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WESTERN NEW YORK

Amherst Chamber of Commerce
Medical Rates for Individuals
January 1, 2022 - December 31, 2022*
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GOLD SILVER
Highmark Highmark Highmark Highmark Highmark Highmark Highmark Highmark
Platinum Standard Platinum POS Plus Gold Standard Gold POS 200 Sliver Standard Sliver POS 7000 Bronze Standard Bronze POS 8000
QN In-Network
g Deductibl $0 $0 $600/$1,200 $800/$1600 $1,300/$2,600 $2,500/$5,000 $4,700/$9,400 $8,000/$16,000
N il embedded embedded embedded true family embedded embedded
' 0ut of Pocket Maxi $2,000/$4,000 $6000/$12,000 $4,000/$8,000 $8,150/$16,300 $8500/$17,000 $6,000/$12,000 $8,700/$17,400 $8,150/$16,300
- ut or Focket Maximum embedded embedded embedded embedded embedded embedded embedded embedded
™ Out-Of-Network
B Deductible $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000 $5,000/$10,000
0D uctl embedded embedded embedded embedded embedded embedded embedded embedded
E Out of Pocket Maxi $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 $10,000/$20,000
[ ut or Focket Maximum embedded embedded embedded embedded embedded embedded embedded embedded
8 Medical Services
(a] PCP/Specialist $15/$35 $10/$20 $25/$40 after deductible $20/$40 after deductible $30/$50 after deductible $30/$50 after deductible $50/$75 after deductible 50% after deductible
1
a Laboratory Services $35 $20 $40 after deductible $40 after deductible $50 after deductible $50 after deductible $50 after deductible 50% after deductible
8 Prescription Drugs
" " " $10/$35/$70 $5/$40/50% $10/$35/$70 $5/$50/50% $10/$35/$70 $15/50%/50%
‘.i" Uikal e $10/$30/$60 AR not subject to deductible not subject to deductible not subject to deductible after deductible after deductible after deductible
E‘ Inpatient/Outpatient Services
S :22?23’;:;2?:3' $500 $500 $1,000 after deductible $750 after deductible $1,500 after deductible $1,000 after deductible $1500 after deductible 50% after deductible
g Outpatient Facility Fee $100 $100 $100 after deductible $150 after deductible $150 after deductible $200 after deductible $150 after deductible 50% after deductible
-_
;’;‘:r:‘g/i{‘;ybulance $100 $300 $150 after deductible $300 after deductible $300/$150 after deductible $300 after deductible $500/$300 after deductible 50% after deductible
g Urgent Care $55 $40 $60 after deductible $50 after deductible $70 after deductible $75 after deductible $75 after deductible 50% after deductible
<
a Telemedicine $0 $0 $0 after deductible $0 not subject to deductible $0 after deductible $0 after deductible $0 after deductible 0% not subject to deductible
E giril;;i:uﬁrl\;iecsisi $15 $10 $25 after deductible $20 after deductible $30 after deductible $30 after deductible $50 after deductible 50% after deductible
© Vision Pediatric Annual . 9 N : q " . " "
_g Exam (Routine) $15 $0 $25 after deductible $0 not subject to deductible $30 after deductible $0 not subject to deductible $50 after deductible 0% not subject to deductible
= ‘F’,i;ig:‘aﬁ?ﬂ't Discount Blue Discount Affinity Blue Discount Affinity Blue Discount Affinity Blue Discount Affinity
T
£ :Z::f';t& bilmess $250 Wellness Card $250 Wellness Card $250 Wellness Card $250 Wellness Card $250 Wellness Card $250 Wellness Card $250 Wellness Card $250 Wellness Card
e
a HSA-Eligible No No No No No v HSA Eligible Plan No No
'-ocn Single $ 935.08 | $ 2,755.24 $834.20 $2,452.60 $770.92 $2,262.76 $688.24 $2,014.72 $604.48 $1,763.44 $540.23 $1,570.69 $451.24 $1,303.72 $404.00 $1,162.00
= =88 Employee/Child(ren) $ 157214 | $ 4,666.42 | $1,400.64 $4,151.92 $1,293.06 $3,829.18 $1,152.51 $3,407.53 $1,010.12 $2,980.36 $900.89 $2,652.67 $749.61 $2,198.83 $669.30 $1,957.90
Two Person $ 1,845.16 | $ 5,485.48 | $1,643.40 $4,880.20 $1,516.84 $4,500.52 $1,351.48 $4,004.44 $1,183.96 $3,501.88 $1,055.46 $3,116.38 $877.48 $2,582.44 $783.00 $2,299.00
Family $ 2,618.73 | $ 7,806.19 | $2,331.22 $6,943.66 $2,150.87 $6,402.61 $1,915.23 $5,695.69 $1,676.52 $4,979.56 $1,493.41 $4,430.23 $1,239.78 $3,669.34 $1,105.15 $3,265.45
" Select preventive drugs are at $0 cost share. Habilitation (PT/OT/ST) Home health care Hosbpice Hearing aids Updated: 10/28/2021
“* Insulin is subject to deductible and copay but capped at $100 for a 30-day supply. 60 combined visits per condition, per plan year 40 visits per plan year 210 days per plan year, 5 visits per plan year for family Single purchase every 3 years
~ Vision benefits administered by Davis Vision.
For a complete Summary of Benefits and Coverage (SBC), please visit www.amherst.org Rehab, outpatient (PT/OT/ST) Rehab, inpatient (PT/OT/ST) Substance abuse, outpatient Skilled nursing facility
*No Application Fee required/$25 administration fee per monthly or quarterly billing is included 60 combined visits per condition, per plan year 60 combined visits, per plan year Unlimited, 20 visits per plan year for family counseling Unlimited, 200 days per yr-Standard
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