
XGB
Proposal

Rates Effective
October 1, 2026
Contract 15/21

The content within is for broker-facing audiences only to be presented to the
client. This information is customized for each employer. Rates are good for
plans beginning by October 1, 2026. Misrepresenting or distributing this, or any,
information contained herein is prohibited by law. The information contained
herein is copywritten by XGB/MVP. © 2026

V1.81226



MEDICAL PLAN BENEFIT COVERAGE 
(INSURANCE PAYS 100% OF NETWORK

ALLOWABLE MINUS MEMBERS DEDUCTIBLE
COPAY/COINSURANCE/OOP)

8300 HSA*
(COMES WITH $25MO ON HSA CARD!)

*This plan is for individuals and families who
are healthy, take only generic medications

(if any), and would like to take a tax
deduction (like an IRA) to save for a medical

emergency

3500 HSA*

*This plan is for generally healthy
individuals and families who will

participate in the sharing of costs up to a
$7,000 max out of pocket. Tax

advantages still apply.

Annual Deductible
Individual (In/Out)*
Family (In/Out)

$8,300 / $16,600
$16,600 / $33,200

$3,500 / $7,000 
$7,000 / $14,000

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

$8,300 / $16,600
$16,600 / $33,200

$7,000 / $14,000 
$14,000 / $28,000

Co-Insurance: Members Pays (In/Out) 0% / 50% 30% / 50%

Physician Services - Schedule of Benefits
Preventative
*(Health Screen Benefit)
Telemedicine 
Office Services - Family Physician
Office Services - Specialist
*Supplemental Benefit (PCP/Spec. Benefit)

$0 Copay
*Pays $50 per year
Unlimited $0 Copay
Deductible + 0%
Deductible + 0%
*Pays $25 per visit (3x per year)

$0 Copay
*Pays $50 per year
Unlimited $0 Copay
Deductible + 30%
Deductible + 30%
*Pays $25 per visit (3x per year)

Inpatient Hospital Services Deductible + 0% Deductible + 30%

Deductible/OOP Assistance Benefit*
Hospital Confinement for Sickness
Hospital Confinement for Injury

Pays $2,500
Pays $3,500

Pays $2,500
Pays $3,500

Outpatient Surgery Deductible + 0% Deductible + 30%

Deductible/OOP Assistance Benefit*
Outpatient Surgery Benefit (Payable up to $1,500/year) Tier 1: Pays $500

Tier 2: Pays $1,000
Tier 1: Pays $500
Tier 2: Pays $1,000

Emergency Room Deductible + 0% Deductible + 30%

Deductible/OOP Assistance Benefit*
ER Benefit-Sickness (payable 2x per year)
ER Benefit-Injury (payable per sep. incident)

Pays $100
Pays $250

Pays $100
Pays $250

Urgent Care Deductible + 0% Deductible + 30%



Labs & X-Rays (Quest Diagnostics / Lab Corp) Deductible + 0% Deductible + 30%

Deductible/OOP Assistance Benefit*
X-ray Benefit-Sickness (payable 2x per year)
X-ray Benefit-Injury (payable per sep. incident)

Pays $25
Pays $85

Pays $25
Pays $85

Advanced Imaging Deductible + 0% Deductible + 30%

Deductible/OOP Assistance Benefit*
Adv. Imag- Sickness (payable 1x per year)
Adv. Imag- Injury (payable per sep. incident)

Pays $500
Pays $700

Pays $500
Pays $700

Pharmacy Drugs
Deductible

Preventative Drugs (Generic Only. See Formulary)
Generic Drugs
Preferred Brand Drugs
Non-Preferred Retail / Specialty Drugs

*HSA Plans are allowed to have Copays for certain
preventative medications such as flu shots, birth
control, etc. All others are subject to the deductible.

$0 Copay*
Deductible + 0%
Deductible + 0%
Deductible + 0%

In-Network Deductible

$0 Copay*
Deductible + 30%
Deductible + 30%
Deductible  + 30%

Employee Only (PHCS / Cigna / UHC)
Employee and Spouse (PHCS / Cigna / UHC)
Employee and Child(ren) (PHCS / Cigna / UHC)
Family (PHCS / Cigna / UHC)
**add $70.00 to each tier for supplemental

$529.00 / $589.00 / $629.00
$919.00 / $969.00  / $1,029.00
$1,039.00 / $1,089.00 /  $1,149.00
$1,299.00 / $1,349.00 / $1,429.00

$649.00 / $709.00 / $749.00
$1,339.00 / $1,389.00 / $1,449.00
$1,199.00 / $1,259.00 / $1,319.00
$1,869.00 / $1,929.00 / $2,009.00

COVERAGE CONTINUED:

*Prescription Drug Coverage (HSA-Qualified Plan)
This plan is designed as a High Deductible Health Plan (HDHP) compatible with a Health Savings Account (HSA)
Except for certain preventive medications permitted under IRS guidance, prescription drugs are subject to the deductible and no benefits are payable
before the deductible is met.
Certain IRS-approved preventive medications may be covered prior to the deductible and may be subject to copayments or coinsurance.
After the deductible is met, prescription drugs are covered according to the plan’s applicable cost-sharing.

