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Enrolling and Renewing

Important dates
oo o 2024 Open Enrollment* November 1, 2024 - January 23, 2025

Please review our plans and make your selection by December 23, 2024

for coverage on January 1.

New members:

You can review our plan
options and enroll directly
on our website, visit
harvardpilgrim.org today.
Our plans offer great care,
coverage and benefits.

Current members:

Your renewal package will include a recommended health plan for the upcoming year.
If you are happy with the plan we have recommended, just pay your new premium by
January 1 - and you're all set.

If you would like to review other available health plans from Harvard Pilgrim,
visit harvardpilgrim.org/renew today.

If you purchased your health plan through the Connector, the state-run marketplace,

visit mahealthconnector.org.

* You can enroll outside of the open enrollment period under certain circumstances (e.g., involuntary loss of employer-sponsored coverage;
marriage; birth; or a move of your principal residence). This is called a Special Enrollment Period. If you believe that you qualify for a Special
Enrollment Period, please visit harvardpilgrim.org to review the eligibility guidelines and submit your enrollment.
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Core Health Plan Benefits

All Harvard Pilgrim plans offer access to comprehensive and high-quality care
including some of these great benefits, programs and services.

1. Acupuncture and chiropractic care-unlimited visits All plans include either 3-tier or 5-tier prescription

2. Mental health and substance use disorder treatment drug coverage through our Pharmacy Benefits

Manager, OptumRx. The lower the tier, the less you
3. Emergency and urgent care . o .
pay. Cost sharing for prescriptions may include a

4. Routine eye exams for adults and children combination of copayments, coinsurance and a

5. Hospitalization, inpatient services, such as surgery deductible. As always, members will pay the lesser

) of the drug cost or the applicable cost share.
6. Prenatal, maternity and newborn care

Members can get prescriptions from more than

7. Prescription drug coverage including generic and 67,000 pharmacies nationwide or shipped to their

over-the-counter medications home through our mail order pharmacy program.
8. Rehabilitative and habilitative services and devices like We also cover certain generic over-the-counter
hospital beds, crutches and physical/occupational therapy drugs on our formulary. With a prescription from a
9. Wellness Exams, routine screenings and tests provider, members will pay Tier 1 Rx cost sharing

10. Virtual care delivered by licensed medical and behavioral for certain drugs including cough, cold and allergy;

health providers dermatology; gastrointestinal; pain; and

ophthalmic preparations.
11. Wellness-focused discounts and savings including

fitness reimbursements
12. Laboratory, radiology and diagnostic services

13. Pediatric dental* and vision hardware coverage for
children up to age 19

14. Childbirth class reimbursement

Questions about our prescription drug program?

Visit harvardpilgrim.org/rx to learn more. Select the year and the plan (e.g., 2025 Core MA 5-Tier) to:

&) See which drugs are covered FFX I'I Find nearby in-network pharmacies
|| O | Look up drug prices QQ Get details on home delivery, and more!

* Pediatric dental coverage for children up to age 19 is optional.
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Programs and Services to Maximize
Your Well-being

These programs and services are included with your plan at no additional cost.

Living Well Everyday™

Our free online community is packed with activities, tracking tools, well-being challenges and more. Earn points and
entries for monthly gift card drawings. Visit harvardpilgrim.org/wellbeingforall today. And be sure to check out
harvardpilgrim.org/livingwellathome for our online wellness classes.

Clinical care team support

Need assistance managing a chronic condition, understanding costs related to health insurance or coordinating
access to quality care? Our clinical care team of nurses, social workers, pharmacists and health coaches can guide you
to better health. Learn more at harvardpilgrim.org/clinicalcareteam today. Available for members via the MyConnect
mobile app or by phone.

Integrated Behavioral Health

Harvard Pilgrim members can access a comprehensive network of medical and behavioral health care providers, along
with innovative programs and services, to improve both physical and mental well-being in traditional and virtual
settings. Our dedicated team will guide you from the first phone call to aftercare planning, to ensure that you receive
"whole-person” care through an integrated approach.

Behavioral health service navigation
Our specially trained service navigators provide personalized help to navigate the complex health care system, locate
providers, connect to internal supports and programs, and learn more about innovative tools and services.

Care management programs

Our licensed care managers work with you and your providers to ensure optimal health and functioning through a
variety of care management programs, including care coordination, complex care, addiction recovery, transition to
home, emergency department readmission diversion, supportive care, post facility discharge and peer support.

Behavioral health programs and services
Harvard Pilgrim offers innovative behavioral health programs and services for children, adolescents, and adults:

+ Virtual therapy services
+ Quick and easy access to specialty providers

Substance use treatment services are available through multiple network providers, including Better Life Partners.
Members are supported after inpatient treatment by our internal Addiction Recovery Care Management Team.

Better Life Partners services are available in Massachusetts, New Hampshire, Maine and Vermont. Member cost
sharing may apply. Members should refer to their plan documents for specific details regarding their coverage and
benefits.

For assistance with accessing these innovative programs and services, please call the number on the back of your
member ID card.

If you're experiencing a crisis or emergency, you should always call 911 or go to the nearest emergency facility right away. Harvard Pilgrim, a
Point32Health company, complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability or sex.
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Ways to Save Money

We have tools and programs designed to help you save.

Doctor on Demand

+
Our telehealth service connects you with licensed medical care providers via your smartphone, tablet or
computer. Members receive convenient and private care from their home or any location.
Available to members traveling internationally Excluding U.S. territories (Puerto Rico, Guam, U.S. Virgin
Islands) and certain other countries (e.g., nations on the U.S. Sanctions List). Physicians will not order
prescriptions for patients calling from outside the U.S.
With our non-HSA plans, you won't pay any cost share for urgent care virtual visits with Doctor On
Demand providers.
doctorondemand.com/harvardpilgrim

o

Reduce My Costs

Q With this program, members can pay less in out-of-pocket expenses and may also be
eligible for a reward if they choose a more affordable option. And if they're already
seeing a lower-cost provider, members receive a reward just for calling.*

Compare provider costs and inform them of the lower-cost providers in their area

Assist with scheduling or rescheduling their appointment and help with any paperwork
Call 855-772-8366 or use the chat feature to speak with a Reduce My Costs nurse.

harvardpilgrim.org/reducecosts

o /$ Wellness Discounts and Savings
o > Save on a variety of products and services that can help you stay healthy:
Vision and hearing + Dental + Smoking cessation
-+ Healthy eating and fitness + Holistic wellness «  Family and senior care

harvardpilgrim.org/discounts

* Rewards are considered taxable income; please consult with your tax advisor. Certain services may require a referral
and/or prior authorization before you can receive services from the lower-cost provider. To ensure the services will
be covered, refer to your plan documents or call us at 888-333-4742.
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Enhanced Rewards Program
Enroll in the Living Well Program and earn up to $120 in gift cards by participating in fun and interactive
well-being programs such as stress management classes, healthy eating, financial literacy, and self-care.

You'll earn rewards incrementally, so the more you participate in the program, the more rewards you earn.
Subscribers can achieve up to eight levels, at $15 each, for a total of $120 in gift cards each year!

Covered dependents or employees who are not Harvard Pilgrim members can participate in a separate
program where they can earn points towards monthly gift card drawings.

ot

Fitness Reimbursement

Members can get reimbursement for a fitness club membership or virtual fitness subscription and/or costs
paid toward a fitness tracker. Up to two members on a family plan can be reimbursed. One member is
eligible for reimbursement of $150 or one month of fitness club membership or virtual fitness subscription
(whichever is greater), or up to $150 toward the cost of a fitness tracker. A second covered family member
(dependent or spouse) can also be reimbursed up to $150 for fitness club membership or virtual fitness
subscription and/or a fitness tracker.?

> Visit harvardpilgrim.org/fitnessreimbursement to access the fitness reimbursement form.

! Effective January 1, 2025, rewards will also be available to fully-insured small group and individual members across all of the states in
which we operate: MA, NH, ME and RI. Rewards may be taxable, please consult with your tax adviser.

