»¢ EmblemHealth

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

2025 1st Quarter Small Group Rate Sheet

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

Standard Rates

Individual $1,617.53 $1,284.22 $1,079.42
Individual/Spouse $3,235.06 $2,568.44 $2,158.84
Individual/Children $2,749.80 $2,183.17 $1,835.01

Family $4,609.96 $3,660.03 $3,076.35

Age 29 Rates

Individual $1,666.06 $1,322.75 $1,111.80
Individual/Spouse $3,332.12 $2,645.50 $2,223.60
Individual/Children $2,832.30 $2,248.68 $1,890.06

Family $4,748.27 $3,769.84 $3,168.63

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 $250/$500 $4,000/$8,000 $500/$1,000 $6,000/$12,000 $5,800/$11,600 $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 $2,550/$5,100 $10,000/$20,000 $8,000/$16,000 $12,000/$24,000 $9,200/$18,400 $18,000/$36,000
Primary Care Physician (PCP) office | 3 free visits, then $10* 50%" E frees‘;’ésgﬁs' then 50%" 1 free visit, then $35* 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‘a?] éfn%%ifpe;t‘igte)e' $10%/$35%/$10%/$125% 50%" $25*/$50%/$15%/$150 50%" $35%/$754/$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/$75" N/A $6*/$407/$807 N/A $20*/$407/$115% N/A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2025 1st 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 $928.95 $1,051.48 $938.52
Individual/Spouse $1,857.90 $2,102.96 $1,877.04
Individual/Children $1,579.22 $1,787.52 $1,595.48
Family $2,647.51 $2,996.72 $2,674.78

Age 29 Rates

Individual $956.82 $1,083.02 $966.68
Individual/Spouse $1,913.64 $2,166.04 $1,933.36
Individual/Children $1,626.59 $1,841.13 $1,643.36
Family $2,726.94 $3,086.61 $2,755.04
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,600/$15,200 $3,100/$6,200 $7,800/$15,600
Rx Deductible: Ind/Family Integrated Integrated Integrated

Out of Pocket Maximum: I/F $9,200/$18,400 $7,800/$15,600 $8,200/$16,400
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

2025 1st Quarter Small Group Rate Sheet

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

Standard Rates

Individual $1,833.44 $1,455.65 $1,223.50
Individual/Spouse $3,666.88 $2,911.30 $2,447.00
Individual/Children $3,116.85 $2,474.61 $2,079.95

Family $5,225.30 $4,148.60 $3,486.98

Age 29 Rates

Individual $1,888.44 $1,499.32 $1,260.21
Individual/Spouse $3,776.88 $2,998.64 $2,520.42
Individual/Children $3,210.35 $2,548.84 $2,142.36

Family $5,382.05 $4,273.06 $3,591.60

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 $250/$500 $4,000/$8,000 $500/$1,000 $6,000/$12,000 $5,800/$11,600 $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 $2,550/$5,100 $10,000/$20,000 $8,000/$16,000 $12,000/$24,000 $9,200/$18,400 $18,000/$36,000
Primary Care Physician (PCP) office | 3 free visits, then $10* 50%" E frees‘;’ésgﬁs' then 50%" 1 free visit, then $35* 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‘a?] éfn%%ifpe;t‘igte)e' $10%/$35%/$10%/$125% 50%" $25*/$50%/$15%/$150 50%" $35%/$754/$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/$75" N/A $6*/$407/$807 N/A $20*/$407/$115% N/A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2025 1st 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 $1,052.95 $1,191.84 $1,063.80
Individual/Spouse $2,105.90 $2,383.68 $2,127.60
Individual/Children $1,790.02 $2,026.13 $1,808.46
Family $3,000.91 $3,396.74 $3,031.83

Age 29 Rates

Individual $1,084.54 $1,227.60 $1,095.71
Individual/Spouse $2,169.08 $2,455.20 $2,191.42
Individual/Children $1,843.72 $2,086.92 $1,862.71
Family $3,090.94 $3,498.66 $3,122.77
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,600/$15,200 $3,100/$6,200 $7,800/$15,600
Rx Deductible: Ind/Family Integrated Integrated Integrated

Out of Pocket Maximum: I/F $9,200/$18,400 $7,800/$15,600 $8,200/$16,400
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

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

2025 1st Quarter Small Group Rate Sheet

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

Standard Rates

Individual $1,939.25 $1,539.65 $1,294.11
Individual/Spouse $3,878.50 $3,079.30 $2,588.22
Individual/Children $3,296.73 $2,617.41 $2,199.99

