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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

Oxford

Metro

M Platinum EPO 15/30 Gated OHI CNT (EPO)
(UCR=N/A)

In-Network

10/65/90/100 ded T2-3

N/A
$2,500/$5,000

0%

$15
$30

$200/day; $800
max/admit

$200/day; $800
max/admit

Hosp-$500; FS-$100

\ Out-Network

Oxford

Metro

M Gold EPO 25/40 Non-Gated OHI CNT (EPOc)
(UCR=N/A)

In-Network

10/65/90/100 ded T2-3

$1,250/$2,500
$5,000/$10,000 (incl ded)

20%

$25 ded waived
$40 ded waived

20% after ded

20% after ded

Hosp-$500 after ded; FS-
$200 after ded

\ Out-Network

Oxford

Metro

M Gold EPO 25/40 Gated OHI CNT (EPOc)
(UCR=N/A)

In-Network

10/65/90/100 ded T2-3

$1,250/$2,500
$5,500/$11,000 (incl ded)

20%

$25 ded waived
$40 ded waived

20% after ded

20% after ded

Hosp-$500 after ded; FS-
$200 after ded

\ Out-Network

Oxford

M Silver EPO 30/80 Non-

Metro
Gated OHI CNT (EPOc)

(UCR=N/A)

In-Network

10/65/90/100 ded T2-3

$3,000/$6,000
$7,900/$15,800 (incl ded)

30%

$30 ded waived
$80 ded waived

30% after ded

30% after ded

30% after ded

\ Out-Network

Lab/X-Ray Lab-$15; X-ray-$20 Lab-$15 ded waived; Lab-$15 ded waived; Lab-$15 ded waived;
X-ray-$50 after ded X-ray-$50 after ded X-ray-30% after ded
Mental Health Outpatient $30 $40 ded waived $40 ded waived $80 ded waived
Emergency Care
Emergency Room $200 (waived if admitted) $400 (waived if admitted) $500 (waived if admitted) 30% after ded
ded waived ded waived
Urgent Care $50 $65 ded waived $65 ded waived $80 ded waived
Single 1x $859.65 1x $751.54 1x $721.45 1x $633.74
EE with Spouse 0x $1,719.30 0x $1,503.08 0x $1,442.89 0x $1,267.47
EE with Child(ren) 0x $1,461.41 0x $1,277.62 0x $1,226.46 0x $1,077.35
Family 1x $2,450.01 1x $2,141.89 1x $2,056.13 1x $1,806.15
Monthly Cost 2 $3,309.66 2 $2,893.43 2 $2,777.58 2 $2,439.89
Annual Cost $39,715.92 $34,721.16 $33,330.96 $29,278.68

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
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Prescription Drugs

Drug Card

Cost Share Information

Individual/Family Deductible
Individual/Family OOP Limit

Oxford Metro
M Silver EPO 30/80 Gated OHI CNT (EPOc)
(UCR=N/A)

In-Network \ Out-Network

10/65/90/100 ded T2-3

$3,000/$6,000
$7,900/$15,800 (incl ded)

Oxford Metro
M Silver EPO HSA $1500 35/50 Gated OHI CNT
(HSA) (UCR=N/A)

In-Network

10/65/50%1t0$800 IntDed

$1,500/$3,000
$6,550/$13,100 (incl ded)

Out-Network

Oxford

Metro

M Silver EPO Prim Adv $3000 Gated OHI CNT
(EPOc) (UCR=N/A)

In-Network

5/65/90 IntDed T2-3

$3,000/$6,000
$7,900/$15,800 (incl ded)

Out-Network

Oxford

Metro

M Bronze EPO HSA $5500 Gated OHI CNT (HSA)
(UCR=N/A)

In-Network

10/65/90 IntDed

$5,500/$11,000
$6,700/$13,400 (incl ded)

\ Out-Network

Co-Insurance 30% 30% 30% 30%
Office Visits
Primary Care $30 ded waived $35 after ded $15 ded waived 30% after ded
Specialist $80 ded waived $50 after ded $70 after ded 30% after ded
Inpatient Services
Inpatient Hospital 30% after ded 30% after ded $400/day after ded; 30% after ded
$1,600 max/admit
Mental Health Inpatient 30% after ded 30% after ded $400/day after ded; 30% after ded
$1,600 max/admit
Outpatient Services
Outpatient Facility 30% after ded Hosp-$750 after ded; FS- Hosp-$500 after ded; FS- 30% after ded
$300 after ded $250 after ded
Lab/X-Ray Lab-$15 ded waived; Lab-$15 after ded; X-ray- $15 after ded Lab-$15 after ded;
X-ray-30% after ded $50 after ded X-ray-30% after ded
Mental Health Outpatient $80 ded waived $50 after ded $70 ded waived 30% after ded
Emergency Care
Emergency Room 30% after ded $500 (waived if admitted) 50% after ded 30% after ded
after ded
Urgent Care $80 ded waived $80 after ded $70 ded waived 30% after ded
Single 1x $612.40 1x $611.00 1x $583.56 1x $508.91
EE with Spouse 0 x $1,224.81 0 x $1,221.99 0 x $1,167.11 0 x $1,017.83
EE with Child(ren) 0 x $1,041.08 0 x $1,038.70 0 x $992.04 0 x $865.16
Family 1x $1,745.35 1x $1,741.34 1x $1,663.14 1x $1,450.41
Monthly Cost 2 $2,357.75 2 $2,352.34 2 $2,246.70 2 $1,959.32
Annual Cost $28,293.00 $28,228.08 $26,960.40 $23,511.84

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
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Prepared By: Clifford Grekin Inc. - (631)963-6020 Report ID: 36348155 SIC: 0000
Oxford Metro Oxford Metro
M Bronze EPO HSA $5750 40/75 Gated OHI CNT |M Bronze EPO HSA $6550 100% Gated OHI CNT
(HSA) (UCR=N/A) (HSA) (UCR=N/A)
In-Network | Out-Network In-Network | Out-Network

Prescription Drugs
Drug Card 10/65/90 IntDed 0%/0%/0% IntDed

Cost Share Information

Individual/Family Deductible [$5,750/$11,500 $6,550/$13,100
Individual/Family OOP Limit |$6,700/$13,400 (incl ded) $6,700/$13,400 (incl ded)
Co-Insurance 50% 0%

Office Visits

Primary Care $40 after ded 0% after ded

Specialist $75 after ded 0% after ded

Inpatient Services

Inpatient Hospital 50% after ded 0% after ded

Mental Health Inpatient 50% after ded 0% after ded

Outpatient Services

Outpatient Facility Hosp-$1,000 after ded; 0% after ded
FS-$500 after ded

Lab/X-Ray Lab-$15 after ded; 0% after ded

X-ray-50% after ded
Mental Health Outpatient $75 after ded 0% after ded
Emergency Care
Emergency Room $500 (waived if admitted) 0% after ded

after ded
Urgent Care $80 after ded 0% after ded
Single 1x $504.28 1x $503.87
EE with Spouse 0 x $1,008.57 0x $1,007.75
EE with Child(ren) 0x $857.28 0x $856.59
Family 1x $1,437.21 1x $1,436.04
Monthly Cost 2 $1,941.49 2 $1,939.91
Annual Cost $23,297.88 $23,278.92

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