2 There is a $300 maximum reimbursement per family contract for up to two members on the Harvard Pilgrim policy with a maximum of
$150 per member per calendar year. Restrictions apply. Reimbursement may be considered taxable income; consult your tax advisor.
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Which Plan is Best for You

Harvard Pilgrim offers a number of plan options to meet your needs and budget.

When choosing a plan, consider several factors:

+ Do you frequently go to the doctor or need medical treatment?

+ Is having the flexibility to see doctors outside the network important to you?

+ Do you regularly take medication? Or take several medications?

+ Do you prefer a higher premium and lower payments when you receive treatment? Or lower premiums and

higher payments?

NEW for 2025: PPO Access

In 2025, our PPO plans will transition to the
PPO Access network. This new network
offers comprehensive care and coverage
from our extensive, network of doctors,
specialists and hospitals, ensuring members
receive access to top-quality care.

The PPO Access plan network
offers members:

The same robust regional network of
154 hospitals and 88,000+ doctors and
specialists throughout Massachusetts,
Rhode Island, New Hampshire, Vermont
and Maine.

A nationwide network with more than
1.1 million doctors and specialists and
4,500 hospitals

And the great benefits, programs, and
services offered by Harvard Pilgrim.

It's easy to confirm if your current
providers are part of the PPO
Access plan network.

Visit harvardpilgrim.org/

providerdirectory

Select "PPO ACCESS”

Search according to your preferences.

Types of Plans

HMO

Care within Harvard Pilgrim'’s network

Select a PCP and get referrals for
specialist visits

PPO Access

Care within Harvard Pilgrim'’s network
No need for referrals

Option to go out of network and pay more in
out-of-pocket expenses

Limited Network (Focus)*

HMO

Lower-premium plan featuring a limited
network of our high-performance providers

Qualified High Deductible
HMO or PPO

Meet a deductible before services are covered

Some plans can be combined with a health
savings account (HSA) to help you meet
deductible and other out-of-pocket expenses
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Save Money with Focus HMO Plans

These plans feature a select network of Massachusetts’ leading health professionals and
hospitals.* Focus HMO plans are designed help you lower costs and offer premium savings

compared to our full-network plans.

B Member enrollment area

Features include:

Comprehensive HMO coverage
with care from our extensive,

high-performance network of
providers across Massachusetts

T 7 Nearly 54 hospitals and
55,000 doctors and other
é clinicians and 22,000 Behavioral
Health providers, across the state

How it works

Members choose a PCP from the participating providers
across Massachusetts

+ Specialty care is available with a referral from the PCP
to a Focus specialist

Referrals are not necessary for some services, such as
routine eye exams and most gynecological care

To find Focus doctors
and hospitals

1. Visit harvardpilgrim.org and select
Find a Provider

2. Under Tiered/Limited Plans, select
Focus Network - MA HMO

*These plans provide access to a limited provider network that is smaller than Harvard Pilgrim'’s full provider network. In these plans,
members have coverage only from providers in the network specific to their plan. Members should search the provider directory by
plan name for a list of providers. They may also call Harvard Pilgrim to request a paper copy of the provider directory at no charge.
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2025 Massachusetts Plan Offerings

For individuals and families

Plan Name

Office Visit
(PCP/Specialist)

Deductible®
(Individual/Family)

Out-of-Pocket
Maximum'*
(Individual/Family)

Co-
insurance

Urgent Care

Inpatient

Day Surgery

2025 Massachusetts Individual Plans - effective from January 1 - December 31, 2025.

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

HMO 20 - Flex
Metal level - Platinum $20 copay/$40 copay Flex Provider: $150 | Flex Provider: Covered ) ) $5/$25/$40/$60/20% $10/$50/$80/$180/20%
$2,500/$5,000 N Non-hospital based: $100 copay Non-hospital based: $20 copay A N
MD0000201427 Copay waived for first non None Embedded None $125 copay $40 copay $400 copay copay infull $30 copay Hospital based: $200 copa Hospital based: $40 copa $40 copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RX0000201233 P \r’ouﬁne oop vint Other: $500 copay Other: $40 copay P : pay P : pay
DN0000201175 Rx Out-of-Pocket Maximum: $750/$1,500
HMO 500 - Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . .
Metal level - Gol Non-h | 182 Non-h | 182
etal level - Gold $500/61,000 $7,000/$14,000 Deductible then $250 —— in full Pebaiengsy || Moo e ARy O e B PRy $5/$30/$60/$100/20% $10/$60/$120/$300/20%
MD0000201446 . None $300 copay $50 copay . N Hospital based: Deductiblethen |Hospital based: Deductible then $50 $50 copay A N
Copay waived for first non- Embedded Embedded copay Other: Deductible then | Other: Deductible then copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
LIS, routine PCP visit $300 copa $45 copa @Y copay
DN0000201176 P =Y
ch':Itg Tgloe(ll-gloelz B28lcepay/Letleonay ledhiovidert ol Elediioviderdecyercs Non-hospital based: $200 copa Non-hospital based: $25 copa
$1,000/$2,000 $7,000/$14,000 Deductible then $250 copay in full Deductible then $50 e SN Y PHIHCR) o CEY $5/$30/$60/5100/20% $10/$60/$120/$300/20%
MD0000201458 | None $300 copay $50 copay g . Hospital based: Deductiblethen |Hospital based: Deductible then $50 $50 copay A N
Copay waived for first non- Embedded Embedded copay Other: Deductiblethen | Other: Deductible then copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RAO0U02052 2 routine PCP visit $300 copa $45 copa S300kcopaY Gy
DN0000201176 P Py
HMO 1500 - Fl
Metal level -Goelz $25 copay/$50 copay Flex Provider: 350 Elediovidericorered Non-hospital based: $200 copa Non-hospital based: $25 copa
$1,500/$3,000 $7,000/$14,000 Deductible then $250 copay infull Deductible then $50 Mo S ALY IIHOCH) & =Y $5/$30/$60/$100/20% $10/$60/$120/$300/20%
MD0000201431 . None $300 copay $50 copay . . Hospital based: Deductiblethen | Hospital based: Deductible then $50 $50 copay A )
RX0000201234 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)
e routine PCP visit $300 copay $45 copay
HM,\‘:;:&Z‘)I;I”&;IZI“ Flex Provider: $200 Flex Provider: Covered Non-hospital based: $250 copay
§ $1,500/$3,000 $8,700/$17,400 Deductiblethen . copay in full . - T Non-hospital based: $35 copay $5/$30/560/$100/20% $10/$60/$120/$300/20%
MD0000201432 40 75 20% 75 Deductible then 20 Deductiblethen 20% H tal based: Deductible th 50
RX0000201235 SaCcopayZEonay Embedded Embedded % 20% $75 copay el R A Other: Deductible then | Other: Deductible then eductiblethen B ospital base 20; uctiblethen Hospital based: Deductible then 20% E0cpay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
b
o o
DN0000201185 20% 20%
HMO 2000 - Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . .
Metal level - Gol Non-h | 182 Non-h | 182
etal level - Gold $2,000/$4,000 $7,000/$14,000 Deductible then $250 —— in full Behaiengsy || Moo ARy O e BB $5/$30/$60/$100/20% $10/$60/$120/$300/20%
MD0000201433 . None $300 copay $50 copay . . Hospital based: Deductiblethen |Hospital based: Deductible then $50 $50 copay A A
Copay waived for first non- Embedded Embedded copay Other: Deductible then | Other: Deductible then copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
[T, routine PCP visit $300 copa $45 copa @Y copay
DN0000201176 P P
HMO 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
2,000/54,000 9,200/518,400 Deductibleth Deductible th 1,000 Deductibleth 100 . . . . q .
MD0000201436 $55 copay/$75 copay $ I’E b/jd'd $ 'E b/sdd q None zlugolo ethen $75 copay illodienS Other: Dc:i)paZ'bI th Other: D:Zpazbl th el e & Hospital based: Deductiblethen |Hospital based: Deductible then $75 $50 copay $120/Deductiblethen 20% $360/Deductible then 20%
RX0000201236 mbedde mbedde /000 copay copay er: Deductible then er: Deductiblethen copay $1,000 copa RopE (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
$1,000 copay $75 copay ! = CEY
ik Rx Deductible’: $250/$500
;Z:glz:v()e? -glnelz $25 copay/$50 copay Flex Provider: 550 Eledioviderdcorered Non-hospital based: $200 copa Non-hospital based: $25 copa
$2,500/$5,000 $7,000/$14,000 Deductible then $250 copay in full Deductible then $50 meL v P BOELY $5/$30/$60/$100/20% $10/$60/$120/$300/20%
MD0000201434 . None $500 copay $50 copay g ) Hospital based: Deductiblethen |Hospital based: Deductible then $50 $50 copay A A
RX0000201234 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)
e routine PCP visit $300 copay $45 copay
HMO 3000 - Fl
Metal level -SiI::r $50 copay/575 copay Flex Provider: 5500 Itz PR iae Covar:| Non-hospital based: $350 copa Non-hospital based: $50 copa:
$3,000/$6,000 $9,200/$18,400 Deductible then Deductible then $1,000 copay in full Deductible then $150 nosp i 2300 copay N-N0sp & pay $5/$30/$80/$120/20% $10/$60/$160/$360/20%
MD0000201437 . None $75 copay 8 ) Hospital based: Deductiblethen |Hospital based: Deductiblethen $75 $50 copay A )
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)
AU routine PCP visit $1,000 copa: $100 copa P DGy copay
DN0000201177 3 pay pay
HMO 4000 - Flex
. $50 copay/$75 copay Flex Provider: $350 Flex Provider: Covered X .
Metal level - Sil Non-h | : Non-h | :
etal level -Silver $4,000/$8,000 $9,200/$18,400 Deductible then Deductible then $750 i in full Deductible then $75 S aseialbssed S300ccRay e S ogeey $5/$30/$80/$120/20% $10/$60/$160/$360/20%
MD0000201445 . None $75 copay . N Hospital based: Deductiblethen |Hospital based: Deductible then $75 $50 copay N .
RX0000201237 Copay waived for first non- Embedded Embedded $500 copay copay Other: Deductible then | Other: Deductible then copay $750 copa copa (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
routine PCP visit $750 copay $75 copay pay pay
DN0000201177
l\:llx:l)lse?lglo--s'i:ll\f:r PRy 7S B0y iz Provkler: GE0 Rtx(PEeler Covaics Non-hospital based: $300 copa Non-hospital based: $50 copa
$5,000/$10,000 $9,200/$18,400 Deductible then Deductible then $750 copay in full Deductible then $75 Mo o IIHOCR) o CEY $5/$30/$80/5120/20% $10/$60/5160/5360/20%
MD0000201438 . None $75 copay . . Hospital based: Deductiblethen |Hospital based: Deductible then $75 $50 copay . .
RX0000201237 Copay waived for first non- Embedded Embedded $500 copay copay Other: Deductiblethen | Other: Deductible then copay 750 copa copa (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
routine PCP visit $750 copay $75 copay Ry Ry
DN0000201177
H“’c&zﬁz‘;:ag‘;;zgx Dzz::tzz‘ll;(itiZn Flex Provider: $55 Non-hospital based: Deductible then Non-hospital based: $55 copa $0/$50/Deductible then $0/$100/Deductible then
ME000020140 555 Copa $6,000/$12,000 $9,200/518,400 None | Deductiblethen $70copa Deductiblethen $1,500( ~ “*¥<" 81 copay 5350 copar $1,000 copay o Doy $50 copa $80/Deductible then $160/Deductible then
RX0000201238 2/ Embedded Embedded $1,500 copay R copay Other: Deductible then Other: Deductible then =y Hospital based: Deductible then 2 3156 copa =y $120/Deductible then 50% $360/Deductible then 50%
DN0000201177 5-1 500 copay $100 copay $1,500 copay =Y (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
" An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.
2 Preventive Rx applies for all HSA plans.
% Separate Rx deductible applies to medical out-of-pocket maximum.
4In-network and Out-of-Network out-of-pocket maximums not combined.
* T . .
Offered only on the Connector for individuals, per state guidelines.
8 P1470832681-0924 9 P1470832681-0924



