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2023 Massachusetts Plan Offerings

For employers with 2 to 50 eligible employees

Plan Name

Office Visit
(PCP/Specialist)

Deductible

(Individual/Family)

Out-of-Pocket
Maximum®
(Individual/Family)

Co-
insuranc
e

Urgent Care

Inpatient

Day Surgery

Massachusetts Small Group Plans - effective from January 1- December 31, 2023.

This is only a summary of plans. For more complete information, please refer to the Schedule of Benefits.

Laboratory

Scans:
CT, MRI, PET

PT/OT/ST

Acupuncture &
Chiropractic

Rx Cost Sharing’

Retail

HMO 25 -Flex

; $20 copay/$40 copay _— _—

Metal level - Platinum $2,500/$5,000 FlexProvider: $150 | Flex Provider: Covered Non-hospital based: $100 copay | Non-hospital based: $20 copay, 5/$25/$40/$60/20% 10/$50/$80/$180/20%
MD0000200289 Copay waived for first non- None Embedded None $125 copay $40 copay $400 copay copay in full $30 copay Hospital based: $200 copay Hospital based: $40 copay $40 copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RX0000200171 routine PCP visit Other: $500 copay Other: $40 copay
DN0000200108
HMO 500 - Flex

$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . . X .
(e el =Gl $500/$1,000 $7,000/$14,000 Deductible then $250 copay in full Deductible then $50 ol beesibeaAibeasey || Mol Btz eopmy, 5/$30/$60/$100/20% 10/$60/$120/$300/20%
MD0000200290 . None $300 copay $50 copay N . Hospital based: Deductiblethen [Hospital based: Deductible then $50 $50 copay N .
Copay waived for first non- Embedded Embedded copay Other: Deductiblethen | Other: Deductible then copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RA0000200172 routine PCP visit $300 copa $45 copa CEDErEy el
DN0000200108 PR Y
HMO 1000 - Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . . . .
pictellcreiscod $1,000/$2,000 $7,000/$14,000 Deductible then $250 copay in full Bedieiietmesn | CEneEiEltrhemivenmy || Mendiespile] bk tro ey 5/$30/$60/$100/20% 10/$60/$120/$300/20%
MD0000200291 X None $300 copay $50 copay . . Hospital based: Deductiblethen [Hospital based: Deductible then $50 $50 copay X i
Copay waived for first non- Embedded Embedded copay Other: Deductible then | Other: Deductible then copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RA000020017%2 routine PCP visit $300 copa $45 copa E300kcepay ey
DN0000200108 Py BEY
;'::3 :Ilesvoe?:oelz $25 copay/$50 copay APEUEREED || FesFein e Non-hospital based: $200 copa Non-hospital based: $25 copa
$1,500/$3,000 $7,000/$14,000 Deductiblethen $250 copay in full Deductible then $50 e L CLLY URL P SLL 5/$30/$60/$100/20% 10/$60/$120/$300/20%
MD0000200292 X § None $300 copay $50 copay o . Hospital based: Deductiblethen [Hospital based: Deductible then $50 $50 copay . .
RX0000200172 Copay waived for first non- Embedded Embedded copay Other: Deductible then | Other: Deductible then copay $300 copay p— (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200108 routine PCP visit $300 copay $45 copay
;rtglzg/‘l?-_g::elz $25 copay/$50 copay plexhroviderk 2O ([l ooy derlGoveted Non-hospital based: $200 copa Non-hospital based: $25 copa
$2,000/$4,000 $7,000/$14,000 Deductible then $250 copay in full Deductible then $50 e e IAEHD o =D 5/$30/$60/$100/20% 10/$60/$120/$300/20%
MD0000200293 . X None $300 copay $50 copay o . Hospital based: Deductiblethen | Hospital based: Deductible then $50 $50 copay N .
RX0000200172 Copay waived for first non- Embedded Embedded copay Other: Deductible then | Other: Deductible then copay $300 copay — (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200108 routine PCP visit $300 copay $45 copay
;';/::)Ilz:voea(l’ -g:)el)c: $25/copay/s50/capay FlexProvider: 550 plediiovidericovered Non-hospital based: $200 copa Non-hospital based: $25 copa
$2,500/55,000 $7,000/$14,000 Deductible then $250 copay in full Deductible then $50 Nosp :»E8nicopay n-hosp 5 pay, 5/$30/$60/$100/20% 10/$60/$120/$300/20%
MD0000200294 . X None $300 copay $50 copay N . Hospital based: Deductiblethen | Hospital based: Deductible then $50 $50 copay . .
Copay waived for first non- Embedded Embedded copay Other: Deductible then | Other: Deductible then copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RX00002000%2 routine PCP visit $300 copa $45 copa E300kcopay copay
DN0000200108 P =Y
HMO lsﬁe‘:lallﬂl‘es;m:‘orladnce ilex Flex Provider: $200 Flex Provider: Covered Non-hospital based: $250 copay
y $1,500/$3,000 $8,700/$17,400 o Deductiblethen X o copay infull . o - R Non-hospital based: $35 copay 5/$30/$60/$100/20% 10/$60/$120/$300/20%
’:Eggggzzggf;; SedcopayaZelonay Embedded Embedded Zox 20% SZecopa Decetilelnen20 Other: Deductible then | Other: Deductible then Redlctibiethenz0 fospit baSEdZ'OEdeCthIEthen Hospital based: Deductible then 20% Eetconay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
b
DN0000200109 0% 225
fiMo 20(:\(/'Je\:la||tll1e‘c/:||nz;u;|adnce gh=x Flex Provider: $200 Flex Provider: Covered Non-hospital based: $250 copay
y $2,000/5$4,000 $8,700/$17,400 o Deductiblethen . copay in full . o - T Non-hospital based: $35 copay 5/$30/$60/$100/20% 10/$60/$120/$300/20%
“:)?(?gggzzggf:: DTS Y Embedded Embedded Zox 20% SZeopay Deductbletner R0 Other: Deductible then | Other: Deductible then DetictilenerZ0s Losoia basedZ.ODo/eductlbIethen Hospital based: Deductible then 20% Eo0kopa (T5: $250 coinsurance max) (T5: $750 coinsurance max)
N b
DN0000200109 0% 20%