*** Example: Greg takes blood pressure and cholesterol medications. His blood pressure medication isn’t included in the formulary list and is $300, meaning
it’s subject to deductible then subject to copay. His cholesterol medication is $58 and is listed on the formulary, meaning it’s covered with a $0 Copay.



MEDICAL PLAN BENEFIT COVERAGE 
(INSURANCE PAYS 100% OF NETWORK

ALLOWABLE MINUS MEMBERS DEDUCTIBLE
COPAY/COINSURANCE/OOP)

$4500 COPAY

*This plan is for individuals and families who
want the protection of a low deductible and
protection from catastrophic loss, as well as

the convenience of copays.

$3500 COPAY

*This plan is for individuals and families
who may frequent the doctor more

often, have a chronic condition, are on
multiple medications, and want the

convenience of copays.

Annual Deductible
Individual (In/Out)
Family (In/Out)

$4,500 / $9,000 
$9,000 / $18,000

$3,500 / $7,000 
$7,000 / $14,000

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

$9,000 / $18,000 
$18,000 / $36,000

$7,000 / $14,000 
$14,000 / $28,000

Co-Insurance: Members Pays (In/Out) 30% / 50% 20% / 50%

Physician Services 
Supplemental Benefit* (Health Screen Benefit)
Telemedicine 
Office Services - Family Physician
Office Services - Specialist
Supplemental Benefit* (PCP/Spec. Visit Benefit)

*Pays $50 per year
Unlimited $0 Copay
$40 Copay
$75 Copay
*Pays $25 per visit (3x per year)

*Pays $50 per year
Unlimited $0 Copay
$40 Copay
$75 Copay
*Pays $25 per visit (3x per year)

Inpatient Hospital Services Deductible + 30% Deductible + 20%

Supplemental Benefit*
Hospital Confinement for Sickness
Hospital Confinement for Injury

Pays $2,500
Pays $3,500

Pays $2,500
Pays $3,500

Outpatient Surgery Deductible + 30% Deductible + 20%

Supplemental Benefit*
Outpatient Surgery Benefit (payable up to $1,500/year) Tier 1: Pays $500

Tier 2: Pays $1,000
Tier 1: Pays $500
Tier 2: Pays $1,000

Emergency Room Deductible + 30% Deductible + 20%

Supplemental Benefit*
ER Benefit- Sickness (payable 2x per year)
ER Benefit - Injury (payable per sep. incident)

Pays $100
Pays $250

Pays $100
Pays $250

Urgent Care $90 Copay $90 Copay



Labs & X-Rays (Quest Diagnostics / Lab
Corp)

$25 Copay after Deductible $25 Copay after Deductible

Supplemental Benefit*
X-ray Benefit- Sickness (payable 2x per year)
X-ray Benefit- Injury (payable per sep.
incident)

Pays $25
Pays $85

Pays $25
Pays $85

Advanced Imaging $200 Copay after Deductible $200 Copay after Deductible

Supplemental Benefit*
Adv. Imag- Sickness (payable 1x per year)
Adv. Imag- Injury (payable per sep. incident)

Pays $500
Pays $700

Pays $500
Pays $700

Pharmacy Drugs
Deductible
Generic Drugs
Preferred Brand Drugs
Non-Preferred Retail / Specialty Drugs

N/A
$20
$65
$95 / $200

N/A
$20
$65
$95 / $200

Employee Only (PHCS / Cigna / UHC)
Employee and Spouse (PHCS / Cigna / UHC)
Employee and Child(ren) (PHCS / Cigna / UHC)
Family (PHCS / Cigna / UHC)
**add $70.00 to each tier for supplemental

$687.00 / $759.00 / $789.00
$1,449.00 / $1,489.00 / $1,539.00
$1,294.00 / $1,379.00 / $1,409.00
$1,919.00 / $1,974.00 / $2,049.00

$794.00 / $864.00 / $899.00
$1,512.00 / $1,559.00 / $1,619.00
$1,479.00 / $1,529.00 / $1,589.00
$2,199.00 / $2,249.00 / $2,339.00

COVERAGE CONTINUED:

For PHCS provider search to go: https://providersearch.multiplan.com/ 
Click: PHCS Extended PPO

For Cigna provider search go to: www.cigna.com Click: Find a Doctor, Zip Code, Doctor, Guest Select: PPO, Choice Fund
PPO

For United HealthCare provider search go to:
HERE. The plan name is Choice Plus.

