@ We’re here to help!

Call1-800-TALK-MVP (1-800-825-5687) or
visitmvphealthcare.com/plans and select
Plan Options, then Employer-Sponsored.

New York Small Group 2026 Plans Quarter 1
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Cost-share amounts below are the co-pay or co-insurance after deductible is met, unless otherwise noted as not subject to deductible (NoDD). All plans include dependent care coverage until the end of the month the dependent turns 26. Cost-shares in red indicate a change from the 2025 plan.
Plan Deductible: $0/$0 $0/30 $0/$0 $0/30 $0/30 $850/$1,700 | $1,750/$3,500 | $1,100/$2,200 $0/30 $350/$700 $4,000/$8,000 | $4,000/$8,000 $0/50 $850/$1,700 | $1,750/$3,500 | $900/$1,800 | $4,000/$8,000 $0/$0
Individual/Family AGG AGG
Out-of-Pocket Maximum® | $2:450/$4,900 | $2,550/$5,100 |$3,550/$7,100| | $2,400/$4,800 | $2,000/$4,000 | | $7,000/$14,000 $5,000/$10,000 | $5,300/$10,600 | $6,750/$13,500 | $6,750/$13,500 | $8,000/$16,000 | $8,000/$16,000 | $8,000/$16,000 | | $7,000/$14,000 | $5,000/$10,000 | $5,650/$11,300 | $8,000/$16,000 | $8,000/$16,000
Individual/Family
HSA Eligible No No No No No No Yes No No No No No No No Yes No No No
Medical
Primary Care/Specialist Visit 3PCPvisitsat 3 PCPvisits 3 PCPvisits 3PCPvisitsat 3PCPvisitsat 3PCPvisitsat $10/$20 3PCPvisitsat 3PCPvisitsat 3PCPvisitsat 3PCPvisitsat $S0NoDD/ 5PCP visits 3PCPyvisitsat $10/$20 3PCPvisitsat $SONoDD/ 5PCP visits
$0,then $5/$45 at$0,then at$0,then $0,then $10/$35 | $0,then $15/$35 $0,then $15 $ONoDD, $0,then $30/$60 | $0,then $30 $0,then$40 $ONoDD at$0, then $0,then$15 $0NoDD, $0NoDD at$0,then
$30/$50 $15/$25 NoDD/$50 then $20/$40 NoDD/$50 NoDD | NoDD/$60 NoDD $25/$50 NoDD/$50 then $25/$40 $25/$50
Hospital Facility $300/$100 $250/$100 $550/$300 $300/$200 $500/$100 $500/$200 $200/$200 $800/5$175 $750/$300 $1,000/$300 20%/20% 20%/$1,000 $1,200/$200 $500/$200 $200/$200 $1,000/$150 20%/$1,000 | $1,200/$200
Inpatient/Outpatient
Urgent Care/Emergency Room $45/$100 $50/$150 $25/$200 $35/$200 $35/$100 $50 NoDD/ $20/$75 $40/$300 $60/$500 $50 NoDD/ $60 NoDD/ $0NoDD/$500 $100/$450 $50 NoDD/ $20/$75 $40/$300 $0NoDD/$500 |  $100/$450
$300 NoDD $100 NoDD $300NoDD $300NoDD
Gia'Virtual Care Services $0 $0 $0 50 30 $0NoDD? $0NoDD? $0NoDD? 0 $0NoDD> $0NoDD? $0 NoDD? $0? $0NoDD? $0NoDD? $0NoDD? $0NoDD? $0°
Diagnostic Radiology/Laboratory $45/$45 $50/$50 $25/$25 $35/$35 $35/$35 $50/$50 NoDD $20/$20 $40/$40 $60/$60 $50 NoDD/ $60 NoDD/ $50/$50 NoDD $50/$50 $50/$50 NoDD $20/$20 $40/$40 $50/$50 NoDD $50/$50
Outpatient $50NoDD $60NoDD
Diabetic Supplies/Insulin $5/$0 $30/50 $15/$0 $10/$0 $15/50 $15NoDD/ $10/$0 NoDD $20/$0NoDD $30/$0 $30NoDD/ $40 NoDD/ $0NoDD/ $25/$0 $15NoDD/ $10/$0 NoDD $25/$0 NoDD $0NoDD/ $25/$0
$0NoDD $0NoDD $0NoDD $0NoDD $0NoDD $0NoDD
Pediatric Dental and Vision for Dependents to Age 19
Pediatric Dental $25/20%/50% | $25/20%/50% |$25/20%/50%| | $25/20%/50% | $25/20%/50% $25NoDD/ $25/20%/50% $25NoDD/ $25/20%/50% $25NoDD/ $25NoDD/ $25NoDD/ $25/20%/50% $25NoDD/ $25/20%(50% $25NoDD/ $25NoDD/ $25/20%(50%
Class 1/Class 2/Class 3 and Orthodontia 20%/50% 20%/50% 20%/50% 20%/50% 20%/50% 20%/50% 20%/50% 20%/50%
Two Dental Exams per Year
Pediatric Vision $45/50% $50/50% $25/50% $35/50% $35/50% $50/50% $20/50% $40/50% $60/50% $50 NoDD/50% | $60NoDD/50% | $0NoDD/20% $50/50% $50/50% $20/50% $40/50% $0NoDD/20% $50/50%
Annual Eye Exam/Set of Eyewear
Pharmacy
Prescription Deductible $0/$0 $0/$50 $0/$0 $0/%0 $0/$0 $200/$400 | Integrated with $0/$0 $0/$0 $0/$0 $0/$0 $250/$500 $0/$0 $200/$400 | Integrated with $0/$0 $250/$500 $0/$0
Individual/Family (Brand Name Medical (Brand Name (Brand Name Medical (Brand Name
Only) Only) Only) Only)
Prescription Cost-Share $5/20%/30% | $5/$25/$40 | $10/$40/$60 $5/$30/$50 $10/$30/$60 $10 NoDD/ $10/$30/$50 $15NoDD/ $10/30%/50% $10 NoDD/ $10NoDD/ $0NoDD/ $0/50%/50% $10NoDD/ $10/$30/$50 $15NoDD/ $0NoDD/ $0/50%/50%
Tierl/Tier2/Tier3 $35/$70 (Preventive $35NoDD/ 20% NoDD/ $40NoDD/ $40/$80 $35/$70 (Preventive $50NoDD/ $40/$80
Drugs NoDD) 50% NoDD 30% NoDD $60 NoDD Drugs NoDD) $90 NoDD
Premium Monthly Rates Rates effective January 1,2026-March 31,2026.
Employee $1,370.60 $1,370.76 | $1,375.54 $1,257.69 $1,262.19 $1,201.04 $1,156.04 $1,172.78 $1,218.53 $1,215.84 $1,149.76 $1,136.45 $1,131.82 $1,094.98 $1,053.95 $1,085.44 $1,036.09 $1,031.87
Employee + Spouse $2,741.20 $2,741.52 $2,751.08 $2,515.38 $2,524.38 $2,402.08 $2,312.08 $2,345.56 $2,437.06 $2,431.68 $2,299.52 $2,272.90 $2,263.64 $2,189.96 $2,107.90 $2,170.88 $2,072.18 $2,063.74
Employee + Child(ren) $2,330.02 $2,330.29 | $2,338.42 $2,138.07 $2,145.72 $2,041.77 $1,965.27 $1,993.73 $2,071.50 $2,066.93 $1,954.59 $1,931.97 $1,924.09 $1,861.47 $1,791.72 $1,845.25 $1,761.35 $1,754.18
Employee + Spouse + Child(ren) $3,906.21 $3,906.67 | $3,920.29 $3,584.42 $3,597.24 $3,422.96 $3,294.71 $3,342.42 $3,472.81 $3,465.14 $3,276.82 $3,238.88 $3,225.69 $3,120.69 $3,003.76 $3,093.50 $2,952.86 $2,940.83