HMO0 2000 Value - Flex Flex Provider: 250 Flex Provider: $25 5/$30/Deductible then 10/$60/Deductible then
Metal level - Silver ) ) ’ ’ , Non-hospital based: $750 copay Non-hospital based: $50 copay $80/Deductible then $160/Deductible then
MD0000200297 $55 copay/$75 copay SZ;EOObO/:;l,(;OO 59';02/228’;00 None Dse(:lg:globlethen $75 copay Deductible then $1,000 other Dc;)paYbl h ot Dc;)paYbl h Deductible then $100 Hospital based: Deductiblethen [Hospital based: Deductible then $75 $50 copay $120/Deductible then 20% $360/Deductible then 20%
RX0000200182 IMDCCCE ILCCCE 4 CoREY) CoRaYj el DEslEiae e (s i sl e CER2Y $1,000 copay copay (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
DN0000200110 $1,000 copay $75 copay

Rx Deductible: $250/$500
l\:::atl)lae?/glo -SiFII::r =55lcopa/575lcapay e el S0 Al U s G Non-hospital based: $300 copa Non-hospital based: $45 copa
$3,000/$6,000 $9,100/$18,200 Deductiblethen Deductible then $1,000 copay in full Deductiblethen $100 e SELSELLY SR RHBEILY 5/$30/$80/3120/20% 10/$60/$160/$360/20%
MD0000200298 . None $75 copay " . Hospital based: Deductiblethen [Hospital based: Deductible then $75 $50 copay N )
Copay waived for first non- Embedded Embedded $1,000 copay copay Other: Deductible then | Other: Deductible then copay (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
LAILPIOEf routine PCP visit $1,000 copa $100 copa Sl A ey copay
DN0000200110 G PR =Y
l\::::lt?lglo -SiFII::r $45 copay/575/copay FlexProvider: 5350 Hl=diiovdeicoreed Non-hospital based: $300 copa Non-hospital based: $45 copa
$4,000/58,000 $9,100/$18,200 Deductible then Deductible then $750 copay in full Deductible then $75 hosp : 500 copay N-N0sp B pay 5/$30/$80/$120/20% 10/$60/$160/$360/20%
MD0000200299 . None $75 copay " . Hospital based: Deductiblethen [Hospital based: Deductible then $75 $50 copay N )
Copay waived for first non- Embedded Embedded $350 copay copay Other: Deductible then | Other: Deductible then copay (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
SOIPIOALLA) routine PCP visit $750 copa: $75 copa Ry copay
DN0000200110 P =Y
J::Ise?/glo--s'i:ll::r $45 copay/$75 copay Flex Rrovider: 5350 Al P e s G Non-hospital based: $300 copa Non-hospital based: $45 copa
$5,000/510,000 $9,100/$18,200 Deductible then Deductible then $750 copay in full Deductible then $75 ery SRV UKD SR ELLY 5/$30/$80/$120/20% 10/$60/$160/$360/20%
MD0000200300 . None $75 copay . . Hospital based: Deductiblethen [Hospital based: Deductible then $75 $50 copay ) )
Copay waived for first non- Embedded Embedded $350 copay copay Other: Deductible then | Other: Deductible then copay (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
RX0000200174 N L $750 copay copay
DEETREiD routine PCP visit $750 copay $75 copay

! Preventive Rx applies for all HSA plans.
* An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.

947234011-1022




Massachusetts Small Group Plans - effective from January 1 - December 31, 2023.

This is only a summary of plans. For more complete information, please refer to the Schedule of Benefits.

