New York Small Group 2026 Plans Quarter 2

ALBANY REGION Albany, Columbia, Fulton, Greene, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Warren, and Washington Counties

@ We’re here to help!

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

b

MVP

HEALTH CARE

4 N\ N\ N\ 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
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/$0 $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

ﬁ::li:: ar;l?acnlr(i?; 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
HSA Ellgible No No No No No No Yes No No No No No No No Yes No No No
Medical
Primary Care/Specialist Visit 3 PCPvisits 3PCPvisitsat $0, 3PCPvisits 3PCPuisitsat$0, | 3PCPvisitsat$0, 3PCPvisitsat 3PCPvisitsat $0 3PCPvisits at $0, 3PCPvisitsat 3PCPvisitsat $0NoDD/ 5PCPvisits at $0, 3PCPyvisitsat 3PCPvisitsat $0 $0NoDD/ 5 PCP visits at $0,

SR e then$30/s50 | 2t30then then $10/$35 then $15/$35 S EEm 310/520 LI then $30/$60 S IENEED 30, then $40 $0NoDD then $25/$50 e $10/520 LTl $0NoDD then $25/$50

$5/$45 $15/$25 NoDD/$50 then $20/$40 NoDD/$50 NoDD | NoDD/$60 NoDD NoDD/$50 then $25/$40

Hospital Facility $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
Inpatient/Outpatient / / / / / / / / / ,000/ 0/20% 0/$1, ,200/ / / ,000/ 0/$1, ,200/.
Urgent Care/[Emergency Room $50NoDD/ $50NoDD/ $60NoDD/ $50 NoDD/

$45/$100 $50/$150 $25/$200 $35/$200 $35/$100 s $20/$75 $40/$300 $60/$500 S $300NoDD $0NoDD/$500 $100/$450 D $20/$75 $40/$300 $0NoDD/$500 $100/$450
Gia'Virtual Care Services 50 $0: 30 $0: $0? $0NoDD* $0NoDD* $0NoDD* $0° $0NoDD* $0NoDD* $0NoDD? $0? $0NoDD* $0NoDD? $0NoDD* $0NoDD* $02
Diagnostic Radiology/Laboratory $50 NoDD/ $60 NoDD/
Outpatient $45/$45 $50/$50 $25/$25 $35/$35 $35/435 $50/$50 NoDD $20/$20 $40/$40 $60/$60 $50NoDD 560 NoDD $50/$50 NoDD $50/$50 $50/$50 NoDD $20/$20 $40/$40 $50/$50 NoDD $50/$50
Diabetic Supplies/Insulin §5/50 $30/%0 $15/0 $10/$0 §15/50 551(‘:‘ e $10/50NoDD |  $20/$0NoDD $30/%0 S:g el 5;3":333/ i%';“;?)';/ §25/50 5;;’ NoDOF | §10/50NoDD | $25/50NoDD SS%’:I‘:';DD/ $25/50
Pediatric Dental and Vision for Dependents to Age 19
Pediatric Dental , e e S e e $25NoDD/ S $25NoDD/ S~ $25NoDD/ $25NoDD/ $25NoDD/ . $25NoDD/ S~ $25NoDD/ $25NoDD/ o
Class 1/Class2/Class3and Orthodontia | $25/20%/50% | $25/20%/50% | $25/20%/50% | | $25/20%/50% | $25/20%/50% e $25/20%/50% 5o $25/20%/50% e 20%/50% e $25/20%/50% 50t $25/20%/50% oy 20%/50% $25/20%/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% $50NoDD/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 $200/$400 . $250/$500 $200/$400 . $250/$500
Individual/Family $0/$0 $0/$0 $0/$0 $0/%0 $0/%0 (Brand Name | 'mtegratedwith $0/$0 $0/$0 $0/$0 $0/$0 (Brand Name $0/$0 (BrandName | 'Mtegratedwith $0/$0 (Brand Name $0/$0

Medical Medical
Only) Only) Only) Only)
Prescription Cost-Share $10/$30/$50 $15NoDD/ $10NoDD/ $10NoDD/ $10/$30/$50 $15NoDD/
Tierl/Tier2/Tier3 $5/20%/30% $5/$25/$40 | $10/$40/$60 $5/$30/$50 $10/$30/$60 5235",23(',’/ (PreventiveDrugs |  $35NoDD/ $10/30%/50% 20% NoDD/ $40 NoDD/ $$(LI:J7$DS?)/ $0/50%/50% $;g;‘;$§/ (PreventiveDrugs |  $50NoDD/ 552';75[;3/ $0/50%/50%
NoDD) 50%NoDD 30% NoDD $60 NoDD NoDD) $90 NoDD

