Prepared For:

Anthem 2024 2nd gtr PPO EPO NY City

New York County, NY 10001

Prepared By:

Clifford Grekin Inc. - (631)963-6020

Health Plan Comparison Report (4L)

Effective Date: 04/01/2024
Report ID: 39049934

Prepared On: 01/26/2024

SIC: 0000

Prescription Drugs

Drug Card

Cost Share Information

Individual/Family Deductible

Individual/Family OOP Limit

Co-Insurance
Office Visits

Primary Care
Specialist
Inpatient Services

Inpatient Hospital

Mental Health Inpatient

Outpatient Services

Outpatient Facility

Anthem PPO/EPO
Platinum EPO 5/25 0% 9Y79 (EPO) (UCR=N/A)

In-Network \ Out-Network

10/35/70/100 ded T2-3

N/A
$3,700/$7,400

0%

$5
$25

$400/admit

$400/admit

$300

Anthem PPO/EPO
Platinum EPO 20/40 0% 9TUE (EPO) (UCR=N/A)

In-Network \ Out-Network

10/35/70/100 ded T2-3

N/A N/A
$3,000/$6,000 $8,700/$17,400
0% 0%

$20 $25

$40 $50

$500/admit $500/admit
$500/admit $500/admit
$500 $500

In-Network \

10/65/90/150 ded T2-3

Anthem PPO/EPO

Gold EPO 25/50 0% A7MW (EPO) (UCR=N/A)

Out-Network

Anthem PPO/EPO
Gold EPO 50/55 1000 10% 9TUF (EPOc)
(UCR=N/A)

In-Network

10/40/80/150 ded T2-3

$1,000/$2,000 embedded

$7,000/$14,000 (incl ded)

10%

$50 ded waived
$55 ded waived

10% after ded

10% after ded

$300 after ded

\ Out-Network

Lab/X-Ray Lab: No charge; X-ray: Lab: No charge; X-ray: Lab: No charge; X-ray: Lab: No charge; X-ray:

Office-$50; OP-$150 Office-$50; OP-$150 Office-$50; OP-$150 Office-$50 after ded; OP-
$150 after ded

Mental Health Outpatient $5 $20 $25 $50 ded waived

Emergency Care

Emergency Room $300 $300 $750 $500 after ded

Urgent Care $75 $50 $50 $60 ded waived

Single 2 x $1,628.81 2x $1,615.13 2x $1,466.74 2 x $1,399.45

EE with Spouse 0 x $3,257.62 0 x $3,230.26 0 x $2,933.48 0 x $2,798.90

EE with Child(ren) 0 x $2,768.98 0 x $2,745.72 0 x $2,493.46 0 x $2,379.07

Family 0 x $4,642.11 0 x $4,603.12 0 x $4,180.21 0 x $3,988.43

Monthly Cost 2 $3,257.62 2 $3,230.26 2 $2,933.48 2 $2,798.90

Annual Cost $39,091.44 $38,763.12 $35,201.76 $33,586.80

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For:

Anthem 2024 2nd gtr PPO EPO NY City

Health Plan Comparison Report (4L)

New York County, NY 10001 Effective Date: 04/01/2024 Prepared On: 01/26/2024
Prepared By: Clifford Grekin Inc. - (631)963-6020 Report ID: 39049934 SIC: 0000
Anthem PPO/EPO Anthem PPO/EPO Anthem PPO/EPO Anthem PPO/EPO
Gold EPO 25/40 1500 20% 9TTY (EPOc) Gold EPO 15/35 1750 10% A7MD (EPOc) Gold EPO 20/50 1600 10% w/HSA WH A7MK Gold EPO 25/45 1850 20% A7MV (EPOc)
(UCR=N/A) (UCR=N/A) (HSA) (UCR=N/A) (UCR=N/A)
In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network

Prescription Drugs

Drug Card 10/40/80/150 ded T2-3 10/40/80/150 ded T2-3 10/40/80 IntDed 10/50/90/150 ded T2-3

