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Session 
Goals

Webinar Forum 

• All participants are muted. 

• Please type questions in the side navigation panel and we will try to address most questions 

during today's session. 

• Today’s presentation will be posted online at  prestigepeo.com/webinars

Today’s presentation will be posted

online at  prestigepeo.com/webinars

• Open Enrollment Phases

• Getting Started

• Client Dashboard

• Summary Page

• Review Group Offerings

• Creating a new 

Contribution Model

• Setting a Max Contribution

• Employer HSA Match 

Form (Optional)

• Entering Your Contribution 

Amounts

• Reviewing Your Potential 

Renewal Costs

• Submitting Your Renewal

Open Enrollment 

2026-2027

• Plan Highlights 

• Plan changes 

• Plan Details

• Aetna Strategy

Plan Overview and

Comparisons

Navigating Your PrestigePEO 

Renewal Portal
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Plan 
Changes
Resources

Today’s presentation will be posted

online at  prestigepeo.com/webinars

www.prestigepeo.com/oe/aetna

www.prestigepeo.com/oe/oxford

www.prestigepeo.com/oe/uhc

www.prestigepeo.com/oe/cigna
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PrestigePEO

Open Enrollment 

2026-2027

CIGNA
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Plan  Highlights
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Overview of the New Plan Year

© 2026 PrestigePEO. All Rights 

Reserved. © 2026 PrestigePEO. All Rights Reserved. 

• Creation of 8 new plans to help fill gaps in offerings

• Creation of 7 “Base” plans 

• 3 HDHP plans

All plans are on Cigna’s 

Open Access Plus network
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BENEFIT 

PROGRAM 

HIGHLIGHTS 

© 2026 PrestigePEO. All Rights Reserved. 

• MDLive

• Healthy Pregnancies Healthy Babies

- Support from preconception to 2 years.

• Active & Fit Direct

- $28/mo Standard (24 Hr Fitness, Anytime Fitness, and more)

- Premium gym discounts (F45, Stretchlab, and more)

• Omada 

- Weight loss management

• Unlimited fertility benefits

8



Cigna Plans
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Open Access PPO

Open Access $0 Open Access $500 Open Access $750 Open Access $1,000 Open Access $2,000 Open Access $3,000 Open Access $4,000 Open Access $6,000
In Network ($ Copay or % Coinsurance)

Deductible (Individual/Family) $0 / $0 $500 / $1,000 $750 / $1,500 $1,000 / $2,000 $2,000 / $6,000 $3,000 / $6,000 $4,000 / $12,000 $6,000 / $12,000
Coinsurance 100% 20% 10% 20% 30% 30% 30% 0%
Maximum Out-of-Pocket (Individual/Family) $4,000 / $8,000 $3,500 / $7,000 $4,000 / $8,000 $4,000 / $9,000 $6,000 / $12,000 $5,000 / $10,000 $6,350 / $12,700 $7,000 / $14,000
Primary Care $25 copay $25 copay $25 copay $25 copay $35 copay $30 copay $40 copay $40 copay
Specialist $50 copay $50 copay $50 copay $50 copay $70 copay $60 copay $80 copay $80 copay
Hospital/IP Per Visit $300/day -Max $1,500 20% (AD) 10% (AD) 20% (AD) 30% (AD) 30% (AD) $500 + 30% (AD) 0% (AD)
Surgical/OP Hospital $300 Copay 20% (AD) 10% (AD) 20% (AD) 30% (AD) 30% (AD) $250 copay / 30% (AD) 0% (AD)
Emergency Room $350 Copay $350copay $350copay $350copay $350copay $350copay $350copay 0% (AD)
Urgent Care $50 (AD) $85 copay $85 copay $50 copay $70 copay $60 copay $80 copay $60 copay

Lab Services

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
100%

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
20% (AD)

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
10% (AD)

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
20% (AD)

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
30% (AD)

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
30% (AD)

Physicians Office: 
Same as Visit - 
Outpatient or 
Independent Lab: 
30% (AD)

0% (AD)

X-Ray Indiv. Facility

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
100%

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
20% (AD)

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
10% (AD)

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
20% (AD)

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
30% (AD)

Physicians Office: 
Same as Visit 
Outpatient or 
Independent Lab: 
30% (AD)

Physicians Office: 
Same as Visit - 
Outpatient or 
Independent Lab: 
30% (AD)

0% (AD)

Complex Medical Imaging 100% (AD) 20% (AD) 10% (AD) 20% (AD) 30% (AD) 30% (AD) 30% (AD) 0% (AD)
Additional Pharmacy Deductible N/A N/A N/A N/A N/A N/A N/A $250 
Tier 1 Pharmacy $10 copay $10 copay $10 copay $10 copay $20 copay $10 copay $20 copay $20 copay
Tier 2 Pharmacy $45 copay $45 copay $45 copay $45 copay $50 copay $45 copay $50 copay $50 (ARxD)
Tier 3 Pharmacy $70 copay $70 copay $70 copay $70 copay $70 copay $70 copay $75 copay $75 (ARxD)
Specialty Pharmacy Benefit Per Script 30% ($100 Max) 30% ($250 Max APD) 30% ($250 Max APD) 30% ($100 Max DW) 30% ($100 Max DW) 30% ($100 Max DW) 30% ($100 Max DW) 30% ($100 Max ARxD)

Out Of Network
Deductible (Individual/Family) $1,000 / $2,000 $1,500 / $3,000 $2,250 / $4,500 $2,000 / $6,000 $4,000 / $12,000 $9,000 / $18,000 $8,000 / $20,000 $10,000 / $20,000
Out-of-Pocket Max (Individual/Family) $8,000 / $16,000 $7,000 / $14,000 $8,000 / $16,000 $8,000 / $18,000 $8,000 / $20,000 $19,500 / $39,000 $12,700 / $25,400 $21,000 / $42,000
Out-of-Network Coinsurance 50% 50% 50% 50% 50% 50% 40% 50%
UCR Rate 300% Medicare 110% Medicare 110% Medicare 110% Medicare 110% Medicare 110% Medicare 110% Medicare 110% Medicare
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Open Access PPO Base
Base Plan Base Plan Base Plan Base Plan Base Plan Base Plan Base Plan

Open Access $0 Base Open Access $750 Base Open Access $1,000 Base Open Access $2,000 Base Open Access $3,000 Base Open Access $5,000 Base Open Access $8,000 Base

In Network ($ Copay or % Coinsurance)
Deductible (Individual/Family) $0 / $0 $750 / $1,500 $1,000 / $2,000 $2,000 / $6,000 $3,000 / $6,000 $5,000 / $10,000 $8,000 / $16,000
Coinsurance 100% 10% 20% 30% 30% 30% 0%
Maximum Out-of-Pocket (Individual/Family) $4,000 / $8,000 $4,000 / $8,000 $4,000 / $9,000 $6,000 / $12,000 $5,000 / $10,000 $7,000 / $14,000 $8,500 / $17,000
Primary Care $25 copay $25 copay $25 copay $35 copay $30 copay $30 copay $10 copay
Specialist $50 copay $50 copay $50 copay $70 copay $60 copay $60 copay 0% (AD)

Hospital/IP Per Visit $300/day -Max $1,500 10% (AD) 20% (AD) 30% (AD) 30% (AD) 30% (AD) 0% (AD)

Surgical/OP Hospital $300 Copay 10% (AD) 20% (AD) 30% (AD) 30% (AD) 30% (AD) 0% (AD)
Emergency Room $350 Copay $350copay $350copay $350copay $350copay $500copay 0% (AD)
Urgent Care $50 (AD) $85 copay $50 copay $70 copay $60 copay $60 copay 0% (AD)

Lab Services

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
100%

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
10% (AD)

Physicians Office: 
Same as Visit 
Outpatient or Independent 
Lab: 
20% (AD)

Physicians Office: 
Same as Visit 
Outpatient or Independent 
Lab: 
30% (AD)

Physicians Office: 
Same as Visit 
Outpatient or Independent 
Lab: 
30% (AD)

Physicians Office: 
Same as Visit  
Outpatient or Independent 
Lab: 
30% (AD)

0% (AD)

X-Ray Indiv. Facility

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
100%

Physicians Office: 
Same as Visit
Outpatient or 
Independent Lab: 
10% (AD)

Physicians Office: 
Same as Visit 
Outpatient or Independent 
Lab: 
20% (AD)

Physicians Office: 
Same as Visit 
Outpatient or Independent 
Lab: 
30% (AD)

Physicians Office: 
Same as Visit 
Outpatient or Independent 
Lab: 
30% (AD)

Physicians Office: 
Same as Visit  
Outpatient or Independent 
Lab: 
30% (AD)

0% (AD)

Complex Medical Imaging 100% (AD) 10% (AD) 20% (AD) 30% (AD) 30% (AD) 30% (AD) 0% (AD)
Additional Pharmacy Deductible N/A N/A N/A N/A N/A N/A N/A
Tier 1 Pharmacy $10 copay $10 copay $10 copay $20 copay $10 copay $15 copay $10copay
Tier 2 Pharmacy $45 copay $45 copay $45 copay $50 copay $45 copay $55 copay $55 copay
Tier 3 Pharmacy $70 copay $70 copay $70 copay $70 copay $70 copay $90 copay $90 copay
Specialty Pharmacy Benefit Per Script 30% ($100 Max) 30% ($250 Max APD) 30% ($100 Max DW) 30% ($100 Max DW) 30% ($100 Max DW) 30% ($100 Max DW) 30% ($100 Max DW)

Out Of Network
Deductible (Individual/Family) $10,000 / $20,000 $10,000 / $20,000 $10,000 / $20,000 $10,000 / $20,000 $10,000 / $20,000 $10,000 / $20,000 $10,000 / $20,000
Out-of-Pocket Max (Individual/Family) $45,000 / $90,000 $45,000 / $90,000 $45,000 / $90,000 $45,000 / $90,000 $45,000 / $90,000 $45,000 / $90,000 $45,000 / $90,000
Out-of-Network Coinsurance 50% 50% 50% 50% 50% 50% 50%
UCR Rate 110% Medicare 110% Medicare 110% Medicare 110% Medicare 110% Medicare 110% Medicare 110% Medicare
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Open Access HDHP
New Plan Year New Plan Year New Plan Year

