UTICA/WATERTOWN REGION Chenango, Clinton, Essex, Franklin, Hamilton, Herkimer, Jefferson, Lewis, Madison, Oneida, Oswego, Otsego, and St. Lawrence Counties ‘"f;;:;;}';‘;;:l:j';E:;eg:p"g;;:g;:::oizEﬂ

New York Small Group 2025 Plans Quarter 1 Lol TR :
SMVP

HEALTH CARE

See other side for Platinum EPO Platinum HMO Gold EPO Gold HMO
Silver and Bronze plans. National Network Regional Network National Network Regional Network

Cost-share amounts below are the co-pay or co-insurance after deductible is met, unless otherwise noted as not subject to deductible (NoDD). All plans include dependent care coverage until the end of the month the dependent turns 26. Cost-shares in red indicate a
change from the 2024 plan.

Plan Deductible’
Individual/Family so/50 | so/$0 ‘ $0/$0 $0/50 | $0/%0 $850/$1,700 | $1,650/$3,300 ! $1,100/$2,200 ‘ $0/$0 | $350/700 | $4,000/$8,000  $0/S0 | $4,000/$8,000 | | $850/$1,700 | $1,650/$3,300 | $750/$1,500 |  $0/S0 | $4,000/$8,000
| AGG | | ! | | AGG |
| | | | | | | |
Out-of-Pocket Maximum'
I 1 | I | | | |
Individual{Family $2,450/54,900 = $2,550/$5,100 | $3,550/57,100 $2,400/%$4,800 | $2,000/$4,000 $7,000/$14,000 | $5,000/5$10,000 | $5,300/410,600 | $6,750/$13,500 I $6,550/$13,100 | $8,000/516,000 i $7,000/$14,000 [ $8,000/$16,000 | | $7,000/$14,000 | $5,000/$10,000 i $5,350/$10,700 | $7,000/$14,000 | $8,000/516,000
Medical
Primary Care/Specialist Visit 3PCPvisitsat | 3 PCP visits 3 PCP visits 3 PCP visits 3 PCPvisits 3PCPvisitsat | $10/520 I 3PCPvisitsat ! 3 PCPvisits 3PCPvisitsat . 3PCPvisitsat $0/50% —[ $0NoDD/ 3PCPvisitsat ' $10/520 3PCPvisitsat $0/50% $0NoDD/
$0,then$5/$45  at$0,then at $0,then at 50, then at 50, then $0,then $15 | $0NoDD, | at$0,then 50, then $30 $0,then$40 i | $0NoDD $0,then $15 $0NoDD, | |  $ONoDD
$30/$50 $15/825 $10/435 _ $15/435 NoDD/{$50 [ then $20/540 | $40/$60 NoDD/$50 NoDD | NoDD/$60 NoDD | . NoDD/$50 then $25/$40 ‘{
Hospital Facility $300/5$100 $250/$100 $550/5300 $300/5200 $500/5100 $500/5200 $200/$200 : $800/5100 $750/5$300 $1,000/$300 20%/20% 50%/50% ' 20%/4$1,000 $500/5$200 $200/5200 $1,000/5150 50%/50% 20%/5$1,000
Inpatient/Outpatient . | | [ ! |
- - — - 4 S 1 p—— — = - | —te S - - S ot 3 - - —_— ' ——
Urgent Care/Emergency Room $45/$100 $50/$150 $25/5200 $35/$200 $35/5100 $50NoDD/ |  $20/$75 $40/$300 | $60/$500 | $50NoDD/ | $60NoDD/ | 50%/50% | $0NoDD/$500 $50NoDD/ | $20/$75 $40/$300 50%/50% | $0NoDD/$500
$300NoDD | l $100NoDD | $300NoDD | i $300NoDD i
Gia'Virtual Care Services $o0 | $0 $0 50 $0 $0NoDD $02 $0NoDD | 50 $0NoDD . $ONoDD | $0 i $0NoDD $0NoDD $02 $0NoDD $0 $0NoDD
i — e - - — f = = ll 4 =X e e e rrc— - I — 1 ———— — ———— i t _
Diagnnstic Rad iologw’ Laboratory $45/545 $50/$50 $25/825 $35/435 | $35/$35 $50/$50NoDD | $20/$20 ! $40/540 | $60/560 $50 NoDD/ $60NoDD/ | 50%/50% @ $50/$50NoDD $50/$50 NoDD $20/520 $40/540 | 50%/50% | $50/$50 NoDD
Outpatient 1 Jlf | $50NoDD | $60NoDD ‘ 4 |
—— - . L — b e S ——— 4 F —~ —~ =t = - ~ - i [ ST e P s = X - F S = ~ N— ? — o
Diabetic 5upplies;‘| nsulin $5/50 $30/50 $15/50 $10/50 | $15/50 $15NoDD/ | $10/50NoDD T $20/$0NoDD | $40/50 $30NoDD/ | $40NoDD/ | $0/50 | $0NoDD/ $15NoDD/ | $10/50NeDD $25/50 NoDD ‘ $0/$0 $0NoDD/
' ' $ONoDD | | ! | $ONoDD | $ONoDD | | $onoDD $0NoDD , | $0NoDD
Pediatric Dental and Vision for Dependents to Age 19
1 [ I [ I I I |
Pediatric Dental $25/20%/50% | $25/20%/50% | $25/20%/50% $25/20%/50% | $25/20%/50% $25NoDD/ | $25/20%/50% | $25NoDD/ $25/20%/50% | $25NoDD/ i $25NoDD/ | $25/20%/50% l $25 NoDD/ $25NoDD/ $25/20%/50% $25NoDD/ $25/20%/50% |  $25NoDD/
Class 1/Class 2/Class 3 and Orthodontia 20%/50% | ’ 20%/50% | ’ 20%/50% | 20%/50% ‘ | 20%/50% 20%)/50% 20%/50% | 20%f50%
Two Dental Exams per Year ] I } | | | | [ | | |
i ] - — st = f t = & . | ! ey | — =
Pediatric Vision $45/50% $50/50% | $25/50% $35/50% |  $35/50% $50/50% |  $20/50% | $40/50% |  $60/50% $50NoDD/50% | $60NODD/50% |  50%/50% [ $0NoDD/20% $50/50% $20/50% | $40/50% |  50%/50% | $0NoDD/20%
Annual Eye Exam/Set of Eyewear I | | | | ‘ | | | ! | [ |
Pharmacy
| | 1 [ | | | ] 1 1
Prescription Deductible $0/50 $0/50 : $0/50 $0/50 | $0/50 $200/5400 | Integrated with | $0/50 . $0/50 - $0/50 $0/50 | $0/50 $250/$500 $200/5400 | Integrated with | $0/50 $0/%0 | $250/$500
Individual/Family ! | | (Brand Name | Medical | | | i (Brand Name (Brand Name | Medical | | | (Brand Name
| Only) ! ' ] | ' Only) Only) | | ' Only)

