Excellus BC/BS
Individual Rates

Rome Area Chamber of Commerce
January 1, - December 31, 2026

Plan ID 78124NY0880009-00 78124NY0880003-00 78124NY0890003-00 78124NY0890015-00 78124NY0890009-00 78124NY0900009-00
Enrollment Code IAY3 IAV9 IAW5 IAY7 IAX1 IAZ1
Plan Type Copay Copay Hybrid Hybrid Hybrid HDHP
Plan Name Platinum Select Platinum Standard Gold Standard Gold Select Silver Standard Silver Select
Single $1,809.88 $1,826.10 $1,541.31 $1,476.46 $1,209.01 $1,182.83
Subscriber/Spouse $3,619.76 $3,652.21 $3,082.62 $2,952.91 $2,418.02 $2,365.66
Subscriber/Child(ren)  [$3,076.80 $3,104.38 $2,620.23 $2,509.98 $2,055.32 $2,010.81
Family $5,158.16 $5,204.39 $4,392.73 $4,207.90 $3,445.68 $3,371.07
Primary Care Office $15 copay per visit $15 copay per visit $25 copay per visit, subject  [First 3 visits NSTD $25 copay, 4th |First visit NSTD $30 copay, 2nd [Covered at 80%, subject to
Visit to deductible visit & after $25 copay per visit, |yisit & after $30 copay per visit,  |the deductible
subjectltoldeductible.Either primary subject to deductible
or specialist.
Specialist Office Visit |$25 copay per visit $35 copay per visit $40 copay per visit, subject  [First 3 visits NSTD $40 copay, 4th |First visit NSTD $65 copay, 2nd [Covered at 80%, subject to
to deductible visit & after $40 copay per visit,  |yisit & after $65 copay, subject to |the deductible
subject to deductible.Either primary|qequctible
or specialist.
Deductible None None $775 Individual $1,350 Individual $2,450 Individual $3,200 Individual
$1,550 Family $2,700 Family $4,900 Family $6,400 Family
Coinsurance None None None None None Covered at 80%

Hospital benefits

Subject to $750 copay per
admission for unlimited days

Subject to $500 copay per
admission for unlimited days

Subject to $1000 copay per
admission for unlimited days,
subject to the deduct.

Subject to $1000 copay per
admission for unlimited days,
subject to the deductible

Subject to $1500 copay per
admission for unlimited days,
subject to the deductible.

Covered at 80% per
admission for unlimited days,
subject to the deduct.

Emergency room care

$150 copay per visit

$100 copay per visit

$150 copay per visit, subject

$500 copay per visit, subject to

$500 copay per visit, subject to

Covered at 80%, subject to

Urgent Care $25 copay per visit $55 copay per visit to deductible. deductible. deductible. the deductible.
$60 copay per visit subject to |$40 copay per visit subjectto  |$70 copay per visit subject to Same as above
deductible deductible deductible
Prescription drugs $10/$35/$70 $10/$30/$60 $10/$35/$70 $10/$35/$70 $15/$40/$75 $10/$45/$90, subject to the

plan deductible

Wellness Incentives

Offering rewards up to $200 per
subscriber & $200 per spouse for a
total rewards of up to $400 per plan
year.

Offering rewards up to $200 per
subscriber & $200 per spouse for a
total rewards of up to $400 per plan
year.

Offering rewards up to $200 per
subscriber & $200 per spouse for a
total rewards of up to $400 per plan
year.

Offering rewards up to $200 per

subscriber & $200 per spouse for a total

rewards of up to $400 per plan year.

Offering rewards up to $200 per subscriber
& $200 per spouse for a total rewards of up
to $400 per plan year.

Offering rewards up to $200 per
subscriber & $200 per spouse for a
total rewards of up to $400 per plan
year.

Out of pocket maximum

$6,350 Individual
$12,700 Family

$2,000 Individual
$4,000 Family

$10,150 Individual
$20,300 Family

$9,000 Individual
$18,000 Family

$10,150 Individual
$20,300 Family

$8,200 Individual
$16,400 Family

Out of network benefits

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Preventinve Health Care
Services

Covered in full

Covered in full

Covered in full

Preventive Health Care is not subject

to the deductible. Covered in full

Covered in full

Preventive Health Care is not
subject to the deductible. Covered
in full

***OVER***




Excellus BC/BS
Individual Rates

Rome Area Chamber of Commerce
January 1, - December 31, 2026

Plan ID 78124NY0900023-00 78124NY0900013-00 78124NY0900017-00
Enrollment Code IBC3 IAZ5 IBB5
Plan Type HDHP HDHP HDHP
Plan Name Bronze Secure Plus 3 Bronze Select Bronze Standard
Single $839.76 $910.94 $931.15
Subscriber/Spouse $1,679.52 $1,821.89 $1,862.30
Subscriber/Child(ren) [$1,427.59 $1,548.60 $1,582.96
Family $2,393.32 $2,596.18 $2,653.78

Primary Care Office
Visit

First 3 visits covered in full.
NSTD, 4th visit & after covered
@ 100%, subject to deductible

Covered at 50%, subject to the
deductible

First 3 visits $50 copay, NSTD, 4th &
after $50 copay, subject to deductible

Specialist Office Visit

Covered at 100%, subject to the
deductible

Covered at 50%, subject to the
deductible

First 3 visits $75 copay, NSTD, 4th &
after $75 copay, subject to deductible

Deductible

$10,600 Individual
$21,200 Family

$5,500 Individual
$11,000 Family

$4,125 Individual
$8,250 Family

Coinsurance

Covered at 100%

Covered at 50%

Covered at 50%

Hospital benefits

Covered at 100% per admission
for unlimited days, subject to the
deductible

Covered at 50% per admission for
unlimited days, subject to the
deductible

Subject to $1,500 copay per admission
for unlimited days, subject to the
deductible

Emergency room care
Urgent Care

Covered at 100% subject to the
deductible

Covered at 50%, subject to the
deductible
Same as above

$500 copay per visit, subject to
deductible
$75 copay per visit subject to deductible

Short-term and
maintenance drugs

$0, subject to the plan deductible

$10/40%/50%, subject to
deductible

$10/$35/$70, subject to the plan
deductible

Wellness Incentives
New in 2024: ThriveWell,
powered by Virgin Pulse will
be embedded in all plans

Offering rewards up to $200 per
subscriber & $200 per spouse for a total
rewards of up to $400 per plan year.

Offering rewards up to $200 per subscriber
& $200 per spouse for a total rewards of up
to $400 per plan year.

Offering rewards up to $200 per subscriber & $200
per spouse for a total rewards of up to $400 per
plan year.

Out of pocket maximum

$10,600 Individual
$21,200 Family

$7,500 Individual
$15,000 Family

$10,150 Individual
$20,300 Family

Out of network benefits

Not Covered

Not Covered

Not Covered

Preventinve Health Care
Services

Preventive Health Care is not subject
to the deductible. Covered in full

Preventive Health Care is not subject to
the deductible. Covered in full

Preventive Health Care is not subject to the
deductible. Covered in full




