»¢ EmblemHealth

2024 2" Quarter Small Group Rate Sheet

New York City (Bronx, Kings, Queens, Richmond, & Manhattan), Rockland, and Westchester counties

Plan Name Platinum Premier Gold Premier Silver Premier
Network Select Care Select Care Select Care

Standard Rates

Individual $1,562.95 $1,229.15 $1,038.25
Individual/Spouse $3,125.90 $2,458.29 $2,076.50
Individual/Children $2,657.01 $2,089.55 $1,765.03

Family $4,454.41 $3,503.07 $2,959.01

Age 29 Rates

Individual $1,609.84 $1,266.02 $1,069.40
Individual/Spouse $3,219.68 $2,532.05 $2,138.79
Individual/Children $2,736.73 $2,152.25 $1,817.97

Family $4,588.04 $3,608.17 $3,047.77

Plan Benefits In Network Out of Network In Network Out of Network In Network Out of Network
Referral Required No No No No No No
Deductible: Individual/Family $100/$200 $4,000/$8,000 $500/%$1,000 $6,000/$12,000 $5,600/$11,200 $8,000/$16,000
Rx Deductible: Ind/Family $100/$100 N/A $150/$300 N/A $250/$500 N/A

Out of Pocket Maximum: I/F $2,300/$4,600 $10,000/$20,000 $7,800/$15,600 $12,000/$24,000 $9,400/$18,800 $18,000/$36,000
Primary Care Physician (PCP) office visit ig;‘f g;sgf' 50%" 3 freeggﬁs' L] 50%" ! free$‘§§it’ L2l 50%"
Specialist office visit $35* 50%" $50* 50%" $75* 50%"
Urgent Care $1007 50%" $100~ 50%" $100~ 50%"
Emergency Room 20%" 20%" 30%" 30%" 40%" 40%"
Inpatient Admission 20%" 50%" 30%" 50%" 40%" 50%"
tf‘aaéfn%%iﬁ’sgt‘gge' $10/$35/$10/$125* 50%" $25/$50/$15/$150* 50%" $35/$75/$20/$200* 50%"
g:ﬁé’fn(gsgst/faﬁ;%free' $10/$35/$10/$125% 50%" $25/$50/$15/$150" 50%" $35/$75/$20/$200" 50%"
Telemedicine Covered in full N/A Covered in full N/A Covered in full N/A
Prescription Drugs (Tier 1/2/3) $5*/$307/$65" N/A $7*/$407/$80% N/A $20*/$407/$1007 N/A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2024 2" Quarter Small Group Rate Sheet

New York City (Bronx, Kings, Queens, Richmond, & Manhattan), Rockland, and Westchester counties

Plan Name Bronze Premier Silver Plus H.S.A. Bronze Plus H.S.A.
Network Select Care Select Care Select Care
Standard Rates

Individual $892.08 $1,004.28 $905.60
Individual/Spouse $1,784.16 $2,008.57 $1,811.20
Individual/Children $1,516.54 $1,707.28 $1,539.52
Family $2,542.42 $2,862.21 $2,580.96

Age 29 Rates

Individual $918.84 $1,034.41 $932.77
Individual/Spouse $1,837.69 $2,068.83 $1,865.54
Individual/Children $1,562.03 $1,758.51 $1,585.71
Family $2,618.71 $2,948.08 $2,658.38
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,100/$14,200 $3,500/$7,000 $7,400/$14,800
Rx Deductible: Ind/Family Integrated Integrated Integrated

Out of Pocket Maximum: I/F $9,450/$18,900 $7,500/$15,000 $8,000/$16,000
Primary Care Physician (PCP) office visit 1 free visit, then 50%" $307 50%"
Specialist office visit 50%" $50° 50%"

Urgent Care 50%" $1007 $1007
Emergency Room 50%" 40%" 50%"
Inpatient Admission 50%" 40%" 50%"
gf‘aaéf’n%f’éiﬁsgt}’gge' 30%/50%/20%/50%" $30/$50/$20/$100" 30%/50%/20%/50%"
Az IPCREpEndR e 30%/50%/20%/50%A $30/$50/$20/$1007 30%/50%/20%/50%A

standing/Outpatient)

Telemedicine

Covered in full

Covered in full?

Covered in full?

