New York Small Group 2026 Plans Quarter 1

SYRACUSE REGION Broome, Cayuga, Chemung, Cortland, Onondaga, Schuyler, Steuben, Tioga, and Tompkins Counties

@ We’re here to help!

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

>

MVP

HEALTH CARE

. . N ( \ \
See other side for Platinum EPO Platinum HMO Gold EPO Gold HMO
Silver and Bronze plans. National Network Regional Network National Network Regional Network
1 | 3 | 5 J 2 | 6 ] 1 [2QHDHP| 3 | 4 | 6 | 8 | 13 |I4NEW | 2QHDHP | 10 | 13 | 14NEW! |
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’ $1,750/$3,500 $1,750/$3,500
Individual/Family $0/$0 $0/50 $0/%0 $0/$0 $0/$0 $850/$1,700 AGG $1,100/$2,200 $0/$0 $350/$700 $4,000/$8,000 | $4,000/$8,000 $0/$0 $850/$1,700 AGG $900/$1,800 | $4,000/$8,000 $0/$0
H 1
3;5“0:35?:""(:; 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
HSAEligible No No No No No No Yes No No No No No No No Yes No No No
Medical
Primary Care/Specialist Visit - 3 PCP visits 3 PCP visits . - 3PCPvisitsat 3PCPvisitsat . 3PCPvisitsat | 3PCPuvisitsat 5PCP visits 3PCPvisitsat 3PCPvisitsat $0 5PCP visits
o thenasjas | atSOthen | atso,then | [ SFCVEES | SRS | | S0, thensis $10/$20 SoNoDD, | SPIPUSIS | Sothens30 | so,thensao | SONDY | atsothen | | o,thensis $10/$20 NoDD, Tovonel | atso, 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
l':g:g :ﬁ;g:tc;:;tignt $300/$100 $250/$100 $550/$300 $300/$200 $500/$100 $500/$200 $200/$200 $800/$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
Urgent Care/Emergency Room $50 NoDD/ $50 NoDD/ $60 NoDD/ $50 NoDD/ 100/$450
$45/$100 $50/$150 $25/$200 $35/$200 $35/$100 $300NoDD $20/$75 $40/$300 $60/$500 $100NoDD $300 NoDD $0NoDD/$500 $100/$450 $300NoDD $20/$75 $40/$300 $0NoDD/$500 $100/$
Gia' Virtual Care Services $02 $0° $0 $0 $0 $0 NoDD? $0 NoDD? $0NoDD? $0 $0 NoDD? $0NoDD? $0NoDD: $0 $0NoDD? $0NoDD? $0NoDD? $0 NoDD? $0
Diagnostic Radiology/Laboratory $50 NoDD/ $60 NoDD/
Outpatient $45/$45 $50/$50 $25/$25 $35/$35 $35/$35 $50/$50 NoDD $20/$20 $40/540 $60/$60 $50NoDD $60NoDD $50/$50 NoDD $50/$50 $50/$50 NoDD $20/$20 $40/$40 $50/$50 NoDD $50/$50
Diabetic Supplies/Insulin 5/50 30/%0 15/50 15/50 $15NoDD/ $30NoDD/ $40 NoDD/ $0NoDD/ $15NoDD/ $0NoDD/ 25/¢0
$5/$ $30/% $15/$ $10/$0 $15/$ SONoDD $10/$0NoDD | $20/50NoDD $30/$0 SONDD SONoDD SONDD $25/%0 50 NoDD $10/S0NODD | §25/50NoDD | %0 325/$
Pediatric Dental and Vision for Dependents to Age 19
cpggsi?%il:sgg;‘ctl:is 3andOrthodontia | $25/20%/50% | $25/20%/50% | $25/20%/50%| | $25/20%/50% | $25/20%/50% T $25/20%/50% 325NoDD/ | 504 500 2L 325NoDD/ $25NoDD/ | ¢) > 10015004 325NoDD/ | ¢ > 0075004 L $25NoDD/ | ¢, o 00/ 500
Two Dental Exams per Year YR orou RO o570 RO 20%/50% o970 20%/50% o150 20%/50% 20%/50% 20%/50% R 20%/50% o1=570 20%/50% 20%/50% YR
Pediatric ViSion 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0,
Annual Eye Exam/Set of Eyewear $45/50% $50/50% $25/50% $35/50% $35/50% $50/50% $20/50% $40/50% $60/50% $50NoDD/50% | $60NoDD/50% | $0NoDD/20% $50/50% $50/50% $20/50% $40/50% $0NoDD/20% $50/50%
Pharmacy
Prescription Deductible $200/$400 Inte . $250/$500 $200/$400 . $250/$500
i . grated with Integrated with
Individual/Family $0/$0 $0/$0 $0/$0 $0/$0 $0/$0 (Brand Name Medical $0/$0 $0/$0 $0/$0 $0/$0 (Brand Name $0/$0 (Brand Name Medical $0/$0 (Brand Name $0/$0
Only) Only) Only) Only)
Prescription Cost-Share $10/$30/$50 $15NoDD/ $10 NoDD/ $10NoDD/ $0NoDD/ §10NoDD/ $10/$30/$50 $15NoDD/ $0NoDD/
Tierl/Tier2/Tier3 $10 NoDD/ (Preventive $35NoDD/ $10/30%/50% 20% NoDD/ $40NoDD/ $0/50%/50% (Preventive $50 NoDD/ $0/50%/50%
5/20%/30% 5/$25/540 10/$40/$60 5/$30/$50 10/$30/$60
35/20%/30% $5/525/3 510/340/3 $5/530/% 510/330/3 $35/$70 Drugs NoDD) 50% NoDD 30% NoDD $60NoDD S S Drugs NoDD) $90NoDD 340/$80
Premium Monthly Rates Rates effective January 1,2026-March 31, 2026.
Employee $1,390.78 $1,390.94 $1,395.79 $1,307.66 $1,312.34 $1,218.72 $1,173.06 $1,190.05 $1,236.47 $1,233.74 $1,166.68 $1,153.18 $1,148.48 $1,138.49 $1,095.83 $1,128.57 $1,077.26 $1,072.87
Employee + Spouse $2,781.56 $2,781.88 $2,791.58 $2,615.32 $2,624.68 $2,437.44 $2,346.12 $2,380.10 $2,472.94 $2,467.48 $2,333.36 $2,306.36 $2,296.96 $2,276.98 $2,191.66 $2,257.14 $2,154.52 $2,145.74
Employee + Child(ren) $2,364.33 $2,364.60 $2,372.84 $2,223.02 $2,230.98 $2,071.82 $1,994.20 $2,023.09 $2,102.00 $2,097.36 $1,983.36 $1,960.41 $1,952.42 $1,935.43 $1,862.91 $1,918.57 $1,831.34 $1,823.88
Employee + Spouse + Child(ren) $3,963.72 $3,964.18 $3,978.00 $3,726.83 $3,740.17 $3,473.35 $3,343.22 $3,391.64 $3,523.94 $3,516.16 $3,325.04 $3,286.56 $3,273.17 $3,244.70 $3,123.12 $3,216.42 $3,070.19 $3,057.68

LUnless 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.
Aggregatevs. Embedded Aggregate (AGG) Deductible: All family plan individuals 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 theirdeductible, 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.

MVPCOMMO0004 (09/2025) ©2025-2026 MVP Health Care

QHDHP: Qualified High-Deductible Health Plan

NoDD: Not subject to deductible

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).

Health benefit plans areissued 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
Getreimbursed up to $600
per contract, per calendar
year for well-being items,
programs, and activities.

nystate
The Official Health Plan Marketplace

To learn more aboutapplying 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.



New York Small Group 2026 Plans Quarter 1

SYRACUSE REGION Broome, Cayuga, Chemung, Cortland, Onondaga, Schuyler, Steuben, Tioga, and Tompkins Counties

See other side for
Platinum and Gold plans.

@ We’re here to help!

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

V' 4
JMVP

HEALTH CARE

Silver EPO

National Network

| 3QHDHP | 4HRA' | 7| 8QHDHP

Silver HMO
Regional Networ

e —

Bronze EPO

National Network

| 5 QHDHP | 6 QHDHP | 7QHDHP_

Bronze HMO

Regional Network

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’ $2,700/$5,400
Individual/Family $4,300/$8,600 AGG $2,950/$5,900 | $3,100/$6,200 | 44 850/$9,700 52,70:&5:400 $3,000/$6,000 | $3,500/57,000 || $6,150/$12,300 | $6,500/$13,000 | ¢7200/$14,400 @ $6:350/$12,700 | 10 150/$20,300 | | $6,150/$12,300 | $6,250/$12,500 | $10,150/$20,300
Out-of-Pocket Maximum’
Individual/Family $8,100/$16,200 | $7,000/$14,000 = $9,300/$18,600 = $8,700/$17,400 | §7700/$15,400 || $7,000/514,000 $8,900/$17,800 & $9,200/$18,400 || $8,900/$17,800 | $7,250/$14,500 | ¢7500/$14,400 | $7,250/$14,500 | $10,150/$20,300 || $8,900/$17,800 | <7 550/514,500 | $10,150/520,300
HSAEligible No Yes No No Yes Yes No No No Yes Yes Yes No No Yes No
Medical
Primary Care/Specialist Visit 3 PCPvisitsat $0, 3PCPvisitsat |3 PCPvisitsat$0, 3 PCPvisits 3 PCPvisits 3 PCP visits 3 PCP visits 3 PCP visits
then $35 $25/$50 $0NoDD, then then $35 $0/$0 $25/$50 at $0NoDD, $0NoDD/$50 at SONoDD, $0/50% 0%/0% 40%/40% at0% NoDD, at$ONoDD, 50%/50% 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 o 0 0 0 % /09 o o % /09 o, o, o 04 /00
Inpatient/Outpatient 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%
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 $0NoDD? $0NoDD’ $0NoDD? $0 NoDD? $0NoDD’ $0NoDD’ $0 NoDD? $0NoDD? $0NoDD* 0% NoDD’ 0% NoDD’ 0% NoDD' 0% NoDD’ $0NoDD? 0% NoDD’ 0% NoDD?
gﬁ%gg:;'t‘ Radiology/Laboratory | 450,460 NoDD $50/$50 $100/$50 $50/$50 NoDD $0/$0 $50/$50 $50/$50 $150/$50 NoDD $60/560 50%/50% 0%/0% 40%/40% 0%/0% $60/$60 50%/50% 0%/0%
Diabetic Supplies/Insulin 5:05 :I';’DDI':/ $25/$0NoDD | $25/$0 NoDD 5:05 S:gg/ $0/$0 NoDD $25/$0NoDD | $30/$0 NoDD SS‘:):“:)%/ $35/$0 NoDD $0/$0 NoDD 0%/0%NoDD | 40%/0%NoDD | 0%/0% NoDD $35/S0NODD | 509/0%NoDD | 0%%/0% NoDD
o
Pediatric Dental and Vision for Dependents to Age 19
Pediatric Dental
. $25NoDD/ o femo $25NoDD/ $25NoDD/ o /e o femo $25NoDD/ $25NoDD/ $25NoDD/ o feno o I 1o o renor | no oo $25 NoDD/ orrenor | o o