Open Access HDHP 
$3,500

Open Access HDHP 
$5,500

Open Access HDHP 
$6,000

In Network ($ Copay or % Coinsurance)
Deductible (Individual/Family) $3,500 / $7,000 $5,500 / $7,350 $6,000 / $12,000
Coinsurance 0% 0% 0%
Maximum Out-of-Pocket (Individual/Family) $3,500 / $7,000 $5,500 / $7,350 $6,000 / $12,000
Primary Care 0% (AD) 0% (AD) 0% (AD)
Specialist 0% (AD) 0% (AD) 0% (AD)
Hospital/IP Per Visit 0% (AD) 0% (AD) 0% (AD)
Surgical/OP Hospital 0% (AD) 0% (AD) 0% (AD)
Emergency Room 0% (AD) 0% (AD) 0% (AD)
Urgent Care 0% (AD) 0% (AD) 0% (AD)
Lab Services 0% (AD) 0% (AD) 0% (AD)
X-Ray Indiv. Facility 0% (AD) 0% (AD) 0% (AD)
Complex Medical Imaging 0% (AD) 0% (AD) 0% (AD)
Additional Pharmacy Deductible N/A N/A N/A
Tier 1 Pharmacy 0% (APD) 0% (APD) 0% (APD)
Tier 2 Pharmacy 0% (APD) 0% (APD) 0% (APD)
Tier 3 Pharmacy 0% (APD) 0% (APD) 0% (APD)
Specialty Pharmacy Benefit Per Script 0% (APD) 0% (APD) 0% (APD)

Out Of Network
Deductible (Individual/Family) $3,500 / $7,000 $5,500 / $7,350 $10,000 / $20,000
Out-of-Pocket Max (Individual/Family) $7,000 / $14,000 $10,000 / $20,000 $18,000 / $36,000
Out-of-Network Coinsurance 30% 30% 50%
UCR Rate 110% Medicare 110% Medicare 110% Medicare
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PrestigePEO

Open Enrollment 

2026-2027

Oxford
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Oxford NY

#REF! Plan 01 Oxford Liberty Direct NY Plan 02 Oxford Liberty POS NY Plan 03 Oxford Freedom EPO NY Plan 04 Oxford Freedom Direct NY

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay  / $40 Copay  /  $80 Copay $0 Copay  / $25 Copay  /  $50 Copay $0 Copay  / $30 Copay  /  $60 Copay $0 Copay  / $25 Copay  /  $50 Copay

Deductible (Individual / Family) $2,000 / $4,000 $1,000 / $2,000 $0 / $0 $500 / $1,000

Co-Insurance Percent 30% 20% 0% 10%

Maximum OOP (Individual / Family) $6,500/ $13,000  - $7,000 / $14,000 $6,000 / $12,000 $4,000 / $8,000 $3,000/ $6,000   - $3,500 / $7,000

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins $500 Copay Ded & Co-Ins

Hospital Emergency Room $400 Copay - $500 Copay $400 Copay - $500 Copay $400 Copay - $500 Copay $400 Copay - $500 Copay

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins $500 Copay -  $250 FS/$500 Hosp Ded & Co-Ins

Laboratory Services Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound FS Facility Ded & Co-Ins FS Facility Ded & Co-Ins FS Facility $0 Copay FS Facility Ded & Co-Ins

Urgent Care $100 Copay $100 Copay $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Individual / Family) N/A / N/A $1,500 / $3,000 N/A / N/A $1,000 / $2,000

Maximum OOP (Individual / Family) N/A / N/A $8,000 / $16,000 N/A / N/A $4,500 / $9,000

Co-Insurance Percent N/A 30% N/A 30%

Reimbursement N/A 140% Medicare N/A 70% UCR

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100 Deductible $100 Deductible $100 Deductible $100 Deductible

Co-Pays $15 / $35 /$75 - $15 / $40 / $90 $15 / $35 /$75 - $15 / $40 / $90 T1: $15  /  T2: $35  /  T3: $75 T1: $15  /  T2: $35  /  T3: $75
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Oxford NY
#REF! Plan 04B Oxford Freedom Direct NY Plan 05 Oxford Freedom Access NY Plan 06 Oxford Liberty EPO NY Plan 07 Oxford Freedom HDHP POS NY

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay  / $25 Copay  /  $50 Copay $0 Copay  / $25 Copay  /  $50 Copay $0 Copay  / $30 Copay  /  $60 Copay $0 Copay  / Ded & Co-Ins  /  Ded & Co-Ins

Deductible (Invididual / Family) $500 / $1,000 $0 / $0 $1,000 / $2,000 $2,850/ $5,700  - $3,000 / $6,000

Co-Insurance Percent 10% 0% 0% 10%

Maximum OOP (Individual / Family) $3,000/ $6,000   - $3,500 / $7,000 $2,500 / $5,000 $6,000 / $10,000 $4,500/ $9,000  - $4,650 / $9,300

Hospital Semi-Private Room Ded & Co-Ins $500 Copay Deductible Ded & Co-Ins

Hospital Emergency Room $400 Copay - $500 Copay $400 Copay - $500 Copay $500 Copay Ded & Co-Ins

Outpatient Surgery Ded & Co-Ins $500 - $250 FS/$500 Hosp Deductible Ded & Co-Ins

Laboratory Services Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay Ded & Co-Ins

MRI, MRA, PET, Ultrasound FS Facility Ded & Co-Ins FS Facility $0 Copay FS Facility Deductible Ded & Co-Ins

Urgent Care $100 Copay $100 Copay $100 Copay Ded & Co-Ins

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $1,000 / $2,000 $750 / $1,500 N/A / N/A $2,850/ $5,700  - $3,000 / $6,000

Maximum OOP (Individual / Family) $4,500 / $9,000 $2,750 / $5,500 N/A / N/A $6,500/ $13,000 - $6,650 / $13,300

Co-Insurance Percent 30% 20% N/A 30%

Reimbursement 225% MNRP 80% UCR N/A 225% MNRP

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100 Deductible $100 Deductible $100 Deductible Plan Deductible Applies

Co-Pays T1: $15  /  T2: $35  /  T3: $75 T1: $15  /  T2: $35  /  T3: $75 $15 / $35 /$75 - $15 / $40 / $90 T1: $15  /  T2: $35  /  T3: $75
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Oxford NY
#REF! Plan 08 Oxford Freedom HDHP EPO NY Plan 09 Oxford Freedom EPO NY

Plan 10 Oxford Freedom EPO Advantage 

NY
Plan 11 Oxford Bronze HDHP NY

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay  / $30 Copay (AD)  /  $60 Copay (AD) $0 Copay  / $30 Copay  /  $60 Copay $0 Copay  / $30 Copay  /  $60 Copay (AD) $0 Copay  / Ded & Co-Ins  /  Ded & Co-Ins

Deductible (Invididual / Family) $2,850/ $5,700  - $3,000 / $6,000 $1,000 / $2,000 $2,500 / $5,000 $3,000/ $6,000 - $3,250 / $6,500

Co-Insurance Percent 0% 10% 0% 50%

Maximum OOP (Individual / Family) $6,350/ $12,700 - $6,550 / $13,100 $4,000 / $8,000 $6,350 / $12,700 $6,350/ $12,700 - $6,550 / $13,100

Hospital Semi-Private Room $300/day to $1,500 Max (AD) Ded & Co-Ins $500/day to $2,500 Max (AD) Ded & Co-Ins

Hospital Emergency Room $400 Copay - $500 Copay (AD) $400 Copay - $500 Copay $300 Copay  - $500 Copay (AD) Ded & Co-Ins

Outpatient Surgery $300 Copay (AD) Ded & Co-Ins $250 Copay (AD) Ded & Co-Ins

Laboratory Services FS Facility $0 Copay (AD) Preferred Lab $0 Copay Preferred Lab $0 Copay Ded & Co-Ins

MRI, MRA, PET, Ultrasound FS Facility $0 Copay (AD) FS Facility Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Urgent Care $100 Copay (AD) $100 Copay $60 Copay (AD) Ded & Co-Ins

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Co-Insurance Percent N/A N/A N/A N/A

Reimbursement N/A N/A N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible Plan Deductible Applies $100 Deductible Plan Deductible Applies for Tiers 2 & 3 Plan Deductible Applies

Co-Pays $15 / $35 /$75 - $15 / $40 / $90 $15 / $35 /$75 - $15 / $40 / $90 T1:  $15   /   T2 & T3 : 50% max $400 $15 / $35 /$75 - $15 / $40 / $90
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Oxford NY
#REF! Plan 12 Oxford METRO EPO NY Plan 13 Oxford METRO EPO NY Plan 14 Oxford METRO HDHP NY Plan 15 Oxford Freedom Direct NY

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / 

Specialist
$0 Copay  / $25 Copay  /  $40 Copay $0 Copay  / $30 Copay  /  $60 Copay

$0 Copay  / $35 Copay (AD)   /  $50 Copay 

(AD)
$0 Copay  / $25 Copay  /  $50 Copay

Deductible (Invididual / Family) $1,250 / $2,500 $2,500 / $5,000 $2,000 / $4,000 $750 / $1,500

Co-Insurance Percent 20% 30% 30% 10%

Maximum OOP (Individual / Family) $4,500 / $9,000 $5,600/ $11,200 - $5,850 / $11,700 $4,500 / $9,000 $5,000 / $10,000

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $400 Copay - $500 Copay Ded & Co-Ins $500 Copay (AD) $400 Copay - $500 Copay

Outpatient Surgery Ded then $200 FS/$500 Hosp Ded & Co-Ins $300 FS / $750 Hosp (AD) Ded & Co-Ins

Laboratory Services Preferred Lab $0 Copay Preferred Lab $0 Copay Ded & Co-Ins Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound FS Facility $50 Copay (AD) Ded & Co-Ins FS Facility $100 Copay (AD) Ded & Co-Ins

Urgent Care $65 Copay $80 Copay $80 Copay (AD) $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A N/A / N/A $2,500 / $5,000

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A N/A / N/A $8,000 / $16,000

Co-Insurance Percent N/A N/A N/A 30%

Reimbursement N/A N/A N/A 140% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible
You do not have to pay a pharmacy 

deductible

You do not have to pay a pharmacy 

deductible
Plan Deductible Applies $100 Deductible

Co-Pays T1: $5  /  T2: $65  /  T3: 50% $800 max T1: $10  /  T2: $65  /  T3: 50% $800 max T1: $10  /  T2: $65  /  T3: 50% $800 max $15 / $35 /$75 - $15 / $40 / $90
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Oxford NY
#REF! Plan 16 Oxford Freedom Direct NY Plan 17 Oxford Freedom HDHP EPO NY Plan 18 Oxford Freedom EPO NY Plan 19 Oxford Metro EPO NY