1Unless otherwise noted, all plan deductibles and/or out-of-pocket maximums are embedded.

2 Giavirtual care servicesinclude 24/7 primary and urgent care, nutrition, and some behavioral health services. Beginning

January 1,2026, Gia virtual care services are $0 before the deductible on qualified high-deductible health plans. Some specialty
virtual care providersincluded in Gia, in-person visits, and referrals may be subject to the plan’s applicable co-pay/cost-share.
Estimated visit costs will be listed in Gia at the time of service.
Aggregate vs. Embedded Aggregate (AGG) Deductible: All family planindividuals pay together toward one deductible amount
before the plan will make payments. Embedded (EMB) Deductible: Each family plan member pays their own, individual deductible. Once
anindividual has met their deductible, no further deductible is required of them for that plan year. Other family members continue to pay
toward theirindividual deductibles until the family deductible is met. An embedded out-of-pocket maximum works the same way.
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QHDHP: Qualified High-Deductible Health Plan
AlIMVP NY Small Group plans are pending Medicare Creditable Coverage determination review.

These plan overviews are intended to provide a general outline of coverage. For comprehensive benefit details, please review your Certificate of
Coverage (COC), Schedule of Benefits, Summary of Benefits and Coverage (SBC), and any applicable Rider(s). Your COC, SBC, and Rider(s) will be

controlling. These documents can be found in your MVP online account, or are available by request. For details, call 1-800-TALK-MVP (1-800-825-5687).

NoDD: Not subject to deductible

Health benefit plans are issued and administered by MVP Health Plan, Inc.; MVP Health Insurance Company; MVP Select Care, Inc.; and MVP Health

Services Corp., operating subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties.