Family $5,526.86 $4,388.00 $3,688.21

Age 29 Rates

Individual $1,997.43 $1,585.84 $1,332.93
Individual/Spouse $3,994.86 $3,171.68 $2,665.86
Individual/Children $3,395.63 $2,695.93 $2,265.98

Family $5,692.68 $4,519.64 $3,798.85

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 $250/$500 $4,000/$8,000 $500/$1,000 $6,000/$12,000 $5,800/$11,600 $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 $2,550/$5,100 $10,000/$20,000 $8,000/$16,000 $12,000/$24,000 $9,200/$18,400 $18,000/$36,000
Primary Care Physician (PCP) office | 3 free visits, then $10* 50%" E frees‘;’ésgﬁs' then 50%" 1 free visit, then $35* 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%/$754/$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/$75" N/A $6*/$407/$807 N/A $20*/$407/$115% N/A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

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

2025 1st 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 $1,113.72 $1,260.61 $1,125.19
Individual/Spouse $2,227.44 $2,521.22 $2,250.38
Individual/Children $1,893.32 $2,143.04 $1,912.82
Family $3,174.10 $3,592.74 $3,206.79

Age 29 Rates

Individual $1,147.13 $1,298.43 $1,158.95
Individual/Spouse $2,294.26 $2,596.86 $2,317.90
Individual/Children $1,950.12 $2,207.33 $1,970.22
Family $3,269.32 $3,700.53 $3,303.01
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,600/$15,200 $3,100/$6,200 $7,800/$15,600
Rx Deductible: Ind/Family Integrated Integrated Integrated

Out of Pocket Maximum: I/F $9,200/$18,400 $7,800/$15,600 $8,200/$16,400
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/$85"

$35/$65/$115"

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2025 1st 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 Platinum Premier Gold Premier Silver Premier
Network Select Care Select Care Select Care

Standard Rates

Individual $1,938.42 $1,538.99 $1,293.56
Individual/Spouse $3,876.84 $3,077.98 $2,587.12
Individual/Children $3,295.31 $2,616.28 $2,199.05

Family $5,524.50 $4,386.12 $3,686.65

Age 29 Rates

Individual $1,996.57 $1,585.16 $1,332.37
Individual/Spouse $3,993.14 $3,170.32 $2,664.74
Individual/Children $3,394.17 $2,694.77 $2,265.03

Family $5,690.22 $4,517.71 $3,797.25

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 $250/$500 $4,000/$8,000 $500/$1,000 $6,000/$12,000 $5,800/$11,600 $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 $2,550/$5,100 $10,000/$20,000 $8,000/$16,000 $12,000/$24,000 $9,200/$18,400 $18,000/$36,000
Primary Care Physician (PCP) office | 3 free visits, then $10° 50%" R 50%" 1 free visit, then $35* 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%"
gfa?]é?n%%ﬂ’;;gge' $10*/$35%/$10%/$ 1257 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*/$307/$75% N/A $6*/$407/$80% N/A $20*/$407/$1154 N/A

A After Deductible
* Not Subject to Deductible




»¢ EmblemHealth

2025 1st Quarter Small Group Rate Sheet

Albany and Upstate

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

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 $1,113.24 $1,260.08 $1,124.71
Individual/Spouse $2,226.48 $2,520.16 $2,249.42
Individual/Children $1,892.51 $2,142.14 $1,912.01
Family $3,172.73 $3,591.23 $3,205.42

Age 29 Rates

Individual $1,146.64 $1,297.88 $1,158.45
Individual/Spouse $2,293.28 $2,595.76 $2,316.90
Individual/Children $1,949.29 $2,206.40 $1,969.37
Family $3,267.92 $3,698.96 $3,301.58
Plan Benefits

Referral Required No No No
Deductible: Individual/Family $7,600/$15,200 $3,100/$6,200 $7,800/$15,600
Rx Deductible: Ind/Family Integrated Integrated Integrated

Out of Pocket Maximum: I/F $9,200/$18,400 $7,800/$15,600 $8,200/$16,400
\';;Tary Care Physician (PCP) office 1 free visit, then 50%" $307 50%"
Specialist office visit 50%" $507 50%"

Urgent Care 50%" $1007 $1007
Emergency Room 50%" 40%" 50%"
Inpatient Admission 50%" 40%" 50%"
'gf‘at;]éf’n%%ifggﬁ/ggf)e' 30%/50%/20%/50%" $30/$50/$20/$100" 30%/50%/20%/50%"
PIELD (HUHRTER A 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