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay  / $25 Copay  /  $50 Copay $0 Copay  / Ded & Co-Ins  /  Ded & Co-Ins $0 Copay  / $45 Copay  /  $90 Copay $0 Copay  / $50 Copay  /  $100 Copay

Deductible (Invididual / Family) $2,000 / $4,000 $6,350/ $12,700 - $6,550 / $13,100 $4,000 / $8,000 $0 / $0

Co-Insurance Percent 20% 0% 20% 0%

Maximum OOP (Individual / Family) $5,000 / $10,000 $6,370/ $12,740 - $6,570 / $13,140 $6,350 / $12,700 $9,300 / $18,600

Hospital Semi-Private Room Ded & Co-Ins Deductible Ded and Co-Ins $1,500 Copay

Hospital Emergency Room $400 Copay - $500 Copay Deductible $400 Copay - $500 Copay $1,500 Copay

Outpatient Surgery Ded & Co-Ins Deductible Ded & Co-Ins $250 Copay

Laboratory Services Preferred Lab $0 Copay Deductible Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound FS Facility Ded & Co-Ins Deductible FS Facility Ded & Co-Ins FS Facility $200 Copay

Urgent Care $100 Copay Deductible $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $5,000 / $10,000 N/A / N/A N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) $10,000 / $20,000 N/A / N/A N/A / N/A N/A / N/A

Co-Insurance Percent 40% N/A N/A N/A

Reimbursement 140% Medicare N/A N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100 Deductible Plan Deductible Applies $100 Deductible $100 Deductible

Co-Pays $15 / $35 /$75 - $15 / $40 / $90 T1: $15  /  T2: $35  /  T3: $75 $15 / $35 /$75 - $15 / $40 / $90 T1: $15  /  T2: $65  /  T3: $90
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Oxford NY
#REF! Plan 20 Oxford Metro EPO NY Plan 21 Oxford Metro HDHP EPO NY Plan 22 Oxford Metro EPO NY Plan 23 Oxford Metro HDHP EPO NY

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay  / $25 Copay  /  $40 Copay $0 Copay  / $35 Copay (AD)  /  $50 Copay (AD) $0 Copay  / $30 Copay  /  $80 Copay $0 Copay  / $40 Copay (AD) /  $75 Copay (AD)

Deductible (Invididual / Family) $775 / $1,550 $4,000 / $8,000 $3,750 / $7,500 $6,500 / $13,000

Co-Insurance Percent 20% 30% 40% 50%

Maximum OOP (Individual / Family) $10,150 / $20,300 $7,200 / $14,400 $7,500 / $15,000 $8,000 / $16,000

Hospital Semi-Private Room $1,000 Copay (AD) Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $150 Copay $500 Copay (AD) Ded & Co-Ins $500 Copay (AD)

Outpatient Surgery $100 Copay $300 Copay (AD) Ded & Co-Ins $500 Copay (AD)

Laboratory Services Preferred Lab $0 Copay Ded & Co-Ins Preferred Lab $0 Copay Ded & Co-Ins

MRI, MRA, PET, Ultrasound FS Facility $50 Copay (AD) Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Urgent Care $65 Copay $100 Copay (AD) $100 Copay $100 Copay (AD)

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Co-Insurance Percent N/A N/A N/A N/A

Reimbursement N/A N/A N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible Plan Deductible Applies Plan Deductible Applies $100 Deductible Plan Deductible Applies

Co-Pays T1: $10  /  T2: $65  /  T3: 50% $800 max T1: $10  /  T2: $65  /  T3: 50% $800 max T1: $10  /  T2: $65  /  T3: $90 T1: $10  /  T2: $35  /  T3: $80



21

PrestigePEO

Open Enrollment 

2026-2027

UHC

© 2026 PrestigePEO. All Rights Reserved. 



Plan Changes

22© 2026 PrestigePEO. All Rights Reserved. 

22



23

© 2026 PrestigePEO. All Rights Reserved. 

UHC National
#REF! Plan 01 UHC Choice Plus Plan 02 UHC Choice Plus Plan 03 UHC Core Essential Plan 04 UHC Core Essential

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay /  $90 Copay $0 Copay/  $0 Copay / $100 Copay $0 Copay/  $0 Copay / $100 Copay $0 Copay / $30 Copay  /  $50 Copay

Deductible (Invididual / Family) $500 / $1,000 $5,000 / $10,000 $2,000 / $4,000 $500 / $1,500

Co-Insurance Percent 0% 20% 20% 20%

Maximum OOP (Individual / Family) $6,000 / $18,000 $6,500 / $13,000 $6,500 / $13,000 $4,000 / $12,000

Hospital Semi-Private Room $2,000 Copay Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $400 Copay $500 Copay $400 Copay $500 Copay $400 Copay $500 Copay $400 Copay $500 Copay

Outpatient Surgery $750 Copay Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Laboratory Services Preferred Lab $0 Copay Preferred Lab $0 Copay Ded & Co-Ins Ded & Co-Ins

MRI, MRA, PET, Ultrasound Designated Network: Deductible Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Urgent Care $100 Copay $100 Copay $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $2,000 / $4,000 $10,000 / $20,000 N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) $6,000 / $18,000 $20,000 / $40,000 N/A / N/A N/A / N/A

Co-Insurance Percent 40% 50% N/A N/A

Reimbursement 100% Medicare 100% Medicare N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100 Deductible $100 Deductible $100 Deductible $100 Deductible

Co-Pays $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90



24

© 2026 PrestigePEO. All Rights Reserved. 

UHC National
#REF! Plan 05 UHC Choice Plus HDHP Plan 06 UHC Choice Plus HDHP Plan 07 UHC Choice Plus Premier Plan 07 UHC Choice Plus Premier - Plan A

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / Deductible  /  Deductible $0 Copay / Deductible  /  Deductible $0 Copay / $30 Copay  /  $30 or $60 Copay $0 Copay / $30 Copay  /  $90 Copay

Deductible (Invididual / Family) $3,300 / $6,600  $3,500 / $6,600 $5,000 / $10,000 $2,000 / $4,000 $0 / $0

Co-Insurance Percent 0% 0% 20% 0%

Maximum OOP (Individual / Family) $4,000/ $8,000 $4,500 / $9,000 $6,000 / $12,000 $6,000 / $12,000 $8,000 / $16,000

Hospital Semi-Private Room Deductible Deductible Ded & Co-Ins $2,000 Copay

Hospital Emergency Room Deductible Deductible $400 Copay $500 Copay $400 Copay $500 Copay

Outpatient Surgery Deductible Deductible Ded & Co-Ins $750 Copay

Laboratory Services Preferred Lab: Deductible Preferred Lab: Deductible Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound Designated Network: Deductible Designated Network: Deductible Ded & Co-Ins Designated Network $0 Copay

Urgent Care Deductible Deductible $100 Copay $85 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $5,000 / $10,000 $5,000 / $10,000 $5,000 / $10,000 $500 / $1,000

Maximum OOP (Individual / Family) $10,000 / $20,000 $10,000 / $20,000 $10,000 / $20,000 $16,000 / $32,000

Co-Insurance Percent 20% 20% 40% 50%

Reimbursement 100% Medicare 100% Medicare 100% Medicare 100% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible Plan Deductible Applies Plan Deductible Applies $100 Deductible $100 Deductible

Co-Pays $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90
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UHC National
#REF! Plan 08 UHC Choice Plus Premier Plan 09 UHC Core Premier Plan 10 UHC Choice Plus Plan 11 UHC Choice Plus

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $45 Copay /  $45 or $90 Copay $0 Copay / $40 Copay /  $80 Copay $0 Copay / $35 Copay  /  $70 Copay $0 Copay / $30 Copay  /  $50 Copay

Deductible (Invididual / Family) $8,700 / $17,400 $6,350 / $12,700 $3,000 / $6,000 $1,000 / $3,000

Co-Insurance Percent 0% 20% 0% 0%

Maximum OOP (Individual / Family) $8,700 / $17,400 $7,350 / $14,700 $5,500 / $11,000 $2,500 / $7,500

Hospital Semi-Private Room Deductible Ded & Co-Ins $600 Copay (AD) Deductible

Hospital Emergency Room $1,000 Copay $350 Copay     $500 Copay $350 Copay     $500 Copay $400 Copay $500 Copay

Outpatient Surgery Deductible Ded & Co-Ins $300 Copay (AD) Deductible

Laboratory Services Preferred Lab $0 Copay Ded & Co-Ins Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound Designated Network: Deductible Ded & Co-Ins Designated Network: Deductible Designated Network: Deductible

Urgent Care $100 Copay $85 Copay $100 Copay $85 Copay $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $14,000 / $32,000 N/A / N/A $12,000 / $24,000 $2,000 / $6,000

Maximum OOP (Individual / Family) $21,000 / $42,000 N/A / N/A $24,000 / $48,000 $5,000 / $15,000

Co-Insurance Percent 30% N/A 50% 20%

Reimbursement 100% Medicare N/A 100% Medicare 100% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100 Deductible $100 Deductible $100 Deductible $100 Deductible

Co-Pays $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90
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UHC National
#REF! Plan 12 UHC Choice Plus MAPFRE Plan 13 UHC Choice Plan 14 UHC Choice HDHP

Benefits In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $25 Copay  /  $40 Copay $0 Copay / $30 Copay /  $60 Copay $0 Copay / Ded & Co-Ins  /  Ded & Co-Ins

Deductible (Invididual / Family) $0 / $0 $1,000 / $2,000 $7,350 / $14,700

Co-Insurance Percent 0% 30% 10%

Maximum OOP (Individual / Family) $2,500 / $5,000 $5,000 / $10,000 $8,300/ /$16,600  $8,500 / $17,000

Hospital Semi-Private Room $500 Copay Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $400 Copay $500 Copay $350 Copay     $500 Copay Ded & Co-Ins

Outpatient Surgery $250 Copay Ded & Co-Ins Ded & Co-Ins

Laboratory Services Preferred Lab $0 Copay Preferred Lab $0 Copay Ded & Co-Ins

MRI, MRA, PET, Ultrasound Designated Network $0 Copay Ded & Co-Ins Ded & Co-Ins

Urgent Care $100 Copay $85 Copay $100 Copay Ded & Co-Ins

Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $750 / $1,500 N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) $2,750 / $5,500 N/A / N/A N/A / N/A