https://providersearch.multiplan.com/
http://www.cigna.com/
https://findcare.guest.uhc.com/guest-plan-selection/select-coverage-type?planSelectionLob=EI


UHC PPO $2,000 Deductible $3,000 HSA*

Annual Deductible
Individual (In/Out)*
Family (In/Out)

$2,000 / $4,000
$4,000 / $8,000

$3,000 / $6,000
$6,000 / $12,000

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

$8,500 / $17,000
$17,000 / $34,000

$8,500 / $17,000
$17,000 / $34,000

Coinsurance (In/Out) 100/50 100/50

Physician Services - Schedule of Benefits

Preventive
Telemedicine
Office Services - Family Physician
Office Services - Specialist

$0 Copay, $0 Deductible
$0 Copay for Unlimited Visits
$50 Copay (After Deductible)
$50 Copay (After Deductible)

$0 Copay, $0 Deductible
$0 Copay for Unlimited Visits
$50 Copay (After Deductible)
$50 Copay (After Deductible)

Inpatient Hospital Services $2,500 Copay/Admission (After
Deductible)

$2,500 Copay/Admission (After Deductible)

Outpatient Surgical Services $2,500 Copay/Surgery (After Deductible) $2,500 Copay/Surgery (After Deductible)

Emergency Room $1,000 Copay (After Deductible) $1,000 Copay (After Deductible)

Urgent Care $100 Copay (After Deductible) $100 Copay (After Deductible)

Labs
X-Rays

$25 Copay (After Deductible)
$50 Copay (After Deductible)

$25 Copay (After Deductible)
$50 Copay (After Deductible)

Diagnostic Testing & Advanced Imaging $200 Copay (After Deductible) $200 Copay (After Deductible)

Pharmacy Drugs - Retail
Preventive Rx
Generic Drugs
Preferred Brand Drugs
Non-Preferred Retail / Specialty Drugs

$0 Copay
$0 Copay
PAP Available
PAP Available

$0 Copay
$0 Copay
PAP Available
PAP Available

Pharmacy Drugs - Mail Order
Generic Drugs
Preferred Brand Drugs
Non-Preferred Retail

$0 Copay
PAP Available
PAP Available

$0 Copay
PAP Available
PAP Available

Employee Only (UHC PPO)
Employee and Spouse (UHC PPO)
Employee and Child(ren) (UHC PPO)
Family (UHC PPO)

$579.00
$979.00
$969.00
$1,329.00

$519.00
$919.00
$909.00
$1,289.00

*Prescription Drug Coverage (HSA-Qualified Plan)
This plan is designed as a High Deductible Health Plan (HDHP) compatible with a Health Savings Account (HSA)
Except for certain preventive medications permitted under IRS guidance, prescription drugs are subject to the deductible and no benefits are payable before the deductible is met.
Certain IRS-approved preventive medications may be covered prior to the deductible and may be subject to copayments or coinsurance.
After the deductible is met, prescription drugs are covered according to the plan’s applicable cost-sharing.



VL Plans 1,000 Deductible 1,750 HSA*
(COMES WITH $25MO ON HSA CARD!)

Annual Deductible
Individual (In/Out)*
Family (In/Out)

$1,000
$2,000

$1,750
$3,500

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

$8,500
$17,000

$8,500
$17,000

Physician Services - Schedule of Benefits
Preventive 
Office Services - Family Physician 
Office Services - Specialist

$50 Copay (After Deductible) $50 Copay (After Deductible)

Inpatient Services *2 ICU/Yr, 2 Non-ICU/Yr $1,000 Copay/Admission (After
Deductible)

$1,000 Copay/Admission (After
Deductible)

Outpatient Surgical Services *3 Surgeries/Yr $250 Copay/Service (After Deductible) $250 Copay/Service (After Deductible)

Emergency Room *2 visits/Yr Accident-related & 2
visits/Yr Sickness-related

$250 Copay (After Deductible) $250 Copay (After Deductible)

Telemedicine $0 Copay $0 Copay

Labs *3/Yr
X-Rays *3/Yr

$25 Copay (After Deductible)
$50 Copay (After Deductible)

$25 Copay (After Deductible)
$50 Copay (After Deductible)

Diagnostic Testing & Advanced Imaging *3/Yr $200 Copay (After Deductible) $200 Copay (After Deductible)

Pharmacy Drugs - Retail
Generic Drugs 
Preferred Brand Drugs
Non-Preferred Retail

$0 Copay
PAP Available
PAP Available

$0 Copay
PAP Available
PAP Available

Pharmacy Drugs - Mail Order
Generic Drugs
Preferred Brand Drugs
Non-Preferred Retail

$0 Copay
PAP Available
PAP Available

$0 Copay
PAP Available
PAP Available

Employee Only (PHCS)
Employee and Spouse (PHCS)
Employee and Child(ren) (PHCS)
Family (PHCS)

$399.00
$729.00
$719.00
$1,029.00

$359.00
$689.00
$679.00
$959.00

*Prescription Drug Coverage (HSA-Qualified Plan)
This plan is designed as a High Deductible Health Plan (HDHP) compatible with a Health Savings Account (HSA.
Except for certain preventive medications permitted under IRS guidance, prescription drugs are subject to the deductible and no benefits are payable before the deductible is met.
Certain IRS-approved preventive medications may be covered prior to the deductible and may be subject to copayments or coinsurance.
After the deductible is met, prescription drugs are covered according to the plan’s applicable cost-sharing.