Prescription Drugs (Tier 1/2/3)

$50*/50%"/50%"

$15/$45/$85"

$35/$65/$115"

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2024 2" Quarter Small Group Rate Sheet

Long Island (Nassau & Suffolk Counties)

Plan Name Platinum Premier Gold Premier Silver Premier
Network Select Care Select Care Select Care

Standard Rates

Individual $1,771.58 $1,393.23 $1,176.85
Individual/Spouse $3,543.17 $2,786.46 $2,353.69
Individual/Children $3,011.69 $2,368.48 $2,000.64

Family $5,049.01 $3,970.70 $3,354.01

Age 29 Rates

Individual $1,824.73 $1,435.03 $1,212.16
Individual/Spouse $3,649.47 $2,870.05 $2,424.31
Individual/Children $3,102.05 $2,439.54 $2,060.66

Family $5,200.48 $4,089.81 $3,454.64

Plan Benefits In Network Out of Network In Network Out of Network In Network Out of Network
Referral Required No No No No No No
Deductible: Individual/Family $100/$200 $4,000/$8,000 $500/$1,000 $6,000/$12,000 $5,600/$11,200 $8,000/$16,000
Rx Deductible: Ind/Family $100/$100 N/A $150/$300 N/A $250/$500 N/A

Out of Pocket Maximum: I/F $2,300/$4,600 $10,000/$20,000 $7,800/$15,600 $12,000/$24,000 $9,400/$18,800 $18,000/$36,000
Primary Care Physician (PCP) office visit 3tI1r§r? g;sétf 50%" 3 freeg;ssiis, L] 50%" L free$\éigit, then 50%"
Specialist office visit $35* 50%" $50* 50%" $75* 50%"
Urgent Care $1007 50%" $1007 50%" $1007 50%"
Emergency Room 20%" 20%" 30%" 30%" 40%" 40%"
Inpatient Admission 20%" 50%" 30%" 50%" 40%" 50%"
tf‘aaéfn%%iﬁ’sgt‘gge' $10/$35/$10/$125* 50%" $25/$50/$15/$150* 50%" $35/$75/$20/$200* 50%"
g:ﬁé’fn(gsgst/psaﬁcﬁgree' $10/$35/$10/$125" 50%" $25/$50/$15/$150" 50%" $35/$75/$20/$200" 50%"
Telemedicine Covered in full N/A Covered in full N/A Covered in full N/A
Prescription Drugs (Tier 1/2/3) $5*/$307/$65" N/A $7*/$407/$80% N/A $20*/$407/$1007 N/A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2024 2" Quarter Small Group Rate Sheet

Plan Name Bronze Premier Silver Plus H.S.A. Bronze Plus H.S.A.
Network Select Care Select Care Select Care
Standard Rates

Individual $1,011.16 $1,138.35 $1,026.48
Individual/Spouse $2,022.32 $2,276.69 $2,052.96
Individual/Children $1,718.97 $1,935.19 $1,745.02
Family $2,881.81 $3,244.28 $2,925.48

Age 29 Rates

Individual $1,041.49 $1,172.50 $1,057.27
Individual/Spouse $2,083.00 $2,344.99 $2,114.55
Individual/Children $1,770.55 $1,993.25 $1,797.37
Family $2,968.28 $3,341.61 $3,013.24
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,100/$14,200 $3,500/$7,000 $7,400/$14,800
Rx Deductible: Ind/Family Integrated Integrated Integrated

Out of Pocket Maximum: I/F $9,450/$18,900 $7,500/$15,000 $8,000/$16,000
Primary Care Physician (PCP) office visit 1 free visit, then 50%" $307 50%"
Specialist office visit 50%" $50° 50%"

Urgent Care 50%" $1007 $1007
Emergency Room 50%" 40%" 50%"
Inpatient Admission 50%" 40%" 50%"
gf‘aaéf’n%f’éiﬁsgt}’gge' 30%/50%/20%/50%" $30/$50/$20/$100" 30%/50%/20%/50%"
;(t';ﬁgisng’gst’saﬁﬁa‘;{free' 30%/50%/20%/50%A $30/$50/$20/$1007 30%/50%/20%/50%A
Telemedicine Covered in full Covered in full® Covered in full®
Prescription Drugs (Tier 1/2/3) $50%/50%"/50%" $15/$45/$85* $35/$65/$115"

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2024 2" Quarter Small Group Rate Sheet

Mid-Hudson (Delaware, Dutchess, Orange, Putnam, Sullivan, and Ulster counties)