Co-Insurance Percent 20% N/A N/A

Reimbursement 80% UCR N/A N/A

Prescriptions Prescriptions Prescriptions

Deductible $100 Deductible $100 Deductible Plan Deductible Applies

Co-Pays $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90 $15/$35/$75     $15/$40/$90

Covered Employees and Rates

Employee $1,040.43 $817.65 $520.41

Employee + Spouse $2,184.90 $1,717.07 $1,092.86

Employee + Child(ren) $1,789.53 $1,406.37 $895.10

Employee + Family $3,142.09 $2,469.32 $1,571.63
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National OAMC Plans

#REF! Plan 04 Aetna OA MC POS 1000/80 Plan 05 Aetna OA MC POS 1500/70 Plan 06 Aetna OA MC POS 2000/80 Plan 07 Aetna OA MC POS 3000/70

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $25 Copay  /  $50 Copay $0 Copay / $35 Copay /  $70 Copay $0 Copay / $30 Copay  /  $60 Copay $0 Copay / $40 Copay /  $80 Copay

Deductible (Invididual / Family) $1,000 / $2,000 $1,500 / $3,000 $2,000 / $4,000 $3,000 / $6,000

Co-Insurance Percent 20% 30% 20% 30%

Maximum OOP (Individual / Family) $4,500 / $9,000 $4,500 / $9,000 $6,850 / $13,700 $6,850 / $13,700

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $350 - $500 Copay $350 - $500 Copay $350 - $500 Copay $350 - $500 Copay

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Laboratory Services Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

MRI, MRA, PET, Ultrasound Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Urgent Care $85 Copay $85 Copay $85 Copay $85 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $3,000 / $6,000 $3,000 / $6,000 $6,000 / $12,000 $9,000 / $18,000

Maximum OOP (Individual / Family) $9,000 / $18,000 $9,000 / $18,000 $14,000 / $28,000 $14,000 / $28,000

Co-Insurance Percent 50% 50% 50% 50%

Reimbursement 105%/140% 105%/140% 105%/140% 105%/140%

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible $0 Deductible $0 Deductible

Co-Pays
T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 Max  /  

50% to $500 Max

T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 Max  /  

50% to $500 Max

T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 Max  /  

50% to $500 Max

T1: $10  /  T2: $45 - $50  /  T3: $70 - $80  /  T4: 30% to 

$300 Max  /  50% to $500 Max
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#REF! Plan 08 Aetna OA MC POS 5000/70 Plan 09 Aetna OA MC POS 7150/100 Plan 72 Aetna OA MC 8000/100% Value INT

Benefits In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $40 Copay /  $80 Copay $0 Copay / $40 Copay  /  $0 - $40 Copay (AD) $0 Copay / $10 Copay /  0% - $10 Copay (AD)

Deductible (Invididual / Family) $5,000 / $10,000 $7,150 / $14,300 $8,000 / $16,000

Co-Insurance Percent 30% 0% 0%

Maximum OOP (Individual / Family) $7,600 / $15,200 $7,600 / $15,200 $8,500 / $17,000

Hospital Semi-Private Room Ded & Co-Ins Deductible Deductible

Hospital Emergency Room $500 - $350 Copay (AD) Deductible Deductible

Outpatient Surgery Ded & Co-Ins Deductible Deductible

Laboratory Services Ded & Co-Ins Deductible $20 Copay

MRI, MRA, PET, Ultrasound Ded & Co-Ins Deductible Deductible

Urgent Care $85 Copay Deductible Deductible

Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $10,000 / $20,000 $14,000 / $28,000 $14,000 / $28,000

Maximum OOP (Individual / Family) $20,000 / $40,000 $21,000 / $42,000 $21,000 / $42,000

Co-Insurance Percent 50% 50% 50%

Reimbursement 105%/140% 105%/140% 105%/140%

Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible Plan Deductible Applies to Tiers 2,3, & 4

Co-Pays
T1: $15  /  T2: $55  /  T3: $90  /  T4: 30% to $300 Max  /  

50% to $500 Max

T1: $15  /  T2: $55  /  T3: $90  /  T4: 30% to $300 Max  /  

50% to $500 Max

T1: $10  / T2: $55 - $50  /  T3: $90  /  T4: 30% to $300 

Max  /  50% to $500 Max

National OAMC Plans
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National OA EPO Plans

#REF!
Plan 37 Aetna OA ELECT 

CHOICE EPO 1000/70

Plan 11 Aetna OA ELECT 

CHOICE EPO 2000/70

Plan 12 Aetna OA ELECT 

CHOICE EPO 3000/100
Plan 41 Aetna OA EPO 5000/100

Plan 75 Aetna OA EPO 8000/100% 

Value INT

Benefits In-Network In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay  /  $60 Copay $0 Copay / $35 Copay /  $70 Copay $0 Copay / $30 Copay  /  $60 Copay
$0 Copay / $35 Copay /  $70 - $75 

Copay

$0 Copay / $10 Copay / 0% - $10 

Copay (AD)

Deductible (Invididual / Family) $1,000 / $2,000 $2,000 / $4,000 $3,000 / $6,000 $5,000 / $10,000 $8,000 / $16,000

Co-Insurance Percent 30% 30% 0% 0% 0%

Maximum OOP (Individual / Family) $5,000 / $10,000 $6,500 / $13,000 $5,500 - $6,000 / $11,000 - $12,000 $7,350 / $14,700 $8,500 / $17,000

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins $600 Copay (AD) $500/day, 3 days (AD) Deductible

Hospital Emergency Room $350 - $500 Copay $350 - $500 Copay $500 Copay $350 - $350 Copay (AD) Deductible

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins $300 Copay (AD) $350 - $350 Copay (AD) Deductible

Laboratory Services $0 Copay $0 Copay $0 Copay $0 Copay $20 Copay

MRI, MRA, PET, Ultrasound Ded & Co-Ins Ded & Co-Ins Deductible Deductible Deductible

Urgent Care $85 Copay $85 Copay $85 Copay $85 Copay Deductible

Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Co-Insurance Percent N/A N/A N/A N/A N/A

Reimbursement N/A N/A N/A N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible $0 Deductible $0 Deductible Plan Deductible Applies to Tiers 2,3, & 4

Co-Pays
T1: $10  /  T2: $45  /  T3: $70  /  T4: 

30% to $300 Max  /  50% to $500 Max

T1: $10  /  T2: $45  /  T3: $70  /  T4: 

30% to $300 Max  /  50% to $500 Max

T1: $10  /  T2: $45 - $50  /  T3: $70 - 

$80  /  T4: 30% to $300 Max  /  50% to 

$500 Max

T1: $10  /  T2: $45 - $50  /  T3: $70 - 

$80  /  T4: 30% to $300 Max  /  50% to 

$500 Max

T1: $10  /  T2: $55 - $50  /  T3: $90  /  

T4: 30% to $300 Max  /  50% to $500 

Max
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National HDHP Plans
Plan 14 Aetna OA MANAGED CHOICE POS HDHP 3400/100 Plan 38 Aetna OA EPO HDHP 3400/90

Benefits In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay (AD) /  $60 Copay (AD) $0 Copay / $40 Copay (AD) /  $70 Copay (AD)

Deductible (Invididual / Family) $3,300/ $6,600 - $3,400 / $6,800 $3,300/ $6,600 - $3,400 / $6,800

Co-Insurance Percent 0% 10%

Maximum OOP (Individual / Family) $5,500 / $11,000 $6,000 / $12,000

Hospital Semi-Private Room $500 Copay (AD) $750;then 10% Co-Ins (AD)

Hospital Emergency Room $350 Copay (AD) Ded & Co-Ins

Outpatient Surgery $300 Copay (AD) $300 Copay (AD)

Laboratory Services Deductible Ded & Co-Ins

MRI, MRA, PET, Ultrasound Deductible Ded & Co-Ins

Urgent Care $85 Copay (AD) Ded & Co-Ins

Out-of-Network Out-of-Network

Deductible (Invididual / Family) $6,000 / $12,000 N/A / N/A

Maximum OOP (Individual / Family) $12,000 / $24,000 N/A / N/A

Co-Insurance Percent 50% N/A

Reimbursement 105%/140% N/A

Prescriptions Prescriptions

Deductible Plan Deductible Applies Plan Deductible Applies

Co-Pays T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 Max  /  50% to $500 Max T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 Max  /  50% to $500 Max
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National OOA Plans

#REF! Plan 16 Aetna OPEN CHOICE PPO 1000/80 Plan 78 Aetna PPO 2000/80% Plan 45 Aetna OPEN CHOICE PPO 3000/70 Plan 17 Aetna OPEN CHOICE PPO 5000/70

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $25 Copay  /  $50 Copay $0 Copay / $30 Copay  /  $60 Copay $0 Copay / $40 Copay /  $80 Copay $0 Copay / $40 Copay /  $80 Copay

Deductible (Invididual / Family) $1,000 / $2,000 $2,000 / $4,000 $3,000 / $6,000 $5,000 / $10,000

Co-Insurance Percent 20% 20% 30% 30%

Maximum OOP (Individual / Family) $4,500 / $9,000 $6,850 / $13,700 $6,850 / $13,700 $7,600 / $15,200

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $350 - $500 Copay $350 - $500 Copay $350 - $500 Copay $500 - $350 Copay (AD)

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Laboratory Services Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

MRI, MRA, PET, Ultrasound Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Urgent Care $85 Copay $85 Copay $85 Copay $85 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $3,000 / $6,000 $6,000 / $12,000 $9,000 / $18,000 $10,000 / $20,000

Maximum OOP (Individual / Family) $9,000 / $18,000 $14,000 / $28,000 $14,000 / $28,000 $20,000 / $40,000

Co-Insurance Percent 50% 50% 50% 50%

Reimbursement 105%/140% 105%/140% 105%/140% 105%/140%

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible $0 Deductible $0 Deductible

Co-Pays
T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 

Max  /  50% to $500 Max

T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 

Max  /  50% to $500 Max

T1: $10  /  T2: $45 - $50  /  T3: $70 - $80  /  T4: 

30% to $300 Max  /  50% to $500 Max

T1: $15  /  T2: $55  /  T3: $90  /  T4: 30% to $300 

Max  /  50% to $500 Max
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National OOA Plans

#REF! Plan 79 Aetna PPO 7150/100% Value Plan 46 Aetna OPEN CHOICE PPO HDHP 3400/100 Plan 80 Aetna PPO HDHP 5900/100% Copay

Benefits In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $40 Copay  /  $0 - $40 Copay (AD) $0 Copay / $30 Copay (AD)  /  $60 Copay (AD) $0 Copay / $30 Copay /  $60 Copay (AD)

