In- Network

Highmark
Platinum Plus PPO

SHIGHMARK

WESTERN NEW YORK

Highmark
Platinum Plus POS

Ambherst Chamber of Commerce Medical Rates for Small Group

January 1, 2022 - December 31, 2022*

Independent Health
FlexFit Platinum

GOLD

Independent Health
iDirect Gold Copay

Independent Health
iDirect Gold Copay HSAQ

Highmark
Silver 7100 APEX

Apex Dr Network/
Erie & Niagara County

Highmark
Silver POS 8100

SILVER

Independent Health
iDirect Silver Copay

Independent Health
iDirect Silver Copay
HSAQ

Independent Health
iDirect Silver
Colnsurance HSAQ

Independent Health
iDirect Bronze
Blended HSAQ

Independent

@9 Health.

Independent Health
thRed Bronze

thRed Dr Network/
Erle County Only

Deductibl $0 $0 $0 $1,250/$2,500 $1,400/$2,800 $1,900/$3,800 $2,900/$5,800 $2,000/$4,000 $2,000/$4,000 $3,000/$6,000 $6,000/$12,000 $8,550/$17,100

eductible true family true family true family true family true family true family true family embedded embedded
Coinsurance 0% 0% 0% 0% 0% 0% 40% after deductible 0% 0% 20% after deductible | 30% after deductible | 0% after deductible
Out of Pocket Maxi $3,500/$7,000 $3,500/$7,000 $5,250/$10,500 $6,750/$13,500 $4,500/$9,000 $6,900/$13,800 $6,900/$13,800 $7,550/$15,100 $6,950/$13,900 $6,950/$13,900 $6,950/$13,900 $8,550/$17,100

ut of Focket Waximum embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded
Out-Of-Network
Deductibl $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $7,500/$15,000 $10,000/$20,000

D embedded embedded true family true family true family true family true family true family true family true family embedded embedded
Coinsurance 50% after deductible 50% after deductible 20% after deductible 50% after deductible 50% after deductible 50% after deductible 50% after deductible 50% after deductible | 50% after deductible | 50% after deductible | 50% after deductible | 50% after deductible
Out of Pocket Maxi $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $15,000/$30,000 $20,000/$40,000

ut of Focket NMaximum embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded
Medical Services
PCP $5 $5 $10 $20 $20 after deductible $25 after deductible 40% after deductible | $35 after deductible | $35 after deductible | 20% after deductible | $40 after deductible | $0 after deductible
Specialist $25 $25 $40 $50 after deductible $50 after deductible $50 after deductible 40% after deductible | $60 after deductible | $60 after deductible | 20% after deductible | $60 after deductible | $0 after deductible
Diagnostic X Ray $25 $25 $40 $50 after deductible $50 after deductible $50 after deductible 40% after deductible | $60 after deductible | $60 after deductible | 20% after deductible | $60 after deductible | $0 after deductible
Laboratory Testing $0 $0 $10 $20 after deductible $20 after deductible $50 after deductible 40% after deductible | $35 after deductible | $35 after deductible | 20% after deductible | $40 after deductible | $0 after deductible
Chiropractic Services $5 $5 $40 $50 after deductible $50 after deductible $25 after deductible 40% after deductible | $60 after deductible | $60 after deductible | 20% after deductible | $60 after deductible | $0 after deductible
S $5 $5 $0 $0 $0 $25 after deductible | 40% after deductible $0 $0 $0 $0 $0
Prenatal/Postnatal