Plan Name

HMO HSA 2000 - Flex
Metal level - Silver

Office Visit
(PCP/Specialist)

Deductiblethen $35

Deductible®
(Individual/Family)

Out-of-Pocket
Maximum'*
(Individual/Family)

Co-
insurance

Urgent Care

Inpatient

Day Surgery

Flex Provider:
Deductiblethen $75

2025 Massachusetts Individual Plans - effective from January 1 - December 31, 2025.

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

Laboratory

Flex Provider:
Deductible then

Non-hospital based: Deductible then

PT/OT/ST

Non-hospital based: Deductible then

Acupuncture & Chiropractic

Rx Cost Sharing®

Retail

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

Deductiblethen $10/Deductible then

2,000/54,000 8,050/516,100 Deductibleth Deductible th 500 Deductible th 55 200 35 60/Deductible th 160/Deductibl
IPIFY AV, DG e 2 stlo’n-enfseéded ’ ,Emb{esddeld Bons eS:gOIcoe E) . Prsleiliztien 655 cepey * Icc.e a o Ly G il e Icoea e Hospital bzsed' cDZZT::tibIethen Hospital basesd' Dzzzi\tliblethen $55 Pl ien CED ey Se sl i ’ t/hei :?::SIO/;edE:tsi‘blet/hen ZU(;VI ¢
RX0000201239 copay pay pay Other: Deductible then | Other: Deductible then pay P 5500' copa P 'co a $120/Deductible then 20% (T5: $1,500 coinsurance max) °
DN0000201178 $300 copay $100 copay pay pay (T5: $500 coinsurance max) A
HMO HSA 2500 - Fl Flex Provider: Flex Provider: Deductibleth 5/Deductible th:
Metal level -Silverex Deductible then $35 Dejﬁctricl’)‘ll;ti;n Dejﬁct:z‘ll;t:\ren Non-hospital based: Deductible then | Non-hospital based: Deductible then ue Issi)/DZr:iict/ibTerlfeL ethen Deductible then $10/Deductible then
) $2,500/$5,000 $8,050/$16,100 Deductiblethen . Deductible then $400 R ) Deductible then $55 $200 copay $35 copay . N $60/Deductible then $160/Deductible
MD0000201447 copay/Deductible then $55 Non-embedded Embedded None $500 copa Deductible then $55 copay copa Covered in full Covered in full copa Hospital based: Deductible then Hospital based: Deductible then $55 Deductible then $50 copay $80/Deductiblethen then $360/Deductible then 20%
RX0000201240 copay pay pay Other: Deductiblethen | Other: Deductible then pay P 5400' copa P Ico a $120/Deductible then 20% (T5: $1,500 coinsurance max) °
DN0000201178 $250 copay $75 copay pay pay (T5: $500 coinsurance max) e
HMO HSA 3000 - Fl Flex Provider: Flex Provider: Deductibleth 5/Deductible th:
Metal level -Silverex Deductible then $35 Dejﬁctzz‘{leti;n Dejﬁct:fa‘lllet:\rten Non-hospital based: Deductible then | Non-hospital based: Deductible then ue IS;J/Deer;ict/ibTer;eln ethen Deductible then $10/Deductible then
" $3,000/$6,000 $8,050/$16,100 Deductiblethen . Deductible then $400 R N Deductiblethen $55 $200 copay $35 copay . N $60/Deductible then $160/Deductible
MD0000201428 copay/Deductible then $55 Non-embedded Embedded None $400 copa Deductible then $55 copay copa Covered in full Covered in full copa Hospital based: Deductiblethen | Hospital based: Deductible then $55 Deductible then $50 copay $80/Deductible then then $360/Deductible then 20%
RX0000201241 copay = = Other: Deductible then | Other: Deductible then = b $400 cop L o $120/Deductible then 20% {75:$1,500 Coinsurancemax)°
DN0000201178 $250 copay $75 copay Ry Ry (T5: $500 coinsurance max) T
HMO HSA 3400 - Fl Flex Provider: Flex Provider: D tible th Deductible th
Mgtalslevsel ?gilvefx Deductiblethen $35 Dejﬁct?lja‘lnedtiren Dej)t:ctzz\llét:"en Non-hospital based: Deductible then | Non-hospital based: Deductible then GElE I;SeO/DeeZiit/ibTe ::elnb ethen Deductiblethen $10/Deductible then
" $3,400/$6,800 $8,050/$16,100 Deductiblethen . Deductiblethen $400 R N Deductiblethen $55 $200 copay $35 copay . N $60/Deductible then $160/Deductible
MD0000201429 copay/Deductible then $55 Non-embedded Embedded None $400 copa Deductible then $55 copay copa Covered in full Covered in full copa Hospital based: Deductiblethen | Hospital based: Deductible then $55 Deductible then $50 copay $80/Deductible then then $360/Deductible then 20%
RX0000201242 copay Pay pay Other: Deductible then | Other: Deductible then L2/ 9 S400 con L o $120/Deductible then 20% Pt —
DN0000201178 $250 copay $75 copay B2y =Y (T5: $500 coinsurance max) i
Deductible then $5/Deductible then . .
. . N Deductible then $10/Deductible then
HMO HSA 4000 - Fl Flex P der: Flex P der: 30/Deductible th
ex . e’f rovider ex_ rovider Non-hospital based: Deductible then | Non-hospital based: Deductible then SR I_ etnen $60/Deductible then 45%/Deductible
Metal level - Bronze Deductiblethen $75 . X Deductiblethen $750 | Deductiblethen $25 . 45%/Deductiblethen .
N $4,000/$8,000 $8,050/$16,100 Deductiblethen . Deductible then $1,500 Deductible then $350 $500 copay $40 copay . R then 45%/Deductible then 50%
MD0000201430 copay/Deductible then $150 None Deductiblethen $150 copay copay copay . . . . Deductible then $50 copay 45%/Deductible then 50% .
Embedded Embedded $1,500 copay copay . . copay Hospital based: Deductible then Hospital based: Deductible then K (T3: $250 coinsurance max
RX0000201243 copay Other: Deductible then | Other: Deductible then $1,000 copa $150 copa (T3: $125/coinsurance max T4: $750 coinsurance max
DN0000201178 $1,000 copay $75 copay 0 pay pay T4: $250 coinsurance max :