$600 Well-Being
Reimbursement

Get reimbursed up to $600
per contract, per calendar
year for well-being items,

programs, and activities.

nystate
The Official Health Plan Marketplace

To learn more about applying for health insurance,
including Medicaid, Child Health Plus, Essential

Plan, and Qualified Health Plans through NY State
of Health, The Official Health Plan Marketplace,
visit www.nystateofhealth.ny.gov or call 1-855-355-5777.


https://www.mvphealthcare.com/plans

visitmvphealthcare.com/plans and select
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Cost-share amounts below are the co-pay or co-insurance after deductible is met, unless otherwise noted as not subject to deductible (NoDD). All plans include dependent care coverage until the end of the month the dependent turns 26. Cost-shares in red indicate a change from the 2025 plan.

Plan Deductible? $4,300/$8,600 $2,700/$5,400 $2,950/$5,900 $3,100/$6,200 $4,850/$9,700 $2,700/$5,400 $3,000/$6,000 $3,500/$7,000 $6,150/$12,300 | $6,500/$13,000 | $7,200/$14,400 | $6,350/$12,700 | $10,150/$20,300|| $6,150/$12,300 | $6,250/$12,500 | $10,150/$20,300
Individual/Family AGG AGG

Out-of-PocketMaximumz $8,100/$16,200 | $7,000/$14,000 | $9,300/$18,600 | $8,700/$17,400 | $7,700/$15,400 $7,000/$14,000 | $8,900/$17,800 | $9,200/$18,400 $8,900/$17,800 | $7,250/$14,500 | $7,200/$14,400 | $7,250/$14,500 | $10,150/$20,300 $8,900/$17,800 | $7,250/$14,500 | $10,150/$20,300
Individual/Family

HSA Eligible No Yes No No Yes Yes No No No Yes Yes Yes No No Yes No

Medical

Primary Care/Specialist Visit 3 PCPvisitsat $0, $25/$50 3PCPvisitsat |3 PCPvisitsat $0, $0/$0 $25/$50 3 PCP visits $0NoDD/$50 3 PCP visits $0/50% 0%/0% 40%/40% 3 PCP visits 3 PCP visits 50%/50% 3 PCPvisits
then $35 $0NoDD, then then $35 at $ONoDD, at SONoDD, at0% NoDD, at SONoDD, at 0% NoDD,
NoDD/$60 $25/$50 NoDD/$50 then $30/$50 then $35/$60 then 0%/0% then $35/$60 then 0%/0%

Hospital Facility 30%/$300 $500/$250 $800/$250 $750/$300 $0/$0 $500/$250 $1,500/$375 $1,000/$300 30%/$300 50%/50% 0%/0% 40%/40% 0%/0% 30%/$300 50%/50% 0%/0%

Inpatient/Outpatient

Urgent Care/Emergency Room $60 NoDD/$350 $50/$300 $50/$300 $50 NoDD/$250 $0/$0 $50/$300 $50/$250 $50 NoDD/$275 $60/$350 50%/$100 0%/0% 40%/40% 0%/0% $60/$350 50%/50% 0%/0%

Gia' Virtual Care Services $0 NoDD? $0NoDD? $0 NoDD? $0NoDD? $0 NoDD? $0 NoDD? $0NoDD? $0 NoDD? $0 NoDD? 0% NoDD? 0% NoDD? 0% NoDD? 0% NoDD? $0 NoDD? 0% NoDD? 0% NoDD?

Diagnostic Radiology/Laboratory | $60/$60NoDD $50/$50 $100/$50 $50/$50 NoDD $0/$0 $50/$50 $50/$50 $150/$50 NoDD $60/$60 50%/50% 0%/0% 40%/40% 0%/0% $60/$60 50%/50% 0%/0%

Outpatient

Diabetic Supplies/Insulin $35NoDD/ $25/$0NoDD | $25/$0 NoDD $35NoDD/ $0/$0 NoDD $25/$0NoDD | $30/$0 NoDD $0NoDD/ $35/$0 NoDD $0/$0 NoDD 0%/0%NoDD | 40%/0% NoDD | 0%/0% NoDD $35/$0NoDD | 50%/0%NoDD | 0%/0% NoDD
$0NoDD $0NoDD $0NoDD

Pediatric Dental and Vision for Dependents to Age 19

Pediatric Dental $25NoDD/ $25/20%/50% $25NoDD/ $25NoDD/ $25/20%/50% $25/20%/50% $25NoDD/ $25NoDD/ $25NoDD/ $25/20%/50% 0%/0%/0% $25/20%/50% | 0% NoDD/0%/0% $25NoDD/ $25/20%/50% | 0% NoDD/0%/0%
Class 1/Class 2/Class 3 and Orthodontia 20%/50% 20%/50% 20%/50% 20%/50% 20%/50% 20%/50% 20%/50%