Out-of-Pocket Co-
Maximum' insuranc
(Individual/Family) e

Office Visit
(PCP/Specialist)

Deductible
(Individual/Family)

Scans:
» MRI, PET

Acupuncture &
Chiropractic

Rx Cost Sharing’

Plan Name Urgent Care Inpatient Day Surgery Laboratory PT/OT/ST

Retail

HMO HSA 2000 - Flex
Metal level - Silver

Deductiblethen $35

Flex Provider:
Deductiblethen

Flex Provider:
Deductiblethen

Non-hospital based: Deductible

Non-hospital based: Deductible then

Deductible then $5/Deductible then
$30/Deductible then

Deductiblethen $10/Deductible then

Voonizo0t | cpminaluensss | SOS | STIRIS00 | |0t | ppeinsssiony | PSSO | ol | ot | Ot | oo | S| osebete | e [0t St
RX0000200175 copay bRy Ry Other: Deductible then | Other: Deductible then pay B $406 copa P 'co o pay $120/Deductible then 20% (T5:$1,500 coinsurance max)
DN0000200111 $250 copay $75 copay pay pay (T5: $500 coinsurance max) T
Hl:\nﬂgt:IISI:VZEISE);I-VFeI:x Deductiblethen $35 D’zzz:tritt’)‘lne[ﬁ\re:n D:E:t:ct))\llzletjtf\re:n Non-hospital based: Deductible [ Non-hospital based: Deductible then Deductlgzt/rl\;;iit/ilile::;;]blethen Deductible then $10/Deductible then
) $2,500/$5,000 $7,500/$15,000 Deductiblethen . Deductible then $400 R N Deductiblethen $55 then $200 copay $35 copay Deductiblethen . $60/Deductiblethen $160/Deductible
R DO000200302 oDzl e S5 Non-embedded Embedded N $400 copa i usdlaffe e S35 ey copa Gt it G il copa Hospital based: Deductible then Hospital based: Deductible then $55 $50 copa Sz then $360/Deductible then 20%
RX0000200176 copay pay pay Other: Deductiblethen | Other: Deductible then pay P 540[‘) copa P .co . pay $120/Deductible then 20% (T5: $1,500 coinsurance max)
DN0000200111 $250 copay $75 copay pay pay (T5: $500 coinsurance max) T
GIAEGERY 3009- Al . [t Pr'owder: e Prowder: Non-hospital based: Deductible [ Non-hospital based: Deductible then Peiveiliildicn SS{Deductlblethen Deductiblethen $10/Deductible then
Metal level - Silver Deductiblethen $35 . . Deductible then Deductible then . . $30/Deductiblethen . .
. $3,000/56,000 $7,500/$15,000 Deductible then X Deductible then $400 ) R Deductible then $55 then $200 copay $35 copay Deductible then X $60/Deductiblethen $160/Deductible
RIDEIDORATIEIE) copay/Deddctiblatheni>as Embedded Embedded fong $400 copa Deductiblethen S55/capay copa Gt it Govare il copa Hospital based: Deductible then Hospital based: Deductible then $55 $50 copa pa0/beclictilSthen then $360/Deductible then 20%
RX0000200177 copay pay pay Other: Deductiblethen | Other: Deductible then pay P 5406 copa P .co . pay $120/Deductible then 20% (T5: $1,500 coinsurance max) °
DN0000200111 $250 copay $75 copay pay pay (T5: $500 coinsurance max) T
ng:ﬁ:ﬁ:f’;;f:x Deductiblethen $35 D':jﬁ:;:z‘lne(iizn Dzdeﬁ:t?;\lnedtizn Non-hospital based: Deductible Non-hospital based: Deductible then Deduc“:g%;:;ii{?;:::;‘blethen Deductiblethen $10/Deductible then
i $3,400/5$6,800 $7,500/$15,000 Deductible then . . R ) Deductible then $55 then $200 copay $35 copay Deductiblethen N $60/Deductiblethen $160/Deductible
IUIVRPIEL) Dk v i Non-embedded Embedded 20% $400 copa Brilueiietiien 555 eamy DeduchbiEthenR Corere il Gl copay Per Visit Hospital based: Deductiblethen [ Hospital based: Deductible then $55 $50 copa! Sy pelEilbien then $360/Deductible then 20%
RX0000200178 copay pay Other: Deductiblethen | Other: Deductible then pay P $406 copa P .co a pay $120/Deductible then 20% (T5: $1,500 coinsurance max)
DN0000200111 $250 copay $75 copay ey bRy (T5: $500 coinsurance max) 2k
Deductible then $5/Deductible then . .
HMO HSA 3600 - Flex Flex Provider: Flex Provider: . . . . $30/Deductible then Deductlble'{hen $10/Deduct|b|ethen
Metal level - Bronze Deductiblethen $75 Deductible then $500 Deductible then $25 Non-hospital based: Deductible Non-hospital based: Deductible then 50%/Deductible then $60/Deductible then 50%/Deductible
N $3,600/$7,200 $7,500/$15,000 Deductiblethen . Deductiblethen $1,500 Deductiblethen $150 then $500 copay $40 copay Deductiblethen A then 50%/Deductible then 50%
MD0000200305 copay/Deductible then $150 None Deductible then $150 copay copay copay . . . . N 50%/Deductible then 50% .
Embedded Embedded $1,500 copay copay N " copay Per Visit Hospital based: Deductible then Hospital based: Deductible then $50 copay A (T3: $250 coinsurance max
RX0000200179 copay Other: Deductible then | Other: Deductible then $1,000 copa $150 copa (T3: $125/coinsurance max T4: $750 coinsurance max
DN0000200111 $1,000 copay $75 copay s = = T4: $250 coinsurance max :