T5: $500 coinsurance max)

T5:$1,500 coinsurance max)

FocusHMO0 1000
Metal level - Gold P G CREY
$1,000/$2,000 $7,000/$14,000 Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductible then $50 . $5/$30/$60/$100/20% $10/$60/$120/$300/20%
MD0000201448 X None $300 copay $50 copay Deductible then $250 copay $50 copay $50 copay R R
RX0000201234 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201176 routine PCP visit
Vet vl Gold 325 copay/$50 oy
. . ; ; o
e ) $1,500/$3,000 $7,000/$14,000 e $300 copay $50 copay Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductiblethen $50 Deductible then $250 copay $50 copay $50 copay $5/$30/$§0/$100/20% 510/560/51‘20/5300/20/0
RX0000201234 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201176 routine PCP visit
Vet evl-Gold 325 copay/$50 oy
. . ; ; o o
T ) $2,000/$4,000 $7,000/$14,000 R $300 copay $50 copay Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductiblethen $50 Deductible then $250 copay $50 copay $50 copay 55/330/56-0/5100/20/0 $10/$60/$1-20/$300/20/o
RX0000201234 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201176 routine PCP visit
et et -Cold 325 copay/$50 oy
; . ; ; o o
MD0000201435 ) $2,500/$5,000 $7,000/$14,000 None $500 copay $50 copay Deductiblethen $250 | Deductiblethen $300 | Deductiblethen $25 Deductiblethen $50 Deductible then $250 copay $50 copay $50 copay $S/$30/$6_0/$100/20A7 $10/$60/$1_20/$300/20£;
RX0000201234 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201176 routine PCP visit
oz
$3,000/$6,000 $9,200/$18,400 Deductiblethen Deductiblethen $1,000| Deductiblethen $550 | Deductiblethen $75 Deductiblethen $75 . . $5/$30/$80/$120/20% $10/$60/$160/5360/20%
MD0000201451 . None $75 copay Deductible then $450 copay Deductible then $75 copay $50 copay N )
RX0000201237 Copay waived for first non- Embedded Embedded $1,000 copay copay copay copay copay (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
DN0000201177 routine PCP visit
Fohclll;::ﬁ?er-sgl\al:?o Deductiblethen $35 Deduct':;%eef;ﬁit/i[k);:;::nb'ethen peductilethepioto/Dedlctivlethen
MD0000201415 copay/Deductible then $55 SHANERET ST T 20% BeilsiiedE Deductible then $55 copay Deductible then 20% Preliieiien 250 || Deiiibietiem 578 sl teidian 525 Deductible then $400 copay Deductible then $55 copay Deductible then $50 copay $80/Deductible then Syl §1GO/DMuct|bIe
Non-embedded Embedded $400 copay copay copay copay N then $360/Deductible then 20%
RX0000201244 copay $120/Deductible then 20% (T5: $1,500 coinsurance max)
DN0000201179 (T5: $500 coinsurance max) e
' An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.
2 Preventive Rx applies for all HSA plans.
* Separate Rx deductible applies to medical out-of-pocket maximum.
#In-network and Out-of-Network out-of-pocket maximums not combined.
*Offered only on the Connector for individuals, per state guidelines.
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Plan Name

PPOAccess
PPO Access 20 - Flex

Office Visit
(PCP/Specialist)

IN: $20 copay/$40 copay

Deductible*
(Individual/Family)

Out-of-Pocket
Maximum'*
(Individual/Family)

Co-
insurance

Urgent Care

Inpatient

Day Surgery

IN: Flex Provider: $150

2025 Massachusetts Individual Plans - effective from January 1 - December 31, 2025.

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

Laboratory

IN: Flex Provider:

PT/OT/ST

Acupuncture & Chiropractic

Rx Cost Sharing®

Retail

Metal level - Platinum OON: Deductible then 20% IN: None IN: $2,500/$5,000 IN:None | IN:$125 copa IN: $40 copa IN: $400 copay copay Covered in full IN: $30 copay IN: Non-hospital based: $100 copay | IN: Non-hospital based: $20 copay IN: $40 copa $5/$25/$40/$60/20% $10/$50/$80/$180/20%
MD0000201439 OON: $500/$1,000 | OON: $5,000/$10,000 OON' 20% OON' Same a‘: IKI OON: Deéuctible’:hin 20% OON: Deductible then Other: $500 copay Other: $40 copay OON: Deductible then Hospital based: $200 copay Hospital based: $40 copay OON: Del;luctiblert,hén 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RX0000201233 Copay waived for first non- Embedded Embedded SR : : B 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductible then 20% OON: Deductible then 20% : i
DN0000201183 routine PCP visit 20% 20% Rx Out-of-Pocket Maximum: 8750/51,500

IN: Flex Provider: $50 IN: Flex Provider:

PPOA 500 -Fl IN: $25 50
Met:::leesvsel -Goldex OON$~ De(:zs;\l/)/lzth::ggz/ IN: $500/$1,000 IN: $7,000/514,000 IN: Deductible then copay Covered in full IN: Deductible then $50 |IN: Non-hospital based: $200 copay, | IN: Non-hospital based: $25 copay
NPT . B OON.' 1 OOO/éZ o OON" $1'4 ODO/SZlS . IN: None [ IN:$300 copay IN: $50 copay $250 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductiblethen | Hospital based: Deductible then $50 IN: $50 copay $5/$30/$60/$100/20% $10/$60/$120/$300/20%
e R ¥ ‘Em‘bedded ! . Em‘bedded ! OON: 20% | OON: SameasIN OON: Deductiblethen 20% OON: Deductible then $300 copay $45 copay OON: Deductible then $300 copay copay OON: Deductible then 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201184 P ZoutinePCPvisit 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductiblethen 20% OON: Deductiblethen 20%