. . . ! ' ’ $1,000 after $1,000 after . . .
Inpatient Maternity $500 $500 $500 $1,000 after deductible | $750 after deductible | $750 after deductible | 40% after deductible deductible deductible 20% after deductible | 30% after deductible | $0 after deductible
Hospital Services S
IapEdter (S $500 $500 $500 $1,000 after deductible | $750 after deductible | $750 after deductible | 40% after deductible $1,000 after $1,000 after 20% after deductible | 30% after deductible | $0 after deductible
(per admission) deductible deductible
Outpatient Surgery: $75/$50 $75/$50 $150/$25 . $200/$175 $200/$175 20%/20% 30%/30% $0/$0
Hospital/Ambulatory AU R $75/$50 after deductible after deductible after deductible (AU D G after deductible after deductible after deductible after deductible after deductible
Emergency Room $150 $150 $150 $150 $150 after deductible | $250 after deductible | 40% after deductible | $250 after deductible | $250 after deductible | 20% after deductible | 30% after deductible | $0 after deductible
Telemedicine $0 $0 $0 $0 $0 after deductible $0 after deductible 0% after deductible $0 $0 after deductible $0 after deductible $0 after deductible $0
Urgent Care $40 $40 $75 $75 $75 after deductible $75 after deductible 40% after deductible $75 $75 after deductible | 20% after deductible | $75 after deductible | $0 after deductible
Prescription Drugs
. $10/$40/50% $5/$30/50% $5/$30/50% $15/$50/50% 20%,/20%,/50% $20/30%/50% .
0, 0, 0,

Retail (30 Day Supply) $5/$25/50% $5/$25/50% $5/$30/50% $10/$40/50% after deductible after deductible after deductible $15/$50/50% after deductible after deductible after deductible $0 after deductible
Additional Services + $0 Preventive Rx + $0 Preventive Rx
Vision Exam (Routine) $0 $0 $40 $40 $40 $0 $0 $40 $40 $40 $40 $40
Health & Wellness $250 Health Extras™ or | $250 Health Extras®™ or | $250 Health Extras™ or $250 Health Extras™ or | $250 Health Extras®™ or | $250 Health Extras®™ or | $250 Health Extras®™ or | Health Extras™ up to
Benefit CEED Ve Ca CPEDUEiEEs Nutrition Benefit Nutrition Benefit Nutrition Benefit CPED U liEEs 2o s lnessitard Nutrition Benefit Nutrition Benefit Nutrition Benefit Nutrition Benefit $550 + rewards
HSA-Eligible No No No No Yes Yes: HSA Qualified | Yes: HSA Qualified No Yes Yes Yes No
Single $874.81 $2,574.43 $690.91 $2,022.73 $640.26 $1,870.78 $556.65 $1,619.95 $537.78 $1,563.34 $505.31 $1,465.93 $476.77 $1,380.31 $492.04 | $1,426.12 | $483.32 | $1,399.96 | $453.07 | $1,309.21 | $415.94 | $1,197.82 | $361.14 | $1,033.42
Employee/Child(ren) $1,469.68 | $4,359.04 | $1,157.05 | $3,421.15 | $1,070.94 | $3,162.82 | $928.81 | $2,736.43 | $896.73 | $2,640.19 | $841.53 | $2,474.59 | $793.01 | $2,329.03 | $818.97 | $2,406.91 | $804.14 | $2,362.42 | $752.72 | $2,208.16 | $689.60 | $2,018.80 | $596.44 | $1,739.32
Two Person $1,724.62 | $5123.86 | $1,356.82 | $4,020.46 | $1,255.52 | $3,716.56 | $1,088.30 | $3,214.90 | $1,050.56 | $3,101.68 $985.62 $2,906.86 $928.54 $2,735.62 $959.08 | $2,827.24 | $941.64 | $2,774.92 | $881.14 | $2,593.42 | $806.88 | $2,370.64 | $697.28 | $2,041.84
Family $2,446.96 | $7,290.88 | $1,922.84 | $5,718.52 | $1,778.49 | $5285.47 | $1,540.20 | $4,570.60 | $1,486.42 | $4,409.26 | $1,393.88 | $4,131.64 | $1,312.54 | $3,887.62 | $1,356.06 | $4,018.18 | $1,331.21 | $3,943.63 | $1,245.00 | $3,685.00 | $1,139.18 | $3,367.54 | $983.00 | $2,899.00

deductible,

True Family Deductible: Any individual within a family can accumulate the entire family deductible.

For a complete Summary of Benefits, please visit www.amherst.or;

olicy-options

>Additional plans are available to groups with 2 or more employees; please call (716) 632.6905 or email benefits@amherst.org<
Embedded Deductible: Once any family member has met the i

costs are covered for that person, even if the family deductible has not been satisfied.

~ See Benefit Summary for more info

*No Application Fee required/$25 administration fee per monthly or quarterly billing is included.

Updated: 10/20/2021
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