T5: $500 coinsurance max)

T5:$1,500 coinsurance max)

Focus HMO and Focus HMO HSA

MetZTT::eTNII’IOatZiium $20 copay/340 copay
- $2,500/$5,000 5/$25/$40/560/20% 10/$50/$80/$180/20%
’:)?(;)gggzzggf:f Copay waived for first non- None Embedded None $125 copay $40 copay $400 copay $500 copay $40 copay $30 copay $125 copay $40 copay $40 copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200108 routine PCP visit
Vit evel G 525 copay/$50 copay
. : i . 9 o
e ) . $1,000/$2,000 $7,000/$14,000 R $300 copay $50 copay Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductible then $50 Deductible then $250 copay $50 copay CIGTEY 5/530/56(_1/3100/2M 10/$60/$1go/$300/204
RX0000200172 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200108 routine PCP visit
FMo:t:T r;':?-IGSoOI g $25 copay/$50 copay
. } } . o
o . . $1,500/$3,000 $7,000/$14,000 N $300 copay $50 copay Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductible then $50 Deductible then $250 copay $50 copay $50 copay 5/530/56(_)/3100/204 10/560/51_20/5300/20%
RX0000200172 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200108 routine PCP visit
:/T:t:? :'\\//;? ZGO:IZ $25 copay/$50 copay
. . } . o
MD0000200309 ) . $2,000/$4,000 $7,000/$14,000 . $300 copay $50 copay Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductiblethen $50 Deductible then $250 copay $50 copay $50 copay 5/530/$69/$100/20% 10/560/5120/5300/206
RX0000200172 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200108 routine PCP visit
Vet vl -Cold 525 copay/$50 copay
$2,500/$5,000 $7,000/$14,000 Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductiblethen $50 . 5/$30/$60/$100/20% 10/$60/$120/$300/20%
MD0000200310 . . None $300 copay $50 copay Deductiblethen $250 copay $50 copay $50 copay N .
RX0000200172 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200108 routine PCP visit
| e s
. . . . . o
MD0000200311 ; $3,000/$6,000 $9,100/5$18,200 None | Deductiblethen $75 copay Deductible then $1,000| Deductiblethen $500 | Deductiblethen $75 Deductible then $75 Deductible then $300 copay Deductible then $75 copay $50 copay 5/$30/$sg/$1zo/zo% 1o/$eo/$1sp/$3so/zo,{,
RX0000200174 oy eI el s - Embedded Embedded $850 copay copay copay copay copay (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
DN0000200110 routine PCP visit
Fo&iﬁ:ﬁiﬁ;‘:lﬁ?o Deductiblethen $35 Deduc“:;z%zziﬁf::ﬁ;f'ethen Deductiblethen $10/Deductible then
MD0000200312 copay/Deductible then $55 PEYITIRE/HT0 e s 20% B g Deductible then $55 copay Deductible then 20% Dl (250 || el (72 Deductlbletheln‘SSS Deductible then $400 copay Deductible then $55 copay CE T $80/Deductible then SRl ey ?160/Deduct|ble
Non-embedded Embedded $400 copay copay copay copay Per Visit $50 copay N then $360/Deductible then 20%
RX0000200181 copay $120/Deductible then 20% (T5:$1,500 coinsurance max)
DN0000200115 (T5: $500 coinsurance max) T

! Preventive Rx applies for all HSA plans.
* An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.




Plan Name

Office Visit
(PCP/Specialist)

Deductible
(Individual/Family)

Out-of-Pocket
Maximum®
(Individual/Family)

Co-
insuranc
e

Urgent Care

Inpatient

Day Surgery

Massachusetts Small Group Plans - effective from January 1 - December 31, 2023.

This is only a summary of plans. For more complete information, please refer to the Schedule of Benefits.

Laboratory

PT/OT/ST

Acupuncture &
Chiropractic

Rx Cost Sharing®

Retail

PPO 25 -Flex IN: $20 copay/$40 copay IN: Flex Provider: $150 IN: Flex Provider:

Metal level - Platinum OON: Deductible then 20% IN: None IN: $2,500/$5,000 | IN: None . . IN: $400 copay copay Covered in full IN: $30 copay IN: Non-hospital based: $100 copay | IN: Non-hospital based: $20 copay IN: $40 copay o o
MD0000200313 OON: $500/5$1,000 | OON:$5,000/$10,000 | OON: OIgNSIS:\fn‘:’aZE:\l/\I OON: Dlgt;j:tli);lce":?;n 20% OON: Deductible then Other: $500 copay Other: $40 copay OON: Deductible then Hospital based: $200 copay Hospital based: $40 copay OON: Deductible (Tséézzszlcscj‘iz/sifgrﬁ:r/:\ax) (Téogig/csogli/siiasr?c/:?n/aax)
RX0000200171 Copay waived for first non- Embedded Embedded 20% : ’ ; 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductible then 20% OON: Deductible then 20% then 20% : :