20% 20%
IN: Flex Provider: $50 IN: Flex Provider:
1 - B
PPOMI::;T:IE:)_O:OIZIEX (;gNsi)SeZSE;L/IiStg;:ZSZ/ IN: $1,000/52,000 IN: $7,000/514,000 IN: Deductible then copay Covered in full IN: Deductiblethen $50 |IN: Non-hospital based: $200 copay, | IN: Non-hospital based: $25 copay

e : ° OOI;I‘ $l2 000/521 000 OON" $1'4 OOO/SZIS 500 IN: None | IN:$300 copay IN: $50 copay $250 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductiblethen | Hospital based: Deductible then $50 IN: $50 copay $5/$30/$60/$100/20% $10/$60/$120/$300/20%
RX0000201234 Copay waived for first non 'Emlbedded ’ : Emlbedded ! OON:20% | OON: SameasIN OON: Deductible then 20% OON: Deductible then $300 copay $45 copay OON: Deductible then $300 copay copay OON: Deductible then 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201184 . :/outinePCP visit 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductiblethen 20% OON: Deductiblethen 20%

20% 20%
IN: Flex Provider: $50 IN: Flex Provider:
PPO A« 1500 - Flex (NEW, IN: $25 50

:/‘]::[s:l Jevel -G:I)c(i( ) OONS' Deszs;\t/)/lzthec:sgz/ IN: $1,500/$3,000 IN: $7,000/$14,000 IN: Deductible then copay Covered in full IN: Deductiblethen $50 | IN: Non-hospital based: $200 copay, [ IN: Non-hospital based: $25 copay
T . B OOI;l- Sé 000/$é - 00N" $1’4 000/52‘8 . IN: None | IN:$300 copay IN: $50 copay $250 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductiblethen |Hospital based: Deductible then $50 IN: $50 copay $5/$30/560/$100/20% $10/$60/5120/5$300/20%
O R VS AEm’bedded ! . Emlbedded ! OON: 20% | OON: Sameas IN OON: Deductiblethen 20% OON: Deductible then $300 copay $45 copay OON: Deductible then $300 copay copay OON: Deductible then 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201184 P :’outinePCP visit 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductiblethen 20% OON: Deductiblethen 20%

20% 20%
IN: Flex Provider: $150 IN: Flex Provider:
PPOAccess 1500 Value -Flex
) IN: Deductible then $50 . X . . IN: Deductible then copay Covered in full IN: Deductiblethen $75 | IN: Non-hospital based: $200 copay | IN: Non-hospital based: Deductible . .

Rl oSy copay/Deductible then $75 I 5, SO0/ 0 (X1 S5 2RV A0 IN: None B EH IN: Deductible then $75 copay $250 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductible then then $50 copay, Hospital based: Iy Dl efiicn S50 $5/$30/$80/$120/20% $10/$60/$160/5360/20%
MD0000201452 OON: $3,000/56,000 |OON: $18,400/$36,800 then $750 copay . N q . copay . .
RX0000201237 copay Embedded Embedded OON: 20% OON: Sameas IN OON: Deductible then 20% OON: Deductible then $300 copay $75 copay OON: Deductible then $300 copay Deductible then $75 copay OON: Deductible then 20% (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
DN0000201180 OON: Deductiblethen 20% : 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductible then 20% OON: Deductible then 20% :

20% 20%
IN: Flex Provider: $50 IN: Flex Provider:
PPO A 2000 -Fl IN: $25 50

Me:aclelsef/el _Gold ex OON$' Desz’c’;\:)/lzth::gg\; IN: $2,000/54,000 IN: $7,000/$14,000 IN: Deductible then copay Covered in full IN: Deductiblethen $50 | IN: Non-hospital based: $200 copay | IN: Non-hospital based: $25 copay
o . ° OOl;l- 521 OOO/Sé - OON" $1’4 000/52’8 000 IN: None | IN:$300 copay IN: $50 copay $250 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductiblethen |Hospital based: Deductible then $50 IN: $50 copay $5/$30/$60/$100/20% $10/$60/$120/$300/20%
RX0000201234 Copay waived for first non- AEm’bedded ! . Emlbedded ! OON:20% | OON: Sameas IN OON: Deductiblethen 20% OON: Deductible then $300 copay $45 copay OON: Deductible then $300 copay copay OON: Deductible then 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201184 P :’outinePCP visit 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductiblethen 20% OON: Deductiblethen 20%

20% 20%
IN: Flex Provider: $250 IN: Flex Provider: . . .
PPOA;;:TIZ;:? \;iall:eer-Flex IN: Deductible then $30 IN: $2,000/54,000 IN: $9,200/5 18,400 IN: Deductible IN: Deductible then copay Covered in full IN: Deductible then $75 | IN: Non-hospital based: $300 copay L Non-h:);z:]t;l[ll:)acszd.aDeductlble IN: Deductible then $50
copay/Deductible then $55 o ’ ) ! IN: None ) IN: Deductible then $55 copay $750 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductible then . p Y ) $5/$30/580/$120/20% $10/$60/$160/5360/20%
MD0000201444 OON: $4,000/$8,000 [OON: $18,400/$36,800 then $350 copay . N " Hospital based: Deductible then $75 copay N )
copay OON: 20% OON: Deductible then 20% OON: Deductible then $500 copay $75 copay OON: Deductible then $200 copay S (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
RX0000201237 . Embedded Embedded OON: Sameas IN N . . copay OON: Deductible then 20%
DN0000201180 OON: Deductible then 20% 20% OON: Deductiblethen | OON: Deductible then 20% OON: Deductible then 20% OON: Deductible then 20%
20% 20% :
IN: Flex Provider: $50 IN: Flex Provider:
PPO A 2500 -Fl IN: $25 50

Metcaclc;:frel ~Gold ex OONS' Desz’c’tair)/lzthec:gz\;{, IN: $2,500/$5,000 IN: $7,000/$14,000 IN: Deductible then copay Covered in full IN: Deductiblethen $50 | IN: Non-hospital based: $200 copay | IN: Non-hospital based: $25 copay
e S e . OON: OON' 51'4 000/52’8 0 IN: None | IN:$500 copay IN: $50 copay $250 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductiblethen | Hospital based: Deductible then $50 IN: $50 copay $5/$30/$60/$100/20% $10/$60/$120/$300/20%
RX0000201234 Copay waived for first non- $5,000/$10,000 ! Emlbedded ! OON:20% | OON:Sameas IN OON: Deductible then 20% OON: Deductible then $300 copay $45 copay OON: Deductible then $300 copay copay OON: Deductible then 20% (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201184 2 :’outinePCP visit Embedded 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductiblethen 20% OON: Deductiblethen 20%

20% 20%
IN: Flex Provider: $500 IN: Flex Provider:
PP?AQZTT:\SI(:IO‘;?I\-/::EX C;gstl))z(:zs;L/Izi:::;gZ/ IN: $3,000/$6,000 IN: $9,200/518,400 IN: Deductible IN: Deductible then copay Covered in full IN: Deductible then $150 [ IN: Non-hospital based: $350 copay | IN: Non-hospital based: $50 copay

Mbo0oOa0145a : o OON: OON.' $1'8 400/53:6 0 IN: None then $1,000 IN: $75 copay $1,000 copay Other: Deductible then | Other: Deductible then copay Hospital based: Deductiblethen |Hospital based: Deductible then $75 IN: $50 copay $5/$30/$80/$120/20% $10/$60/$160/5360/20%
AN Conay waived for first non- $6,000/$12,000 ) Em‘bedded ! OON: 20% copay OON: Deductible then 20% OON: Deductible then $1,000 copay $100 copay OON: Deductible then $1,000 copay copay OON: Deductible then 20% (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
DN0000201180 P :outine PCP visit Embedded OON: Sameas IN 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductible then 20% OON: Deductible then 20%

20% 20%
IN: Flex Provider: $350 IN: Flex Provider:
PPO A 4 -Fl IN: 7

:\)/Iegl:el:\s/elo-g‘i’lverex OONS"i)OeZ:E;Z)/IztEeC:;Z; IN: $4,000/$8,000 IN: $9,200/$18,400 IN: Deductible IN: Deductible then copay Covered in full IN: Deductiblethen $75 |IN: Non-hospital based: $300 copay, | IN: Non-hospital based: $50 copay
O RS . OON: OON" $1,8 400/5316 . IN: None thel:l $500 copa IN: $75 copay $750 copay Other: Deductiblethen | Other: Deductible then copay Hospital based: Deductiblethen | Hospital based: Deductible then $75 IN: $50 copay $5/$30/$80/$120/20% $10/$60/5160/$360/20%
RX0000201237 Coay waived for first non- $8,000/$16,000 : Emlbedded ! OON: 20% 0N Sarneaspll\T OON: Deductible then 20% OON: Deductible then $750 copay $75 copay OON: Deductible then $750 copay copay OON: Deductible then 20% (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
DN0000201180 p :outine PCP visit Embedded : 20% OON: Deductiblethen | OON: Deductiblethen 20% OON: Deductiblethen 20% OON: Deductiblethen 20%

20% 20%

' An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.
2 Preventive Rx applies for all HSA plans.
* Separate Rx deductible applies to medical out-of-pocket maximum.
4In-network and Out-of-Network out-of-pocket maximums not combined.
* T . .