Premium Monthly Rates Rates effective April 1,2026-June 30, 2026.
Employee $1,399.38 $1,399.55 $1,404.43 $1,284.10 $1,288.70 $1,226.26 $1,180.32 $1,197.41 $1,244.12 $1,241.37 $1,173.90 $1,160.32 $1,155.59 $1,117.97 $1,076.08 $1,108.23 $1,057.85 $1,053.54
Employee + Spouse $2,798.76 $2,799.10 $2,808.86 $2,568.20 $2,577.40 $2,452.52 $2,360.64 $2,394.82 $2,488.24 $2,482.74 $2,347.80 $2,320.64 $2,311.18 $2,235.94 $2,152.16 $2,216.46 $2,115.70 $2,107.08
Employee + Child(ren) $2,378.95 $2,379.24 $2,387.53 $2,182.97 $2,190.79 $2,084.64 $2,006.54 $2,035.60 $2,115.00 $2,110.33 $1,995.63 $1,972.54 $1,964.50 $1,900.55 $1,829.34 $1,883.99 $1,798.35 $1,791.02
Employee + Spouse + Child(ren) $3,988.23 $3,988.72 $4,002.63 $3,659.69 $3,672.80 $3,494.84 $3,363.91 $3,412.62 $3,545.74 $3,537.90 $3,345.62 $3,306.91 $3,293.43 $3,186.21 $3,066.83 $3,158.46 $3,014.87 $3,002.59

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.
MVPCOMMO0004 (11/2025)

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

QHDHP: Qualified High-Deductible Health Plan  NoDD: Not subject to deductible

AlLMVP NY Small Group plans pass for Medicare Creditable Coverage.

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).

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,
Health benefit plans are issued and administered by MVP Health Plan, Inc.; MVP Health Insurance Company; MVP Select Care, Inc.; and MVP Health visitwww.nystateofhealth.ny.gov or call 1-855-355-5777.

Services Corp., operating subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties.
©2025-2026 MVP Health Care


https://www.mvphealthcare.com/plans

visitmvphealthcare.com/plans and select

New York Small Group 2026 Plans Quarter 2 D wereneretoten | @
SIMVP

ALBANY REGION Albany, Columbia, Fulton, Greene, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Warren, and Washington Counties Plan Options, then Employer-Sponsored. HEALTH CARE
. 4 N\ N\ N\ N\

See other side for Silver EPO Silver HMO Bronze EPO Bronze HMO

Platinum and Gold plans. National Network Regional Network National Network Regional Network

|2 [ 3QHDHP | 4HRA' | 7 | 8QHDHP | 3QHDHP | 12 | 13 | 2 | 5QHDHP | 6QHDHP | 7QHDHP | 11 ] 2 | 9QHDHP | 10 |

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’ §4,300/88,600 | 270055400 1«5 950/85,000 | $3,100/$6,200 | $4,850/$9,700 52’70:&5’400

e - $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

H 2
P:_ti:f'sgckft Maximum $8,100/$16,200 | $7,000/$14,000 | $9,300/$18,600 | $8,700/$17,400 | $7,700/515,400 || $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
ndividua amity

HSA E[igible 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 PCP visits 3 PCPvisits 3 PCP visits 3 PCPvisits 3 PCPvisits
then $35 $25/$50 $0NoDD, then then $35 $0/$0 $25/$50 at$0NoDD, $0NoDD/$50 at $0NoDD, $0/50% 0%/0% 40%/40% at 0% NoDD, at$0NoDD, 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%
mg:lt’iiet:t'/gz‘t‘g;tﬁ);nt 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 $0 NoDD? $0NoDD? $0 NoDD? $0 NoDD? $0 NoDD? $0 NoDD? $0 NoDD> $0 NoDD? $0 NoDD? 0% NoDD? 0% NoDD? 0% NoDD? 0% NoDD? $0 NoDD? 0% NoDD? 0% NoDD?
gfﬁﬁ:}ggi‘ Radiology/Laboratory $60/$60 NoDD $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%
Diabetic Supplies/Insulin 523 :::33/ $25/$0 NoDD $25/$0 NoDD S:g S:DDDD/ $0/$0 NoDD $25/$0 NoDD $30/$0 NoDD i%m%%/ $35/$0 NoDD $0/$0 NoDD 0%/0%NoDD | 40%/0%NoDD | 0%]/0% NoDD $35/$0NoDD | 50%/0% NoDD | 0%/0% NoDD