DN0000200112 routine PCP visit 20% 20%

IN: Flex Provider: $50 IN: Flex Provider:
PPO500 -Flex IN: $25 copay/$50 copay . N . . 5
. IN: Deductible then copay Covered in full IN: Deductiblethen $50 |IN: Non-hospital based: $200 copay, | IN: Non-hospital based: $25 copay
B . o . . . .

m?ggfg;;oizlj QON:DedNatb eihen2 0z O(;,\l\ll ziol%g/légogoo oc')%iz’g%%ﬁ;;;’:?)ooo INngT\e IN: $300 copay IN: $50 copay $250 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductiblethen | Hospital based: Deductible then $50 Og\"\fsgdcuocz?gle 5/$30/$60/$100/20% $10/$60/$120/$300/20%
RX0000200172 Copay waived for first non- 'Emiaedded ’ . Emiaedded ! 200/' OON: Sameas IN OON: Deductible then 20% OON: Deductible then $300 copay $45 copay OON: Deductiblethen $300 copay copay tinen 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200112 P Zoutine PCP visit ; 20% OON: Deductiblethen [ OON: Deductiblethen 20% OON: Deductible then 20% OON: Deductiblethen 20%

20% 20%
IN: Flex Provider: $50 IN: Flex Provider:
PPO 1000 - Flex IN: $25 copay/$50 copay . . " . 5
. IN: Deductible then copay Covered in full IN: Deductiblethen $50 |IN: Non-hospital based: $200 copay, | IN: Non-hospital based: $25 copay
B . o . . . .

m;tgglgg;oiils QONDediatb eihen 0z oloNNsstoggt/)j;’loggo oc'miz’g%%ﬁ;g’g%%g INc‘)gEr']e IN: $300 copay IN: $50 copay $250 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductiblethen | Hospital based: Deductible then $50 Og\‘l\i‘ssgdilizfgle 5/$30/$60/$100/20% 10/$60/$120/$300/20%
RX0000200172 Copay waived for first non- 'Em’bedded ’ . Emiaedded ! 200/' OON: Sameas N OON: Deductible then 20% OON: Deductible then $300 copay $45 copay OON: Deductiblethen $300 copay copay tl"len 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200112 P Zoutine PCP visit ; 20% OON: Deductiblethen [ OON: Deductiblethen 20% OON: Deductible then 20% OON: Deductiblethen 20%

20% 20%
PPO1500-Flex IN: Flex Provider: $150 IN: Flex Provider:
o IN: Deductible then $40 . . . . . IN: Deductible then copay Covered in full IN: Deductiblethen $75 | IN: Non-hospital based: $300 copay | IN: Non-hospital based: Deductible IN: Deductible

“:/Ie;;(;;\éezl‘;s:;: copay/Deductible then $75 ol(’)\lesLasgg(/)jgéoggo OCI)’;I\I$$QI’8102%/(J$/1$83,(§?I%O INC.)g;r'\e t::;]z:il:)cz;blz IN: Deductible then $75 copay $250 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductible then then $40 copay, Hospital based: then $50 copay 5/$30/$80/$120/20% 10/$60/$160/$360/20%
RX0000200174 copay 'Em’bedded ! . Em’bedded ! 20‘7. oON: Sameaspll\\l/ OON: Deductible then 20% OON: Deductible then $200 copay $75 copay OON: Deductible then $200 copay Deductiblethen $75 copay OON: Deductible (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
DN0000200113 OON: Deductiblethen 20% ; : 20% OON: Deductiblethen [ OON: Deductible then 20% OON: Deductible then 20% OON: Deductible then 20% then 20%

20% 20%
IN: Flex Provider: $50 IN: Flex Provider:

r\::tglzlg\?eol 2;’; Olgst)Se;Ss:{)/liigec:ggz/ IN: $2,000/$4,000 IN:$7,000/514,000 | IN: None IN: Deductible then copay Covered in full IN: Deductiblethen $50 | IN: Non-hospital based: $200 copay | IN: Non-hospital based: $25 copay IN: $50 copa
e . ° OON: OONl' $1’4 000/$2,8 6 6ON' IN: $300 copay IN: $50 copay $250 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductiblethen [Hospital based: Deductible then $50 00’\". Deduc’iik\)/le 5/$30/$60/$100/20% 10/$60/$120/$300/20%
RX0000200172 Copay waived for first non- $4,000/$8,000s . Em'bedded ! ZO‘V- OON: Sameas IN OON: Deductiblethen 20% OON: Deductible then $300 copay $45 copay OON: Deductiblethen $300 copay copay t}\en 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000200112 b Zoutine PCP visit Embedded 8 20% OON: Deductiblethen [ OON: Deductiblethen 20% OON: Deductible then 20% OON: Deductible then 20% ;