Cigna EPO 1,000 Deductible 1,750 HSA*
(COMES WITH $25MO ON HSA CARD!)

Annual Deductible
Individual (In/Out)*
Family (In/Out)

$1,000
$2,000

$1,750
$3,500

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

$8,500
$17,000

$8,500
$17,000

Physician Services - Schedule of Benefits 
Preventive 
Telemedicine 
Office Services - Family Physician 
Office Services - Specialist

$0 Copay, $0 Deductible 
$0 Copay for Unlimited Visits 
$50 Copay (After Deductible) 
$50 Copay (After Deductible)

$0 Copay, $0 Deductible 
$0 Copay for Unlimited Visits 
$50 Copay (After Deductible) 
$50 Copay (After Deductible)

Inpatient Hospital Services $2,500 Copay/Admission (After Deductible) $2,500 Copay/Admission (After
Deductible)

Outpatient Surgical Services $2,500 Copay/Surgery (After Deductible) $2,500 Copay/Surgery (After Deductible)

Emergency Room $1,000 Copay (After Deductible) $1,000 Copay (After Deductible) 

Urgent Care $50 Copay (After Deductible) $50 Copay (After Deductible) 

Labs
X-Rays 

$25 Copay (After Deductible)
$50 Copay (After Deductible)

$25 Copay (After Deductible)
$50 Copay (After Deductible)

Diagnostic Testing & Advanced Imaging $200 Copay (After Deductible) $200 Copay (After Deductible)

Pharmacy Drugs - Retail 
Preventive Rx 
Generic Drugs 
Preferred Brand Drugs 
Non-Preferred Retail / Specialty Drugs

$0 Copay 
$0 Copay 
PAP Available 
PAP Available

$0 Copay 
$0 Copay 
PAP Available 
PAP Available

Pharmacy Drugs - Mail Order
Generic Drugs
Preferred Brand Drugs
Non-Preferred Retail

$0 Copay
PAP Available
PAP Available

$0 Copay
PAP Available
PAP Available

Employee Only (Cigna)
Employee and Spouse (Cigna)
Employee and Child(ren) (Cigna)
Family (Cigna)

$489.00 
$829.00 
$819.00 
$1,149.00

$439.00 
$789.00 
$779.00 
$1,079.00

*Prescription Drug Coverage (HSA-Qualified Plan)
This plan is designed as a High Deductible Health Plan (HDHP) compatible with a Health Savings Account (HSA.
Except for certain preventive medications permitted under IRS guidance, prescription drugs are subject to the deductible and no benefits are payable before the deductible is met.
Certain IRS-approved preventive medications may be covered prior to the deductible and may be subject to copayments or coinsurance.
After the deductible is met, prescription drugs are covered according to the plan’s applicable cost-sharing.



Dental Plans PPO

$1500 MAX FOR YEAR: PPO
100/80/50 IN 80/50/50 OUT
U&C+
Offered in all states except AK, GA,
LA, SD, TX, WV

UNLIMITED: PPO 100/80/50 IN
80/50/50 OUT ORTHO 1.5k
U&C+
Offered in all states except AK, GA,
LA, SD, TX, WV

Employee Only
Employee & Spouse
Employee & Child(ren)
Family

$51.26 
$105.43 
$105.43
$162.69

$56.97 
$121.10 
$121.10 
$194.88

Humana Ancillary
DENTAL PLANS OFFERED

Dental, Vision, Life

Unlimited Dental Plans
Traditional Preferred

$1500 MAX FOR YEAR:
Traditional Preferred 100/80/50
U&C+
Only offered in AK, GA, LA, SD, TX,
WV

UNLIMITED: Traditional
Preferred 100/80/50 ORTHO
1.5k U&C+
Only offered in AK, GA, LA, SD, TX,
WV

Employee Only
Employee & Spouse
Employee & Child(ren)
Family

$61.01 
$125.50 
$125.50
$193.64

$70.12 
$148.15 
$148.15 
$236.65

Vision Plans GN Humana Vision $10/10 Copay $150 Frame
Allow, $1150 Contact Allow

Employee Only
Employee & Spouse
Employee & Child(ren)
Family

$14.54 
$30.14 
$30.14
$41.17

VISION PLANS OFFERED

Life Plans Basic Life Benefits with AD&D
Plan $20K

Basic Life Benefits with AD&D
Plan $200K

Employee Only $5 $49

LIFE PLANS OFFERED



Dental Plans
OPEN ACCESS PPO! All dentists who bill the TPA directly are considered in-network. Dental health means much more
than healthy teeth — it is integral to your overall health and well-being. Diseases and conditions are often a sign of
other health problems so taking preventive measures is best!