Plan Name Platinum Premier Gold Premier Silver Premier
Network Select Care Select Care Select Care

Standard Rates

Individual $1,873.75 $1,473.56 $1,244.71
Individual/Spouse $3,747.50 $2,947.13 $2,489.43
Individual/Children $3,185.37 $2,505.06 $2,116.02

Family $5,340.19 $4,199.66 $3,547.44

Age 29 Rates

Individual $1,929.96 $1,517.77 $1,282.05
Individual/Spouse $3,859.93 $3,035.53 $2,564.11
Individual/Children $3,280.94 $2,580.21 $2,179.50

Family $5,500.39 $4,325.64 $3,653.87

Plan Benefits In Network Out of Network In Network Out of Network In Network Out of Network
Referral Required No No No No No No
Deductible: Individual/Family $100/$200 $4,000/$8,000 $500/%$1,000 $6,000/$12,000 $5,600/$11,200 $8,000/$16,000
Rx Deductible: Ind/Family $100/$100 N/A $150/$300 N/A $250/$500 N/A

Out of Pocket Maximum: I/F $2,300/$4,600 $10,000/$20,000 $7,800/$15,600 $12,000/$24,000 $9,400/$18,800 $18,000/$36,000
Primary Care Physician (PCP) office visit ig;‘f g;sgf' 50%" 3 freeggﬁs' L] 50%" ! free$‘§§it’ L2l 50%"
Specialist office visit $35* 50%" $50* 50%" $75* 50%"
Urgent Care $1007 50%" $100~ 50%" $100~ 50%"
Emergency Room 20%" 20%" 30%" 30%" 40%" 40%"
Inpatient Admission 20%" 50%" 30%" 50%" 40%" 50%"
tf‘aaéfn%%iﬁ’sgt‘gge' $10/$35/$10/$125* 50%" $25/$50/$15/$150* 50%" $35/$75/$20/$200* 50%"
g:ﬁé’fn(gsgst/faﬁ;%free' $10/$35/$10/$125% 50%" $25/$50/$15/$150" 50%" $35/$75/$20/$200" 50%"
Telemedicine Covered in full N/A Covered in full N/A Covered in full N/A
Prescription Drugs (Tier 1/2/3) $5*/$307/$65" N/A $7*/$407/$80% N/A $20*/$407/$1007 N/A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

Mid-Hudson (Delaware, Dutchess, Orange, Putnam, Sullivan, and Ulster counties)

2024 2" Quarter Small Group Rate Sheet

standing/Outpatient)

Plan Name Bronze Premier Silver Plus H.S.A. Bronze Plus H.S.A.
Network Select Care Select Care Select Care
Standard Rates

Individual $1,069.46 $1,203.98 $1,085.68
Individual/Spouse $2,138.93 $2,407.96 $2,171.37
Individual/Children $1,818.09 $2,046.77 $1,845.66
Family $3,047.98 $3,431.35 $3,094.20

Age 29 Rates

Individual $1,101.54 $1,240.10 $1,118.25
Individual/Spouse $2,203.10 $2,480.21 $2,236.51
Individual/Children $1,872.63 $2,108.18 $1,901.03
Family $3,139.42 $3,534.31 $3,187.02
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,100/$14,200 $3,500/$7,000 $7,400/$14,800
Rx Deductible: Ind/Family Integrated Integrated Integrated

Out of Pocket Maximum: I/F $9,450/$18,900 $7,500/$15,000 $8,000/$16,000
Primary Care Physician (PCP) office visit 1 free visit, then 50%" $307 50%"
Specialist office visit 50%" $50° 50%"

Urgent Care 50%" $1007 $1007
Emergency Room 50%" 40%" 50%"
Inpatient Admission 50%" 40%" 50%"
gf‘aaéf’n%f’éiﬁsgt}’gge' 30%/50%/20%/50%" $30/$50/$20/$100" 30%/50%/20%/50%"
Az IPCREpEndR e 30%/50%/20%/50%A $30/$50/$20/$1007 30%/50%/20%/50%A

Telemedicine

Covered in full

Covered in full?

Covered in full?