20% 20%
IN: Flex Provider: $150 IN: Flex Provider: . . .
PP&;‘;?IZLTI?;I-V:?X IN: Deductiblethen $25 IN: $2,000/54,000 IN:$9,100/518,200 | IN: None | IN: Deductible IN: Deductible then copay Covered in full IN: Deductiblethen $75 | IN: Non-hospital based: $300 copay Ik Non-h::zrl‘tzllll:)azzd.aDeductlbIe IN: Deductible
copay/Deductible then $40 "y : T g . i IN: Deductible then $40 copay $250 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductible then X R then $40 copay 5/$30/$80/$120/20% 10/$60/$160/$360/20%
MD0000200318 OON: $4,000/$8,000 [OON: $18,200/$36,400| OON: |then $300 copay X o N ! Hospital based: Deductible then $75 A N N
RX0000200174 copay Embedded Embedded 20% OON:SamessIN OON: Deductible then 20% OON: Deductible then $200 copay $75 copay OON: Deductible then $200 copay — OON: Deductible (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
OON: Deductiblethen 20% : 20% OON: Deductiblethen [ OON: Deductible then 20% OON: Deductible then 20% - then 20%
DN0000200113 OON: Deductible then 20%
20% 20%
IN: Flex Provider: $500 IN: Flex Provider:

l\:e:ZIaI:\?e‘IJ :SFiIIe\/:r Olgstbse;S::):‘tl)/IZ:ec:g;;{, IN: $3,000/$6,000 IN:$9,100/518,200 | IN: None IN: Deductible IN: Deductible then copay Covered in full IN: Deductible then $100 | IN: Non-hospital based: $300 copay | IN: Non-hospital based: $45 copay IN: $50 copa
VBTG5S . OON: OON" $1’8 200/$3,6 50 60N' then $1,000 IN: $75 copay $1,000 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductiblethen [Hospital based: Deductible then $75 OOI\-I' Deduciigle 5/$30/$80/$120/20% 10/$60/$160/$360/20%
RX0000200174 Copay waived for first non- $6,000/$12,000 . Em’bedded ! 209/' copay OON: Deductiblethen 20% OON: Deductible then $1,000 copay $100 copay OON: Deductiblethen $1,000 copay copay then 20% (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
DN0000200113 B IYoutine PCP visit Embedded " | OON:SameasIN 20% OON: Deductiblethen [ OON: Deductible then 20% OON: Deductible then 20% OON: Deductible then 20% :

20% 20%
IN: Flex Provider: $350 IN: Flex Provider:
PP0O 4000 - Flex IN: $45 copay/$75 copay . N N . .
. g N IN: $4,000/$8,000 . . . . IN: Deductible then copay Covered in full IN: Deductiblethen $75 |IN: Non-hospital based: $300 copay, | IN: Non-hospital based: $45 copay, .

“::éﬂ(:;\éezl(;g:;g ORI el 205 OON: Oc'mii’;g%ﬁ;é’éi%() INC.)g;rje ﬂl]l:;][;:dsl(l)c;;blz IN: $75 copay $750 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductiblethen |Hospital based: Deductible then $75 Og\‘l\-l‘ssgdcuoc’i?k\:le 5/$30/$80/$120/20% 10/$60/$160/$360/20%
RX0000200174 Copay waived for first non- $7,000/$14,000 . Emi::edded ! 20%' oo Sameaspll\r OON: Deductible then 20% OON: Deductible then $750 copay $75 copay OON: Deductible then $750 copay copay tl.'1en 20% (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
DN0000200113 P nYoutine PCP visit Embedded : 20% OON: Deductiblethen [ OON: Deductible then 20% OON: Deductible then 20% OON: Deductible then 20% :

20% 20%

! Preventive Rx applies for all HSA plans.
* An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.




Out-of-Pocket

Co-

Massachusetts Small Group Plans - effective from January 1 - December 31, 2023.

This is only a summary of plans. For more complete information, please refer to the Schedule of Benefits.

Office Visit Deductible ) a . . Scans: Acupuncture & Rx Cost Sharing’
Plan Name (PCP/Specialist) (Individual/Family) !Vl_axlmum . insuranc Urgent Care Inpatient Day Surgery Laboratory - MR, PET PT/OT/ST Chiropractic .
(Individual/Family) e Retail
IN: Flex Provider: IN: Flex Provider:

PPOHSA 3000 -Flex IN: Deductiblethen $35 | IN:$3,000/$6,000 _ IN: Deductiblethen | Deductiblethen Deductiblethen |\, poyy criple then $55 | IN: Non-hospital based: Deductible | N NOnospital based: Deductible | - ooy cyjpj | Deductiblethen 55/Deductiblethen | oy, ipo then §10/Deductiblethen
el el =SHr copay/Deductible then $55 OON: INS72500/5 /000 RININon el INEDed Ictble IN: Deductible then $55 copa $400 copa Gt it G il copa then $200 copay, Hospital based: thenis35lcapay then $50 copa 530/Deduictlblethen $60/Deductible then $160/Deductible
MD0000200321 pay, . OON: $15,000/$30,000| OON: | then $400 copay . X pay p Y Other: Deductiblethen | Other: Deductible then P y N pay, P " | Hospital based: Deductible then $55 p Y $80/Deductible then .

