Compared to this time last year, the self-funded plan;  

●  is paying approximately $48,000 more a week in claims  

●  has paid almost $600,000 more in high claim costs (a high cost claim is one in which 
medical expenses for an individual have reached over $175,000) 

 

 2018 2019 Increase from last year 

Weekly Claims $259,000 $307,000 $48,000 

High Claim Cost $2,432,814 $3,027,808 $594,994 
 

 

What does this mean for me?  The monthly premium for employees will increase effective 
July 1, 2019.  Most employees will see this increase in their paychecks in the fall when 
insurance deductions begin on the October 15th paycheck.  Employees that work year round 
(12 months) will see the increase on their July 15th paycheck.  
 

During Annual Open Enrollment, you will have the option to review the other health plans and 
costs and may change to a health plan with a less expensive monthly premium.   Annual Open 
Enrollment will be May 3rd through May 20th and changes made will be effective July 1st.  
 
 

 
 
 

 
 



 

 

  

Rate Change History:   

●  The last double digit increase in budget rates was effective July 1, 2010. 
 

●  Since July 2013, an average of 6 years, the overall health rates have not changed 
significantly. 

o For example, the monthly rate for the 200-25 (copay plan) have only increased 
approximately $33-$38 dollars in the last six years.  

 

 Monthly Rate  

 2013 2019 Increase over 6 years 

Family $1,747.36 $1,785.43 $38.07 

Single $657.25 $691.05 $33.80 
 
 

Fund 20: As part of the self-funding model, the District has established an account to pay for 
health care expenses, referred to as Fund 20.  Since moving to a self-funding model in July 
2013, the District has been slowly building up reserves.  The goal with Fund 20 is not to amass 
a large amount of money, but to save a sufficient amount to protect the self-funded plan in 
the event of higher expenses.  There is enough money in Fund 20 to pay for the higher 
expenses the District is experiencing this year, but the surplus dollars are being depleted.  
Increasing rates allows the District to have sufficient money to cover expenses should the 
claims continue to run high and will allow Fund 20 to begin building back reserves. 

 
What steps can be taken to keep rates from continuing to increase? The Insurance 
Committee will be reviewing possible ways to combat rising health care costs.  Please see 
some ideas below.   
 

1) Increase employee education to lower costs for the self-funded plan and employees 
● Choose the health plan that is right for you (high deductible health plan vs co-pay plan)  

 

● How to get care; CareLine vs convenience clinic vs primary care vs emergency room 
 

● Pharmacy and prescription cost comparisons 
 

2) Specific plan changes 

●  The health plans have not substantially changed since July 2010, over 9 years ago. 
 

●  Possible options: 
○ Increasing deductible and out of pocket maximums 
○ Increasing office visit copays and specialty prescriptions copays 

 

●  Any specific plan changes must be voted on by bargaining units.  
 

3) Dependent Verification 

●  Utilizing a third party vendor, this process verifies that dependents on the specific 
health plans are eligible via supporting documentation, which is not currently being 
required or requested.   Studies indicate that on average 5%-15% of dependents 
currently on a health plan do not meet the eligibility requirements.  



 

 

  

 
Frequently Asked Questions: 
 
What is the Insurance Committee? 
 The Insurance Committee is made up of members of each of our bargaining units 
(Teachers, Paraprofessionals, Education Assistants/LPN, Local 70, Principals, Clerical, and 
Nutrition Services) and administrators, Business Office Director, Human Resources Director 
and Senior Benefits Specialist.  Each bargaining unit is responsible for appointing members to 
serve on the committee.  
 
How does the Self-Funded Plan work? 
The District sets health insurance rates each year based on known fixed costs (such as 
administrative fees) and the expected claims cost.  Those who take health insurance pay a 
certain amount of premium each month.  The District collects those premiums and puts the 
money into Fund 20.  The District contribution towards the health insurance as determined by 
the labor agreement is also added to Fund 20.  As individuals have health care expenses, 
HealthPartners bills the District weekly for the cost of services (claims).  The District pays 
those bills using money set aside in Fund 20.  
 
Would rates be lower if everyone was on the high deductible plans i.e. the VEBA plan or 
the HSA plan? Although employees may be more likely to make choices that are less costly 
and more consumer driven i.e. going to a convenience clinic instead of the emergency room, 
the main factor in the rate increase is the amount of high claims the self-funded plan is 
currently experiencing.  The occurrence of high claims would impact the rates regardless of 
which specific health plan employees were enrolled in.  In other words, being in a different 
health plan does not prevent high medical claims.  These claims occur and are paid for by the 
self-funded health plan regardless of which specific health plan people have elected.  
 
Would rates be lower if there was a Single+1 option instead of just Single or Family?  
When a Single +1 option is added, at a lower premium than the Family rate, the self-funded 
plan still needs to collect the same amount of money to pay expenses.  This means the rates 
for the Family plan will need to increase to make up for the lower premium being collected by 
the Single+1 option.   
 
According to the board resolution, although the overall increase is 10%, some specific 
health plans are receiving increases ranging from 9.6% to 11.3%.   Why do the rate 
increases vary between plans? The premiums take into account the “value” of the specific 
health plan and the rates are set to ensure that if there was mass movement between the 
specific health plans, the self-funded plan would still bring in the necessary premiums to pay 
the expenses.  The “value” of the specific health plan is determined by the health carrier 
actuaries and depends on the specific health plan design (i.e. deductible, copays, out of 
pocket, prescription coverage etc.).  
 
 
 



 

 

  

 
For more information or if you have additional questions, please contact your Insurance 
Committee Representative or the Benefits Office at 651-748-7492, kswinarski@isd622.org or 
Julie Coffey, Human Resource Director at 651-748-7422 or jcoffey@isd622.org. 
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