Referral Required

$50*/50%"/50%"

$15/$45/$80 A

$15/$65/$100 A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

Albany and Upstate

2024 2" Quarter Small Group Rate Sheet

(Albany, Columbia, Fulton, Greene, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Warren, Washington, Broome, and Otsego counties)

Plan Name Platinum Premier Gold Premier Silver Premier
Network Select Care Select Care Select Care

Standard Rates

Individual $1,872.94 $1,472.93 $1,244.18
Individual/Spouse $3,745.89 $2,945.87 $2,488.35
Individual/Children $3,184.01 $2,503.99 $2,115.10

Family $5,337.88 $4,197.86 $3,545.91

Age 29 Rates

Individual $1,929.13 $1,517.12 $1,281.51
Individual/Spouse $3,858.26 $3,034.25 $2,563.00
Individual/Children $3,279.52 $2,579.11 $2,178.55

Family $5,498.02 $4,323.81 $3,652.27

Plan Benefits In Network Out of Network In Network Out of Network In Network Out of Network
Referral Required No No No No No No
Deductible: Individual/Family $100/$200 $4,000/$8,000 $500/$1,000 $6,000/$12,000 $5,600/$11,200 $8,000/$16,000
Rx Deductible: Ind/Family $100/$100 N/A $150/$300 N/A $250/$500 N/A

Out of Pocket Maximum: I/F $2,300/$4,600 $10,000/$20,000 $7,800/$15,600 $12,000/$24,000 $9,400/$18,800 $18,000/$36,000
Primary Care Physician (PCP) office visit | 1o gi%ﬂs' 50%n E freegf‘siis‘ =g 50%" ! free$‘g§it’ then 50%A
Specialist office visit $35* 50%" $50* 50%" $75* 50%"
Urgent Care $1007 50%" $1007 50%" $1007 50%"
Emergency Room 20%" 20%" 30%" 30%" 40%" 40%"
Inpatient Admission 20%" 50%" 30%" 50%" 40%" 50%"
gfa?]é?n%%ﬂ’;;gge' $10/$35/$10/$125* 50%" $25/$50/$15/$150* 50%" $35/$75/$20/$200* 50%"
;(t;ﬁgfng’gsfaﬁg;{free' $10/$35/$10/$125" 50%" $25/$50/$15/$150" 50%" $35/$75/$20/$200" 50%"
Telemedicine Covered in full N/A Covered in full N/A Covered in full N/A
Prescription Drugs (Tier 1/2/3) $5*/$30/$65" N/A $7*/$407/$80~ N/A $20*/$407/$1007 N/A

A After Deductible
* Not Subject to Deductible




®¢ EmblemHealth’ 2024 2" Quarter Small Group Rate Sheet

Albany and Upstate

(Albany, Columbia, Fulton, Greene, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Warren, Washington, Broome, and Otsego counties)

Plan Name Bronze Premier Silver Plus H.S.A. Bronze Plus H.S.A.

Network Select Care Select Care Select Care

Standard Rates

Individual $1,069.01 $1,203.48 $1,085.22
Individual/Spouse $2,138.02 $2,406.95 $2,170.44
Individual/Children $1,817.32 $2,045.91 $1,844.88
Family $3,046.68 $3,429.91 $3,092.87
Age 29 Rates

Individual $1,101.08 $1,239.58 $1,117.78
Individual/Spouse $2,202.17 $2,479.16 $2,235.56
Individual/Children $1,871.85 $2,107.29 $1,900.22
Family $3,138.09 $3,532.80 $3,185.67
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,100/$14,200 $3,500/$7,000 $7,400/$14,800
Rx Deductible: Ind/Family Integrated Integrated Integrated
Out of Pocket Maximum: I/F $9,450/$18,900 $7,500/$15,000 $8,000/$16,000
Primary Care Physician (PCP) office visit 1 free visit, then 50%" $307 50%"
Specialist office visit 50%" $507 50%"
Urgent Care 50%" $100° $100"
Emergency Room 50%" 40%" 50%"
Inpatient Admission 50%" 40%" 50%"
';f‘at;]éf’n%f’éi?g:t'i/ggf)e' 30%/50%/20%/50%" $30/$50/$20/$100% 30%/50%/20%/50%"
g;ﬁé’isng’gft’faﬁﬁ;{free' 30%/50%/20%/50%> $30/$50/$20/$100" 30%/50%/20%/50%"
Telemedicine Covered in full Covered in full* Covered in full*
Prescription Drugs (Tier 1/2/3) $50*/50%"/50%" $15/$45/$85" $35/$65/$115*

A After Deductible
* Not Subject to Deductible