Offered only on the Connector for individuals, per state guidelines.
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Plan Name

PPO Access HSA

Office Visit
(PCP/Specialist)

Deductible®
(Individual /Family)

Out-of-Pocket
Maximum'*
(Individual/Family)

Co-
insurance

Urgent Care

Inpatient

Day Surgery

2025 Massachusetts Individual Plans - effective from January 1 - December 31, 2025.

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 Access HSA 3000 - Flex

IN: Deductible then $35

IN: $3,000/56,000

IN: Deductible then

IN: Flex Provider:
Deductiblethen

IN: Flex Provider:
Deductiblethen

IN: Deductible then $55

IN: Non-hospital based: Deductible

IN: Non-hospital based: Deductible

Deductible then $5/Deductible then

Deductible then $10/Deductible then

o=l e =Sy copay/Deductible then $55 OON: [N S5O0/ 10D IN: None e ezl IN: Deductible then $55 copay $400 copay Covar ",‘ (2 Goutiet "“ (L copay then $200 copay, Hospital based: . i S8 co;?ay I Pl e 550 $30/Deduct!blethen $60/Deductible then $160/Deductible
MD0000201456 OON: $16,100/$32,200 then $400 copay X N Other: Deductiblethen | Other: Deductible then " . Hospital based: Deductible then $55 copay $80/Deductible then "
copay $6,000/$12,000 OON: 20% OON: Deductible then 20% OON: Deductible then OON: Deductible then Deductible then $400 copay i N then $360/Deductible then 20%
RX0000201451 GO B Bl 2% Non-embedded Embedded OON: Same as IN o $250 copay $75 copay P e T " copay OON: Deductible then 20% $120/Deductible then 20% (T5: $1,500 coinsurance max)
DN0000201181 . OON: Deductiblethen | OON: Deductiblethen ° . ° OON: Deductible then 20% (T5: $500 coinsurance max) e
20% 20%
IN: Flex Provider: IN: Flex Provider:
(OGRS 3‘?00 e IN: Deductible then $35 IN: $3,400/6,800 . IN: Deductible then Deductlb!ethen Deductlb!ethen IN: Deductiblethen $55 | IN: Non-hospital based: Deductible e Rerm-iesplil besshDedueilits . DedladlAedicn $5(Deduct|blethen Deductiblethen $10/Deductible then
Metal level - Silver N IN: $8,050/$16,100 IN: Deductible . Covered in full Covered in full ) then $35 copay IN: Deductible then $50 $30/Deductible then N X
copay/Deductible then $55 OON: IN: None IN: Deductible then $55 copay $400 copay X N copay then $200 copay, Hospital based: . . " $60/Deductible then $160/Deductible
MD0000201460 OON: $16,100/$32,200 then $400 copay X N Other: Deductible then | Other: Deductible then " ) Hospital based: Deductible then $55 copay $80/Deductible then "
copay $6,800/$13,600 OON: 20% OON: Deductible then 20% OON: Deductible then OON: Deductible then Deductible then $400 copay . N then $360/Deductible then 20%
RX0000201242 GO B i 2% Non-embedded Embedded OON: Same as IN 2 $250 copay $75 copay P e T —— copay OON: Deductible then 20% $120/Deductible then 20% (T5: $1,500 coinsurance max)
DN0000201181 . 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 .
) N i . . . . Deductiblethen $10/Deductible then
OACEEECRER S -={Aes IN: Deductiblethen $75 | IN: $5,000/$10,000 IN: Deductible Bty | CEEERlEn S || RS2 || v oy e 6 | 10N i i ps || TR ek Dt ) Sey et $60/Deductible then 45%/Deductible
Metal level - Bronze N IN: $8,050/$16,100 N copay copay ) then $40 copay IN: Deductible then $50 45%/Deductible then .
copay/Deductible then $150 OON: IN: None then $1,500 IN: Deductible then $150 copay $1,500 copay g . copay then $500 copay, Hospital based: . . R then 45%/Deductible then 50%
MD0000201457 OON: $16,100/$32,200 X N Other: Deductible then | Other: Deductible then N N Hospital based: Deductible then $65 copay 45%/Deductible then 50% .
copay $10,000/$20,000 OON: 20% copay OON: Deductiblethen 20% OON: Deductiblethen OON: Deductiblethen Deductible then $1,000 copay s A (T3: $250 coinsurance max
LI IEEEE OON: Deductible then 20% Embedded ULl OON: SameasIN 20% Oy D@y 20% OON: Deductible then 20% LY Sl MLl e T4: $750 coinsurance max
DN0000201187 . . ° OON: Deductiblethen | OON: Deductiblethen ° . ° OON: Deductible then 20% T4:$250 coinsurance max Ts-él 0 e ——
20% 20% T5: $500 coinsurance max) T
' An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.
2 Preventive Rx applies for all HSA plans.
% Separate Rx deductible applies to medical out-of-pocket maximum.
4In-network and Out-of-Network out-of-pocket maximums not combined.
* T . .
Offered only on the Connector for individuals, per state guidelines.
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Plan Name

Connector Plans

Standard Platinum - Flex

Office Visit
(PCP/Specialist)

Deductible®
(Individual /Family)

Out-of-Pocket
Maximum'*
(Individual/Family)