Open PPO Dental Network

Dental Plans Offered Smart Premium
100/80/60-1000C-MAC

Smart Premium Plus
100/80-50-2000

Annual Benefit Maximum
Per insured person per calendar year

$1,000 $2,000

Annual Deductible
Per insured person per calendar year

$50 / $150 $50 / $150

Deductible Waived for Diagnostic /
Preventative Services

Yes Yes

Diagnostic & Preventative Coverage
Exams, cleanings, flouride, space maintainers, x-
rays, and sealants

100% 100%

Basic Services
Minor restorative (fillings), prosthetic
maintenance (relines and repairs to bridges,
implants, and dentures), and emergency
palliative treatment (to temporarily relieve pain)

80% 80% 

Major Services
Major restorative (crowns, inlays, and onlays),
endodontics (root canals), periodontics (to treat
gum disease), prosthodontics (dentures),
prosthetics (bridges), implants, and oral surgery
(extractions and dental surgery)

50% 50% 
Orthodontic Included

Coverage Level Monthly Rates
Employee Only
Employee & Spouse
Employee & Child(ren)
Family

Open Access PPO
$34.77 
$69.54 
$78.58
$113.34

Open Access PPO 
$60.22 
$120.45 
$131.73 
$191.95



Vision Plan
It is important to schedule regular eye exams for you and your family. A routine eye exam can
detect a wide range of diseases that may otherwise go unnoticed. The vision plan provides
coverage for routine eye exams, eyeglasses, and contact lenses.

 To find a list of doctors covered under this plan, please visit www.vsp.com/eye-doctor.
Choice Network: 31,000 preferred providers and 57,000 access points

BENEFIT COVERAGE

VSP CHOICE PLAN #1 BENEFITS

IN-NETWORK OUT-OF-NETWORK

WHAT YOU WILL PAY WHAT YOU MAY BE REIMBURSED

Eye Exam $10 Copay $10 Copay

Eyeglass Lenses
Single Vision Lenses

Bifocal Lenses
Trifocal Lenses

Lenticular Lenses

$25 Copay
$25 Copay
$25 Copay
$25 Copay

Up to $30
Up to $50
Up to $65
Up to $100

Eyeglass Frames $150 Allowance Up to $70

Contacts (In lieu of glasses)
Necessary

Elective
$25 Copay

$150 Allowance
Up to $210
Up to $105

Contact Lens Fitting & Evaluation 15% off (Copay not to exceed $60)

Coverage Level Monthly Rates
Employee Only

Employee and Spouse
Employee and Child(ren)

Family

$9.52 
$19.04 
$20.78 
$32.42

VSP Network Value Added Programs
Diabetic Eyecare Plus Program
Hearing Aid Discounts
Eye Health Management
Diabetic Exam Reminder Letters

VSP Network Extra Discounts & Savings
Lens Enhancements: Most popular are covered with a copay, saving
20-25%, average
Additional Pairs of Glasses: 20% off
Laster Vision Correction (LVC): Average 15% Discount

**When using VSP at an ophthalmologist or optometrist your SSN is your Member Number

https://www.vsp.com/eye-doctor

	XGB Proposal
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	The content within is for broker-facing audiences only to be presented to the client. This information is customized for each employer. Rates are good for plans beginning by October 1, 2026. Misrepresenting or distributing this, or any, information contained herein is prohibited by law. The information contained herein is copywritten by XGB/MVP. © 2026
	MEDICAL PLAN BENEFIT COVERAGE  (INSURANCE PAYS 100% OF NETWORK ALLOWABLE MINUS MEMBERS DEDUCTIBLE COPAY/COINSURANCE/OOP)
	8300 HSA* (COMES WITH $25MO ON HSA CARD!)
	*This plan is for individuals and families who are healthy, take only generic medications (if any), and would like to take a tax deduction (like an IRA) to save for a medical emergency