Deductible (Invididual / Family) $7,150 / $14,300 $3,300 / $6,600 - $3,400 / $6,800 $5,950 - $5,900 / $12,900 - $12,800

Co-Insurance Percent 0% 0% 0%

Maximum OOP (Individual / Family) $7,600 / $15,200 $5,500 / $11,000 $6,700 / $13,400

Hospital Semi-Private Room Deductible $500 Copay (AD) $500 Copay (AD)

Hospital Emergency Room Deductible $350 Copay (AD) $350 Copay (AD)

Outpatient Surgery Deductible $300 Copay (AD) $300 Copay (AD)

Laboratory Services Deductible Deductible Deductible

MRI, MRA, PET, Ultrasound Deductible Deductible Deductible

Urgent Care Deductible $85 Copay (AD) $85 Copay (AD)

Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $14,000 / $28,000 $6,000 / $12,000 $6,000 / $12,000

Maximum OOP (Individual / Family) $21,000 / $42,000 $12,000 / $24,000 $12,000 / $24,000

Co-Insurance Percent 50% 50% 50%

Reimbursement 105%/140% 105%/140% 105%/140%

Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible Plan Deductible Applies Plan Deductible Applies

Co-Pays
T1: $15  /  T2: $55  /  T3: $90  /  T4: 30% to $300 Max  /  50% 

to $500 Max

T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 Max  /  50% 

to $500 Max

T1: $10  /  T2: $45  /  T3: $70  /  T4: 30% to $300 Max  /  50% 

to $500 Max

Covered Employees and Rates
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NY OAMC Plans
#REF! Plan 18 Aetna OA MANAGED CHOICE NY POS 0/100/15 Plan 19 Aetna OA MANAGED CHOICE NY POS 0/100/30

Benefits In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $15 Copay /  $25 Copay $0 Copay / $30 Copay /  $50 Copay

Deductible (Invididual / Family) $0 / $0 $0 / $0

Co-Insurance Percent 0% 0%

Maximum OOP (Individual / Family) $4,000 / $8,000 $5,000 / $10,000

Hospital Semi-Private Room $250/day, 3 days $500/day, 3 days

Hospital Emergency Room $400 - $350 Copay $400 - $350 Copay

Outpatient Surgery $0 - $75 Copay $0 - $75 Copay

Laboratory Services $0 Copay $0 Copay

MRI, MRA, PET, Ultrasound $0 Copay $0 Copay

Urgent Care $75 Copay $75 Copay

Out-of-Network Out-of-Network

Deductible (Invididual / Family) $3,000 / $6,000 $3,000 / $6,000

Maximum OOP (Individual / Family) $7,000 / $14,000 $9,000 / $18,000

Co-Insurance Percent 30% 30%

Reimbursement 80%  UCR/HIAA Fair Health 80% UCR/HIAA Fair Health

Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100

Covered Employees and Rates
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NY EPO Plans
#REF!

Plan 24 Aetna OA ELECT CHOICE

NY EPO 0/100/30/65

Plan 25 Aetna OA ELECT CHOICE

NY EPO 0/100/45

Plan 26 Aetna OA ELECT CHOICE

NY EPO 1000/80

Plan 27 Aetna OA ELECT CHOICE

NY EPO 2000/80

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay /  $65 Copay $0 Copay / $45 Copay /  $65 Copay $0 Copay / $20 Copay  /  $65 Copay $0 Copay / $30 Copay /  $65 Copay

Deductible (Invididual / Family) $0 / $0 $0 / $0 $1,000 / $2,000 $2,000 / $4,000

Co-Insurance Percent 0% 0% 20% 20%

Maximum OOP (Individual / Family) $5.000 / $10,000 $5,500 / $11,000 $5,500 / $11,000 $6,500 / $13,000

Hospital Semi-Private Room $750 Copay $500/day, 5 days Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $400 - $350 Copay $400 - $350 Copay $400 - $350 Copay $400 - $350 Copay

Outpatient Surgery $0 Copay $0 Copay Ded & Co-Ins Ded & Co-Ins

Laboratory Services $0 Copay $0 Copay Ded & Co-Ins Ded & Co-Ins

MRI, MRA, PET, Ultrasound $0 Copay $0 Copay Ded & Co-Ins Ded & Co-Ins

Urgent Care $75 Copay $75 Copay $75 Copay $75 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A N/A / N/A N/A / N/A

Co-Insurance Percent N/A N/A N/A N/A

Reimbursement N/A N/A N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible $100/$300 Deductible $100/$300 Deductible $100/$300 Deductible

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100
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NY EPO Plans
#REF! Plan 42 Aetna OA EPO 3000/80

Plan 28 Aetna OA ELECT CHOICE

NY EPO 4000/80

Plan 29 Aetna OA ELECT CHOICE

NY EPO 7150/100

Benefits In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay /  $65 Copay $0 Copay / $40 Copay /  $80 - $75 Copay $0 Copay / $25 Copay / 0% after Ded - $90 Copay

Deductible (Invididual / Family) $3,000 / $6,000 $4,000 / $8,000 $7,150 / $14,300

Co-Insurance Percent 20% 20% 0%

Maximum OOP (Individual / Family) $7,500 / $15,000 $7,500 / $15,000 $7,150 / $14,300

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins Deductible

Hospital Emergency Room $400 - $350 Copay $400 - $350 Copay Deductible

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins Deductible

Laboratory Services Ded & Co-Ins Ded & Co-Ins Deductible

MRI, MRA, PET, Ultrasound Ded & Co-Ins Ded & Co-Ins Deductible

Urgent Care $75 Copay $75 Copay Deductible

Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A N/A / N/A

Co-Insurance Percent N/A N/A N/A

Reimbursement N/A N/A N/A

Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible $100/$300 Deductible $100/$300 Deductible

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100
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Aetna NY to Cigna High End

#REF!
Plan 18 Aetna OA MANAGED 

CHOICE NY POS 0/100/15

Plan 19 Aetna OA MANAGED 

CHOICE NY POS 0/100/30
Cigna OAP 0 Cigna OAP 500 Cigna OAP 750

Benefits In-Network In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $15 Copay /  $25 Copay $0 Copay / $30 Copay /  $50 Copay
0% (DW) / PCP: $25 (DW)  /  

Specialist: $50 (DW)

0% (DW) / PCP: $25 (DW)  /  

Specialist: $50 (DW)

0% (DW) / PCP: $25 (DW)  /  

Specialist: $50 (DW)

Deductible (Invididual / Family) $0 / $0 $0 / $0 $0 / $0 $500 / $1,000 $750 / $1,500

Co-Insurance Percent 0% 0% 0% 20% 10%

Maximum OOP (Individual / Family) $4,000 / $8,000 $5,000 / $10,000 $4,000 / $8,000 $3,500 / $7,000 $4,000 / $8,000

Hospital Semi-Private Room $250/day, 3 days $500/day, 3 days 0% (AD) 20% (AD) 10% (AD)

Hospital Emergency Room $350 Copay $350 Copay $350 (DW) $350 (DW) $350 (DW)

Outpatient Surgery $75 Copay $75 Copay
Facility: $300 (DW) / Physician: $300 

(DW)

Facility: 20% (AD) / Physician: 20% 

(AD)

Facility: 10% (AD) / Physician: 10% 

(AD)

Laboratory Services $0 Copay $0 Copay 0% (AD) 20% (AD) 10% (AD)

MRI, MRA, PET, Ultrasound $0 Copay $0 Copay 0% (AD) 20% (AD) 10% (AD)

Urgent Care $75 Copay $75 Copay $50 (DW) $85 (DW) $85 (DW)

Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $3,000 / $6,000 $3,000 / $6,000 $1,000 / $2,000 $1,500 / $3,000 $2,250 / $4,500

Maximum OOP (Individual / Family) $7,000 / $14,000 $9,000 / $18,000 $8,000 / $16,000 $7,000 / $14,000 $8,000 / $16,000

Co-Insurance Percent 30% 30% 50% 50% 50%

Reimbursement 80% Fair Health 80% Fair Health 300% Medicare 110% Medicare 110% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible None ($0) None ($0) None ($0)

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100
T1: $10 (DW)  /  T2: $45 (DW)  /  T3: 

$70 (DW)  /  T4: 30% (DW)

T1: $10 (DW)  /  T2: $45 (DW)  /  T3: 

$70 (DW)  /  T4: 30% (DW)

T1: $10 (DW)  /  T2: $45 (DW)  /  T3: 

$70 (DW)  /  T4: 30% (DW)

Covered Employees and Rates
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#REF!

Plan 18 Aetna OA 

MANAGED CHOICE NY 

POS 0/100/15

Plan 19 Aetna OA 

MANAGED CHOICE NY 

POS 0/100/30

Plan 04 Oxford Freedom 

Direct NY

Plan 04B Oxford Freedom 

Direct NY

Plan 05 Oxford Freedom 

Access NY

Plan 15 Oxford Freedom 

Direct NY

Benefits In-Network In-Network In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist
$0 Copay / $15 Copay /  $25 

Copay

$0 Copay / $30 Copay /  $50 

Copay

$0 Copay  / $25 Copay  /  $50 

Copay

$0 Copay  / $25 Copay  /  $50 

Copay

$0 Copay  / $25 Copay  /  $50 

Copay

$0 Copay  / $25 Copay  /  $50 

Copay

Deductible (Invididual / Family) $0 / $0 $0 / $0 $500 / $1,000 $500 / $1,000 $0 / $0 $750 / $1,500

Co-Insurance Percent 0% 0% 10% 10% 0% 10%

Maximum OOP (Individual / Family) $4,000 / $8,000 $5,000 / $10,000 $3,500 / $7,000 $3,500 / $7,000 $2,500 / $5,000 $5,000 / $10,000

Hospital Semi-Private Room $250/day, 3 days $500/day, 3 days Ded & Co-Ins Ded & Co-Ins $500 Copay Ded & Co-Ins

Hospital Emergency Room $350 Copay $350 Copay $500 Copay $500 Copay $500 Copay $500 Copay

Outpatient Surgery $75 Copay $75 Copay Ded & Co-Ins Ded & Co-Ins $250 FS/$500 Hosp Ded & Co-Ins

Laboratory Services $0 Copay $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound $0 Copay $0 Copay FS Facility Ded & Co-Ins FS Facility Ded & Co-Ins FS Facility $0 Copay Ded & Co-Ins

Urgent Care $75 Copay $75 Copay $100 Copay $100 Copay $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $3,000 / $6,000 $3,000 / $6,000 $1,000 / $2,000 $1,000 / $2,000 $750 / $1,500 $2,500 / $5,000

Maximum OOP (Individual / Family) $7,000 / $14,000 $9,000 / $18,000 $4,500 / $9,000 $4,500 / $9,000 $2,750 / $5,500 $8,000 / $16,000

Co-Insurance Percent 30% 30% 30% 30% 20% 30%

Reimbursement 80% Fair Health 80% Fair Health 70% UCR 225% MNRP 80% UCR 140% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible $100 Deductible $100 Deductible $100 Deductible $100 Deductible

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $15  /  T2: $35  /  T3: $75 T1: $15  /  T2: $35  /  T3: $75 T1: $15  /  T2: $35  /  T3: $75 T1: $15  /  T2: $40  /  T3: $90

Aetna NY to Oxford High End
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Aetna NY to Cigna
#REF!