Co-
insurance

Urgent Care

Inpatient

Day Surgery

Flex Provider: $100

2025 Massachusetts Individual Plans - effective from January 1 - December 31, 2025.

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

Laboratory

PT/OT/ST

Acupuncture & Chiropractic

Retail

Rx Cost Sharing®

MD0000201392 $3,000/$6,000 . . Non-hospital based: $50 copay Non-hospital based: $20 copay
RX0000201220 $20 copay/$40 copay None Embedded None $150 copay $40 copay $500 copay Other'csozpsa(;/Co . Covered in full Covered in full Hospital based: $150 copay Hospital based: $40 copay $40 copay $10/$25/$50 $20/$50/$150
DN0000201163 : pay
Standard High Gold
MD0000201393 $1,000/$2,000 $6,000/$12,000 . . Deductiblethen $25 Deductiblethen $35 . . .
RX0000201222 $20 copay/$40 copay Embedded Embedded None $250 copay $40 copay Deductiblethen $200 | Deductiblethen $100 —_— —_— Deductible then $150 copay $40 copay $50 copay $25/$45/Deductible then $75 $50/$90/Deductible then $225
DN0000201165
Standard Silver
MD0000201394 $2,000/$4,000 $9,200/$18,400 Deductiblethen Deductiblethen $1,000| Deductiblethen $500 | Deductiblethen $25 Deductiblethen $50 . . .
ORI $25 copay/$60 copay Embedded Embedded None $350 copay $60 copay p—— — — —— Deductible then $350 copay $60 copay $50 copay $30/$55/Deductible then $75 $60/$110/Deductible then $225
DN0000201166
Standard Silver Il
(o DT $2,000/54,000 $9,200/$18,400 Deductiblethen Deductiblethen $1,000| Deductiblethen $500 | Deductiblethen $25 | Deductiblethen $50
MD0000201395 $25 copay/$60 copay . ! ! ’ None $60 copay ! Deductible then $350 copay $60 copay $50 copay $30/$55/Deductible then $75 $60/$110/Deductible then $225
Embedded Embedded $350 copay copay copay copay copay
RX0000201223
DN0000201166
. Flex Provider: Flex Provider: 5 . . .
Standard Low Silver HSA - Flex Deductible then $30 Deductiblethen $250 | Deductiblethen $20 Non-hospital based: Deductible then | Non-hospital based: Deductible then
MD0000201404 copay/Deductible then $60 $2,000/$4,000 $7,050/$14,100 R Deductiblethen Deductible then $60 copa Deductiblethen $750 copa cona Deductiblethen $75 $200 copay $30 copay Deductible then $50 copa Deductible then $30/Deductible Deductiblethen $60/Deductible then
RX0000201227 pay, Non-embedded Embedded $300 copay pay copay P y P y copay Hospital based: Deductiblethen | Hospital based: Deductible then $60 pay then $60/Deductible then $105 $120/Deductiblethen $315
DN0000201170 copay Other: Deductiblethen | Other: Deductible then $500 copa copa
$500 copay $60 copay pay pay
q Flex Provider: Flex Provider: . . A .
Standard High Bronze HSA - Flex Deductible then $60 Deductible then $250 Deductible then $25 Non-hospital based: Deductible then | Non-hospital based: Deductible then
MD0000201398 copay/Deductible then $90 $3,600/$7,200 $8,000/$16,000 None Deductible then Deductible then $90 copa Deductible then $1,500 copa copa Deductiblethen $135 $500 copay $60 copay Deductible then $50 copa Deductible then $30/Deductible Deductible then $60/Deductible then
RX0000201228 eV Embedded Embedded $875 copay =Y copay p y . y copay Hospital based: Deductiblethen | Hospital based: Deductible then $90 P | then $120/Deductiblethen $200 $240/Deductible then $600
DN0000201171 copay Other: Deductiblethen | Other: Deductible then $750 copa copa
$500 copay $55 copay pay pay
HMO 2000 Value Il - Flex ] R
Flex Provider: $250 Flex Provider: $20 ) . ; . "
nﬁ;gsg;ﬁg: $25 copay/$50 copa $2,000/$4,000 $5,650/$11,300 R Deductiblethen $55 copa Deductible then $750 copay copay Deductible then $50 T{::-ri]toaslpl;:ezfa:)e:dl:cztio&:(tj::: Non-hospital based: $25 copay $50 copa $6§/3|;)e/:j?tlij}§|t;bt|:::§r:‘125 $60/Deductlblti::e;;tzo/Deductlble
A BaY. pay Embedded Embedded $350 copay pay copay Other: Deductible then | Other: Deductible then copay 2 $30d — Hospital based: $50 copay ey
DN0000201172 PEEDGEEY cana Rx Deductible’: $250/$500
_— $5/$30/Deductible then $10/$60/Deductible then
M:xﬁ:::?B:ze Deductible then $40 Dedz':::;;otvr:::rs'zso Flex Provider: Ded Non-hospital based: Deductible then | Non-hospital based: Deductible then 45%/Deductible then 45%/Deductible then 45%/Deductible
i i o i o
MD0000201401 copay/Deductible then $65 $3,500/57,000 S/ T8 20% esheiedi Deductible then $65 copay Deductiblethen 20% copay iEn 25 c?pay Bl teien 5778 . BB aErEy . X B copax Deductible then $50 copay 45/o/DeductA|b|ethen B ther? Sl
RX0000201231 copa Embedded Embedded $1,500 copay Other: Deductible then Others: Deductible then copay Hospital-based: Deductiblethen | Hospital based: Deductible then $65 (T3: $125/coinsurance max (T3:$250 coinsurance max
BTG R pay $'1 e —— $75 copay $1,000 copay copay T4:$250 coinsurance max T4:$750 coinsurance max
! pay T5:$500 coinsurance max) T5:$1,500 coinsurance max)
IN: Flex Provider: IN: Flex Provider:
(TAOACERESHER 2900 =l IN: Deductible then $30 . IN: Deductible then DedUctiblStien>250 Beductiblethen>20 IN: Deductible then $75 I e nesgpiel beesd s giliite IN: Non-hospital based: Deductible .
Metal level - Silver . IN: $2,000/$4,000 IN: $7,050/$14,100 IN: Deductible . copay copay then $200 copay . IN: Deductible then $50 . . . .
copay/Deductible then $60 IN: None IN: Deductible then $60 copay $750 copay g | copay 5 N then $30 copay, Hospital based: Deductiblethen $30/Deductible | Deductiblethen $60/Deductible then
MD0000201400 OON: $4,000/$8,000 [OON: $14,100/$28,200 then $300 copay X N Other: Deductible then | Other: Deductible then H Hospital based: Deductible then N copay , )
copay OON: 20% OON: Deductible then 20% OON: Deductible then OON: Deductible then Deductible then $60 copay " then $60/Deductible then $105 $120/Deductiblethen $315
RX0000201230 OON: Deductible then 20% Non-embedded Embedded OON: Sameas IN 20% $500 copay $60 copay 20% $500 copay OON: Deductible then 20% OON: Deductible then 20%
DN0000201173 : OON: Deductiblethen | OON: Deductible then B OON: Deductible then 20% :
20% 20%
T An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.
2 Preventive Rx applies for all HSA plans.
% Separate Rx deductible applies to medical out-of-pocket maximum.
4In-network and Out-of-Network out-of-pocket maximums not combined.
* T . .
Offered only on the Connector for individuals, per state guidelines.
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Key Insurance Terms

Premium
This is the monthly cost of your health insurance
coverage and plan.

Cost sharing

Your out-of-pocket costs for services included within
your health plan including copayments, deductibles,
and coinsurance.

Copayments
A fixed dollar amount that you pay for certain covered
benefits.

Deductible

The amount you owe or pay out-of-pocket during a
coverage period (always one year) for certain covered
benefits before your plan begins to pay.

Coinsurance

This is a fixed percentage of costs that you pay for
covered services. For example, if you have a plan with
coinsurance, you may have to pay 20% of a provider’s
bill for your care, while Harvard Pilgrim pays 80%.
Coinsurance is usually something you pay after you have
paid an annual deductible.

Out-of-pocket maximum

This is a limit on the total amount of cost sharing you
have to pay annually for covered benefits. This includes
copayments, coinsurance and deductibles. After you
meet your out-of-pocket maximum, Harvard Pilgrim will
pay all additional covered health care costs.

Embedded deductible/

out-of-pocket maximum

All non-HSA plans contain embedded deductibles

and out-of-pocket maximums (OOPM). Embedded
deductible refers to a family plan that has two
components, an individual deductible and a family
deductible. The maximum contribution by an individual
toward the family deductible is limited to the individual
deductible amount and allows for the individual to
receive benefits before the family component is met.
When any number of members collectively meet the
family deductible, services for the entire family are
covered for the remainder of the year.

18

Embedded OOPM (Out of Pocket Maximum) refers to

a family plan that has two components, an individual
OOPM and a family OOPM. The maximum contribution
by an individual toward the family OOPM is limited to
the individual OOPM and once met, the individual has
no additional cost sharing for the remainder of the year.
When any number of members collectively meet the
family OOPM, then all members have no additional cost
sharing for the remainder of the year.

In-network

Generally, this describes coverage for care that HMO,
POS and PPO members receive from participating
providers in the plan's network. In-network coverage
typically costs less than out-of-network coverage. In
most cases, if you have a POS plan, you need to have a
referral from your primary care provider (PCP) to another
participating provider in order for in-network cost sharing

to apply.

Out-of-network

Out-of-network coverage applies to HMO, POS and PPO
plans. Harvard Pilgrim will cover care that POS and

PPO members receive from non-participating providers,
but it usually costs more than in-network coverage.

In addition, if you have a POS plan, you will — in most
cases — have out-of-network coverage when you receive
care for covered services from participating providers
without your primary care provider's referral. HMO
members cannot received care from out-of-network
providers except in an emergency.

Tier

Medical plans often place providers and hospitals in
different categories, or tiers, with different cost sharing
amounts. Typically, you'll save money when you see
Tier 1 providers.