Class 1/Class 2/Class 3 and Orthodontia 20%/50% $25/20%/50% 20%/50% 20%,50% $25/20%/50% || $25/20%/50% 20%;50% 20%/50% 20%/50% $25/20%/50% 0%/0%/0% $25/20%/50% | 0% NoDD/0%/0% 20%/50% $25/20%/50% | 0% NoDD/0%/0%
Two Dental Exams per Year
Pediatric Vision $60/50% $50/50% $50/50% $50/50% $0/30 $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/$0 $0/$0 Integrated Integrated $0/$0 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 $15/$40/$60 $15NoDD/ $15 NoDD/ $20/$50/$75 $15/$40/$60 $10 NoDD/ $5/$30/50% 0%/0%/0% $10/$40/$60 $10/$35/$70
Tierl/Tier2/Tier3 $10/$45/$90 (Preventive $40 NoDD/ 9 ; (Preventive $35NoDD/ $5NoDD/ $10/$40/$60 (Preventive (Preventive (Preventive | 0% NoDD/0%/0%| | $10/$40/$60 (Preventive | o %/09
30% NoDD/ (Preventive 0% NoDD/0%/0%
Drugs NoDD) 50% NoDD 50% NoDD Drugs NoDD) Drugs NoDD) $70 NoDD $45/$90 Drugs NoDD) Drugs NoDD) Drugs NoDD) Drugs NoDD)
Premium Monthly Rates Rates effective January 1,2026-March 31, 2026.
Employee $1,006.28 $1,028.42 $1,013.95 $1,023.21 $999.19 $960.72 $953.29 $956.53 $874.49 $857.50 $927.45 $884.75 $844.43 $816.93 $824.02 $808.53
Employee + Spouse $2,012.56 $2,056.84 $2,027.90 $2,046.42 $1,998.38 $1,921.44 $1,906.58 $1,913.06 $1,748.98 $1,715.00 $1,854.90 $1,769.50 $1,688.86 $1,633.86 $1,648.04 $1,617.06
Employee + Child(ren) $1,710.68 $1,748.31 $1,723.72 $1,739.46 $1,698.62 $1,633.22 $1,620.59 $1,626.10 $1,486.63 $1,457.75 $1,576.67 $1,504.08 $1,435.53 $1,388.78 $1,400.83 $1,374.50
Employee + Spouse + Child(ren) $2,867.90 $2,931.00 $2,889.76 $2,916.15 $2,847.69 $2,738.05 $2,716.88 $2,726.11 $2,492.30 $2,443.88 $2,643.23 $2,521.54 $2,406.63 $2,328.25 $2,348.46 $2,304.31

1Silver 4 Health Reimbursement Arrangement (HRA) comes with an Embedded HRA plan and requires a $50 employer contribution.
2Unless otherwise noted, all plan deductibles and/or out-of-pocket maximums are embedded.
3Giavirtual care servicesinclude 24/7 primary and urgent care, nutrition, and some behavioral health services. Beginning January 1, 2026,

Giavirtual care services are $0 before the deductible on qualified high-deductible health plans. Some specialty virtual care providers

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

in Gia atthe time of service.

Aggregatevs. Embedded Aggregate (AGG): Forafamily plan with an aggregate deductible, allindividuals on the plan pay together toward one

deductible amount before the plan will make payments. Embedded (EMB): For a family plan with an embedded deductible, each 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.

MVPCOMMO0004 (09/2025) ©2025-2026 MVP Health Care

QHDHP: Qualified High-Deductible Health Plan  HRA: Health ReimbursementArrangement

AlLMVP 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).
Health benefit plans areissued 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.

NoDD: Not subject to deductible

$600 Well-Being
Reimbursement
Getreimbursed up to $600
per contract, per calendar
year for well-being items,
programs, and activities.

i

The Official Health Plan Marketplace

state

Tolearn 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,
visitwww.nystateofhealth.ny.gov or call 1-855-355-5777.