Plan 24 Aetna OA ELECT CHOICE NY 

EPO 0/100/30/65

Plan 25 Aetna OA ELECT CHOICE NY 

EPO 0/100/45
Cigna OAP 0 Cigna OAP Base 0

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay /  $65 Copay $0 Copay / $45 Copay /  $65 Copay
0% (DW) / PCP: $25 (DW)  /  Specialist: $50 

(DW)

0% (DW) / PCP: $25 (DW)  /  Specialist: $50 

(DW)

Deductible (Invididual / Family) $0 / $0 $0 / $0 $0 / $0 $0 / $0

Co-Insurance Percent 0% 0% 0% 0%

Maximum OOP (Individual / Family) $5.000 / $10,000 $5,500 / $11,000 $4,000 / $8,000 $4,000 / $8,000

Hospital Semi-Private Room $750 Copay $500/day, 5 days 0% (AD) 0% (AD)

Hospital Emergency Room $350 Copay $350 Copay $350 (DW) $350 (DW)

Outpatient Surgery $0 Copay $0 Copay Facility: $300 (DW) / Physician: $300 (DW) Facility: $300 (DW) / Physician: $300 (DW)

Laboratory Services $0 Copay $0 Copay 0% (AD) 0% (AD)

MRI, MRA, PET, Ultrasound $0 Copay $0 Copay 0% (AD) 0% (AD)

Urgent Care $75 Copay $75 Copay $50 (DW) $50 (DW)

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A $1,000 / $2,000 $10,000 / $20,000

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A $8,000 / $16,000 $45,000 / $90,000

Co-Insurance Percent N/A N/A 50% 50%

Reimbursement N/A N/A 300% Medicare 110% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible $100/$300 Deductible None ($0) None ($0)

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100
T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 (DW)  

/  T4: 30% (DW)

T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 (DW)  

/  T4: 30% (DW)
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Aetna NY to Oxford

#REF!
Plan 24 Aetna OA ELECT CHOICE NY EPO 

0/100/30/65

Plan 25 Aetna OA ELECT CHOICE NY EPO 

0/100/45
Plan 03 Oxford Freedom EPO NY

Benefits In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay /  $65 Copay $0 Copay / $45 Copay /  $65 Copay $0 Copay  / $30 Copay  /  $60 Copay

Deductible (Invididual / Family) $0 / $0 $0 / $0 $0 / $0

Co-Insurance Percent 0% 0% 0%

Maximum OOP (Individual / Family) $5.000 / $10,000 $5,500 / $11,000 $4,000 / $8,000

Hospital Semi-Private Room $750 Copay $500/day, 5 days $500 Copay

Hospital Emergency Room $350 Copay $350 Copay $500 Copay

Outpatient Surgery $0 Copay $0 Copay $250 FS/$500 Hosp

Laboratory Services $0 Copay $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound $0 Copay $0 Copay FS Facility $0 Copay

Urgent Care $75 Copay $75 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A N/A / N/A

Co-Insurance Percent N/A N/A N/A

Reimbursement N/A N/A N/A

Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible $100/$300 Deductible $100 Deductible

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $15  /  T2: $35  /  T3: $75
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Aetna NY to Cigna
#REF!

Plan 26 Aetna OA ELECT CHOICE NY 

EPO 1000/80
Cigna OAP 1000 Cigna OAP Base 0 Cigna OAP Base 1000

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $20 Copay  /  $65 Copay
0% (DW) / PCP: $25 (DW)  /  Specialist: $50 

(DW)

0% (DW) / PCP: $25 (DW)  /  Specialist: $50 

(DW)

0% (DW) / PCP: $25 (DW)  /  Specialist: $50 

(DW)

Deductible (Invididual / Family) $1,000 / $2,000 $1,000 / $2,000 $0 / $0 $1,000 / $2,000

Co-Insurance Percent 20% 20% 0% 20%

Maximum OOP (Individual / Family) $5,500 / $11,000 $4,000 / $9,000 $4,000 / $8,000 $4,000 / $9,000

Hospital Semi-Private Room Ded & Co-Ins 20% (AD) 0% (AD) 20% (AD)

Hospital Emergency Room $350 Copay $350 (DW) $350 (DW) $350 (DW)

Outpatient Surgery Ded & Co-Ins Facility: 20% (AD) / Physician: 20% (AD) Facility: $300 (DW) / Physician: $300 (DW) Facility: 20% (AD) / Physician: 20% (AD)

Laboratory Services Ded & Co-Ins 20% (AD) 0% (AD) 20% (AD)

MRI, MRA, PET, Ultrasound Ded & Co-Ins 20% (AD) 0% (AD) 20% (AD)

Urgent Care $75 Copay $50 (DW) $50 (DW) $50 (DW)

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A $2,000 / $6,000 $10,000 / $20,000 $10,000 / $20,000

Maximum OOP (Individual / Family) N/A / N/A $8,000 / $18,000 $45,000 / $90,000 $45,000 / $90,000

Co-Insurance Percent N/A 50% 50% 50%

Reimbursement N/A 110% Medicare 110% Medicare 110% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible None ($0) None ($0) None ($0)

Co-Pays T1: $10  /  T2: $55  /  T3: $100
T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 

(DW)  /  T4: 30% (DW)

T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 

(DW)  /  T4: 30% (DW)

T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 

(DW)  /  T4: 30% (DW)
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Aetna NY to Cigna
#REF!

Plan 27 Aetna OA ELECT CHOICE NY 

EPO 2000/80
Cigna OAP 2000 Cigna OAP Base 1000 Cigna OAP Base 2000

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay /  $65 Copay
0% (DW) / PCP: $35 (DW)  /  Specialist: $70 

(DW)

0% (DW) / PCP: $25 (DW)  /  Specialist: $50 

(DW)

0% (DW) / PCP: $35 (DW)  /  Specialist: $70 

(DW)

Deductible (Invididual / Family) $2,000 / $4,000 $2,000 / $6,000 $1,000 / $2,000 $2,000 / $6,000

Co-Insurance Percent 20% 30% 20% 30%

Maximum OOP (Individual / Family) $6,500 / $13,000 $6,000 / $12,000 $4,000 / $9,000 $6,000 / $12,000

Hospital Semi-Private Room Ded & Co-Ins 30% (AD) 20% (AD) 30% (AD)

Hospital Emergency Room $350 Copay $350 (DW) $350 (DW) $350 (DW)

Outpatient Surgery Ded & Co-Ins Facility: 30% (AD) / Physician: 30% (AD) Facility: 20% (AD) / Physician: 20% (AD) Facility: 30% (AD) / Physician: 30% (AD)

Laboratory Services Ded & Co-Ins 30% (AD) 20% (AD) 30% (AD)

MRI, MRA, PET, Ultrasound Ded & Co-Ins 30% (AD) 20% (AD) 30% (AD)

Urgent Care $75 Copay $70 (DW) $50 (DW) $70 (DW)

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A $4,000 / $12,000 $10,000 / $20,000 $10,000 / $20,000

Maximum OOP (Individual / Family) N/A / N/A $8,000 / $20,000 $45,000 / $90,000 $45,000 / $90,000

Co-Insurance Percent N/A 50% 50% 50%

Reimbursement N/A 110% Medicare 110% Medicare 110% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible None ($0) None ($0) None ($0)

Co-Pays T1: $10  /  T2: $55  /  T3: $100
T1: $20 (DW)  /  T2: $50 (DW)  /  T3: $70 

(DW)  /  T4: 30% (DW)

T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 

(DW)  /  T4: 30% (DW)

T1: $20 (DW)  /  T2: $50 (DW)  /  T3: $70 

(DW)  /  T4: 30% (DW)
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#REF!
Plan 26 Aetna OA ELECT CHOICE 

NY EPO 1000/80
Plan 02 Oxford Liberty POS NY Plan 06 Oxford Liberty EPO NY Plan 09 Oxford Freedom EPO NY

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $20 Copay  /  $65 Copay $0 Copay  / $25 Copay  /  $50 Copay $0 Copay  / $30 Copay  /  $60 Copay $0 Copay  / $30 Copay  /  $60 Copay

Deductible (Invididual / Family) $1,000 / $2,000 $1,000 / $2,000 $1,000 / $2,000 $1,000 / $2,000

Co-Insurance Percent 20% 20% 0% 10%

Maximum OOP (Individual / Family) $5,500 / $11,000 $6,000 / $12,000 $6,000 / $10,000 $4,000 / $8,000

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins Deductible Ded & Co-Ins

Hospital Emergency Room $350 Copay $500 Copay $500 Copay $500 Copay

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins Deductible Ded & Co-Ins

Laboratory Services Ded & Co-Ins Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound Ded & Co-Ins FS Facility Ded & Co-Ins FS Facility Deductible FS Facility Ded & Co-Ins

Urgent Care $75 Copay $100 Copay $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A $1,500 / $3,000 N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) N/A / N/A $8,000 / $16,000 N/A / N/A N/A / N/A

Co-Insurance Percent N/A 30% N/A N/A

Reimbursement N/A 140% Medicare N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible $100 Deductible $100 Deductible $100 Deductible

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $15  /  T2: $40  /  T3: $90 T1: $15  /  T2: $40  /  T3: $90 T1: $15  /  T2: $40  /  T3: $90

Aetna NY to Oxford
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#REF!
Plan 27 Aetna OA ELECT CHOICE NY EPO 

2000/80
Plan 01 Oxford Liberty Direct NY Plan 16 Oxford Freedom Direct NY

Benefits In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 Copay / $30 Copay /  $65 Copay $0 Copay  / $40 Copay  /  $80 Copay $0 Copay  / $25 Copay  /  $50 Copay

Deductible (Invididual / Family) $2,000 / $4,000 $2,000 / $4,000 $2,000 / $4,000

Co-Insurance Percent 20% 30% 20%

Maximum OOP (Individual / Family) $6,500 / $13,000 $7,000 / $14,000 $5,000 / $10,000

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Hospital Emergency Room $350 Copay $500 Copay $500 Copay

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins Ded & Co-Ins

Laboratory Services Ded & Co-Ins Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound Ded & Co-Ins FS Facility Ded & Co-Ins FS Facility Ded & Co-Ins

Urgent Care $75 Copay $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A $5,000 / $10,000

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A $10,000 / $20,000

Co-Insurance Percent N/A N/A 40%

Reimbursement N/A N/A 140% Medicare

Prescriptions Prescriptions Prescriptions

Deductible $100/$300 Deductible $100 Deductible $100 Deductible

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $15  /  T2: $40  /  T3: $90 T1: $15  /  T2: $40  /  T3: $90

Aetna NY to Oxford 
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Aetna NY HDHP to Cigna

#REF!