copay $6,000/$12,000 OON: Deductible then 20% OON: Deductible then OON: Deductible then Deductible then $400 copay OON: Deductible N then $360/Deductible then 20%
R0 200 OON: Deductible then 20% Embedded Epbecsd A || CeibEees( 20% SZEeEy 7 Y 20% OON: Deductible then 20% copay then 20% A EvEiH e A0S (T5:$1,500 coinsurance max)
DN0000200114 : ° OON: Deductiblethen | OON: Deductiblethen ° : N OON: Deductible then 20% ° (T5: $500 coinsurance max) R
20% 20%
IN: Flex Provider: IN: Flex Provider:

[TELER 3400_—Flex IN: Deductible then $35 IN: $3,400/6,800 . IN: Deductible then Deductlbl.ethen Deductlbl_ethen IN: Deductiblethen $55 | IN: Non-hospital based: Deductible I e osiE ek Desheiie IN: Deductible ErstEdiHetien $5/.Deduct|b|ethen Deductible then $10/Deductible then

Metal level - Silver . IN: $7,500/$15,000 [ IN:20% | IN: Deductible . Covered in full Covered in full ) then $35 copay $30/Deductiblethen N N
copay/Deductible then $55 OON: IN: Deductible then $55 copay 20% N . copay then $200 copay, Hospital based: . N then $50 copay N $60/Deductible then $160/Deductible

MD0000200322 OON: $15,000/$30,000| OON: | then $400 copay X N Other: Deductiblethen | Other: Deductible then ! N Hospital based: Deductible then $55 A $80/Deductible then .
copay $6,800/$13,600 OON: Deductible then 20% OON: Deductible then OON: Deductible then Deductible then $400 copay OON: Deductible N then $360/Deductible then 20%
EX0D002Z00 178 OON: Deductible then 20% Non-embedded ERbeided 20% CoNseel 20% PO R S e 20% OON: Deductible then 20% CeLEY then 20% S Rel e 20 (T5:$1,500 coinsurance max)
DN0000200114 . ° OON: Deductiblethen [ OON: Deductiblethen ° ) ° OON: Deductible then 20% ° (T5: $500 coinsurance max) T
20% 20%
IN: Flex Provider: IN: Flex Provider: Deductible then $5/Deductible then . .

X X . . . . . Deductiblethen $10/Deductible then

OGEN =R IN: Deductiblethen $75 | IN: $5,000/$10,000 IN: Deductible IN: Deductiblethen | Deductiblethen$500 | Deductiblethen $25 ||\ 1\ vip e then $150 | IN: Non-hospital based: Deductible | ': Non-hospital based: Deductible |\ b0y opio Sl $60/Deductible then 50%/Deductible

el e - B copay/Deductible then $150 OON: (10657, SISO | (e then $1,500 IN: Deductible then $150 copa $1,500 copa: copay copay copa then $500 copay, Hospital based: i DIy then $50 copa EoZ Dedichbletie then 50%/Deductible then 50%
MD0000200323 [ ‘ OON: $15,000/$30,000| OON: ’ : : e 28O Gther: Deductible then | Other: Deductible then LY JL LD * | Hospital based: Deductible then $65 v 50%/Deductible then 50% poec °

copay $8,000/$16,000 copay OON: Deductible then 20% OON: Deductible then OON: Deductiblethen Deductible then $1,000 copay OON: Deductible A (T3: $250 coinsurance max
UL OON: Deductible then 20% Embedded Epbeicsd 20% | oN: sameasIN 20% il O ey 7D Y 20% OON: Deductible then 20% copay then 20% (T Sl T4: $750 coinsurance max
DN0000200116 . ° . ° OON: Deductiblethen | OON: Deductiblethen ° . ° OON: Deductible then 20% ° T4:$250 coinsurance max T él o N———
20% 20% T5: $500 coinsurance max) i
Standard Platinum - Flex
Flex Provider: $100 A .

MD0000200230 $3,000/$6,000 . . Non-hospital based: $50 copay Non-hospital based: $20 copay
RX0000200125 $20 copay/$40 copay None Embedded None $150 copay $40 copay $500 copay C)the'ﬂcsozp‘r,a\(;/co . Covered in full Covered in full Hospital based: $150 copay Hospital based: $40 copay $40 copay $10/$25/$50 $20/$50/$150
DN0000200093 : pay