Cost Share Information

Individual/Family Deductible |$1,500/$3000 embedded $1,750/$3,500 embedded $1,600/$3,200 $1,850/$3,700 embedded

non-embedded

Individual/Family OOP Limit {$7,000/$14,000 (incl ded) $8,700/$17,400 (incl ded) $5,100/$10,200 (incl ded) $6,500/$13,000 (incl ded)

Co-Insurance 20% 10% 10% 20%

Office Visits

Primary Care $25 ded waived $15 ded waived $20 after ded $25 ded waived

Specialist $40 ded waived $35 ded waived $50 after ded $45 ded waived

Inpatient Services

Inpatient Hospital 20% after ded 10% after ded $1,000/admit after ded 20% after ded

Mental Health Inpatient 20% after ded 10% after ded $1,000/admit after ded 20% after ded

Outpatient Services

Outpatient Facility $250 after ded $300 after ded $500 after ded $250 after ded

Lab/X-Ray Lab: No charge; X-ray: Lab: No charge; X-ray: Lab: $25 after ded; X-ray: Lab: No charge; X-ray:

Office-$50 after ded; OP- Office-$50 after ded; OP- Office-$50 after ded; OP- Office-$50 after ded; OP-
$150 after ded $150 after ded $150 after ded $150 after ded

Mental Health Outpatient $25 ded waived $15 ded waived $20 after ded $25 ded waived

Emergency Care

Emergency Room $500 after ded $750 after ded $500 after ded $750 after ded

Urgent Care $60 ded waived $60 ded waived $100 after ded $60 ded waived

Single 2 x $1,380.36 2x $1,375.62 2x $1,371.56 2x $1,365.73

EE with Spouse 0x $2,760.72 0x $2,751.24 0x $2,743.12 0x $2,731.46

EE with Child(ren) 0x $2,346.61 0x $2,338.55 0x $2,331.65 0x $2,321.74

Family 0 x $3,934.03 0 x $3,920.52 0 x $3,908.95 0 x $3,892.33

Monthly Cost 2 $2,760.72 2 $2,751.24 2 $2,743.12 2 $2,731.46

Annual Cost $33,128.64 $33,014.88 $32,917.44 $32,777.52

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:

Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For:

Anthem 2024 2nd gtr PPO EPO NY City

New York County, NY 10001

Prepared By:

Clifford Grekin Inc. - (631)963-6020

Effective Date: 04/01/2024
Report ID: 39049934

Health Plan Comparison Report (4L)
Prepared On: 01/26/2024

SIC: 0000

Prescription Drugs

Drug Card

Cost Share Information

Individual/Family Deductible

Individual/Family OOP Limit

Co-Insurance
Office Visits

Primary Care
Specialist
Inpatient Services

Inpatient Hospital

Mental Health Inpatient

Outpatient Services

Outpatient Facility
Lab/X-Ray

Anthem PPO/EPO
Gold EPO 20/50 1600 10% w/HSA A7ME (HSA)
(UCR=N/A)

In-Network \ Out-Network

10/40/80 IntDed

$1,600/$3,200
non-embedded
$5,100/$10,200 (incl ded)

10%

$20 after ded
$50 after ded

$1,000/admit after ded

$1,000/admit after ded

$500 after ded

Lab: $25 after ded; X-ray:
Office-$50 after ded; OP-

Anthem PPO/EPO
Silver EPO 40/70 2600 30% A2TA (EPOc)
(UCR=N/A)

In-Network \ Out-Network

35/70/100/200 ded T2-3

$2,600/$5,200 embedded
$9,450/$18,900 (incl ded)

30%

$40 ded waived
$70 ded waived

30% after ded

30% after ded

$300 after ded

Lab: No charge; X-ray:
Office-$50 after ded; OP-

Anthem PPO/EPO
Silver EPO 20/50 3250 25% w/HSA A2TM (HSA)
(UCR=N/A)