Plan 31 Aetna OA 

MANAGED CHOICE NY 

POS HDHP 5000/80

Plan 32 Aetna OA ELECT 

CHOICE NY EPO HDHP 

5000/100

Plan 52 Aetna OA MC 

HDHP 3500/90
Cigna OAP HDHP 3500 Cigna OAP HDHP 5500 Cigna OAP HDHP 6000

Benefits In-Network In-Network In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist
$0 Copay / 20% Co-Ins (AD) /  

20% Co-Ins (AD)

$0 Copay / $0 Copay (AD) /  $0 

Copay (AD)

$0 Copay / 10% Co-Ins (AD) /  

10% Co-Ins (AD)

0% (DW) / PCP: 0% (AD)  /  

Specialist: 0% (AD)

0% (DW) / PCP: 0% (AD)  /  

Specialist: 0% (AD)

0% (DW) / PCP: 0% (AD)  /  

Specialist: 0% (AD)

Deductible (Invididual / Family) $5,000 / $10,000 $5,000 / $10,000 $3,500 / $7,000 $3,500 / $7,000 $5,500 / $7,350 $6,000 / $12,000

Co-Insurance Percent 20% 0% 10% 0% 0% 0%

Maximum OOP (Individual / Family) $6,900 / $13,800 $5,500 / $11,000 $5,500 / $11,000 $3,500 / $7,000 $5,500 / $7,350 $6,000 / $12,000

Hospital Semi-Private Room Ded & Co-Ins Deductible Ded & Co-Ins 0% (AD) 0% (AD) 0% (AD)

Hospital Emergency Room Ded & Co-Ins Deductible Ded & Co-Ins 0% (AD) 0% (AD) 0% (AD)

Outpatient Surgery Ded & Co-Ins Deductible Ded & Co-Ins
Facility: 0% (AD) / Physician: 0% 

(AD)

Facility: 0% (AD) / Physician: 0% 

(AD)

Facility: 0% (AD) / Physician: 0% 

(AD)

Laboratory Services Ded & Co-Ins Deductible Ded & Co-Ins 0% (AD) 0% (AD) 0% (AD)

MRI, MRA, PET, Ultrasound Ded & Co-Ins Deductible Ded & Co-Ins 0% (AD) 0% (AD) 0% (AD)

Urgent Care Ded & Co-Ins Deductible Ded & Co-Ins 0% (AD) 0% (AD) 0% (AD)

Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $10,000 / $20,000 N/A / N/A $7,000 / $14,000 $3,500 / $7,000 $5,500 / $7,350 $10,000 / $20,000

Maximum OOP (Individual / Family) $14,000 / $28,000 N/A / N/A $13,000 / $26,000 $7,000 / $14,000 $10,000 / $20,000 $18,000 / $36,000

Co-Insurance Percent See Service for % N/A 40% 30% 30% 50%

Reimbursement 140%/140% N/A 140%/140% 110% Medicare 110% Medicare 110% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions

Deductible Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies Combined With Medical Combined With Medical Combined With Medical

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100
T1: 0% (APD)  /  T2: 0% (APD)  /  

T3: 0% (APD)  /  T4: 0% (APD)

T1: 0% (APD)  /  T2: 0% (APD)  /  

T3: 0% (APD)  /  T4: 0% (APD)

T1: 0% (APD)  /  T2: 0% (APD)  /  

T3: 0% (APD)  /  T4: 0% (APD)
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Aetna NY HDHP to Oxford 

#REF!

Plan 31 Aetna OA 

MANAGED CHOICE NY 

POS HDHP 5000/80

Plan 32 Aetna OA ELECT 

CHOICE NY EPO HDHP 

5000/100

Plan 52 Aetna OA MC 

HDHP 3500/90

Plan 07 Oxford Freedom 

HDHP POS NY

Plan 08 Oxford Freedom 

HDHP EPO NY

Plan 17 Oxford Freedom 

HDHP EPO NY

Benefits In-Network In-Network In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist
$0 Copay / 20% Co-Ins (AD) /  

20% Co-Ins (AD)

$0 Copay / $0 Copay (AD) /  $0 

Copay (AD)

$0 Copay / 10% Co-Ins (AD) /  

10% Co-Ins (AD)

$0 Copay  / Ded & Co-Ins  /  Ded 

& Co-Ins

$0 Copay  / $30 Copay (AD)  /  

$60 Copay (AD)

$0 Copay  / Ded & Co-Ins  /  Ded 

& Co-Ins

Deductible (Invididual / Family) $5,000 / $10,000 $5,000 / $10,000 $3,500 / $7,000 $3,000 / $6,000 $3,000 / $6,000 $6,550 / $13,100

Co-Insurance Percent 20% 0% 10% 10% 0% 0%

Maximum OOP (Individual / Family) $6,900 / $13,800 $5,500 / $11,000 $5,500 / $11,000 $4,650 / $9,300 $6,550 / $13,100 $6,570 / $13,140

Hospital Semi-Private Room Ded & Co-Ins Deductible Ded & Co-Ins Ded & Co-Ins $300/day to $1,500 Max (AD) Deductible

Hospital Emergency Room Ded & Co-Ins Deductible Ded & Co-Ins Ded & Co-Ins $500 Copay (AD) Deductible

Outpatient Surgery Ded & Co-Ins Deductible Ded & Co-Ins Ded & Co-Ins $300 Copay (AD) Deductible

Laboratory Services Ded & Co-Ins Deductible Ded & Co-Ins Ded & Co-Ins FS Facility $0 Copay (AD) Deductible

MRI, MRA, PET, Ultrasound Ded & Co-Ins Deductible Ded & Co-Ins Ded & Co-Ins FS Facility $0 Copay (AD) Deductible

Urgent Care Ded & Co-Ins Deductible Ded & Co-Ins Ded & Co-Ins $100 Copay (AD) Deductible

Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $10,000 / $20,000 N/A / N/A $7,000 / $14,000 $3,000 / $6,000 N/A / N/A N/A / N/A

Maximum OOP (Individual / Family) $14,000 / $28,000 N/A / N/A $13,000 / $26,000 $6,650 / $13,300 N/A / N/A N/A / N/A

Co-Insurance Percent See Service for % N/A 40% 30% N/A N/A

Reimbursement 140%/140% N/A 140%/140% 225% MNRP N/A N/A

Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions

Deductible Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies

Co-Pays T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $10  /  T2: $55  /  T3: $100 T1: $15  /  T2: $35  /  T3: $75 T1: $15  /  T2: $40  /  T3: $90 T1: $15  /  T2: $35  /  T3: $75
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Aetna Nat  to UHC

#REF!
Plan 04 Aetna OA MC 

POS 1000/80

Plan 06 Aetna OA MC 

POS 2000/80

Plan 10 Aetna OA 

ELECT CHOICE EPO 

0/100/25

Plan 01 UHC Choice 

Plus

Plan 07 UHC Choice 

Plus Premier

Plan 07 UHC Choice 

Plus Premier - Plan A

Plan 11 UHC Choice 

Plus

Benefits In-Network In-Network In-Network In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist
$0 Copay / $25 Copay  /  

$50 Copay

$0 Copay / $30 Copay  /  

$60 Copay

$0 Copay / $25 Copay  /  

$50 Copay

$0 Copay / $30 Copay  /  

$90 Copay

$0 Copay / $30 Copay  /  

$30 DN $60 N Copay

$0 Copay / $30 Copay  /  

$90 Copay

$0 Copay / $30 Copay /  

$50 Copay

Deductible (Invididual / Family) $1,000 / $2,000 $2,000 / $4,000 $0 / $0 $500 / $1,000 $2,000 / $4,000 $0 / $0 $1,000 / $3,000

Co-Insurance Percent 20% 20% 0% 0% 20% 0% 0%

Maximum OOP (Individual / Family) $4,500 / $9,000 $6,850 / $13,700 $4,000 / $8,000 $6,000 / $18,000 $6,000 / $12,000 $8,000 / $16,000 $2,500 / $7,500

Hospital Semi-Private Room Ded & Co-Ins Ded & Co-Ins $300/day, 5 days $2,000 Copay Ded & Co-Ins $2,000 Copay Deductible

Hospital Emergency Room $500 Copay $500 Copay $350 Copay $500 Copay $500 Copay $500 Copay $500 Copay

Outpatient Surgery Ded & Co-Ins Ded & Co-Ins $300 Copay $750 Copay Ded & Co-Ins $750 Copay Deductible

Laboratory Services Ded & Co-Ins Ded & Co-Ins $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay Preferred Lab $0 Copay

MRI, MRA, PET, Ultrasound Ded & Co-Ins Ded & Co-Ins $250 Copay
Designated Network: 

Deductible
Ded & Co-Ins

Designated Network $0 

Copay

Designated Network: 

Deductible

Urgent Care $85 Copay $85 Copay $85 Copay $100 Copay $100 Copay $100 Copay $100 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $3,000 / $6,000 $6,000 / $12,000 N/A / N/A $2,000 / $4,000 $5,000 / $10,000 $500 / $1,000 $2,000 / $6,000

Maximum OOP (Individual / Family) $9,000 / $18,000 $14,000 / $28,000 N/A / N/A $6,000 / $18,000 $10,000 / $20,000 $16,000 / $32,000 $5,000 / $15,000

Co-Insurance Percent 50% 50% N/A 40% 40% 50% 20%

Reimbursement 105%/140% 105%/140% N/A 100% Medicare 100% Medicare 100% Medicare 100% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions

Deductible $0 Deductible $0 Deductible $0 Deductible $100 Deductible $100 Deductible $100 Deductible $100 Deductible

Co-Pays

T1: $10  /  T2: $45  /  T3: 

$70  /  T4: 30% to $300 Max  

/  50% to $500 Max

T1: $10  /  T2: $45  /  T3: 

$70  /  T4: 30% to $300 Max  

/  50% to $500 Max

T1: $10  /  T2: $45  /  T3: 

$70  /  T4: 30% to $300 Max  

/  50% to $500 Max

T1: $15  /  T2: $40  /  T3: 

$90

T1: $15  /  T2: $40  /  T3: 

$90

T1: $15  /  T2: $40  /  T3: 

$90

T1: $15  /  T2: $40  /  T3: 

$90
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Aetna Nat HDHP to UHC

#REF!

