
2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

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 $1,667.81  $1,311.61  $1,107.90   

Individual/Spouse $3,335.61  $2,623.21  $2,215.81   

Individual/Children $2,835.26  $2,229.74  $1,883.45   

Family $4,753.26  $3,738.09  $3,157.53   

Age 29 Rates  

Individual $1,717.84  $1,350.96  $1,141.14   

Individual/Spouse $3,435.69  $2,701.93  $2,282.28   

Individual/Children $2,920.33  $2,296.64  $1,939.93   

Family $4,895.85  $3,850.24  $3,252.25   

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 3 free visits, 
then $10*  50%^  3 free visits, then 

$25* 50%^  1 free visit, then 
$35* 50%^ 

 
 

Specialist office visit  $35* 50%^  $50* 50%^  $75* 50%^  

Urgent Care  $100^  50%^  $100^ 50%^  $100^ 50%^  

Emergency Room  20%^  20%^  30%^ 30%^  40%^ 40%^  

Inpatient Admission  20%^  50%^  30%^ 50%^  40%^ 50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  $10/$35/$10/$125* 50%^  $25/$50/$15/$150* 50%^  $35/$75/$20/$200* 50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  $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*/$40^/$80^ N/A  $20*/$40^/$100^ N/A  
Ss\\ 
 
 

 
 



2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

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 $951.93  $1,071.65  $966.35   

Individual/Spouse $1,903.86  $2,143.32  $1,932.71   

Individual/Children $1,618.29  $1,821.82  $1,642.80   

Family $2,712.99  $3,054.23  $2,754.11   

Age 29 Rates     

Individual $980.49  $1,103.80  $995.34   

Individual/Spouse $1,960.97  $2,207.62  $1,990.69   

Individual/Children $1,666.83  $1,876.49  $1,692.10   

Family $2,794.40  $3,145.87  $2,836.73   

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%^  $30^  50%^  
 

Specialist office visit  50%^  $50^  50%^  

Urgent Care  50%^  $100^  $100^  

Emergency Room  50%^  40%^  50%^  

Inpatient Admission  50%^  40%^  50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  30%/50%/20%/50%^  $30/$50/$20/$100^  30%/50%/20%/50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  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^   
 
 



2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

Long Island (Nassau & Suffolk Counties)  
Plan Name Platinum Premier Gold Premier Silver Premier  

Network Select Care Select Care Select Care  

Standard Rates  

Individual $1,890.43  $1,486.70  $1,255.81   

Individual/Spouse $3,780.87  $2,973.40  $2,511.59   

Individual/Children $3,213.75  $2,527.38  $2,134.86   

Family $5,387.75  $4,237.09  $3,579.02   

Age 29 Rates  

Individual $1,947.14  $1,531.30  $1,293.48   

Individual/Spouse $3,894.31  $3,062.60  $2,586.95   

Individual/Children $3,310.17  $2,603.20  $2,198.91   

Family $5,549.38  $4,364.19  $3,686.41   

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 3 free visits, 
then $10*  50%^  3 free visits, then 

$25* 50%^  1 free visit, then 
$35* 50%^ 

 
 

Specialist office visit  $35* 50%^  $50* 50%^  $75* 50%^  

Urgent Care  $100^  50%^  $100^ 50%^  $100^ 50%^  

Emergency Room  20%^  20%^  30%^ 30%^  40%^ 40%^  

Inpatient Admission  20%^  50%^  30%^ 50%^  40%^ 50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  $10/$35/$10/$125* 50%^  $25/$50/$15/$150* 50%^  $35/$75/$20/$200* 50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  $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*/$40^/$80^ N/A  $20*/$40^/$100^ N/A  
 



2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

Long Island (Nassau & Suffolk 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 $1,079.00  $1,214.73  $1,095.34   

Individual/Spouse $2,158.00  $2,429.43  $2,190.69   

Individual/Children $1,834.30  $2,065.02  $1,862.10   

Family $3,075.15  $3,461.93  $3,121.75   

Age 29 Rates     

Individual $1,111.37  $1,251.17  $1,128.20   

Individual/Spouse $2,222.75  $2,502.31  $2,256.41   

Individual/Children $1,889.34  $2,126.98  $1,917.95   

Family $3,167.42  $3,565.79  $3,215.40   

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%^  $30^  50%^  
 

Specialist office visit  50%^  $50^  50%^  

Urgent Care  50%^  $100^  $100^  

Emergency Room  50%^  40%^  50%^  

Inpatient Admission  50%^  40%^  50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  30%/50%/20%/50%^  $30/$50/$20/$100^  30%/50%/20%/50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  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^   
 
 



2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

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 $1,999.45  $1,572.42  $1,328.22   

Individual/Spouse $3,998.92  $3,144.85  $2,656.44   

Individual/Children $3,399.08  $2,673.13  $2,257.98   

Family $5,698.46  $4,481.41  $3,785.44   

Age 29 Rates  

Individual $2,059.43  $1,619.59  $1,368.07   

Individual/Spouse $4,118.89  $3,239.18  $2,736.14   

Individual/Children $3,501.05  $2,753.32  $2,325.72   

Family $5,869.40  $4,615.85  $3,899.01   

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 3 free visits, 
then $10*  50%^  3 free visits, then 

$25* 50%^  1 free visit, then 
$35* 50%^ 

 
 

Specialist office visit  $35* 50%^  $50* 50%^  $75* 50%^  

Urgent Care  $100^  50%^  $100^ 50%^  $100^ 50%^  

Emergency Room  20%^  20%^  30%^ 30%^  40%^ 40%^  

Inpatient Admission  20%^  50%^  30%^ 50%^  40%^ 50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  $10/$35/$10/$125* 50%^  $25/$50/$15/$150* 50%^  $35/$75/$20/$200* 50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  $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*/$40^/$80^ N/A  $20*/$40^/$100^ N/A  
 



2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

Mid-Hudson (Delaware, Dutchess, Orange, Putnam, Sullivan, and Ulster 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 $1,141.21  $1,284.75  $1,158.52   

Individual/Spouse $2,282.42  $2,569.50  $2,317.05   

Individual/Children $1,940.07  $2,184.08  $1,969.49   

Family $3,252.46  $3,661.55  $3,301.79   

Age 29 Rates     

Individual $1,175.45  $1,323.29  $1,193.28   

Individual/Spouse $2,350.90  $2,646.61  $2,386.55   

Individual/Children $1,998.27  $2,249.62  $2,028.56   

Family $3,350.04  $3,771.42  $3,400.83   

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%^  $30^  50%^  
 

Specialist office visit  50%^  $50^  50%^  

Urgent Care  50%^  $100^  $100^  

Emergency Room  50%^  40%^  50%^  

Inpatient Admission  50%^  40%^  50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  30%/50%/20%/50%^  $30/$50/$20/$100^  30%/50%/20%/50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  30%/50%/20%/50%^  $30/$50/$20/$100^  30%/50%/20%/50%^  

Telemedicine  Covered in full  Covered in full^  Covered in full^  

Referral Required  $50*/50%^/50%^  $15/$45/$80 ^  $15/$65/$100 ^  
 
 



2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

Albany and Upstate 
(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 $1,998.60  $1,571.75  $1,327.65   

Individual/Spouse $3,997.19  $3,143.50  $2,655.30   

Individual/Children $3,397.62  $2,671.98  $2,257.00   

Family $5,695.99  $4,479.49  $3,783.81   

Age 29 Rates  

Individual $2,058.56  $1,618.90  $1,367.48   

Individual/Spouse $4,117.10  $3,237.81  $2,734.95   

Individual/Children $3,499.54  $2,752.14  $2,324.70   

Family $5,866.87  $4,613.89  $3,897.29   

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 3 free visits, 
then $10*  50%^  3 free visits, then 

$25* 50%^  1 free visit, then 
$35* 50%^ 

 
 

Specialist office visit  $35* 50%^  $50* 50%^  $75* 50%^  

Urgent Care  $100^  50%^  $100^ 50%^  $100^ 50%^  

Emergency Room  20%^  20%^  30%^ 30%^  40%^ 40%^  

Inpatient Admission  20%^  50%^  30%^ 50%^  40%^ 50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  $10/$35/$10/$125* 50%^  $25/$50/$15/$150* 50%^  $35/$75/$20/$200* 50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  $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*/$40^/$80^ N/A  $20*/$40^/$100^ N/A  



2024 4th Quarter Small Group Rate Sheet 

^ After Deductible 
* Not Subject to Deductible 

 

 

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 $1,140.73  $1,284.22  $1,158.02   

Individual/Spouse $2,281.45  $2,568.43  $2,316.05   

Individual/Children $1,939.24  $2,183.17  $1,968.65   

Family $3,251.08  $3,660.02  $3,300.36   

Age 29 Rates     

Individual $1,174.95  $1,322.75  $1,192.76   

Individual/Spouse $2,349.91  $2,645.48  $2,385.54   

Individual/Children $1,997.43  $2,248.67  $2,027.71   

Family $3,348.62  $3,769.81  $3,399.40   

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%^  $30^  50%^  
 

Specialist office visit  50%^  $50^  50%^  

Urgent Care  50%^  $100^  $100^  

Emergency Room  50%^  40%^  50%^  

Inpatient Admission  50%^  40%^  50%^  

Lab (PCP/Spec./Free-
standing/Outpatient)  30%/50%/20%/50%^  $30/$50/$20/$100^  30%/50%/20%/50%^  

X-rays (PCP/Spec./Free-
standing/Outpatient)  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^   
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