	3500 HSA*
	*This plan is for generally healthy individuals and families who will participate in the sharing of costs up to a $7,000 max out of pocket. Tax advantages still apply.
	$8,300 / $16,600 $16,600 / $33,200
	$3,500 / $7,000  $7,000 / $14,000
	Out-of-Pocket Maximum Individual (In/Out) Family (In/Out)
	$8,300 / $16,600 $16,600 / $33,200
	$7,000 / $14,000  $14,000 / $28,000
	Co-Insurance: Members Pays (In/Out)
	0% / 50%
	30% / 50%
	Physician Services - Schedule of Benefits Preventative *(Health Screen Benefit) Telemedicine  Office Services - Family Physician Office Services - Specialist *Supplemental Benefit (PCP/Spec. Benefit)
	$0 Copay *Pays $50 per year Unlimited $0 Copay Deductible + 0% Deductible + 0% *Pays $25 per visit (3x per year)
	$0 Copay *Pays $50 per year Unlimited $0 Copay Deductible + 30% Deductible + 30% *Pays $25 per visit (3x per year)

	Inpatient Hospital Services
	Deductible + 0%


	Deductible + 30%
	Deductible/OOP Assistance Benefit* Hospital Confinement for Sickness Hospital Confinement for Injury
	Pays $2,500 Pays $3,500

	Pays $2,500 Pays $3,500
	Outpatient Surgery
	Deductible + 0%


	Deductible + 30%
	Deductible/OOP Assistance Benefit* Outpatient Surgery Benefit (Payable up to $1,500/year)
	Tier 1: Pays $500 Tier 2: Pays $1,000

	Tier 1: Pays $500 Tier 2: Pays $1,000
	Emergency Room
	Deductible + 0%


	Deductible + 30%
	Deductible/OOP Assistance Benefit* ER Benefit-Sickness (payable 2x per year) ER Benefit-Injury (payable per sep. incident)
	Pays $100 Pays $250

	Pays $100 Pays $250
	Urgent Care
	Deductible + 0%


	Deductible + 30%

	COVERAGE CONTINUED:
	Labs & X-Rays (Quest Diagnostics / Lab Corp)
	Deductible + 0%
	Deductible + 30%
	Deductible/OOP Assistance Benefit* X-ray Benefit-Sickness (payable 2x per year) X-ray Benefit-Injury (payable per sep. incident)
	Pays $25 Pays $85
	Pays $25 Pays $85
	Advanced Imaging
	Deductible + 0%
	Deductible + 30%
	Deductible/OOP Assistance Benefit* Adv. Imag- Sickness (payable 1x per year) Adv. Imag- Injury (payable per sep. incident)
	Pays $500 Pays $700
	Pays $500 Pays $700
	Pharmacy Drugs Deductible
	Preventative Drugs (Generic Only. See Formulary) Generic Drugs Preferred Brand Drugs Non-Preferred Retail / Specialty Drugs
	*HSA Plans are allowed to have Copays for certain preventative medications such as flu shots, birth control, etc. All others are subject to the deductible.
	$0 Copay* Deductible + 0% Deductible + 0% Deductible + 0%
	In-Network Deductible
	$0 Copay* Deductible + 30% Deductible + 30% Deductible  + 30%
	Employee Only (PHCS / Cigna / UHC) Employee and Spouse (PHCS / Cigna / UHC) Employee and Child(ren) (PHCS / Cigna / UHC) Family (PHCS / Cigna / UHC) **add $70.00 to each tier for supplemental

	$529.00 / $589.00 / $629.00 $919.00 / $969.00  / $1,029.00 $1,039.00 / $1,089.00 /  $1,149.00 $1,299.00 / $1,349.00 / $1,429.00
	$649.00 / $709.00 / $749.00 $1,339.00 / $1,389.00 / $1,449.00 $1,199.00 / $1,259.00 / $1,319.00 $1,869.00 / $1,929.00 / $2,009.00

	*Prescription Drug Coverage (HSA-Qualified Plan)
	MEDICAL PLAN BENEFIT COVERAGE  (INSURANCE PAYS 100% OF NETWORK ALLOWABLE MINUS MEMBERS DEDUCTIBLE COPAY/COINSURANCE/OOP)


	$4500 COPAY
	*This plan is for individuals and families who want the protection of a low deductible and protection from catastrophic loss, as well as the convenience of copays.

	$3500 COPAY
	*This plan is for individuals and families who may frequent the doctor more often, have a chronic condition, are on multiple medications, and want the convenience of copays.
	$4,500 / $9,000  $9,000 / $18,000
	$3,500 / $7,000  $7,000 / $14,000
	Out-of-Pocket Maximum Individual (In/Out) Family (In/Out)
	$9,000 / $18,000  $18,000 / $36,000
	$7,000 / $14,000  $14,000 / $28,000
	Co-Insurance: Members Pays (In/Out)
	30% / 50%
	20% / 50%
	Physician Services  Supplemental Benefit* (Health Screen Benefit) Telemedicine  Office Services - Family Physician Office Services - Specialist Supplemental Benefit* (PCP/Spec. Visit Benefit)
	*Pays $50 per year Unlimited $0 Copay $40 Copay $75 Copay *Pays $25 per visit (3x per year)
	*Pays $50 per year Unlimited $0 Copay $40 Copay $75 Copay *Pays $25 per visit (3x per year)