e il e il Il S ( 1 | . . i_ -t = | 58 =] I t T . S — 4 | T 4
Prescription Cost-Share $5/830/550 $5/525/540 ? $10/540/560 $5/$30/550 | $10/530/$60 $10NoDD/ | $10/$30/$50 $15NoDD/ | $10/$40/$60 i $10NoDD/ | $10NoDD/ 509%/50%/50% | $0NoDD/f $10NoDD/ | $10/530/$50 | $10NoDD/ | 50%/50%/50% $0NoDD/
Tierl/Tier2/Tier3 | $35/570 | (Preventive | $35NoDD/ | | $40NoDD/ | $40NoDD/ | 540/$80 $35/570 | (Preventive | $50NoDD/ | $40/$80

| | | DrugsNoDD) 5 50% NoDD . |  $60NoDD | $60NoDD | | | DrugsNoDD) : $90 NoDD ;
Premium Monthly Rates Rates effective January 1,2025-March 31, 2025,
Employee $1,172.52 $1,166.30 $1,170.36 $1,077.34 | $1,080.94 $1,029.80 . $991.06 $1,013.67 | $1,066.12 l $1,068.03 l $979.12 l $951.82 | $972.65 $945.22 $909.67 | $944.41 $873.65 $892.77
S T 23 | A—— ] ! S ._____..! 1 : = B = i = = iR i = | A L FRETE= = s = e
Employee + Spouse $2,345.04 $2,332.60 i $2,340.72 $2,154.68 | $2,161.88 $2,059.60 | $1,982.12 $2,027.34 | $2,132.24 ! $2,136.06 | $1,958.24 | $1,903.64 ]| $1,945.30 $1,890.44 i $1,819.34 $1,888.82 $1,747.30 $1,785.54
- T e i = s sl = 1 - - | i 2 — ~ 1 I =l — } ! - i S ) :_ L - - —_— o e :
Employee + Child(ren) $1,993.28 ' $1,982.71 $1,989.61 $1,831.48 $1,837.60 $1,750.66 | $1,684.80 1 $1,723.24 | $1,812.40 @ $1,815.65 $1,664.50 | $1,618.09 | $1,653.51 $1,606.87 | 51,546.44 | $1,605.50 $1,485.21 $1,517.71
————r * " 1 e a——— — — = - — o T { ———— :,_ 1_. — - ¥ | — 4: —— - S — i - s -
Employee + Spouse + Child(ren) $3,341.68 $3,323.96 | $3,335.53 $3,070.42 | $3,080.68 $2,934.93 : $2,824.52 | $2,888.96 & $3,038.44 | $3,043.89 ;r $2,790.49 | $2,712.69 | $2,772.05 $2,693.88 $2,592.56 1‘ $2,691.57 $2,489.90 $2,544.39
*Unless otherwise noted, all plan deductibles and/or out-of-pocket maximums are embedded. QHDHP: Qualified High-Deductible He?lth Plall'l NBDD:‘Notsubjecttodeductib.le ‘ ‘ . ) $600 Well-Being nystate
2 Giatelemedicine services will be $0 after the deductible is met on MVP QHDHPs beginning January 1,2025, upon plan renewal unless AllMVP NY Small Group plans are pending Medicare Creditable Coverage determinations. AllQHDHPs can be paired with a Health Savings Account. Reimbursement wammmmhD‘wmm
the Affordable Care Act 2023 QHDHP/HSA safe harbor is further extended. These plan overviews areintended to provide a general outline of coverage. For comprehensive benefit details, please review your Certificate of Getreimbursed up to $600 To learn more about applying for health insurance,

Coverage (COC), Schedule of Benefits, Summary of Benefits and Coverage (SBC), and any applicable Rider(s). Your COC, SBC, and Rider(s) will be

{ including Medicaid, Child Health Plus, Essential
controlling. These documents can be found in your MVP online account, or are available by request. For details, call 1-800-TALK-MVP (1-800-825-5687).

ate vs, Embedded A te (AGG) Deductible: All family plan individual togethert d one deductible amount
Aggregateva £ Opasn DNfes) Miadh £ i N 1Tl pl sl instid ity ey Engatferfonand onaide y per contract, per calendar Plan, and Qualified Health Plans through NY State

before the plan will make payments. Embedded (EMB) Deductible: Each family plan member pays their own, individual deductible, Once ehir IH
anindividual has met their deductible, no further deductible is required of them for that plan year. Other family members continue to pay Health benefit plans are issued and administered by MVP Health Plan, Inc.; MVP Health Insurance Company; MVP Select Care, Inc.; and MVP Health YT'EF i;:n“;elalnlz:le:::%i\;iir::, st °f"‘?a“h;7:" [T"I't": Health Plan :‘f:’:?‘sp?s‘-;:s -
toward theirindividual deductibles until the family deductible is met. An embedded out-of-pocket maximum works the same way. Services Corp., operating subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties. prog * . reliv.nyaleaiealthnygovoreal 1-895:353:377 1
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New York Small Group 2025 Plans Quarter 1

UTICA/WATERTOWN REGION Chenango, Clinton, Essex, Franklin, Hamilton, Herkimer, Jefferson, Lewis, Madison, Oneida, Oswego, Otsego, and St. Lawrence Counties

See other side for
Platinum and Gold plans.

@ We’re here to help!

Call 1-800-TALK-MVP (1-800-825-5687) or
visitmvphealthcare.com/plans and select
Plan Options, then Employer-Sponsored.

’

MVP

HEALTH CARE

Silver EPO

National Network

| 3QHDHP | _4HRA* | 7| 8QHDHP

Cost-share amounts below are the co-pay or co-insurance after deductible is met, unless otherwise noted as not subject to deductible (NoDD). All plans include dependent care coverage until the end of the month the dependent turns 26. Cost-shares in red indicate a change

Silver HMO
Regional Networ!

