
In-Network

Deductible

Coinsurance

Out of Pocket Maximum

Medical Services

Primary Care Office Visit

Specialist Office Visit

Telemedicine (partic. Teladoc® 
providers only)

Urgent Care

Emergency Room Services

Outpatient Procedures 
Ambulatory

Outpatient Procedures
Hospital

Inpatient Hospital Services 
(per admission)

Pharmacy8

Health & Wellness Benefit

HSA-Qualified

Monthly/Quarterly Rates Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly Monthly Quarterly

Individual $1,271.93 $3,765.79 $1,207.68 $3,573.04 $1,059.86 $3,129.58 $1,038.90 $3,066.70 $1,006.55 $2,969.65 $873.25 $2,569.75 $835.18 $2,455.54 $829.55 $2,438.65 $661.19 $1,933.57 $628.41 $1,835.23 $396.85 $1,140.55

Individual/Child(ren) $2,144.78 $6,384.34 $2,035.56 $6,056.68 $1,784.26 $5,302.78 $1,748.63 $5,195.89 $1,693.64 $5,030.92 $1,467.03 $4,351.09 $1,402.31 $4,156.93 $1,392.74 $4,128.22 $1,106.52 $3,269.56 $1,050.80 $3,102.40 $657.15 $1,921.45

Individual/Spouse $2,518.86 $7,506.58 $2,390.36 $7,121.08 $2,094.72 $6,234.16 $2,052.80 $6,108.40 $1,988.10 $5,914.30 $1,721.50 $5,114.50 $1,645.36 $4,886.08 $1,634.10 $4,852.30 $1,297.38 $3,842.14 $1,231.82 $3,645.46 $768.70 $2,256.10

Family $3,578.75 $10,686.25 $3,395.64 $10,136.92 $2,974.35 $8,873.05 $2,914.62 $8,693.86 $2,822.42 $8,417.26 $2,442.51 $7,277.53 $2,334.01 $6,952.03 $2,317.97 $6,903.91 $1,838.14 $5,464.42 $1,744.72 $5,184.16 $1,084.77 $3,204.31

7 Subscriber must be under the age of 30 at the beginning of the plan year or meet federal eligibility requirements. Please refer to Individual Plans - Summary of Benefits & Coverage (SBC) at www.amherst.org for further details.
8 All pharmacy copays/coinsurance accumulate to out-of-pocket maximums. *For all Non-Participating provider services are not covered except as required for Emergency & Urgent Care
Embedded: On a family policy, once a member meets the single deductible/out of pocket max, the deductible/out of pocket max is satisfied for the member. *No Application Fee required/$25 administration fee per monthly or quarterly billing is included Updated: 10/23/2024
True Family: On a family policy, the entire family deductible/out of pocket max must be met before IH provides reimbursement.

Deductible then $60

$0

$75

iDirect Silver 
Copay HSAQ

Standard Platinum Standard Bronze Silver Standard

$35 

$75

$50 after deductible 
$50

after deductible

$0 

$40
after deductible

$55 $60 after deductible

$0 $0 after deductible 

$75 after deductible $75 

$30 after deductible 
1  $30 pre-deductible visit

$20 after deducitble 

$100 after deductible $150 after deductible $100 after deducitble 

$200 after deductible $150 after deductible $100 after deductible

$1,500 
after deductible

$500 $500

Independent Health Individual Market:     January 1, 2025 - December 31, 2025

$7,900/$15,800
embedded

$6,750/$13,500
embedded

$6,750/$13,500 
embedded

iDirect Bronze 
Coinsurance HSAQ

$5,600/$11,200
embedded

50% after deductible

$7,500/$15,000
embedded

$7,500/$15,000
embedded

$2,800/$5,600 true family

0%

$5,250/$10,500
embedded

$9,200/$18,400 
embedded

*1st (3) visits NOT subject 
to deductible*

$9,200/$18,400
embedded

$9,200/$18,400 
Embedded

0%

HSA-Qualified

Deductible then
$10/$35/$70

$150 after deductible

50% on all tiers after 
deductible

$0 after deductible

$0 after deductible

50%  after deductible

50%  after deductible

50%  after deductible

50%  after deductible

50%  after deductible$1,500 after deductible

$250 Health ExtrasSM or 
Nutrition Benefit

No

$0 after deductible

$0 after deductible

$0 after deductible

$0 on all tiers after 
deductible

$0 after deductible

$250 Health ExtrasSM or 
Nutrition Benefit

$75 after deductible

$150 after deductible$150 after deductible

$250 Health ExtrasSM or 
Nutrition Benefit

$250 Health ExtrasSM or 
Nutrition Benefit

$250 Health ExtrasSM or 
Nutrition Benefit

$250 Health ExtrasSM or 
Nutrition Benefit

$100 $250 $150 after deductible

$1,000 
after deductible

Deductible then 
$15/$50/50%

$1,000
 after deductible

$1,000
 after deductible

$1,000 after deductible 

$500 after deductible

$150 after deductible

$300 after deductible

$250 after deductible

$10/$30/$60 $5/$30/50%

$100 $200 

$100 $150 

$15/deductible 
then$50/Deuctible then 50%

Yes NO

$250 Health ExtrasSM or 
Nutrition Benefit

No

$250 Health ExtrasSM or 
Nutrition Benefit

No

$250 Health ExtrasSM or 
Nutrition Benefit

HSA-QualifiedNo

$250 Health ExtrasSM or 
Nutrition Benefit

$250 Health ExtrasSM or 
Nutrition Benefit

No

$15/$40/$75
$10/$40/50% after 

deductible 
$10/$35/$70 $10/$40/50%

 Amherst Chamber of Commerce

$0 $0 $0 $0 

iDirect Gold Copay 
HSAQ

Flexfit Platinum Standard Gold iDirect Gold Copay

*$50 after deductible*$15 $10

                SILVERGOLD

Medical Rates for Individuals
January 1, 2025 - December 31, 2025*

PLATINUM BRONZE CATASTROPHIC

$35

$300 after deductible

$40 
$65 after deductible 

1  $65 pre-deductible visit

$8,000/$16,000 
embedded

Independent Health Individual Market:     January 1, 2025 - December 31, 2025

$2,000/$4,000
embedded

$500 after deductible

$35
after deductible

Deductible then $300

Deductible then $250

$300 after deductible

$9,200/$18,400 
Embedded

*$75  after deductible*
$60

after deductible

$0 after deductible

$75 after deductible

Deductible then $0 after 3 
visits for Prim Care 

50%  after deductible

50%  after deductible

No No

Deductible then $300

Deductible then $1000

$1,650/$3,300 
true family

$25
after deductible

$600/$1,200
embedded

0%

$70 after deductible

$200 after deductible 

$20

$0 after deductible

$0 after deductible

$0

0%0%0%

Standard 
Catastrophic7

Must be under 
age 30

0%0%

$3,800/$7,600
embedded

0%

$2,100/$4,200
embedded

$2,000/$4,000
true family

Max Silver 

$1,250/$2,500
true family

0%

$0

*Important Note* 
Out of Network Coverage is no longer available 

for Independent Health Individual Market
Emergency Care is still covered 
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