	Inpatient Hospital Services
	Deductible + 30%


	Deductible + 20%
	Supplemental Benefit* Hospital Confinement for Sickness Hospital Confinement for Injury
	Pays $2,500 Pays $3,500

	Pays $2,500 Pays $3,500
	Outpatient Surgery
	Deductible + 30%


	Deductible + 20%
	Supplemental Benefit* Outpatient Surgery Benefit (payable up to $1,500/year)
	Tier 1: Pays $500 Tier 2: Pays $1,000

	Tier 1: Pays $500 Tier 2: Pays $1,000
	Emergency Room
	Deductible + 30%


	Deductible + 20%
	Supplemental Benefit* ER Benefit- Sickness (payable 2x per year) ER Benefit - Injury (payable per sep. incident)
	Pays $100 Pays $250

	Pays $100 Pays $250
	Urgent Care
	$90 Copay


	$90 Copay

	COVERAGE CONTINUED:
	Labs & X-Rays (Quest Diagnostics / Lab Corp)
	$25 Copay after Deductible
	$25 Copay after Deductible
	Supplemental Benefit* X-ray Benefit- Sickness (payable 2x per year) X-ray Benefit- Injury (payable per sep. incident)
	Pays $25 Pays $85
	Pays $25 Pays $85
	Advanced Imaging
	$200 Copay after Deductible
	$200 Copay after Deductible
	Supplemental Benefit* Adv. Imag- Sickness (payable 1x per year) Adv. Imag- Injury (payable per sep. incident)
	Pays $500 Pays $700
	Pays $500 Pays $700
	Pharmacy Drugs Deductible Generic Drugs Preferred Brand Drugs Non-Preferred Retail / Specialty Drugs

	N/A $20 $65 $95 / $200
	N/A $20 $65 $95 / $200
	$687.00 / $759.00 / $789.00 $1,449.00 / $1,489.00 / $1,539.00 $1,294.00 / $1,379.00 / $1,409.00 $1,919.00 / $1,974.00 / $2,049.00
	$794.00 / $864.00 / $899.00 $1,512.00 / $1,559.00 / $1,619.00 $1,479.00 / $1,529.00 / $1,589.00 $2,199.00 / $2,249.00 / $2,339.00
	For PHCS provider search to go: https://providersearch.multiplan.com/  Click: PHCS Extended PPO
	For Cigna provider search go to: www.cigna.com Click: Find a Doctor, Zip Code, Doctor, Guest Select: PPO, Choice Fund PPO
	For United HealthCare provider search go to: HERE. The plan name is Choice Plus.


	UHC PPO
	$2,000 Deductible

	$3,000 HSA*
	Annual Deductible Individual (In/Out)* Family (In/Out)
	$2,000 / $4,000 $4,000 / $8,000
	$3,000 / $6,000 $6,000 / $12,000
	Out-of-Pocket Maximum Individual (In/Out) Family (In/Out)
	$8,500 / $17,000 $17,000 / $34,000
	$8,500 / $17,000 $17,000 / $34,000
	Coinsurance (In/Out)
	100/50
	100/50

	Physician Services - Schedule of Benefits
	Preventive Telemedicine Office Services - Family Physician Office Services - Specialist
	$0 Copay, $0 Deductible $0 Copay for Unlimited Visits $50 Copay (After Deductible) $50 Copay (After Deductible)
	$0 Copay, $0 Deductible $0 Copay for Unlimited Visits $50 Copay (After Deductible) $50 Copay (After Deductible)

	Inpatient Hospital Services
	$2,500 Copay/Admission (After Deductible)
	$2,500 Copay/Admission (After Deductible)

	Outpatient Surgical Services
	$2,500 Copay/Surgery (After Deductible)
	$2,500 Copay/Surgery (After Deductible)

	Emergency Room
	$1,000 Copay (After Deductible)
	$1,000 Copay (After Deductible)

	Urgent Care
	$100 Copay (After Deductible)
	$100 Copay (After Deductible)

	Labs X-Rays
	$25 Copay (After Deductible) $50 Copay (After Deductible)
	$25 Copay (After Deductible) $50 Copay (After Deductible)

	Diagnostic Testing & Advanced Imaging
	$200 Copay (After Deductible)
	$200 Copay (After Deductible)
	Pharmacy Drugs - Retail Preventive Rx Generic Drugs Preferred Brand Drugs Non-Preferred Retail / Specialty Drugs
	$0 Copay $0 Copay PAP Available PAP Available
	$0 Copay $0 Copay PAP Available PAP Available
	Pharmacy Drugs - Mail Order Generic Drugs Preferred Brand Drugs Non-Preferred Retail
	$0 Copay PAP Available PAP Available
	$0 Copay PAP Available PAP Available