i

Bronze EPO

National Network

5 QHDHP | 6 QHDHP | 7QHDHP |

e

Bronze HMO
Regional Network
9 QHDHP

from the 2024 plan.
Plan Deductible’
| [ [ [
Individual/Family $4,300/$8,600 | $2,550/$5,100 $2,950/$5,900 $3,100/5$6,200 | $4,650/59,300 $2,550/$5,100 | $2,600/55,200 ’ $3,500/47,000 $6,150/$12,300 | $6,500/$13,000 | $7,100/5$14,200 I $6,350/$12,700 | $9,150/$18,300 $6,150/$12,300 | $6,250/512,500 | $9,200/518,400
AGG . AGG | - .
| | |
Out-of-Pocket Maximum?®
| | | | 1 .
Individual/Family $8,100/$16,200 = $6,350/$12,700 | $8,000/$16,000 ! $8,700/$17,400 ' $7,600/$15,200 || $6,350/$12,700 | $8,450/516,900 | $9,200/$18,400 ” $8,900/$17,800 | $7,250/$14,500 | $7,100/$14,200 | $7,100/$14,200 | $9,150/$18,300 ] | $8,900/$17,800 | $7,100/$14,200 | $9,200/$18,400
Medical
i i I
Primary Care/Specialist Visit 3PCPvisitsat $0,| $25/450 3PCPvisits |3 PCPvisitsat$0, $0/$0 $25/550 | 3PCPvisits 3 PCPVisitsat 3PCPvisits | $0/50% 0%/0% 40%/40% 3 PCPvisits 3 PCPvisits | 50%/50% 3 PCP visits
then $35 at$0NoDD, then $35 | at$0NoDD, $0,then $35 at $0 NoDD, | ! at 0% NoDD, at$0NoDD, | at 0% NoDD,
NoDD/$60 then$25/550 NoDD/$50 | then $30/$50 | NoDD ($0toage then $35/$60 | then 0%/0% then $35/560 | | then 0%/0%
| 26)/$50 [ '
. i I all
Hospital Facility 30%/$300 $500/5250 $800/5250 $750/5250 | $0/50 $500/5250 $1,500/5375 $1,000/$300 30%/$300 50%/50% 0%/0% 40%/40% 0%/0% 30%/$300 50%/50% 0%/0%
Inpatient/Outpatient | : i [
_ - = _ e o i R | — - i = B 3 H B . B i e
Urgel'lt Care!Emergency Room $60 NODD!$350 _ 550{5300 $50/$300 $50 NDDD,-"S?.SO $0/50 $50/$300 | 550,-"5250 $50 NoDD/5275 $60/$350 | 50%/5$100 [ 0%/0% 40%/40% 0%/0% $60/5350 50%_-"50% { 0%/0%
Gla Vlrtual Care Services 1] NoDD | $02 $0NoDD S0NoDD $03 $03 $0NoDD $0NoDD $0NoDD [ 503 [ $03 ' $03 $0NoDD $0NoDD ' $08 3 $0NoDD
g & . - = : . e | R ] : i el
Diagnostic Radiology/ Laboratory $60/$60NoDD | $50/$50 $100/4$50 $50/$50 NoDD $0/%0 $50/$50 $50/550 $150/550 NoDD $60/560 | 50%/50% ' 0%/0% 40%/40% 0%/0% $60/560 50%/50% 0%/0%
Outpatlent |
Diabetic Supplnes,-'lnsulm $35NoDD/ $25/$0NoDD | $25/$0NoDD $35NoDD/ $0/$0 NoDD $25/50 NoDD $30/40 NoDD $35NoDD $35/50NoDD |  $0/$0NoDD 0%/0% NoDD | 40%/$0 NoDD 0%/0% $35/50NoDD | 50%/$0NoDD | 0%/0% NoDD
$0NoDD ; | $0NoDD (50 to AGE 26)/ ; ' - 1
! ! | $0NoDD '
Pediatric Dental and Vision for Dependents to Age 19
| |
Pediatric Dental $25NoDD/ $25/20%/50% $25NoDD/ | $25NoDD/ $25/20%/50% $25/20%/50% $25NoDD/ $25NoDD/ $25NoDD/ | $25/20%/50% 0%/0%/0% $25/20%/50% | 0% NoDD/0%/0% $25 NoDD/ $25/20%/50% | 0% NoDD/0%/0%
Class 1/Class 2/Class 3 and Orthodontia 20%/50% | 20%/50% |  20%/50% 20%/50% 20%/50% 20%/50% | | 20%/50%
Two Dental Exams perYear } l | | |
gt . | . ! o5 . | ) :
Pediatric Vision $60/50% $50/50% $50/50% $50/50% | $0/50 $50/50% $50/50% | $50/50% $60/50% [ 50%/50% 0%/0% | 40%/40% 0%/0% $60/50% 50%/50% 0%/0%
Annual Eye Exam/Set of Eyewear | | | | [ i
Pharmacy
|
Prescription Deductible Integrated Integrated $0/$0 | $0/50 Integrated Integrated | $0/50 ! Integrated Integrated Integrated Integrated Integrated Integrated Integrated Integrated ! Integrated
Individual/Family with Medical with Medical with Medical with Medical ‘ with Medical with Medical with Medical | with Medical with Medical with Medical with Medical with Medical I with Medical
Prescription Cost-Share $10/$45/$90 $15/$40/$60 $15NoDD/ $15NoDD/ $15/$50/%65 $15/$40/560 5 $10 NoDD/ $15NoDD $10/540/560 | $5/$30/50% 0%/0%/0% $10/540/560 |0% NoDD/0%/0% $10/$40/$60 $10/$35/570 0%/0%/0%
Tierl/Tier2/Tier3 (Preventive $40NoDD/ | $45NoDD/ (Preventive (Preventive $35NoDD/ ‘ ($0to Age 26)/ (Preventive (Preventive (Preventive (Preventive |
Drugs NoDD) 50%MNoDD |  $90NoDD Drugs NoDD) Drugs NoDD) $70 NoDD $45/$90 | DrugsNoDD) Drugs NoDD) Drugs NoDD) | DrugsNoDD) _
Premium Monthly Rates Rates effective January 1,2025-March 31, 2025.
| | | |
Employee $832.80 $855.57 | $846.00 | $874.71 | $826.74 $785.31 $789.98 : $775.41 $705.30 $709.18 $762.10 | $729.76 $713.53 $647.38 $668.22 $654.08
e - 1 1 A 1 = { - 1 = " - i
Employee + Spouse $1,665.60 $1,711.14 | $1,692.00 $1,749.42 | $1,653.48 $1,570.62 $1,579.96 $1,550.82 $1,410.60 $1,418.36 $1,524.20 | $1,459.52 $1,427.06 $1,294.76 $1,336.44 $1,308.16
4 . = i { = ] | = ! s b igppetes
Employee+cmld{ren) $1,41576 | $1,454.47 | $1,438.20 ! $1,487.01 $1,405.46 $1,335.03 $1,342.97 $1,318.20 $1,199.01 $1,205.61 $1,295.57 $1,240.59 $1,213.00 $1,100.55 §1,135.97 $1,111.94
Employee + Spouse +cmld(ren} $2,373.48 $2,438.37 | $2,411.10 | $2,492.92 | $2,356.21 $2,238.13 I $2,251.44 ! $2,209.92 $2,010.11 $2,021.16 | $2,171.99 | $2,079.82 $2,033.56 $1,845.03 $1,904.43 | $1,864.13

1Silver 4 Health Reimbursement Arrangement (HRA) comes with an Embedded HRA plan and requires a $50 employer contribution.
2Unless otherwise noted, all plan deductibles and/or out-of-pocket maximums are embedded.
3 Gia telemedicine services will be 50 after the deductible is met on MVP QHDHPs beginning January 1,2025, upon plan renewal unless the
Affordable Care Act 2023 QHDHP/HSA safe harboris further extended.
Aggregatevs. Embedded Aggregate (AGG): Forafamily plan with an aggregate deductible, all individuals on the plan pay together toward one

deductible amount before the plan will make payments. Embedded (EMB): For a family plan with an embedded deductible, each member pays their own,

individual deductible. Once an individual has met their deductible, no further deductibleis required of them for that plan year. Other family members
continue to pay toward their individual deductibles until the family deductible is met. An embedded out-of-pocket maximum works the same way.

MVPCOMMOOO4 (09/2024) ©2024-2025 MVP Health Care

QHDHP: Qualified High-Deductible Health Plan HRA: Health Reimbursement Arrangement

NoDD: Not subject to deductible

All MVP NY Small Group plans are pending Medicare Creditable Coverage determinations. All QHDHPs are Health Savings Account qualified.
These plan overviews are intended to provide a general outline of coverage. For comprehensive benefit details, please review your

Certificate of Coverage (COC), Schedule of Benefits, Summary of Benefits and Coverage (SBC), and any applicable Rider(s). Your COC, SBC,
and Rider(s) will be controlling. These documents can be found in your MVP online account, or are available by request. For details, call

1-800-TALK-MVP (1-800-825-5687).

Health benefit plans are issued and administered by MVP Health Plan, Inc.; MVP Health Insurance Company; MVP Select Care, Inc.; and
MVP Health Services Corp., operating subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties.

$600 Well-Being
Reimbursement
Get reimbursed up to $600
per contract, per calendar
year for well-beingitems,
programs, and activities.

q ] The Mficial Health Plan Marketplace

Tolearn more about applying for health insurance,
including Medicaid, Child Health Plus, Essential
Plan, and Qualified Health Plans through NY State
of Health, The Official Health Plan Marketplace,
visit www.nystateofhealth.ny.gov or call 1-855-355-5777.