Two Dental Exams per Year

Pediatric Vision $60/50% $50/50% $50/50% $50/50% $0/$0 $50/50% $50/50% $50/50% $60/50% 50%/50% 0%/0% 40%/40% 0%/0% $60/50% 50%/50% 0%/0%
Annual Eye Exam/Set of Eyewear

Pharmacy

Prescription Deductible Integrated Integrated $0/50 $0/$0 Integrated Integrated $0/50 Integrated Integrated Integrated Integrated Integrated Integrated Integrated Integrated Integrated
Individual/Family with Medical with Medical with Medical with Medical with Medical with Medical with Medical with Medical with Medical with Medical with Medical with Medical with Medical
Prescription Cost-Share $10/$45/$90 $15/$40/$60 $15NoDD/ $15NoDD/ $20/$50/$75 $15/$40/$60 $10 NoDD/ $5NoDD/ $10/$40/$60 $5/$30/50% 0%/0%/0% $10/$40/$60 | 0% NoDD/0%/0% $10/$40/$60 $10/$35/$70 | 0% NoDD/0%/0%
Tierl/Tier2/Tier3 (Preventive $40NoDD/ 30% NoDD/ (Preventive (Preventive $35NoDD/ $45/$90 (Preventive (Preventive (Preventive (Preventive

Drugs NoDD) 50% NoDD 50% NoDD Drugs NoDD) Drugs NoDD) $70 NoDD Drugs NoDD) Drugs NoDD) Drugs NoDD) Drugs NoDD)

Premium Monthly Rates Rates effective January 1,2026-March 31, 2026.

Employee $991.68 $1,013.50 $999.24 $1,008.37 $984.70 $924.01 $916.86 $919.98 $861.81 $845.05 $914.00 $871.91 $832.18 $785.71 $792.53 $777.63
Employee + Spouse $1,983.36 $2,027.00 $1,998.48 $2,016.74 $1,969.40 $1,848.02 $1,833.72 $1,839.96 $1,723.62 $1,690.10 $1,828.00 $1,743.82 $1,664.36 $1,571.42 $1,585.06 $1,555.26
Employee + Child(ren) $1,685.86 $1,722.95 $1,698.71 $1,714.23 $1,673.99 $1,570.82 $1,558.66 $1,563.97 $1,465.08 $1,436.59 $1,553.80 $1,482.25 $1,414.71 $1,335.71 $1,347.30 $1,321.97
Employee + Spouse + Child(ren) $2,826.29 $2,888.48 $2,847.83 $2,873.85 $2,806.40 $2,633.43 $2,613.05 $2,621.94 $2,456.16 $2,408.39 $2,604.90 $2,484.94 $2,371.71 $2,239.27 $2,258.71 $2,216.25

1Silver 4 Health Reimbursement Arrangement (HRA) comes with an Embedded HRA plan and requires a $50 employer contribution.
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Gia virtual care services are $0 before the deductible on qualified high-deductible health plans. Some specialty virtual care providers AlLMVP NY Small Group plans are pending Medicare Creditable Coverage determination review. Reimbursement The Official Health Plan Marketplace
includedin Gia, in-person visits, and referrals may be subject to the plan’s applicable co-pay/cost-share. Estimated visit costs will be listed These plan overviews are intended to provide a general outline of coverage. For comprehensive benefit details, please review your Getreimbursed up to $600 To learn more about applying for healthinsurance,
in Gia atthe time of service. Certificate of Coverage (COC), Schedule of Benefits, Summary of Benefits and Coverage (SBC), and any applicable Rider(s). Your COC, SBC, per contract, per calendar including Medicaid, Child Health Plus, Essential
Aggregatevs. Embedded Aggregate (AGG): For afamily plan with an aggregate deductible, all individuals on the plan pay together toward one and Rider(s) will be controlling. These documents can be found in your MVP online account, or are available by request. For details, call year for well-being items, PLafr}li:arlttth#lelfclJeffdicF::lall-lt:aFl’tlEr;’sl::rlagrglreTlezaete
deductible amount before the plan will make payments. Embedded (EMB): For a family plan with an embedded deductible, each member pays theirown, ~1-800-TALK-MVP (1-800-825-5687). programs, and activities visitwww.nystateofhealth.ny govorcalll-855?355»’5777
individual deductible. Once anindividual has met their deductible, no further deductible is required of them for that plan year. Other family members Health benefit plans are issued and administered by MVP Health Plan, Inc.; MVP Health Insurance Company; MVP Select Care, Inc.; and ’ ’ ’ e ’
continue to pay toward theirindividual deductibles until the family deductible is met. An embedded out-of-pocket maximum works the same way. MVP Health Services Corp., operating subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties.
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