In-Network \ Out-Network

10/50/90 IntDed

$3,250/$6,500 embedded
$8,000/$16,000 (incl ded)

25%

$20 after ded
$50 after ded

$1,500/admit after ded

$1,500/admit after ded

$500 after ded

Lab: $25 after ded; X-ray:
Office-$50 after ded; OP-

Anthem PPO/EPO
Silver EPO 40/80 3250 50% A2TG (EPOc)
(UCR=N/A)

In-Network \ Out-Network

25/75/90/200 ded T2-3

$3,250/$6,500 embedded
$9,450/$18,900 (incl ded)

50%

$40 ded waived
$80 ded waived

50% after ded

50% after ded

50% after ded

Lab: Office-$20 ded
waived; OP-$25 ded

$150 after ded $150 after ded $150 after ded waived; X-ray: Office-$75

after ded; OP-50% after
ded

Mental Health Outpatient $20 after ded $40 ded waived $20 after ded $40 ded waived

Emergency Care

Emergency Room $500 after ded $500 after ded $500 after ded 50% after ded

Urgent Care $100 after ded $75 ded waived $100 after ded $80 ded waived

Single 2x $1,344.21 2x $1,229.93 2 X $1,194.19 2 X $1,179.43

EE with Spouse 0x $2,688.42 0x $2,459.86 0x $2,388.38 0x $2,358.86

EE with Child(ren) 0x $2,285.16 0x $2,090.88 0x $2,030.12 0x $2,005.03

Family 0x $3,831.00 0x $3,505.30 0x $3,403.44 0x $3,361.38

Monthly Cost 2 $2,688.42 2 $2,459.86 2 $2,388.38 2 $2,358.86

Annual Cost $32,261.04 $29,518.32 $28,660.56 $28,306.32

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For: Anthem 2024 2nd qtr PPO EPO NY City Health Plan Comparison Report (4L)

New York County, NY 10001 Effective Date: 04/01/2024 Prepared On: 01/26/2024

Prepared By: Clifford Grekin Inc. - (631)963-6020 Report ID: 39049934 SIC: 0000
Anthem PPO/EPO Anthem PPO/EPO
Silver EPO 20/50 4000 30% w/HSA A2TN (HSA) [Bronze EPO 20/50 6100 50% w/HSA 9FT4 (HSA)
(UCR=N/A) (UCR=N/A)
In-Network | Out-Network In-Network | Out-Network

Prescription Drugs
Drug Card 10/50/90 IntDed 50%/50%/50% IntDed

Cost Share Information

Individual/Family Deductible |$4,000/$8,000 embedded $6,100/$12,200
embedded

Individual/Family OOP Limit [$8,000/$16,000 (incl ded) $8,000/$16,000 (incl ded)

Co-Insurance 30% 50%

Office Visits

Primary Care $20 after ded $20 after ded

Specialist $50 after ded $50 after ded

Inpatient Services

Inpatient Hospital $1,500/admit after ded $1,000/admit after ded

Mental Health Inpatient $1,500/admit after ded $1,000/admit after ded

Outpatient Services

Outpatient Facility $500 after ded $500 after ded

Lab/X-Ray Lab: $25 after ded; X-ray: Lab: $25 after ded; X-ray:
Office-$50 after ded; OP- Office-$50 after ded; OP-
$150 after ded $150 after ded

Mental Health Outpatient $20 after ded $20 after ded

Emergency Care

Emergency Room $500 after ded $500 after ded

Urgent Care $100 after ded $100 after ded

Single 2x $1,163.72 2x $1,062.58

EE with Spouse 0x $2,327.44 0x $2,125.16

EE with Child(ren) 0x $1,978.32 0x $1,806.39

Family 0x $3,316.60 0x $3,028.35

Monthly Cost 2 $2,327.44 2 $2,125.16

Annual Cost $27,929.28 $25,501.92

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible



