In-Network

Inde endent

) Health.

Standard Platinum

Flexfit Platinum

Independent Health Individual Market:

January 1, 2027 - December 31, 2027

Ambherst Chamber of Commerce
Medical Rates for Individuals
January 1, 2027 - December 31, 2027*

Standard Gold

iDirect Gold Copay

iDirect Gold Copay
HSAQ

% HealthEquity

Silver Standard

SILVER

iDirect Silver
Copay HSAQ

T HealthEquity

Max Silver

Standard Bronze

*Important Note*

Out of Network Coverage is no longer available
for Independent Health Individual Market
Emergency Care is still covered

iDirect Bronze
Coinsurance HSAQ

% HealthEquity

iDirect Bronze MV

P $0 $0 $1,200/$2,400 $1,700/$3,400 $1,750/$3,500 $3,750/$7,500 $4,800/$9,600 $3,500/$7,000 $5,025/$10,050 $6,250/$12,500 $11,750/$23,500
Ut embedded true family true family embedded true family family embedded embedded embedded
Coinsurance 0% 0% 0% 0% 0% 0% 0% 0% 0% 50% after deductible 0%
Out of Pocket Maxi $4,000/$8,000 $6,000/$12,000 $12,000/$24,000 $11,000/$22,000 $8,500/$17,000 $12,000/$24,000 $8,700/$17,400 $12,000/$24,000 $12,000/$24,000 $8,700/$17,400 $11,750/$23,500
" ocket Maximum embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded embedded
SRR IR IR b it I IR
o $25 . $30 after deductible $35 . - o : .
Primary Care Office Visit $15 $10 after deductible $30 $20 after deducitble 1 $30 pre-deductible visit after deductible $35 $50 after deductible 50% after deductible $0 after deductible
$40 $50 ) $65 after deductible $65 . . — . "
Speclallst Office Visit $35 $40 after deductible after deductible $50 after deductible 1 $65 pre-deductible visit after deductible $60 after deductible $75 after deductible 50% after deductible $0 after deductible
Telemedicine® $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
Urgent Care $55 $100 $60 after deductible $75 $75 after deductible $70 after deductible $75 after deductible $75 $75 after deductible 50% after deductible $0 after deductible
Emergency Room Services $100 $250 $150 after deductible $300 after deductible $200 after deductible $500 after deductible $300 after deductible $300 after deductible $500 after deductible 50% after deductible $0 after deductible
Outpatlent Procedures . . . " . " . . .
Ambulatory $100 $250 $100 after deductible $325 after deductible $325 after deducitble $150 after deductible $350 after deductible $350 after deductible $150 after deductible 50% after deductible $0 after deductible
Outpatient Procedures . . . . " . . . .
. $100 $300 $100 after deductible $375 after deductible $375 after deductible $150 after deductible $400 after deductible $400 after deductible $150 after deductible 50% after deductible $0 after deductible
Inpatlent Hospltal Services $1,000 $1,000 . $1,500 $1,500 . ’ o : .
(per admission) $500 $750 after deductible after deductible $1,000 after deductible after deductible after deductible $1,500 after deductible $1,500 after deductible 50% after deductible $0 after deductible
$10/$40/50% after Deductible then $15 / $50 after deductible Deductible then 50% on all tiers after .
2
Pharmacy $10/$30/$60 $10/$50/50% $10/$35/$70 $10/$75/50% deductible $15/$40/$75 $15/$50/50% / 50% after deductible $10/$35/$70 deductible $0 after deductible

Health & Wellness Benefit

$250 Health Extras®™ or
Nutrition Benefit

$250 Health Extras®™ or
Nutrition Benefit

$250 Health Extras®™"
Nutrition Benefit

$250 Health Extras®™ or
Nutrition Benefit

$250 Health ExtrasSM or
Nutrition Benefit

$250 Health Extras®™"
Nutrition Benefit

$250 Health Extras®™"
Nutrition Benefit

$250 Health Extras®™ or
Nutrition Benefit

$250 Health Extras®™ or
Nutrition Benefit

$250 Health Extras®™ or
Nutrition Benefit

$250 Health Extras®™ or
Nutrition Benefit

HSA-Quallfled

No

No

No

No

HSA-Qualified

No

HSA-Qualified

No

No

HSA-Qualified

‘Monthly/QuarterIy Rates

No

Individual $1,520.68 $4,512.04 $1,414.34 $4,193.02 $1,259.59 $3,728.77 | $1,177.37 | $3,482.11 | $1,171.78 | $3,465.34 | $1,049.69 | $3,099.07 | $976.78 | $2,880.34 | $1,014.22 $2,992.66 $814.28 | $2,392.84 | $749.92 | $2,199.76 | $712.94 | $2,088.82
Individual/Chlid(ren) $2,567.66 $7,652.98 $2,386.88 $7,110.64 $2,123.80 $6,321.40 | $1,984.03 | $5,902.09 | $1,974.53 | $5,873.59 | $1,766.97 | $5,250.91 | $1,643.03 | $4,879.09 | $1,706.67 $5,070.01 | $1,366.78 | $4,050.34 | $1,257.36 | $3,722.08 | $1,194.50 | $3,533.50
Individual/Spouse $3,016.36 $8,999.08 $2,803.68 $8,361.04 $2,494.18 $7,432.54 | $2,329.74 | $6,939.22 | $2,318.56 | $6,905.68 | $2,074.38 | $6,173.14 | $1,928.56 | $5,735.68 | $2,003.44 $5,960.32 | $1,603.56 | $4,760.68 | $1,474.84 | $4,374.52 | $1,400.88 | $4,152.64
Famlly $4,287.69 | $12,813.07 | $3,984.62 | $11,903.86 | $3,543.58 | $10,580.74 | $3,309.25 | $9,877.75 | $3,293.32 | $9,829.96 | $2,945.37 | $8,786.11 | $2,737.57 | $8,162.71 | $2,844.28 $8,482.84 | $2,274.45 | $6,773.35 | $2,091.02 | $6,223.06 | $1,985.63 | $5,906.89
*For I Medical & I diclne services, use par Ing Teledoc p only; for Der loglcal tel dicine, refer to plan summary. Please refer to Indlvidual Plans - Summary of Benefits & Coverage (SBC) at www.amherst.org for further detalls.

2 All pharmacy cop. to out-of-pocket maximums. *For all Non-Participating providers, services are not covered except as required for Emergency & Urgent Care

Embedded: On a famlly policy, once a member meets the single deductible/out of pocket max, the deductible/out of pocket max Is satisfled for the member.

True Family: On a family policy, the entire family deductible/out of pocket max must be met before IH provides reimbursement.

*No Application Fee required/$25 administration fee per monthly or quarterly bllling Is Included
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