HSA (health savings account)

This is a savings account that can help you pay for
qualified health care expenses. You need to have a
federally qualified high deductible health plan to be
able to open an HSA. Check with your bank or financial
advisor to see if they offer HSAs.
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Important Legal Information

E

xcluded services from our plan

For a full list of services not covered, please refer to plan documents. Typically, exclusions include:

. Alternative services and treatments

- Dental care, except as described in the policy

- Any devices or special equipment needed for sports

or occupational purposes

- Experimental, unproven, or investigational services

or treatments

- Routine foot care, except for members diagnosed with

diabetes or systemic circulatory disease

- Educational services or testing

. Cosmetic services or treatment

- Commercial diet plans and weight loss programs

- Nutritional or cosmetic therapy using vitamins,

minerals or elements, and other
nutrition-based therapy

- Charges for services that were provided after

the date on which membership ends

- Charges for any products or services related

to non-covered benefits

- Wigs and scalp hair prostheses when hair loss is due

to male pattern baldness, female pattern baldness,
or natural or premature aging

- Services or supplies provided by (1) anyone related to a

member by blood, marriage or adoption, or (2) anyone
who ordinarily lives with the member

- Infertility treatment, except as described in the policy

- Costs for any services for which a member is entitled to

L

treatment at government expense

imitations for Massachusetts

individual plans

- Therapy services — Physical and occupational

therapy — 60 combined visits per year

- Skilled nursing facility — 100 days per year

- Inpatient rehabilitation — 60 days per year

- Routine eye exam — 1 exam per year

- Wig — 1 synthetic monofilament wig per year

19

- Costs for services for which payment is required to be
made by a workers’ compensation plan or
an employer under state or federal law

- Custodial care

- Private duty nursing

- Vision services, except as described in the policy
- Services that are not medically necessary

- Transportation, except as outlined in your Benefit
Handbook

- HMO only: Delivery outside the service area after the
37th week of pregnancy, or after the member has been
told that she is at risk for early delivery

- Over the counter hearing aids

- Any service, supply or medication when there is a less
intensive Covered Benefit or more cost-effective
alternative that can be safely and effectively provided,
in accordance with applicable Medical Necessity

- Any service, supply or medication that is required by a
third party that is not otherwise Medically Necessary
(examples of a third party are an employer, an insurance
company, a school or court)

- Services provided under an individualized education
program (IEP), including any services provided under an
I[EP that are delivered by school personnel or any
services provided under an [EP purchased from a
contractor or vendor

Broker compensation disclosure

Below are fees we pay to brokers and other entities to
support enrollment for our plans:

Connector: Administrative fee: 2.5% of premium
eHealth: $15 Per Member Per Month (PMPM)

HSA (non-group): $39 Per Subscriber Per Month (PSPM)
SBSB (non-group): $39 Per Subscriber Per Month (PSPM)
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General Notice About Nondiscrimination
and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below ("HPHC") comply with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability or sex (including pregnancy,
sexual orientation and gender identity). HPHC does not exclude people or treat them differently because of race,
color, national origin, age, disability or sex (including pregnancy, sexual orientation and gender identity).

HPHC:

Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign
language interpreters and written information in other formats (large print, audio, other formats).

Provides free language services to people whose primary language is not English, such as qualified interpreters.
If you need these services, contact our Civil Rights Compliance Officer (see below for contact information).

If you believe that HPHC has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability or sex (including pregnancy, sexual orientation and gender identity) you can file a
grievance with:

Civil Rights Compliance Officer
1 Wellness Way
Canton, MA 02021-1166

866-750-2074, TTY service: 711
Fax: 617-509-3085
Email: civil.rights@point32health.org

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, the Civil Rights
Compliance Officer is available to help you. You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
www.hhs.gov/ocr/office/file/index.html

Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of New England and HPHC Insurance Company.

20 P1470832681-0924


mailto:civil.rights@point32health.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Language Assistance Services

o s sall Bl JLaiy) 2 Ulae el Aalie 4 gall) oo lucal) Cilasd Gl oAy 3dady) 8 o A1 Aad iaats i< 1) 1ol (4w all) Arabic
A Aaldl) pand) 4 gp ABUay

French (Frangais) ATTENTION : Si vous parlez une langue autre que I'anglais, des services d’assistance linguistique gratuits

sont a votre disposition. Veuillez appeler le numéro indiqué sur votre carte d’adhérent.

Greek (EAAnvik@) MPOZOXH: Eav pAGte kamola AAAn yAwooa mépa amo Ta ayyALlkd, YAWOOLKEG UTINPECLEG XWPLC XpEwaon
glval otn dabeon oag. KaAéote Tov aplOuo otnv Kapta LEAOUG OOG.

Gujarati (A%Uc{l) t2ulol AU %A AR 2 Rt ofley st Al 61, Al el Uslal A, dAHIRL HIZ HEd
BGUAGH B. sUL 53l dAHIRL AU W] 51§ URell ololR UR SIA 53

Haitian Creole (Kreyol Ayisyen) ATANSYON: Si w pale yon lang ki pa Angle, gen sévis ed pou lang ki disponib gratis pou ou.
Tanpri rele nimewo ki sou kat ID manm ou a.

Hindi (&) &amer & 3R 319 3PN & 3relrar g GEY AW Seld §, dl HIN HERIAT {GT 39 fow
foT:g[oeh UGS §1 HUAT U HGET TSI &S W AT AT Fe G el |

Italian (Italiano) ATTENZIONE: se parli una lingua diversa dall’inglese, sono disponibili gratuitamente servizi di assistenza
linguistica. Chiama il numero indicato sulla tua tessera membro identificativa.

Khmer (M &nigd) (U SI0EASUNWM AR OManHRIS 0 NP gSSwMman IS s s s8Iy
AHGIRNDSUENUHAY ggwTisimB1u21SIul D meusS[Iunig s

Korean (3h=r0]) &t&l: Jof o)) 9] loj & AREataltdd 1o} A1l Mujag FR2 Al =gyt 7F44H D
Ft=o] WA WS 2 A5kebal 7] ks o

Lao (W939990) NTQVISLFIY: mvncﬁowosvgnt?)bccﬁnwvsoé'gﬁo, WILFILIOIFO3INIVFWVWIFTNS
Yowbiczesn. nvom?mmcume LUOUrSICTOTTLIRN2091ID.

Polish (polski) UWAGA: Jesli postugujesz sie jezykiem innym niz angielski, mozesz bezptatnie korzystac z ustug pomocy
jezykowej. Zadzwon pod numer podany na Twojej karcie cztonkowskiej.

Portuguese (Portugués) ATENCAO: caso fale outro idioma que n3o o inglés, sdo-lhe disponibilizados gratuitamente servicos
de assisténcia linguistica. Ligue para o nUmero no seu cartao de identificagdo de membro.

Russian (Pycckuit) BHUMAHUE! Ecnum Bbl He roBOpuTE Ha aHIIMIMCKOM A3bIKe, TO MOXKeTe 6ecnnaTHO BOCNo1b30BaTbCA
yCAyramm A3blKOBOM noaaep»Ku. [o3BoHNTE N0 HOMepPY, YKa3aHHOMY Ha Ballen NaeHTUOUMKALMOHHOM KapTe y4acTHUKa.

Spanish (Espafiol) ATENCION: Si usted habla un idioma que no sea inglés, estan disponibles para usted, sin costo, servicios
de asistencia en otros idiomas. Llame al nimero que figura en su tarjeta de identificacién de miembro.

Traditional Chinese (BERESC) JEEHEIH  YUIREEEIFEENEMEES - AT AL I e B = B -
ST T & ID K LAYEEESRS -

Vietnamese (Tiéng Viét) LU'U Y: Néu quy vi n6i ngon nglr khac khong phai tiéng Anh, chiing t6i cung cép dich vy
hé tro ngén ng mién phi cho quy vi. Vui long goi dén s6 dién thoai trén thé ID héi vién cua quy vi.

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available
to you. Please call the number on your member ID card.
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Contact us

Already a member?
866-890-6470 (Renewing your coverage)
877-907-4742 (Current plan benefit questions)

Not yet a member?
866-229-8821

TTY: 71

Harvard Pilgrim Health Care includes Harvard Pilgrim
Health Care, Harvard Pilgrim Health Care of
New England and HPHC Insurance Company.

Harvard Pilgrim
Health Care

a Point32Health company

P1470832681-0924
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