Standard High Gold

MD0000200269 $5,000/$10,000
RX0000200127 $30 copay/$55 copay None Embedded None $350 copay $55 copay $750 copay $500 copay $25 copay $75 copay $250 copay $55 copay $50 copay $30/$60/$90 $60/$120/$270
DN0000200095
HMO 2000 Low -Flex
Flex Provider: $250 Flex Provider: $20 X . ) . .
Mt v =elly $2,000/$4,000 $5,650/$11,300 Deductiblethen Deductiblethen $750 copay copay Deductiblethen $75 Non-hospltal by $290 copay Non-hospital based: $25 copay $30/Dedlfct|blethen Sepelsildeiicn SR
MD0000200233 $30 copay/$55 copay None $55 copay . . Hospital based: Deductible then X $50 copay $60/Deductiblethen $125 then $375
RX0000200128 Embedded Embedded $350 copay copay Other: Deductible then | Other: Deductible then copay $300 copa Hospital based: $55 copay
DN0000200096 SEEDGEE SEDETEY o
Rx Deductible: $250/$500
Standard Silver
MD0000200234 $2,000/$4,000 $9,100/$18,200 Deductiblethen Deductiblethen $1,000| Deductiblethen $500 | Deductiblethen $50 Deductiblethen $75 . $30/Deductiblethen $60/Deductiblethen $120/Deductible
RX0000200129 $30 copay/$60 copay Embedded Embedded e $350 copay P GEsEY copay copay copay copay resluifitetiiem S0 ey Sl SED ey $60/Deductible then $90 then $270
DN0000200097
. Flex Provider: Flex Provider: . . . q
Standard Low Silver HSA - Flex Deductiblethen $30 Deductiblethen $250 | Deductiblethen $20 Non-hospital based: Deductible [ Non-hospital based: Deductible then
MD0000200235 copay/Deductiblethen $60 $2,000/5$4,000 $7,050/$14,100 e Deductiblethen Deductible then $60 copa Deductiblethen $750 copa copa Deductiblethen $75 then $200 copay $30 copay Deductiblethen Deductible then $30/Deductible Deductible then $60/Deductible then
RX0000200130 pay. Non-embedded Embedded $300 copay pay copay P y P y copay Hospital based: Deductiblethen | Hospital based: Deductible then $60 $50 copay then $60/Deductiblethen $105 $120/Deductiblethen $315
DNO000200098 copay Other: Deductible then | Other: Deductible then $500 copa copa
$500 copay $60 copay pay pay
N Flex Provider: Flex Provider: . . . q
Standard High Bronze HSA - Flex Deductible then $60 Deductiblethen $250 | Deductible then $25 Non-hospital based: Deductible [ Non-hospital based: Deductible then
MD0000200236 copay/Deductible then $90 $3,300/56,600 $7,500/$15,000 . Deductiblethen Deductible then $90 copa Deductiblethen $1,500 copa copa Deductiblethen $135 then $350 copay $40 copay Deductiblethen Deductible then $30/Deductible Deductible then $60/Deductible then
RX0000200131 pay. Embedded Embedded $875 copay pay copay P y P V copay Hospital based: Deductiblethen | Hospital based: Deductible then $90 $50 copay then $120/Deductible then $200 $240/Deductible then $600
DNO000200099 copay Other: Deductible then | Other: Deductible then $750 copa copa
$500 copay $55 copay pay pay
A $5/$30/Deductible then $10/$60/Deductible then
M'l:gﬂ:\?e??‘;:::e Deductible then $40 Dedzlcet);lrlreot‘;:::réZSO Flex Provider: Ded Non-hospital based: Deductible Non-hospital based: Deductible then 50%/Deductible then 50%/Deductible then 50%/Deductible
i $3,500/$7,000 $8,500/$17,000 Deductiblethen . . then $25 Deductiblethen $75 then $500 P - Deductiblethen 50%/Deductible then 50% then 50%
MD0000200238 copay/Deductible then $65 20% Deductible then $65 copay Deductible then 20% copay ) . . $40 copay, Hospital based: . .
Embedded Embedded $750 copay . Others: Deductible then copay Hospital-based: Deductible then . $50 copay (T3: $125/coinsurance max (T3: $250 coinsurance max
RX0000200133 copay Other: Deductible then Deductiblethen $65 copay . .
I ———— $1,000 copay $75 $1,000 T4:$250 coinsurance max T4:$750 coinsurance max
! T5: $500 coinsurance max) T5:$1,500 coinsurance max)
IN: Flex Provider: IN: Flex Provider:
(G 2000‘-Flex IN: Deductible then $30 . IN: Deductible then Deduictiblethen’3250 Bziliildleizn S0 IN: Deductible then $75 I RtormHieepi] (rsaik el A IN: Non-hospital based: Deductible IN: Deductible
Metal level - Silver . IN: $2,000/54,000 IN: $7,050/$14,100 [ IN:None | IN: Deductible . copay copay then $200 copay . . . . .
copay/Deductible then $60 IN: Deductible then $60 copay $750 copay o o copay X K then $30 copay, Hospital based: then $50 copay Deductible then $30/Deductible Deductible then $60/Deductible then
MD0000200239 OON: $4,000/$8,000 [OON: $14,100/$28,200( OON: | then $300 copay X N Other: Deductible then | Other: Deductible then : Hospital based: Deductible then N A N )
copay OON: Deductible then 20% OON: Deductible then OON: Deductible then Deductible then $60 copay OON: Deductible then $60/Deductiblethen $105 $120/Deductible then $315
RX0000200130 OON: Deductible then 20% Non-embedded Embedded 20% OON: Sameas IN 50% $500 copay $60 copay 20% $500 copay OON: Deductible then 20% then20%
DN0000200102 : 0 ° OON: Deductiblethen | OON: Deductiblethen ° OON: Deductible then 20% : °
20% 20%

! Preventive Rx applies for all HSA plans.
* An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.

a Point32Health company