	Employee Only (UHC PPO) Employee and Spouse (UHC PPO) Employee and Child(ren) (UHC PPO) Family (UHC PPO)
	$579.00 $979.00 $969.00 $1,329.00
	$519.00 $919.00 $909.00 $1,289.00
	*Prescription Drug Coverage (HSA-Qualified Plan)



	VL Plans
	1,000 Deductible
	1,750 HSA* (COMES WITH $25MO ON HSA CARD!)
	$1,000 $2,000
	$1,750 $3,500

	Out-of-Pocket Maximum Individual (In/Out) Family (In/Out)
	$8,500 $17,000
	$8,500 $17,000
	Physician Services - Schedule of Benefits Preventive  Office Services - Family Physician  Office Services - Specialist
	$50 Copay (After Deductible)
	$50 Copay (After Deductible)
	Inpatient Services *2 ICU/Yr, 2 Non-ICU/Yr
	$1,000 Copay/Admission (After Deductible)
	$1,000 Copay/Admission (After Deductible)
	Outpatient Surgical Services *3 Surgeries/Yr
	$250 Copay/Service (After Deductible)
	$250 Copay/Service (After Deductible)
	Emergency Room *2 visits/Yr Accident-related & 2 visits/Yr Sickness-related
	$250 Copay (After Deductible)
	$250 Copay (After Deductible)
	Telemedicine
	$0 Copay
	$0 Copay
	Labs *3/Yr X-Rays *3/Yr
	$25 Copay (After Deductible) $50 Copay (After Deductible)
	$25 Copay (After Deductible) $50 Copay (After Deductible)
	Diagnostic Testing & Advanced Imaging *3/Yr
	$200 Copay (After Deductible)
	$200 Copay (After Deductible)
	Pharmacy Drugs - Retail Generic Drugs  Preferred Brand Drugs Non-Preferred Retail
	$0 Copay PAP Available PAP Available
	$0 Copay PAP Available PAP Available
	Pharmacy Drugs - Mail Order Generic Drugs Preferred Brand Drugs Non-Preferred Retail
	$0 Copay PAP Available PAP Available
	$0 Copay PAP Available PAP Available

	Employee Only (PHCS) Employee and Spouse (PHCS) Employee and Child(ren) (PHCS) Family (PHCS)
	$399.00 $729.00 $719.00 $1,029.00
	$359.00 $689.00 $679.00 $959.00




	Cigna EPO
	1,000 Deductible
	1,750 HSA* (COMES WITH $25MO ON HSA CARD!)
	Annual Deductible Individual (In/Out)* Family (In/Out)
	$1,000 $2,000
	$1,750 $3,500
	Out-of-Pocket Maximum Individual (In/Out) Family (In/Out)
	$8,500 $17,000
	$8,500 $17,000
	Physician Services - Schedule of Benefits  Preventive  Telemedicine  Office Services - Family Physician  Office Services - Specialist
	$0 Copay, $0 Deductible  $0 Copay for Unlimited Visits  $50 Copay (After Deductible)  $50 Copay (After Deductible)
	$0 Copay, $0 Deductible  $0 Copay for Unlimited Visits  $50 Copay (After Deductible)  $50 Copay (After Deductible)
	Inpatient Hospital Services
	$2,500 Copay/Admission (After Deductible)
	$2,500 Copay/Admission (After Deductible)

	Outpatient Surgical Services
	$2,500 Copay/Surgery (After Deductible)
	$2,500 Copay/Surgery (After Deductible)

	Emergency Room
	$1,000 Copay (After Deductible)
	$1,000 Copay (After Deductible)

	Urgent Care
	$50 Copay (After Deductible)
	$50 Copay (After Deductible)

	Labs X-Rays
	$25 Copay (After Deductible) $50 Copay (After Deductible)
	$25 Copay (After Deductible) $50 Copay (After Deductible)

	Diagnostic Testing & Advanced Imaging
	$200 Copay (After Deductible)
	$200 Copay (After Deductible)
	Pharmacy Drugs - Retail  Preventive Rx  Generic Drugs  Preferred Brand Drugs  Non-Preferred Retail / Specialty Drugs
	$0 Copay  $0 Copay  PAP Available  PAP Available
	$0 Copay  $0 Copay  PAP Available  PAP Available
	Pharmacy Drugs - Mail Order Generic Drugs Preferred Brand Drugs Non-Preferred Retail
	$0 Copay PAP Available PAP Available
	$0 Copay PAP Available PAP Available

	Employee Only (Cigna) Employee and Spouse (Cigna) Employee and Child(ren) (Cigna) Family (Cigna)
	$489.00  $829.00  $819.00  $1,149.00
	$439.00  $789.00  $779.00  $1,079.00
	*Prescription Drug Coverage (HSA-Qualified Plan)