Plan 32 Aetna OA ELECT 

CHOICE NY EPO HDHP 

5000/100

Plan 38 Aetna OA EPO HDHP 

3250/90

Plan 40 Aetna OA MC HDHP 

COPAY 4000/100
Plan 05 UHC Choice Plus HDHP Plan 06 UHC Choice Plus HDHP

Benefits In-Network In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist
$0 Copay / $0 Copay (AD) /  $0 

Copay (AD)

$0 Copay / $40 Copay (AD) /  $70 

Copay (AD)

$0 Copay / $30 Copay (AD)  / $60 

Copay (AD)
$0 Copay / Deductible  /  Deductible $0 Copay / Deductible  /  Deductible

Deductible (Invididual / Family) $5,000 / $10,000 $3,400 / $6,800 $4,000 / $8,000 $3,500 / $6,600 $5,000 / $10,000

Co-Insurance Percent 0% 10% 0% 0% 0%

Maximum OOP (Individual / Family) $5,500 / $11,000 $6,000 / $12,000 $7,000 / $14,000 $4,500 / $9,000 $6,000 / $12,000

Hospital Semi-Private Room Deductible $750;then 10% Co-Ins (AD) $500 Copay (AD) Deductible Deductible

Hospital Emergency Room Deductible Ded & Co-Ins $350 Copay (AD) Deductible Deductible

Outpatient Surgery Deductible $300 Copay (AD) $300 Copay (AD) Deductible Deductible

Laboratory Services Deductible Ded & Co-Ins Deductible Preferred Lab: Deductible Preferred Lab: Deductible

MRI, MRA, PET, Ultrasound Deductible Ded & Co-Ins Deductible Designated Network: Deductible Designated Network: Deductible

Urgent Care Deductible Ded & Co-Ins $85 Copay (AD) Deductible Deductible

Out-of-Network Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) N/A / N/A N/A / N/A $8,000 / $16,000 $5,000 / $10,000 $5,000 / $10,000

Maximum OOP (Individual / Family) N/A / N/A N/A / N/A $14,000 / $28,000 $10,000 / $20,000 $10,000 / $20,000

Co-Insurance Percent N/A N/A 50% 20% 20%

Reimbursement N/A N/A 105%/140% 100% Medicare 100% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions Prescriptions

Deductible Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies Plan Deductible Applies

Co-Pays T1: $10  /  T2: $55  /  T3: $100

T1: $10  /  T2: $45  /  T3: $70  /  T4: 

30% to $300 Max  /  50% to $500 

Max

T1: $10  /  T2: $45  /  T3: $70  /  T4: 

30% to $300 Max  /  50% to $500 

Max

T1: $15  /  T2: $40  /  T3: $90 T1: $15  /  T2: $40  /  T3: $90
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Questions?

Today’s presentation will be posted

online at  prestigepeo.com/webinars

www.prestigepeo.com/oe/aetna

www.prestigepeo.com/oe/oxford

www.prestigepeo.com/oe/uhc

www.prestigepeo.com/oe/cigna



Navigating Your 

PrestigePEO 

Renewal Portal
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• Client decisions for Plans offered and contribution strategy:

Due September 24th

• Portal set up between Sept 18th and September 30th for employee 

e-mails to go out starting on October 2nd ( there are 2 employees 

waves Oct 2nd -16th  and Oct 9th  -23rd)  

• By request, Open Enrollment Meetings with specialists and 

employees are scheduled after decisions from employers are 

received mid September through the beginning of October. 

• Employee decisions for their own plan elections due October 16th 

(Wave 1) or October 23rd (Wave 2)

What to Expect
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PrestigePEO conducts Open enrollment for our employer 
groups and employees. It is broken down into 2 phases. 

54

Benefits Renewal Portal

(NEW FEATURES)

Open Enrollment Portal 

(in PrestigePRO)

OE Resource Center 

(located on PrestigePEO.com)

Phase 1 for Clients and Brokers Phase 2 for Clients and WSE’s
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PHASE 1

Benefits Renewal Portal 

Phase 1 is the delivery of renewal rates and 

plans to the client/broker contacts and decision 

makers. Strategy meetings are conducted and 

decisions made for plans offered and 

contributions by employer for each coverage.  
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PHASE 2

Open Enrollment 

Employee Portal

(PrestigePRO)

The second phase is the set up for all 

employees to go through their own benefit 

portal and see the changes, their costs, and 

any new products. We offer meetings for 

employees to go over changes and what to 

expect for open enrollment. 
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Open Enrollment

As we gear up for another Open Enrollment, we have new features in the Benefits Renewal Portal! This year the technology was 

improved to allow you to plan your benefits for the upcoming year and share those plans with decision makers. 
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• Compare existing plans to new plans using the Rate Comparison tool

• View or download Full Renewal and Employee Census Report

• View your dashboard with Open Enrollment rates

• Download easier to read benefit menus with just the employee costs

• See elections made by employees 

• Track status as employees complete open enrollment



GETTING STARTED
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Log in to PrestigePRO with your 
username and password.

In the search box in the upper right corner, type 

the words “Renewal Portal” and click enter. 

Renewal Portal

59

Broker Login

https://openenrollment.prestigepeo.com/login

Client Manager Login

https://pea.prismhr.com/pea/

https://pea.prismhr.com/pea/
https://pea.prismhr.com/pea/
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CLIENT DASHBOARD

61© 2026 PrestigePEO. All Rights Reserved. 



62

© 2026 PrestigePEO. All Rights Reserved. 



63

© 2026 PrestigePEO. All Rights Reserved. 



64

© 2026 PrestigePEO. All Rights Reserved. 



SUMMARY PAGE
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REVIEW GROUP OFFERINGS
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Show scroll animation to 
show the whole page

After the animation, it 
needs to go back to the 
top page

69
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PrestigePEO  -   Medical Benefit Menu

November 01, 2026

Cigna National

#REF! Cigna OAP 0 Cigna OAP 1000 Cigna OAP 2000 Cigna OAP 3000

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist 0% (DW) / PCP: $25 (DW)  /  Specialist: $50 (DW) 0% (DW) / PCP: $25 (DW)  /  Specialist: $50 (DW) 0% (DW) / PCP: $35 (DW)  /  Specialist: $70 (DW) 0% (DW) / PCP: $30 (DW)  /  Specialist: $60 (DW)

Deductible (Invididual / Family) $0 / $0 $1,000 / $2,000 $2,000 / $6,000 $3,000 / $6,000

Co-Insurance Percent 0% 20% 30% 30%

Maximum OOP (Individual / Family) $4,000 / $8,000 $4,000 / $9,000 $6,000 / $12,000 $5,000 / $10,000

Hospital Semi-Private Room 0% (AD) 20% (AD) 30% (AD) 30% (AD)

Hospital Emergency Room $350 (DW) $350 (DW) $350 (DW) $350 (DW)

Outpatient Surgery Facility: $300 (DW) / Physician: $300 (DW) Facility: 20% (AD) / Physician: 20% (AD) Facility: 30% (AD) / Physician: 30% (AD) Facility: 30% (AD) / Physician: 30% (AD)

Laboratory Services 0% (AD) 20% (AD) 30% (AD) 30% (AD)

MRI, MRA, PET, Ultrasound 0% (AD) 20% (AD) 30% (AD) 30% (AD)

Urgent Care $50 (DW) $50 (DW) $70 (DW) $60 (DW)

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $1,000 / $2,000 $2,000 / $6,000 $4,000 / $12,000 $9,000 / $18,000

Maximum OOP (Individual / Family) $8,000 / $16,000 $8,000 / $18,000 $8,000 / $20,000 $19,500 / $39,000

Co-Insurance Percent 50% 50% 50% 50%

Reimbursement 300% Medicare 110% Medicare 110% Medicare 110% Medicare

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible None ($0) None ($0) None ($0) None ($0)

Co-Pays T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 (DW)  /  T4: 30% (DW)T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 (DW)  /  T4: 30% (DW)T1: $20 (DW)  /  T2: $50 (DW)  /  T3: $70 (DW)  /  T4: 30% (DW)T1: $10 (DW)  /  T2: $45 (DW)  /  T3: $70 (DW)  /  T4: 30% (DW)

Covered Employees and Rates

Employee $1,313.28 $1,255.19 $1,026.73 $864.50

Employee + Spouse $2,889.19 $2,761.37 $2,258.79 $1,901.91

Employee + Child(ren) $2,363.83 $2,259.29 $1,848.09 $1,556.11

Employee + Family $4,071.10 $3,891.02 $3,182.85 $2,679.98

Please Note: All co-payments, deductibles, and co-insurance (medical & prescription) paid for In-Network Covered Services contribute to the In-Network out-of-pocket maximum.  Information above is for illustration purposes. Refer to the Summary 

Plan Description for full details and plan provisions. For detailed summaries contact your Benefit Specialist.
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SETTING A MAX CONTRIBUTION
(Max Contributions can only be entered for Medical Plans)
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ENTERING YOUR
CONTRIBUTION AMOUNTS
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EMPLOYER HSA MATCH FORM
(OPTIONAL)
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REVIEWING YOUR POTENTIAL
RENEWAL COSTS
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SUBMITTING YOUR RENEWAL
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Questions

Comments

Discussion? 

Today’s presentation will be posted

online at  prestigepeo.com/webinars

You can view today’s presentation and video 

recording by visiting:

prestigepeo.com/openenrollment

Be on the look-out for our email 

newsletter, PrestigePEO Insights

Join us on LinkedIn to receive event 

notifications and weekly updates



Human Resources, Employee Benefits, and Payroll Simplified

You started your business because you had a great idea. We started our business to handle the rest.
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