Pediatric Dental and Vision for Dependents to Age 19

Pediatric Dental $25NoDD/ $25NoDD/ $25NoDD/ $25NoDD/ $25NoDD/ $25NoDD/ 0% NoDD/ $25NoDD/
i 25/20%/50% 25/20%/50% 25/20%/50% 25/20%/50% 0%/0%/0% 25/20%/50% 25/20%/50% | 0% NoDD/0%/0%
Class1/Class2/Class3and Orthodontia | S0¢5/5005 | $25/20%/50% | 50000y 200/500 | 25/20%/50% || $25/20%/50% | 0. c00, 20%/50% 2005006 | $25/20%/50% o/0%/0% | $25/20%/50% 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/$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/%0 $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 $15/$40/$60 $15NoDD/ $15NoDD/ $20/$50/$75 $15/$40/$60 $10 NoDD/ $5NoDD/ $5/$30/50% 0%/0%/0% $10/$40/$60 $10/$35/$70
Tierl/Tier2/Tier3 $10/$45/$90 (Preventive $40 NoDD/ 30% NoDD/ (Preventive (Preventive $35NoDD/ $45/590 $10/$40/$60 (Preventive (Preventive (Preventive | 0% NoDD/0%/0% $10/$40/$60 (Preventive | 0% NoDD/0%/0%
Drugs NoDD) 50% NoDD 50% NoDD Drugs NoDD) Drugs NoDD) $70NoDD Drugs NoDD) Drugs NoDD) Drugs NoDD) Drugs NoDD)
Premium Monthly Rates Rates effective April 1,2026-June 30, 2026.
Employee $1,012.51 $1,034.78 $1,020.22 $1,029.55 $1,005.38 $943.41 $936.11 $939.30 $879.91 $862.80 $933.19 $890.22 $849.66 $802.21 $809.17 $793.96
Employee + Spouse $2,025.02 $2,069.56 $2,040.44 $2,059.10 $2,010.76 $1,886.82 $1,872.22 $1,878.60 $1,759.82 $1,725.60 $1,866.38 $1,780.44 $1,699.32 $1,604.42 $1,618.34 $1,587.92
Employee + Child(ren) $1,721.27 $1,759.13 $1,734.37 $1,750.24 $1,709.15 $1,603.80 $1,591.39 $1,596.81 $1,495.85 $1,466.76 $1,586.42 $1,513.37 $1,444.42 $1,363.76 $1,375.59 $1,349.73
Employee +Spouse + Child(ren) $2,885.65 $2,949.12 $2,907.63 $2,934.22 $2,865.33 $2,688.72 $2,667.91 $2,677.01 $2,507.74 $2,458.98 $2,659.59 $2,537.13 $2,421.53 $2,286.30 $2,306.13 $2,262.79
1Silver 4 Health Reimbursement Arrangement (HRA) comes with an Embedded HRA plan and requires a $50 employer contribution.
2 herwi i -of-pock i . H
3g.nle.ssot erwise no.ted,.allplandeduct.lblesandlorout of-pocket .m.aX|mumsareembed.ded . A QHDHP: Qualified High-Deductible Health Plan HRA: Health Reimbursement Arrangement NoDD: Not subject to deductible $600 Weu'Belng nvystate
iavirtual care servicesinclude 24/7 primary and urgent care, nutrition, and some behavioral health services. Beginning January 1, 2026, X . Reimb t y
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 pass for Medicare Creditable Coverage. eimbursemen 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 $600 To learn more about applying for healthinsurance,
in Gia at the time of service. Certificate of Coverage (COC), Schedule of Benefits, Summary of Benefits and Coverage (SBC), and any applicable Rider(s). Your COC, SBC, per contract, per calendar including Medicaid, Child Health Plus, Essential
Aggregate vs. Embedded Aggregate (AGG): For a family plan with an aggregate deductible, allindividuals on the plan pay together toward one and Rider(s) will be controlling. These documents can be found in your MVP online account, or are available by request. For details, call year for well-being items, P(l)afr}::arl(tth$E!fcl)effdi:::lall-lt:a’:l’tlf]r;’slet]:rl\[/)lgg;e?;lzzaete
deductible amount before the plan will make payments. Embedded (EMB): For a family plan with an embedded deductible, each member pays their own, 1-800-TALK-MVP (1-800-825-5687). d i i . qec acc
S . S . Ry Lo X " . . - programs, and activities. visit www.nystateofhealth.ny.gov or call 1-855-355-5777.
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
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.

MVPCOMMO004 (11/2025) ©2025-2026 MVP Health Care


https://www.mvphealthcare.com/plans

