Embrace
better health’

Updated: 10/24/2024 10:32 AM

PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Engage LG125-IN25

In-Network

Engage LS300-IN25

Silver
In-Network

Engage LS500-IN25

Silver
In-Network

Engage LS550-IN25

Silver
In-Network

Engage LB600-IN25

In-Network

Engage LB650-IN25

AVIN_HG_1665_0125 AVIN_HS_1666_0125 AVIN_HS_1667_0125 AVIN_HS_1668_0125 AVIN_HB_1663_0125 AVIN_HB_1664_0125 I

In-Network

DEDUCTIBLE: Individual/Family $2,000/ $4,000 $3,000/ $6,000 $5,500/$11,000 $6,500/ $13,000 $6,650/ $13,300 $8,200/ $16,400
OUT OF POCKET MAX: Individual/Family $4,700/ $9,400 $8,650/$17,300 $8,000/ $16,000 $8,000/ $16,000 $9,000/ $18,000 $8,200/ $16,400
OFFICE SERVICES

. . No charge for the first 2 visits; No charge for the first visit; No charge for the first visit; No charge for the first visit; o o
Primary Care Physician (PCP) . . . . $70 copay per visit $75 copay per visit

$35 copay per visit thereafter $40 copay per visit thereafter $45 copay per visit thereafter $55 copay per visit thereafter
Specialist $70 copay per visit $80 copay per visit $90 copay per visit $110 copay per visit $140 copay per visit No charge after deductible
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $45 copay per visit $50 copay per visit $55 copay per visit $65 copay per visit $80 copay per visit $85 copay per visit
$125 copay per visit at $125 copay per visit at $125 copay per visit at $125 copay per visit at $125 copay per visit at
independent facilities; independent facilities; independent facilities; independent facilities; independent facilities;
Urgent Care $250 copay per visit at $250 copay per visit at $250 copay per visit at $250 copay per visit at $250 copay per visit at No charge after deductible
hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated
facilities facilities facilities facilities facilities
$500 copay per visit after $500 copay per visit after $550 copay per visit after $500 copay per visit after $500 copay per visit after
Emergency Room No charge after deductible
gency deductible deductible deductible deductible deductible &
$200 copay per one way $200 copay per one way $200 copay per one way $200 copay per one way $200 copay per one way

Ambulance (Ground)

ground transport

ground transport

ground transport

ground transport

ground transport

No charge after deductible

OUTPATIENT SERVICES

Outpatient Radiology

$250 copay per visit at $300 copay per visit at $300 copay per visit at $325 copay per visit at $250 copay per visit after
, pay pervist , pay pervist , pay pervist , pay pervist deductible at independent
Complex independent facilities; independent facilities; independent facilities; independent facilities; tacilities:
500 copay per visit at 600 copay per visit at 600 copay per visit at 650 copay per visit at ’ No charge after deductible
(CT/PET scans, MRIs, etc.) $500 copay per visit $600 copay per visit $600 copay per visit $650 copay per visit $500 copay per visit after g
hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated ) )
_ - . o deductible at hospital-owned
facilities facilities facilities facilities - o
or affiliated facilities
$75 copay per visit at $100 copay per visit at $100 copay per visit at $125 copay per visit at $75 copay per visit after
. payp . payp . Payp . Payp deductible at independent
Other independent facilities; independent facilities; independent facilities; independent facilities; tacilities:
150 copay per visit at 200 copay per visit at 200 copay per visit at 250 copay per visit at ’ No charge after deductible
(X-ray, ultrasound, etc.) $ ) payp . $ ) payp - $ . payp . $ . payp . $150 copay per visit after g
hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated . .
_ - el o deductible at hospital-owned
facilities facilities facilities facilities - .
or affiliated facilities
Outpatient Routine Lab $10 copay per visit $30 copay per visit $30 copay per visit $35 copay per visit $40 copay per visit No charge after deductible
650 copay per visit after 725 copay per visit after 750 copay per visit after 500 copay per visit after 30% coinsurance after
Outpatient Surgery - facility $ paype $ pay pe $ pay pe $ paype 0 _ No charge after deductible
deductible deductible deductible deductible deductible

Outpatient Surgery - physician services

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

30% coinsurance after
deductible

No charge after deductible

HOSPITAL

Inpatient

$850 copay per admission
after deductible

$900 copay per day for the
first 2 days per admission
after deductible

$750 copay per day for the
first 2 days per admission
after deductible

$500 copay per admission
after deductible

$500 copay per admission
after deductible

No charge after deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

$15 copay / $30 copay / $60
copay /$120 copay /50%
coinsurance after deductible

$20 copay / $40 copay / $80
copay /$100 copay /50%
coinsurance after deductible

$20 copay / $40 copay / $80
copay / $100 copay /50%
coinsurance after deductible

$25 copay / $45 copay / $65
copay / $105 copay /50%
coinsurance after deductible

$25 copay / $45 copay / $85
copay after deductible / 50%

coinsurance after deductible /

50% coinsurance after
deductible

$25 copay / $45 copay /No

charge after deductible / No

charge after deductible / No
charge after deductible

Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred
Brand

$37.50 copay / $75 copay /
$150 copay / $300 copay

$50 copay /$100 copay /
$200 copay / $250 copay

$50 copay /$100 copay /
$200 copay / $250 copay

$62.50 copay /$112.50
copay / $162.50 copay /

$62.50 copay /$112.50
copay /$212.50 copay after

deductible / 50% coinsurance

$62.50 copay /$112.50
copay / No charge after
deductible / No charge after

[No Value Generic tier in Standard plans] $262.50 copay ) )

. after deductible deductible
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.




Updated: 10/24/2024 10:32 AM

PLAN NAME

PLAN ID
METAL TIER

AvMed Confidential Proprietary / Internal Use Only

Embrace
better health’

Engage HSAQ LS350-IN25

Silver
In-Network

TierA

Empower MG225-IN25

TierB

Out-of-Network

TierA

Empower MS300-IN25

AVIN_DHS_1662_0125 AVIN_PG_1672_0125 AVIN_PS_1673_0125

Silver
TierB

DEDUCTIBLE: Individual/Family

$3,500/$7,000

$1,400/$2,800

$1,400/$2,800

$4,200/ $8,400

$3,000/ $6,000

$3,000/ $6,000

OUT OF POCKET MAX: Individual/Family

$7,500/ $15,000

$5,400/ $10,800

$5,400/$10,800

$16,200 / $32,400

$8,650/$17,300

$8,650/$17,300

OFFICE SERVICES

20% coinsurance after

No charge for the first 2 visits;

50% coinsurance after

No charge for the first visit; $25

Primary Care Physician (PCP 20 copay per visit 25 copay per visit
y y ( ) deductible $20 copay per visit thereafter $ payp deductible copay per visit thereafter $ payp
. 20% coinsurance after . . 50% coinsurance after - -
Specialist ) $40 copay per visit $40 copay per visit . $50 copay per visit $50 copay per visit
deductible deductible
) - 20% coinsurance after
Telehealth Virtual Visit ) No charge Not Covered Not Covered No charge Not Covered
deductible
PREVENTIVE CARE
50% coinsurance after
Preventive Wellness Services No charge No charge No charge ’ ) No charge No charge
deductible
IMMEDIATE MEDICAL CARE**
o 20% coinsurance after . . - - -
Retail Clinic deductible $30 copay per visit $30 copay per visit $30 copay per visit $35 copay per visit $35 copay per visit
$70 copay per visit at $70 copay per visit at $70 copay per visit at $100 copay per visit at $100 copay per visit at
Urgent Care 20% coinsurance after independent facilities; independent facilities; independent facilities; independent facilities; independent facilities;

deductible

$140 copay per visit at hospital-
owned or affiliated facilities

$140 copay per visit at hospital-
owned or affiliated facilities

$140 copay per visit at hospital-
owned or affiliated facilities

$200 copay per visit at hospital-
owned or affiliated facilities

$200 copay per visit at hospital-
owned or affiliated facilities

Emergency Room

20% coinsurance after
deductible

$350 copay per visit after
deductible

$350 copay per visit after
deductible

$350 copay per visit after
deductible

$500 copay per visit after
deductible

$500 copay per visit after
deductible

Ambulance (Ground)

20% coinsurance after
deductible

$200 copay per one way ground
transport

$200 copay per one way ground
transport

$200 copay per one way ground
transport

$200 copay per one way ground
transport

$200 copay per one way ground
transport

OUTPATIENT SERVICES

Outpatient Radiology

Complex
(CT/PET scans, MRIs, etc.)

20% coinsurance after
deductible

$150 copay per visit at
independent facilities;
$300 copay per visit at hospital-
owned or affiliated facilities

$150 copay per visit at
independent facilities;
$300 copay per visit at hospital-
owned or affiliated facilities

50% coinsurance after
deductible

$275 copay per visit at
independent facilities;
$550 copay per visit at hospital-
owned or affiliated facilities

$275 copay per visit at
independent facilities;
$550 copay per visit at hospital-
owned or affiliated facilities

Other
(X-ray, ultrasound, etc.)

20% coinsurance after
deductible

$75 copay per visit at
independent facilities;
$150 copay per visit at hospital-
owned or affiliated facilities

$75 copay per visit at
independent facilities;
$150 copay per visit at hospital-
owned or affiliated facilities

50% coinsurance after
deductible

$75 copay per visit at
independent facilities;
$150 copay per visit at hospital-
owned or affiliated facilities

$75 copay per visit at
independent facilities;
$150 copay per visit at hospital-
owned or affiliated facilities

20% coinsurance after

50% coinsurance after

Outpatient Routine Lab 10 copay per visit 10 copay per visit 25 copay per visit 25 copay per visit
P deductible $10 copay p $10 copay p deductible $25 copay p $25 copay p
20% coinsurance after 650 copay per visit after 650 copay per visit after 50% coinsurance after 750 copay per visit after 750 copay per visit after
Outpatient Surgery - facility ° ] $ payp ) $ payp ] ° ] 3 payp ) 3 payp )
deductible deductible deductible deductible deductible deductible

Outpatient Surgery - physician services

20% coinsurance after
deductible

No charge after deductible

No charge after deductible

50% coinsurance after
deductible

No charge after deductible

No charge after deductible

HOSPITAL

Inpatient

20% coinsurance after
deductible

$700 copay per day for the first
3 days per admission after
deductible

$700 copay per day for the first
3 days per admission after
deductible

50% coinsurance after
deductible

$750 copay per day for the first
3 days per admission after
deductible

$750 copay per day for the first
3 days per admission after
deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/

Non-Preferred Brand/Specialty

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

20% coinsurance after
deductible

$15 copay / $30 copay / $60
copay /$120 copay /50%
coinsurance after deductible

$15 copay / $30 copay / $60
copay /$120 copay /50%
coinsurance after deductible

Not Covered

$20 copay / $40 copay / $80
copay / $100 copay /50%
coinsurance after deductible

$20 copay / $40 copay / $80
copay / $100 copay /50%
coinsurance after deductible

Per Prescription (90 day supply):

Value Generic/Generic/Preferred Brand/Non-Preferred

Brand

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

20% coinsurance after
deductible

$37.50 copay / $75 copay /
$150 copay / $300 copay

$37.50 copay / $75 copay /
$150 copay / $300 copay

Not Covered

$50 copay /$100 copay / $200
copay / $250 copay

$50 copay /$100 copay / $200
copay / $250 copay

DENTAL / VISION SERVICES

20% coinsurance after

50% coinsurance after

Pediatric Eye Exam™* ) No charge No charge ) No charge No charge
deductible deductible
e 20% coinsurance after 50% coinsurance after
Pediatric Glasses* ) No charge No charge ) No charge No charge
deductible deductible
Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.



Embrace
better health’

Updated: 10/24/2024 10:32 AM

PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Out-of-Network

AVIN_PS_1674_0125

Empower MS400-IN25

Silver

DEDUCTIBLE: Individual/Family $9,000/ $18,000 $4,500/ $9,000 $4,500/ $9,000 $13,500/ $27,000 $5,500/$11,000

OUT OF POCKET MAX: Individual/Family $25,950/ $51,900 $8,000/ $16,000 $8,000/ $16,000 $24,000/ $48,000 $8,000/ $16,000

OFFICE SERVICES

. . 50% coinsurance after No charge for the first visit; $30 o 50% coinsurance after No charge for the first visit; $30
Primary Care Physician (PCP) ) . $30 copay per visit ) .
deductible copay per visit thereafter deductible copay per visit thereafter
. 50% coinsurance after . . 50% coinsurance after -

Specialist ) $60 copay per visit $60 copay per visit ) $60 copay per visit

deductible deductible

Telehealth Virtual Visit Not Covered No charge Not Covered Not Covered No charge

PREVENTIVE CARE

. . 50% coinsurance after 50% coinsurance after

Preventive Wellness Services ) No charge No charge ) No charge

deductible deductible

IMMEDIATE MEDICAL CARE**

Retail Clinic $35 copay per visit $40 copay per visit $40 copay per visit $40 copay per visit $40 copay per visit
$100 copay per visit at $100 copay per visit at $100 copay per visit at $100 copay per visit at $110 copay per visit at
independent facilities; independent facilities; independent facilities; independent facilities; independent facilities;

Urgent Care

$200 copay per visit at hospital-
owned or affiliated facilities

$200 copay per visit at hospital-
owned or affiliated facilities

$200 copay per visit at hospital-
owned or affiliated facilities

$200 copay per visit at hospital-
owned or affiliated facilities

$220 copay per visit at hospital-
owned or affiliated facilities

Emergency Room

$500 copay per visit after
deductible

$500 copay per visit after
deductible

$500 copay per visit after
deductible

$500 copay per visit after
deductible

$550 copay per visit after
deductible

Ambulance (Ground)

$200 copay per one way ground
transport

$200 copay per one way ground
transport

$200 copay per one way ground
transport

$200 copay per one way ground
transport

$200 copay per one way ground
transport

OUTPATIENT SERVICES

Outpatient Radiology

Complex
(CT/PET scans, MRIs, etc.)

50% coinsurance after
deductible

$275 copay per visit at
independent facilities;
$550 copay per visit at hospital-
owned or affiliated facilities

$275 copay per visit at
independent facilities;
$550 copay per visit at hospital-
owned or affiliated facilities

50% coinsurance after
deductible

$300 copay per visit at
independent facilities;
$600 copay per visit at hospital-
owned or affiliated facilities

Other
(X-ray, ultrasound, etc.)

50% coinsurance after
deductible

$75 copay per visit at
independent facilities;
$150 copay per visit at hospital-
owned or affiliated facilities

$75 copay per visit at
independent facilities;
$150 copay per visit at hospital-
owned or affiliated facilities

50% coinsurance after
deductible

$100 copay per visit at
independent facilities;
$200 copay per visit at hospital-
owned or affiliated facilities

50% coinsurance after

50% coinsurance after

Outpatient Routine Lab 30 copay per visit 30 copay per visit 30 copay per visit
P deductible $30 copay p $30 copay p deductible $30 copay p
50% coinsurance after 750 copay per visit after 750 copay per visit after 50% coinsurance after 750 copay per visit after
Outpatient Surgery - facility ° ] $ payp . $ payp ] ° ] 3 payp .
deductible deductible deductible deductible deductible

Outpatient Surgery - physician services

50% coinsurance after
deductible

No charge after deductible

No charge after deductible

50% coinsurance after
deductible

No charge after deductible

HOSPITAL

Inpatient

50% coinsurance after
deductible

$800 copay per day for the first
3 days per admission after
deductible

$800 copay per day for the first
3 days per admission after
deductible

50% coinsurance after
deductible

$950 copay per admission after
deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

Not Covered

$20 copay / $40 copay / $80
copay /$100 copay /50%
coinsurance after deductible

$20 copay / $40 copay / $80
copay /$100 copay /50%
coinsurance after deductible

Not Covered

$20 copay / $40 copay / $80
copay / $100 copay /50%
coinsurance after deductible

Per Prescription (90 day supply):

Value Generic/Generic/Preferred Brand/Non-Preferred
Brand

[No Value Generic tier in Standard plans]

[Separate Rx deductible may apply]

Not Covered

$50 copay /$100 copay / $200
copay / $250 copay

$50 copay /$100 copay / $200
copay / $250 copay

Not Covered

$50 copay /$100 copay / $200
copay / $250 copay

DENTAL / VISION SERVICES

50% coinsurance after

50% coinsurance after

Pediatric Eye Exam™* ) No charge No charge ) No charge
deductible deductible
e 50% coinsurance after 50% coinsurance after
Pediatric Glasses* ) No charge No charge ) No charge
deductible deductible
Pediatric Dental* No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.



Embrace
better health’

Updated: 10/24/2024 10:32 AM

PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Empower MS500-IN25

Empower MB600-IN25

AVIN_PS_1675_0125 AVIN_PB_1670_0125 I

Silver

DEDUCTIBLE: Individual/Family $5,500/$11,000 $16,500/ $33,000 $7,900/ $15,800 $7,900/ $15,800 $23,700/ $47,400
OUT OF POCKET MAX: Individual/Family $8,000/ $16,000 $24,000/ $48,000 $8,900/$17,800 $8,900/$17,800 $26,700/ $53,400
OFFICE SERVICES

Primary Care Physician (PCP) $30 copay per visit 50% coinsurance after $50 copay per visit $50 copay per visit 50% coinsurance after

y y payp deductible payp payp deductible
. . 50% coinsurance after . . 50% coinsurance after

Specialist $60 copay per visit ) $100 copay per visit $100 copay per visit )

deductible deductible

Telehealth Virtual Visit Not Covered Not Covered No charge Not Covered Not Covered

PREVENTIVE CARE

. . 50% coinsurance after 50% coinsurance after

Preventive Wellness Services No charge ) No charge No charge )

deductible deductible

IMMEDIATE MEDICAL CARE**

Retail Clinic $40 copay per visit $40 copay per visit $60 copay per visit $60 copay per visit $60 copay per visit
$110 copay per visit at $110 copay per visit at $60 copay per visit at $60 copay per visit at $60 copay per visit at
independent facilities; independent facilities; independent facilities; independent facilities; independent facilities;

Urgent Care

$220 copay per visit at hospital-
owned or affiliated facilities

$220 copay per visit at hospital-
owned or affiliated facilities

$120 copay per visit at hospital-
owned or affiliated facilities

$120 copay per visit at hospital-
owned or affiliated facilities

$120 copay per visit at hospital-
owned or affiliated facilities

Emergency Room

$550 copay per visit after
deductible

$550 copay per visit after
deductible

$300 copay per visit after
deductible

$300 copay per visit after
deductible

$300 copay per visit after
deductible

Ambulance (Ground)

$200 copay per one way ground

$200 copay per one way ground

$200 copay per one way ground

$200 copay per one way ground

$200 copay per one way ground

transport transport transport transport transport
OUTPATIENT SERVICES
Outpatient Radiology
$250 copay per visit after $250 copay per visit after
$300 copay per visit at deductible at independent deductible at independent
Complex independent facilities; 50% coinsurance after facilities; facilities; 50% coinsurance after
(CT/PET scans, MRIs, etc.) $600 copay per visit at hospital- deductible $300 copay per visit after $300 copay per visit after deductible

owned or affiliated facilities

deductible at hospital-owned
or affiliated facilities

deductible at hospital-owned
or affiliated facilities

Other
(X-ray, ultrasound, etc.)

$100 copay per visit at
independent facilities;
$200 copay per visit at hospital-
owned or affiliated facilities

50% coinsurance after
deductible

$65 copay per visit after
deductible at independent
facilities;
$130 copay per visit after
deductible at hospital-owned
or affiliated facilities

$65 copay per visit after
deductible at independent
facilities;
$130 copay per visit after
deductible at hospital-owned
or affiliated facilities

50% coinsurance after
deductible

50% coinsurance after

50% coinsurance after

Outpatient Routine Lab 30 copay per visit 40 copay per visit 40 copay per visit
P $30 copay p deductible $40 copay p $40 copay p deductible
) . $750 copay per visit after 50% coinsurance after 30% coinsurance after 30% coinsurance after 50% coinsurance after
Outpatient Surgery - facility . ) . . :
deductible deductible deductible deductible deductible

Outpatient Surgery - physician services

No charge after deductible

50% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

50% coinsurance after
deductible

HOSPITAL

Inpatient

$950 copay per admission after
deductible

50% coinsurance after
deductible

$300 copay per admission after
deductible

$300 copay per admission after
deductible

50% coinsurance after
deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

$20 copay / $40 copay / $80
copay /$100 copay /50%
coinsurance after deductible

Not Covered

$25 copay / $45 copay / $85
copay after deductible / 50%
coinsurance after deductible /
50% coinsurance after
deductible

$25 copay / $45 copay / $85
copay after deductible / 50%
coinsurance after deductible /
50% coinsurance after
deductible

Not Covered

Per Prescription (90 day supply):

Value Generic/Generic/Preferred Brand/Non-Preferred
Brand

[No Value Generic tier in Standard plans]

[Separate Rx deductible may apply]

$50 copay /$100 copay / $200
copay / $250 copay

Not Covered

$62.50 copay /$112.50 copay
/$212.50 copay after
deductible / 50% coinsurance
after deductible

$62.50 copay /$112.50 copay
/$212.50 copay after
deductible / 50% coinsurance
after deductible

Not Covered

DENTAL / VISION SERVICES

50% coinsurance after

50% coinsurance after

Pediatric Eye Exam™* No charge ) No charge No charge )
deductible deductible
e 50% coinsurance after 50% coinsurance after
Pediatric Glasses* No charge ) No charge No charge )
deductible deductible
Pediatric Dental* No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Empower MB650-IN25

Empower HSAQ MS350-IN25

AVIN_PB_1671_0125 AVIN_DPS_1669_0125

Silver

DEDUCTIBLE: Individual/Family

$8,200/ $16,400

$8,200/ $16,400

$24,600 / $49,200

$3,500/$7,000

$3,500/$7,000

OUT OF POCKET MAX: Individual/Family

$8,200/ $16,400

$8,200/ $16,400

$24,600 / $49,200

$7,000/ $14,000

$7,000/ $14,000

OFFICE SERVICES

Primary Care Physician (PCP)

$75 copay per visit

$75 copay per visit

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after

20% coinsurance after

Specialist No charge after deductible No charge after deductible No charge after deductible ) )

deductible deductible
) . 20% coinsurance after

Telehealth Virtual Visit No charge Not Covered Not Covered ] Not Covered
deductible

PREVENTIVE CARE

Preventive Wellness Services No charge No charge No charge after deductible No charge No charge

IMMEDIATE MEDICAL CARE**

Retail Clinic $85 copay per visit $85 copay per visit $85 copay per visit 20% coinsurance after 20% coinsurance after

payp payp payp deductible deductible
. . . 20% coinsurance after 20% coinsurance after
Urgent Care No charge after deductible No charge after deductible No charge after deductible

deductible

deductible

Emergency Room

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Ambulance (Ground)

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

OUTPATIENT SERVICES

Outpatient Radiology

Complex
(CT/PET scans, MRIs, etc.)

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Other
(X-ray, ultrasound, etc.)

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Outpatient Routine Lab

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Outpatient Surgery - facility

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Outpatient Surgery - physician services

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

HOSPITAL

Inpatient

No charge after deductible

No charge after deductible

No charge after deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

$25 copay / $45 copay / No

charge after deductible / No

charge after deductible / No
charge after deductible

$25 copay / $45 copay / No

charge after deductible / No

charge after deductible / No
charge after deductible

Not Covered

20% coinsurance after
deductible

20% coinsurance after
deductible

Per Prescription (90 day supply):

Value Generic/Generic/Preferred Brand/Non-Preferred
Brand

[No Value Generic tier in Standard plans]

[Separate Rx deductible may apply]

$62.50 copay /$112.50 copay
/' No charge after deductible /
No charge after deductible

$62.50 copay /$112.50 copay
/' No charge after deductible /
No charge after deductible

Not Covered

20% coinsurance after
deductible

20% coinsurance after
deductible

DENTAL / VISION SERVICES

20% coinsurance after

20% coinsurance after

Pediatric Eye Exam™* No charge No charge No charge after deductible ) )
deductible deductible
e ) 20% coinsurance after 20% coinsurance after
Pediatric Glasses* No charge No charge No charge after deductible ) )
deductible deductible
Pediatric Dental* No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Platinum 25 Zero
PLAN NAME

Entrust Platinum 25 Limited Cost Share (2025)

Entrust Platinum 25 (2025) Entrust Platinum 25 (2025)

Cost Share (2025)
PLAN D | anrpesaos | ANrpiesaos | ANFpimazoms | AWNARdeasoms |
METAL TIER Platinum Platinum Platinum Platinum
DEDUCTIBLE: Individual/Family $10,500/ $21,000 $0/%0 $0/%0 $0/%0 $0/%0 $0/%0
OUT OF POCKET MAX: Individual/Family $21,000/ $42,000 $4,350/ $8,700 $4,350/ $8,700 $0/%0 $0/%0 $4,350/ $8,700
OFFICE SERVICES
) o 50% coinsurance after - . i
Primary Care Physician (PCP) deductible $10 copay per visit $10 copay per visit No charge No charge $10 copay per visit
o 50% coinsurance after - - .
Specialist ) $20 copay per visit $20 copay per visit No charge No charge $20 copay per visit
deductible
Telehealth Virtual Visit Not Covered No charge No charge No charge No charge No charge
PREVENTIVE CARE
. . 50% coinsurance after
Preventive Wellness Services ) No charge No charge No charge No charge No charge
deductible
IMMEDIATE MEDICAL CARE**
o 20% coinsurance after L . i
Retail Clinic , $20 copay per visit $20 copay per visit No charge No charge $20 copay per visit
deductible
20% coinsurance after $125 copay per visit at $125 copay per visit at
deductible at independent . payp o . payp o $125 copay per visit at
o independent facilities; independent facilities; . o
Urgent Care facilities; $250 copay per visit at $250 copay per visit at No charge No charge Independent facilities;
g 50% coinsurance after . payp - . payp . g g $250 copay per visit at hospital-
. . hospital-owned or affiliated hospital-owned or affiliated o o
deductible at hospital-owned o o owned or affiliated facilities
. o facilities facilities
or affiliated facilities
20% coinsurance after o o o
Emergency Room deductible $100 copay per visit $100 copay per visit No charge No charge $100 copay per visit
20% coinsurance after 200 copay per one wa 200 copay per one wa 200 copay per one way ground
Ambulance (Ground) ’ ) $ Payp y 5 Payp y No charge No charge $ Payp ve
deductible ground transport ground transport transport
OUTPATIENT SERVICES
Outpatient Radiology
100 copay per visit at 100 copay per visit at
$ payp . $ payp . $100 copay per visit at
. independent facilities; independent facilities; . —_
Complex 50% coinsurance after $200 copay per visit at $200 copay per visit at No charee No charee independent facilities;
(CT/PET scans, MRIs, etc.) deductible . payp N . payp N g g $200 copay per visit at hospital-
hospital-owned or affiliated hospital-owned or affiliated - -
o o owned or affiliated facilities
facilities facilities
$10 copay per visit at $10 copay per visit at $10 copay per visit at
Other 50% coinsurance after independent facilities; independent facilities; independent facilities;
. - . . ) No charge No charge o )
(X-ray, ultrasound, etc.) deductible $20 copay per visit at hospital- | $20 copay per visit at hospital- $20 copay per visit at hospital-
owned or affiliated facilities owned or affiliated facilities owned or affiliated facilities
. . 50% coinsurance after
Outpatient Routine Lab ) No charge No charge No charge No charge No charge
deductible
. . 50% coinsurance after . - .
Outpatient Surgery - facility deductible $200 copay per visit $200 copay per visit No charge No charge $200 copay per visit
. - . 50% coinsurance after
Outpatient Surgery - physician services . No charge No charge No charge No charge No charge
deductible
HOSPITAL
50% coinsurance after 350 copay per day for the 350 copay per day for the 350 copay per day for the first
Inpatient ’ . $, payp y L $, payp y L No charge No charge 3 payp y L
deductible first 3 days per admission first 3 days per admission 3 days per admission
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Value Generic/Generic/Preferred Brand/ No charge / $5 copay / $20 No charge / $5 copay / $20 No charge / $5 copay / $20
Non-Preferred Brand/Specialty Not Covered copay / $60 copay /50% copay / $60 copay /50% No charge No charge copay / $60 copay /50%
[No Value Generic tier in Standard plans] coinsurance coinsurance coinsurance
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred
No charge / $12.50 copay / No charge / $12.50 copay / No charge / $12.50 copay / $50
Brand Not Covered No charge No charge
o $50 copay / $150 copay $50 copay / $150 copay copay / $150 copay
[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
o 50% coinsurance after
Pediatric Eye Exam™* ) No charge No charge No charge No charge No charge
deductible
L 50% coinsurance after
Pediatric Glasses* ) No charge No charge No charge No charge No charge
deductible
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Dental* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Platinum Standard Entrust Platinum Standard Entrust Platinum Standard

PLAN NAME Entrust Platinum Standard Limited Cost Share (2025) Entrust Gold 125 (2025)
(2025) (2025) Zero Cost Share (2025)

PLAN ID ___AVINHP 16560125 | AVINHP 16560125 | _ AVINHP1656020125 | AVN.HP.1656030125 |  AVINHG 16510125 [

METAL TIER Platinum Platinum Platinum Platinum

DEDUCTIBLE: Individual/Family $0/%0 $0/%0 $0/%0 $0/%0 $0/%0 $2,000/ $4,000

OUT OF POCKET MAX: Individual/Family $4,300/ $8,600 $4,300/ $8,600 $0/%0 $0/%0 $4,300/ $8,600 $4,700/ $9,400

OFFICE SERVICES

Primary Care Physician (PCP) $10 copay per visit $10 copay per visit No charge No charge $10 copay per visit $35 copay per visit
Specialist $20 copay per visit $20 copay per visit No charge No charge $20 copay per visit $70 copay per visit
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE

Preventive Wellness Services No charge No charge No charge No charge No charge No charge

IMMEDIATE MEDICAL CARE**

Retail Clinic $15 copay per visit $15 copay per visit No charge No charge $15 copay per visit $45 copay per visit
$125 copay per visit at
independent facilities;

Urgent Care $15 copay per visit $15 copay per visit No charge No charge $15 copay per visit $250 copay per visit at

hospital-owned or affiliated
facilities
. . . $500 copay per visit after
Emergency Room $100 copay per visit $100 copay per visit No charge No charge $100 copay per visit deductible
$200 copay per one way $200 copay per one way $200 copay per one way ground $200 copay per one way
Ambulance (Ground) No charge No charge
ground transport ground transport transport ground transport

OUTPATIENT SERVICES
Outpatient Radiology

$250 copay per visit at
independent facilities;
Complex $100 copay per visit $100 copay per visit No charge No charge $100 copay per visit $500 copay per visit at
(CT/PET scans, MRIs, etc.) payp payp g g payp Vo copay pervistt
hospital-owned or affiliated
facilities
$75 copay per visit at
Other independent facilities;
30 copay per visit 30 copay per visit No charge No charge 30 copay per visit 150 copay per visit at
(X-ray, ultrasound, etc.) $ payp $ payp g g $ payp $ ' payp t
hospital-owned or affiliated
facilities
Outpatient Routine Lab $30 copay per visit $30 copay per visit No charge No charge $30 copay per visit $10 copay per visit
650 copay per visit after
Outpatient Surgery - facility $150 copay per visit $150 copay per visit No charge No charge $150 copay per visit $ dZdyuI(J:tible
Outpatient Surgery - physician services $150 copay per visit $150 copay per visit No charge No charge $150 copay per visit No charge after deductible
HOSPITAL
850 copay per admission
Inpatient $350 copay per admission $350 copay per admission No charge No charge $350 copay per admission $ payp

after deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/ $15 copay / $30 copay / $60
5 copay /$10 copay / $50 5 copay /$10 copay / $50 5 copay /$10 copay / $50
Non-Preferred Brand/Specialty $ pay /$ pay /$ $ pay /$ pay /$ $ pay /$ pay /$ copay /$120 copay /50%

copay /$150 copa copay /$150 copa No charge No charge copay /$150 copa
[No Value Generic tier in Standard plans] pay Pay pay Pay pay pay coinsurance after deductible

[Separate Rx deductible may apply]

Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred

$12.50 copay / $25 copay / $12.50 copay / $25 copay / $12.50 copay / $25 copay / $37.50 copay / $75 copay /

Brand No charge No charge

o $125 copay $125 copay $125 copay $150 copay / $300 copay
[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Dental* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Entrust Gold 125 (2025)

Entrust Gold 125 Zero Cost
Share (2025)

Entrust Gold 125 Limited Cost Share (2025)

Entrust Gold Standard (2025)

Entrust Gold Standard (2025)

AVIN_HG_1651_0125 AVIN_HG_165102_0125 AVIN_HG_165103_0125 AVIN_HG_1653_0125 AVIN_HG_1653_0125 I

In-Network

IHCP

IHCP

Non-IHCP In-Network

In-Network

In-Network

DEDUCTIBLE: Individual/Family $2,000/ $4,000 $0/%0 $0/%0 $2,000/ $4,000 $1,500/ $3,000 $1,500/ $3,000
OUT OF POCKET MAX: Individual/Family $4,700/ $9,400 $0/%0 $0/%0 $4,700/ $9,400 $7,800/$15,600 $7,800/$15,600
OFFICE SERVICES
Primary Care Physician (PCP) $35 copay per visit No charge No charge $35 copay per visit $30 copay per visit $30 copay per visit
Specialist $70 copay per visit No charge No charge $70 copay per visit $60 copay per visit $60 copay per visit
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $45 copay per visit No charge No charge $45 copay per visit $40 copay per visit $40 copay per visit
125 copay per visit at
$ payp . $125 copay per visit at
independent facilities; . o
Urgent Care $250 copay per visit at No charge No charge Independent facilities; $45 copay per visit $45 copay per visit
g . payp . g g $250 copay per visit at hospital- payp payp
hospital-owned or affiliated - L
o owned or affiliated facilities
facilities
$500 copay per visit after $500 copay per visit after 25% coinsurance after 25% coinsurance after
Emergency Room ) No charge No charge ) ) )
deductible deductible deductible deductible
$200 copay per one way $200 copay per one way ground $200 copay per one way $200 copay per one way
Ambulance (Ground) No charge No charge
ground transport transport ground transport ground transport
OUTPATIENT SERVICES
Outpatient Radiology
250 copay per visit at
$ payp . $250 copay per visit at
independent facilities; . _ . .
Complex o independent facilities; 25% coinsurance after 25% coinsurance after
$500 copay per visit at No charge No charge . , , )
(CT/PET scans, MRIs, etc.) . . $500 copay per visit at hospital- deductible deductible
hospital-owned or affiliated - L
o owned or affiliated facilities
facilities
75 copay per visit at
.$ payp . $75 copay per visit at
independent facilities; . _ . .
Other o independent facilities; 25% coinsurance after 25% coinsurance after
$150 copay per visit at No charge No charge . , , )
(X-ray, ultrasound, etc.) ) . $150 copay per visit at hospital- deductible deductible
hospital-owned or affiliated - L
o owned or affiliated facilities
facilities
. . o o 25% coinsurance after 25% coinsurance after
Outpatient Routine Lab $10 copay per visit No charge No charge $10 copay per visit ) )
deductible deductible
) . $650 copay per visit after $650 copay per visit after 25% coinsurance after 25% coinsurance after
Outpatient Surgery - facility . No charge No charge . ] ]
deductible deductible deductible deductible
. . . . . 25% coinsurance after 25% coinsurance after
Outpatient Surgery - physician services No charge after deductible No charge No charge No charge after deductible ) )
deductible deductible
HOSPITAL
) $850 copay per admission $850 copay per admission after 25% coinsurance after 25% coinsurance after
Inpatient . No charge No charge . ] ]
after deductible deductible deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Value Generic/Generic/Preferred Brand/ 15 copay / $30 copay / $60 15 copay / $30 copay / $60
) s pay /'$ pay /'$ $ pay /$ pay /$ $15 copay / $30 copay / $60 $15 copay / $30 copay / $60
Non-Preferred Brand/Specialty copay / $120 copay /50% No charge No charge copay /$120 copay /50%
o . . . , copay / $250 copay copay /$250 copay
[No Value Generic tier in Standard plans] coinsurance after deductible coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred
Brand $37.50 copay / $75 copay / No eharee Mo eharee $37.50 copay / $75 copay / $37.50 copay / $75 copay / $37.50 copay / $75 copay /
o $150 copay / $300 copay g g $150 copay / $300 copay $150 copay $150 copay
[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Entrust Gold Standard Zero
Cost Share (2025)

AVIN_HG_165302_0125 AVIN_HG_165303_0125 AVIN_HS_1658 0125 AVIN_HS_1658 0125 AVIN_HS_165802_0125 I

Entrust Gold Standard Limited Cost Share (2025)

Entrust Silver 350 (2025)

Silver

Entrust Silver 350 (2025)

Silver

Entrust Silver 350 Zero Cost
Share (2025)

Silver

DEDUCTIBLE: Individual/Family $0/%0 $0/%0 $1,500/ $3,000 $3,500/ $7,000 $3,500/$7,000 $0/%0
OUT OF POCKET MAX: Individual/Family $0/%0 $0/%0 $7,800/ $15,600 $8,000/ $16,000 $8,000/ $16,000 $0/%0
OFFICE SERVICES
Primary Care Physician (PCP) No charge No charge $30 copay per visit $30 copay per visit $30 copay per visit No charge
Specialist No charge No charge $60 copay per visit $60 copay per visit $60 copay per visit No charge
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic No charge No charge $40 copay per visit $40 copay per visit $40 copay per visit No charge
$125 copay per visit at $125 copay per visit at
independent facilities; independent facilities;
Urgent Care No charge No charge $45 copay per visit $250 copay per visit at $250 copay per visit at No charge
hospital-owned or affiliated hospital-owned or affiliated
facilities facilities
Emergency Room No charge No charge 25% coinsurance after 50% coinsurance after 50% coinsurance after No charge
gency & & deductible deductible deductible g
200 copay per one way ground 200 copay per one wa 200 copay per one wa
Ambulance (Ground) No charge No charge 5 Payp Ve 5 Payp y 5 Payp y No charge
transport ground transport ground transport
OUTPATIENT SERVICES
Outpatient Radiology
Complex 25% coinsurance after 50% coinsurance after 50% coinsurance after
No charge No charge ) ) ) No charge
(CT/PET scans, MRIs, etc.) deductible deductible deductible
Other 25% coinsurance after 50% coinsurance after 50% coinsurance after
No charge No charge ) ) ) No charge
(X-ray, ultrasound, etc.) deductible deductible deductible
. . 25% coinsurance after o o
Outpatient Routine Lab No charge No charge ) $30 copay per visit $30 copay per visit No charge
deductible
) . 25% coinsurance after 50% coinsurance after 50% coinsurance after
Outpatient Surgery - facility No charge No charge ) ) ) No charge
deductible deductible deductible
. . . 25% coinsurance after 50% coinsurance after 50% coinsurance after
Outpatient Surgery - physician services No charge No charge ) ) ) No charge
deductible deductible deductible
HOSPITAL
) 25% coinsurance after 50% coinsurance after 50% coinsurance after
Inpatient No charge No charge . . . No charge
deductible deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
20 copay / $45 copay / $80 20 copay /$45 copay / $80
Value Generic/Generic/Preferred Brand/ 3 pay /$ ] pay /$ 3 pay /$ ] pay /$
) $15 copay / $30 copay / $60 copay /50% coinsurance copay /50% coinsurance
Non-Preferred Brand/Specialty No charge No charge ] i No charge
o copay / $250 copay after deductible / 50% after deductible / 50%
[No Value Generic tier in Standard plans] . . . )
) coinsurance after deductible coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred 50 copay /$112.50 copay / 50 copay /$112.50 copay /
$37.50 copay / $75 copay / $ pay /$ pay $ pay /$ pay
Brand No charge No charge $150 copa $200 copay /50% $200 copay /50% No charge
[No Value Generic tier in Standard plans] pay coinsurance after deductible coinsurance after deductible
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or

other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Entrust Silver 350 Limited Cost Share (2025)

AVIN_HS_165803_0125 AVIN_HS_165804_0125 AVIN_HS_165805_0125 AVIN_HS_165806_0125 AVIN_HS_1660_0125 I

IHCP

Silver

Non-IHCP In-Network

Entrust Silver 350 73% AV
(2025)

Silver
In-Network

Entrust Silver 350 87% AV
(2025)

Silver
In-Network

Entrust Silver 350 94% AV
(2025)

Silver

In-Network

Entrust Silver 550 (2025)

Silver
In-Network

DEDUCTIBLE: Individual/Family $0/%0 $3,500/ $7,000 $3,000/ $6,000 $0/%0 $0/%0 $6,250/ $12,500
OUT OF POCKET MAX: Individual/Family $0/%0 $8,000/ $16,000 $7,250/ $14,500 $3,050/ $6,100 $1,500/ $3,000 $7,250/ $14,500
OFFICE SERVICES

Primary Care Physician (PCP) No charge $30 copay per visit $15 copay per visit $15 copay per visit No charge $55 copay per visit

Specialist No charge $60 copay per visit $30 copay per visit $30 copay per visit $10 copay per visit $110 copay per visit

Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge

PREVENTIVE CARE

Preventive Wellness Services No charge No charge No charge No charge No charge No charge

IMMEDIATE MEDICAL CARE**

Retail Clinic No charge $40 copay per visit $25 copay per visit $25 copay per visit No charge $65 copay per visit
$125 copay per visit at $125 copay per visit at $125 copay per visit at $125 copay per visit at $125 copay per visit at
inde enZeBr/]tpfacilitieS' independent facilities; independent facilities; independent facilities; independent facilities;

Urgent Care No charge $250 coppay per visit at ho;pital— $250 copay per visit at $250 copay per visit at $250 copay per visit at $250 copay per visit at

owned or affiliated facilities hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated
facilities facilities facilities facilities

Emergency Room No charee 50% coinsurance after 50% coinsurance after 40% coinsurance 5% coinsurance $500 copay per visit after

gency 8 deductible deductible ° ° deductible

Ambulance (Ground) No charge $200 copay per one way ground $200 copay per one way $200 copay per one way $200 copay per one way $200 copay per one way

transport ground transport ground transport ground transport ground transport

OUTPATIENT SERVICES

Outpatient Radiology

$325 copay per visit at
independent facilities;
Complex 50% coinsurance after 50% coinsurance after . . P o
No charge ) ) 40% coinsurance 25% coinsurance $650 copay per visit at
(CT/PET scans, MRIs, etc.) deductible deductible . N
hospital-owned or affiliated
facilities
$125 copay per visit at
independent facilities;
Other No charge 50% coinsurance after 50% coinsurance after 40% coinsurance 25% coinsurance $250pc0 ay per visit at
(X-ray, ultrasound, etc.) g deductible deductible ’ ’ . payp .
hospital-owned or affiliated
facilities

Outpatient Routine Lab No charge $30 copay per visit $30 copay per visit $15 copay per visit No charge $35 copay per visit
50% coinsurance after 50% coinsurance after 500 copay per visit after

Outpatient Surgery - facility No charge ’ ) ’ ) 40% coinsurance 25% coinsurance $ payp )

deductible deductible deductible
. . . 50% coinsurance after 50% coinsurance after . . )
Outpatient Surgery - physician services No charge deductible deductible 40% coinsurance 25% coinsurance No charge after deductible
HOSPITAL
) 50% coinsurance after 50% coinsurance after ) ) $500 copay per admission

Inpatient No charge ) ) 40% coinsurance 25% coinsurance )

deductible deductible after deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

20 copay / $45 copay / $80 20 copay / $45 copay / $80
Value Generic/Generic/Preferred Brand/ $ pay /$ , pay /$ $ pay /$ _ pay /$ $15 copay / $30 copay / $40 No charge / $5 copay / $20 $25 copay / $45 copay / $65
) copay /50% coinsurance after copay /50% coinsurance ) )
Non-Preferred Brand/Specialty No charge ) ) i copay /50% coinsurance / copay /50% coinsurance / copay / $105 copay /50%
L deductible / 50% coinsurance after deductible / 50% . . . ]
[No Value Generic tier in Standard plans] ) ) i 50% coinsurance 50% coinsurance coinsurance after deductible
. after deductible coinsurance after deductible

[Separate Rx deductible may apply]

Per Prescription (90 day supply):

Value Generic/Generic/Preferred Brand/Non-Preferred $50 copay /$112.50 copay / $50 copay /$112.50 copay / $37.50 copay / $75 copay / No charge / $12.50 copay / $62.50 copay /$112.50

Brand No charge $200 copay /50% coinsurance $200 copay /50% $100 copay /50% $50 co ag /500 .coinsEraS:wce copay /$162.50 copay /

0

[No Value Generic tier in Standard plans] after deductible coinsurance after deductible coinsurance pay $262.50 copay

[Separate Rx deductible may apply]

DENTAL / VISION SERVICES

Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge

Pediatric Glasses* No charge No charge No charge No charge No charge No charge

Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or

other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Silver 550 - Off

Entrust Silver 550 Zero Cost Entrust Silver 550 73% AV

PLAN NAME Entrust Silver 550 (2025) Entrust Silver 550 Limited Cost Share (2025)
Exchange (2025) Share (2025) (2025)
PLAN D v s 1ee202s | AVN WS 1600125 | AVN WS teaoo2oms | AVNHS 16003015 | AV s teao0aoizs ]
METAL TIER Silver Silver Silver Silver Silver
AvMed Confidential Proprietary / Internal Use Only In-Network In-Network IHCP IHCP Non-IHCP In-Network In-Network
DEDUCTIBLE: Individual/Family $6,250/ $12,500 $6,250/ $12,500 $0/%0 $0/%0 $6,250/ $12,500 $6,000/$12,000
OUT OF POCKET MAX: Individual/Family $7,250/ $14,500 $7,250/ $14,500 $0/%0 $0/%0 $7,250/ $14,500 $6,000/ $12,000
OFFICE SERVICES
Primary Care Physician (PCP) $55 copay per visit $55 copay per visit No charge No charge $55 copay per visit $40 copay per visit
Specialist $110 copay per visit $110 copay per visit No charge No charge $110 copay per visit $80 copay per visit
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $65 copay per visit $65 copay per visit No charge No charge $65 copay per visit $50 copay per visit
125 copay per visit at 125 copay per visit at 125 copay per visit at
$ bay pervist $ bay pervist $125 copay per visit at $ bay pervist
independent facilities; independent facilities; independent facilities; independent facilities;
Urgent Care 250 copay per visit at 250 copay per visit at No charge No charge ’ 250 copay per visit at
g 3 . payp . 3 . payp . g g $250 copay per visit at hospital- $ . payp N
hospital-owned or affiliated hospital-owned or affiliated . L hospital-owned or affiliated
_ —_ owned or affiliated facilities o
facilities facilities facilities
500 copay per visit after 500 copay per visit after 500 copay per visit after
Emergency Room s payp . $ payp . No charge No charge s bayp . No charge after deductible
deductible deductible deductible
$200 copay per one way $200 copay per one way $200 copay per one way ground $200 copay per one way
Ambulance (Ground) No charge No charge
ground transport ground transport transport ground transport
OUTPATIENT SERVICES
Outpatient Radiology
325 copay per visit at 325 copay per visit at 300 copay per visit at
$ bay pervist $ bay pervist $325 copay per visit at $ bay pervist
independent facilities; independent facilities; . o independent facilities;
Complex $650 copay per visit at $650 copay per visit at No charge No charge Independent facilities; $600 copay per visit at
(CT/PET scans, MRIs, etc.) . payp N . payp N g g $650 copay per visit at hospital- . payp N
hospital-owned or affiliated hospital-owned or affiliated . e hospital-owned or affiliated
_ _ owned or affiliated facilities o
facilities facilities facilities
125 copay per visit at 125 copay per visit at 100 copay per visit at
$ bay pervist $ bay pervist $125 copay per visit at $ bay pervist
independent facilities; independent facilities; . o independent facilities;
Other $250 copay per visit at $250 copay per visit at No charge No charge Independent facilities; $200 copay per visit at
(X-ray, ultrasound, etc.) . payp N . payp N g g $250 copay per visit at hospital- . payp N
hospital-owned or affiliated hospital-owned or affiliated o . hospital-owned or affiliated
_ - owned or affiliated facilities o
facilities facilities facilities
Outpatient Routine Lab $35 copay per visit $35 copay per visit No charge No charge $35 copay per visit $30 copay per visit
500 copay per visit after 500 copay per visit after 500 copay per visit after
Outpatient Surgery - facility $ S ) $ S ) No charge No charge $ S ) No charge after deductible
deductible deductible deductible
Outpatient Surgery - physician services No charge after deductible No charge after deductible No charge No charge No charge after deductible No charge after deductible
HOSPITAL
500 copay per admission 500 copay per admission 500 copay per admission after
Inpatient $ payp . $ payp . No charge No charge $ payp . No charge after deductible
after deductible after deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Value Generic/Generic/Preferred Brand/ $25 copay / $45 copay / $65 $25 copay / $45 copay / $65 $25 copay / $45 copay / $65 $25 copay / $45 copay / $65
Non-Preferred Brand/Specialty copay /$105 copay /50% copay /$105 copay /50% No charge No charge copay /$105 copay /50% copay /$105 copay /50%
[No Value Generic tier in Standard plans] coinsurance after deductible coinsurance after deductible coinsurance after deductible coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred $62.50 copay /$112.50 $62.50 copay /$112.50 $62.50 copay / $112.50 copay $62.50 copay /$112.50
Brand copay /$162.50 copay / copay /$162.50 copay / No charge No charge /$162.50 copay / $262.50 copay /$162.50 copay /
[No Value Generic tier in Standard plans] $262.50 copay $262.50 copay copay $262.50 copay
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Dental* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Silver 550 87% AV

Entrust Silver 550 94% AV

Entrust Silver Standard Entrust Silver Standard Entrust Silver Standard Zero

PLAN NAME Entrust Silver Standard Li

(2025) (2025) (2025) (2025) Cost Share (2025)
PLAN ID
METAL TIER Silver Silver Silver Silver Silver Silwi
DEDUCTIBLE: Individual/Family $1,850/$3,700 $800/$1,600 $5,000/$10,000 $5,000/$10,000 $0/%0 $0/%0
OUT OF POCKET MAX: Individual/Family $1,850/$3,700 $800/$1,600 $8,000/ $16,000 $8,000/ $16,000 $0/%0 $0/%0
OFFICE SERVICES
Primary Care Physician (PCP) $40 copay per visit $5 copay per visit $40 copay per visit $40 copay per visit No charge No charge
Specialist $80 copay per visit $10 copay per visit $80 copay per visit $80 copay per visit No charge No charge
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $50 copay per visit $15 copay per visit $50 copay per visit $50 copay per visit No charge No charge
$125 copay per visit at $125 copay per visit at
independent facilities; independent facilities;
Urgent Care $250 copay per visit at $250 copay per visit at $60 copay per visit $60 copay per visit No charge No charge
hospital-owned or affiliated hospital-owned or affiliated
facilities facilities
Emergency Room No charge after deductible No charge after deductible 40% coinsurance after 40% coinsurance after No charge No charge
gency & & deductible deductible & &
$200 copay per one way $200 copay per one way $200 copay per one way $200 copay per one way
Ambulance (Ground) No charge No charge
ground transport ground transport ground transport ground transport
OUTPATIENT SERVICES
Outpatient Radiology
$300 copay per visit at $75 copay per visit at
independent facilities; independent facilities; . .
Complex $600 copay per visit at $150 copay per visit at 40% coinsurance after 40% coinsurance after No charge No charge
(CT/PET scans, MRIs, etc.) ov copaypervisit oF copaypervisit deductible deductible & &
hospital-owned or affiliated hospital-owned or affiliated
facilities facilities
100 copay per visit at
$ payp o $25 copay per visit at
independent facilities; . - . .
Other o independent facilities; 40% coinsurance after 40% coinsurance after
$200 copay per visit at . ) . ) No charge No charge
(X-ray, ultrasound, etc.) . . $50 copay per visit at hospital- deductible deductible
hospital-owned or affiliated . o
o owned or affiliated facilities
facilities
. . o o 40% coinsurance after 40% coinsurance after
Outpatient Routine Lab $30 copay per visit $5 copay per visit ) ) No charge No charge
deductible deductible
) . ) ) 40% coinsurance after 40% coinsurance after
Outpatient Surgery - facility No charge after deductible No charge after deductible ) ) No charge No charge
deductible deductible
. . . . . 40% coinsurance after 40% coinsurance after
Outpatient Surgery - physician services No charge after deductible No charge after deductible ) ) No charge No charge
deductible deductible
HOSPITAL
) ) ) 40% coinsurance after 40% coinsurance after
Inpatient No charge after deductible No charge after deductible ) ) No charge No charge
deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Value Generic/Generic/Preferred Brand/ $15 copay / $30 copay / $40 No charge / $5 copay / $20 $20 copay /$40 copay /$80 | $20 copay /$40 copay /$80
Non-Preferred Brand/Specialty copay /$80 copay /50% copay / $60 copay /50% copay after deductible / $350 | copay after deductible / $350 No charge No charge
[No Value Generic tier in Standard plans] coinsurance coinsurance copay after deductible copay after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred
Brand $37.50 copay / $75 copay / No charge / $12.50 copay / $50 copay / $100 copay / $50 copay / $100 copay / No charee No charee
o $100 copay / $200 copay $50 copay / $150 copay $200 copay after deductible $200 copay after deductible g g
[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Dental* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

ited Cost Share (2025)

5703_0125
i

Non-IHCP In-Network

Entrust Silver Standard 73%
AV (2025)

Silver
In-Network

Entrust Silver Standard 87%
AV (2025)

Silver
In-Network

Entrust Silver Standard 94%

AV (2025)

Silver
In-Network

Entrust Bronze 600 (2025)

In-Network

Entrust Bronze 600 (2025)

AVIN_HS_165704_0125 AVIN_HS_165705_0125 AVIN_HS_165706_0125 AVIN_HB_1649_0125 AVIN_HB_1649_0125 I

In-Network

DEDUCTIBLE: Individual/Family $5,000/$10,000 $3,000/ $6,000 $500/$1,000 $0/%0 $6,500/ $13,000 $6,500/ $13,000
OUT OF POCKET MAX: Individual/Family $8,000/ $16,000 $6,400/ $12,800 $3,000/ $6,000 $2,000/ $4,000 $8,500/ $17,000 $8,500/ $17,000
OFFICE SERVICES

Primary Care Physician (PCP) $40 copay per visit $40 copay per visit $20 copay per visit No charge $70 copay per visit $70 copay per visit

Specialist $80 copay per visit $80 copay per visit $40 copay per visit $10 copay per visit $140 copay per visit $140 copay per visit

Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge

PREVENTIVE CARE

Preventive Wellness Services No charge No charge No charge No charge No charge No charge

IMMEDIATE MEDICAL CARE**

Retail Clinic $50 copay per visit $40 copay per visit $30 copay per visit No charge $80 copay per visit $80 copay per visit
$125 copay per visit at $125 copay per visit at
independent facilities; independent facilities;

Urgent Care $60 copay per visit $60 copay per visit $30 copay per visit $5 copay per visit $250 copay per visit at $250 copay per visit at

hospital-owned or affiliated hospital-owned or affiliated
facilities facilities
40% coinsurance after 40% coinsurance after 30% coinsurance after ) $500 copay per visit after $500 copay per visit after
Emergency Room ) ) ) 25% coinsurance . ,
deductible deductible deductible deductible deductible
$200 copay per one way ground $200 copay per one way $200 copay per one way $200 copay per one way $200 copay per one way $200 copay per one way

Ambulance (Ground)

transport

ground transport

ground transport

ground transport

ground transport

ground transport

OUTPATIENT SERVICES

Outpatient Radiology

Complex
(CT/PET scans, MRIs, etc.)

40% coinsurance after
deductible

40% coinsurance after
deductible

30% coinsurance after
deductible

25% coinsurance

$250 copay per visit after
deductible at independent
facilities;
$500 copay per visit after
deductible at hospital-owned
or affiliated facilities

$250 copay per visit after
deductible at independent
facilities;
$500 copay per visit after
deductible at hospital-owned
or affiliated facilities

Other
(X-ray, ultrasound, etc.)

40% coinsurance after
deductible

40% coinsurance after
deductible

30% coinsurance after
deductible

25% coinsurance

$75 copay per visit after
deductible at independent
facilities;
$150 copay per visit after
deductible at hospital-owned
or affiliated facilities

$75 copay per visit after
deductible at independent
facilities;
$150 copay per visit after
deductible at hospital-owned
or affiliated facilities

Outpatient Routine Lab

40% coinsurance after
deductible

40% coinsurance after
deductible

30% coinsurance after
deductible

25% coinsurance

$40 copay per visit

$40 copay per visit

Outpatient Surgery - facility

40% coinsurance after
deductible

40% coinsurance after
deductible

30% coinsurance after
deductible

25% coinsurance

30% coinsurance after
deductible

30% coinsurance after
deductible

Outpatient Surgery - physician services

40% coinsurance after
deductible

40% coinsurance after
deductible

30% coinsurance after
deductible

25% coinsurance

30% coinsurance after
deductible

30% coinsurance after
deductible

HOSPITAL

Inpatient

40% coinsurance after
deductible

40% coinsurance after
deductible

30% coinsurance after
deductible

25% coinsurance

$500 copay per admission
after deductible

$500 copay per admission
after deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

$20 copay / $40 copay / $80
copay after deductible / $350
copay after deductible

$20 copay / $40 copay / $80
copay after deductible / $350
copay after deductible

$10 copay /$20 copay / $60
copay after deductible / $250
copay after deductible

No charge / $15 copay / $50

copay / $150 copay

$25 copay / $45 copay / $85
copay after deductible / 50%
coinsurance after deductible /
50% coinsurance after
deductible

$25 copay / $45 copay / $85
copay after deductible / 50%
coinsurance after deductible /
50% coinsurance after
deductible

Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred
Brand

$50 copay /$100 copay / $200

$50 copay /$100 copay /

$25 copay /$50 copay /$150

No charge / $37.50 copay /

$62.50 copay /$112.50
copay /$212.50 copay after

$62.50 copay /$112.50
copay /$212.50 copay after

o copay after deductible $200 copay after deductible copay after deductible $125 copay deductible / 50% coinsurance | deductible /50% coinsurance
[No Value Generic tier in Standard plans] ] ]
. after deductible after deductible

[Separate Rx deductible may apply]

DENTAL / VISION SERVICES

Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge

Pediatric Glasses* No charge No charge No charge No charge No charge No charge

Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Dental*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

Entrust Bronze 600 Zero Cost

Entrust Bronze 600 Limited Cost Share (2025)

Entrust Bronze 650 (2025)

Entrust Bronze 650 (2025)

Entrust Bronze 650 Zero Cost

Share (2025) Share (2025)
PLAN ID AN B eas020125 | AUNHBIA03015 | ANHBieso o | AVNHB 16500125 | AVNHB te002015 ||
METAL TIER
AvMed Confidential Proprietary / Internal Use Only IHCP IHCP Non-IHCP In-Network In-Network In-Network IHCP
DEDUCTIBLE: Individual/Family $0/%0 $0/%0 $6,500/ $13,000 $8,750/$17,500 $8,750/$17,500 $0/%0
OUT OF POCKET MAX: Individual/Family $0/%0 $0/%0 $8,500/$17,000 $8,750/$17,500 $8,750/$17,500 $0/%0
OFFICE SERVICES
Primary Care Physician (PCP) No charge No charge $70 copay per visit $75 copay per visit $75 copay per visit No charge
Specialist No charge No charge $140 copay per visit No charge after deductible No charge after deductible No charge
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic No charge No charge $80 copay per visit $85 copay per visit $85 copay per visit No charge
$125 copay per visit at
independent facilities; . .
Urgent Care No charge No charge - ) No charge after deductible No charge after deductible No charge
$250 copay per visit at hospital-
owned or affiliated facilities
$500 copay per visit after . .
Emergency Room No charge No charge deductible No charge after deductible No charge after deductible No charge
$200 copay per one way ground . .
Ambulance (Ground) No charge No charge transport No charge after deductible No charge after deductible No charge
OUTPATIENT SERVICES
Outpatient Radiology
$250 copay per visit after
deductible at independent
Complex facilities; . .
No charge No charge . No charge after deductible No charge after deductible No charge
(CT/PET scans, MRIs, etc.) $500 copay per visit after
deductible at hospital-owned
or affiliated facilities
$75 copay per visit after
deductible at independent
Other facilities; . .
No charge No charge . No charge after deductible No charge after deductible No charge
(X-ray, ultrasound, etc.) $150 copay per visit after
deductible at hospital-owned
or affiliated facilities
Outpatient Routine Lab No charge No charge $40 copay per visit No charge after deductible No charge after deductible No charge
30% coinsurance after
Outpatient Surgery - facility No charge No charge ’ deductible No charge after deductible No charge after deductible No charge
. - . 30% coinsurance after . ]
Outpatient Surgery - physician services No charge No charge deductible No charge after deductible No charge after deductible No charge
HOSPITAL
) $500 copay per admission after ) )
Inpatient No charge No charge ) No charge after deductible No charge after deductible No charge
deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply): 25 copay / $45 copay / $85
p' ( i ysuppy) $ bay /$ 'p y/$ $25 copay / $45 copay / No $25 copay / $45 copay / No
Value Generic/Generic/Preferred Brand/ copay after deductible / 50% ] ]
) ) ) charge after deductible / No charge after deductible / No
Non-Preferred Brand/Specialty No charge No charge coinsurance after deductible / ) ) No charge
o ) charge after deductible / No charge after deductible / No
[No Value Generic tier in Standard plans] 50% coinsurance after charee after deductible charee after deductible
[Separate Rx deductible may apply] deductible g g
Per Prescription (90 day supply):
p' ( . y supply) $62.50 copay /$112.50 copay $62.50 copay /$112.50 $62.50 copay /$112.50
Value Generic/Generic/Preferred Brand/Non-Preferred
/$212.50 copay after copay / No charge after copay / No charge after
Brand No charge No charge . ) : : No charge
o deductible / 50% coinsurance deductible / No charge after deductible / No charge after
[No Value Generic tier in Standard plans] ) ) )
. after deductible deductible deductible
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Dental* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or

other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Expanded Bronze

Entrust Expanded Bronze

Entrust Expanded Bronze

PLAN NAME Entrust Bronze 650 Limited Cost Share (2025) Standard Zero Cost Share Entrust Expanded Bronze Stand
Standard (2025) Standard (2025)
(2025)
PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only IHCP Non-IHCP In-Network In-Network In-Network IHCP IHCP
DEDUCTIBLE: Individual/Family $0/%0 $8,750/$17,500 $7,500/ $15,000 $7,500/ $15,000 $0/%0 $0/%0
OUT OF POCKET MAX: Individual/Family $0/%0 $8,750/$17,500 $9,200/ $18,400 $9,200/ $18,400 $0/%0 $0/%0
OFFICE SERVICES
Primary Care Physician (PCP) No charge $75 copay per visit $50 copay per visit $50 copay per visit No charge No charge
Specialist No charge No charge after deductible $100 copay per visit $100 copay per visit No charge No charge
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic No charge $85 copay per visit $60 copay per visit $60 copay per visit No charge No charge
Urgent Care No charge No charge after deductible $75 copay per visit $75 copay per visit No charge No charge
. 50% coinsurance after 50% coinsurance after
Emergency Room No charge No charge after deductible ) ) No charge No charge
deductible deductible
. $200 copay per one way $200 copay per one way
Ambulance (Ground) No charge No charge after deductible No charge No charge
ground transport ground transport
OUTPATIENT SERVICES
Outpatient Radiology
Complex . 50% coinsurance after 50% coinsurance after
No charge No charge after deductible ) ) No charge No charge
(CT/PET scans, MRIs, etc.) deductible deductible
Other . 50% coinsurance after 50% coinsurance after
No charge No charge after deductible ) ) No charge No charge
(X-ray, ultrasound, etc.) deductible deductible
. . . 50% coinsurance after 50% coinsurance after
Outpatient Routine Lab No charge No charge after deductible ) ) No charge No charge
deductible deductible
) . ) 50% coinsurance after 50% coinsurance after
Outpatient Surgery - facility No charge No charge after deductible ) ) No charge No charge
deductible deductible
. . . . 50% coinsurance after 50% coinsurance after
Outpatient Surgery - physician services No charge No charge after deductible ) ) No charge No charge
deductible deductible
HOSPITAL
) ) 50% coinsurance after 50% coinsurance after
Inpatient No charge No charge after deductible ) ) No charge No charge
deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
25 copay /$45 copay / No 25 copay / $50 copay after 25 copay / $50 copay after
Value Generic/Generic/Preferred Brand/ ihar epaf}c/er ieductpi)bliz /No d$eductiFt))l:/ $$1OO cop ! after d$eductif)lZ/ $$100 cop : after
Non-Preferred Brand/Specialty No charge g . . pay . pay No charge No charge
Lo charge after deductible / No deductible / $500 copay after | deductible / $500 copay after
[No Value Generic tier in Standard plans] ) ) )
. charge after deductible deductible deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred $62.50 copay /$112.50 copay $62.50 copay / $125 copay $62.50 copay / $125 copay
Brand No charge / No charge after deductible / after deductible / $250 copay | after deductible / $250 copay No charge No charge
[No Value Generic tier in Standard plans] No charge after deductible after deductible after deductible
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Dental* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or

other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Platinum 25

Entrust Platinum 25

Entrust Platinum 25

PLAN NAME ard Limited Cost Share (2025) i . Dental+Vision Zero Cost Entrust Platinum 25 Dental+Vision Limited Cost Share (2025)
Dental+Vision (2025) Dental+Vision (2025)
Share (2025)
PLAN D 0505 | AN rpieeoms | ANNFPIessos | AUNHPIessios | AWNPaemceons |
METAL TIER Platinum Platinum Platinum Platinum
AvMed Confidential Proprietary / Internal Use Only Non-IHCP In-Network In-Network In-Network IHCP IHCP Non-IHCP In-Network
DEDUCTIBLE: Individual/Family $7,500/ $15,000 $0/%0 $0/%0 $0/%0 $0/%0 $0/%0
OUT OF POCKET MAX: Individual/Family $9,200/ $18,400 $4,350/ $8,700 $4,350/ $8,700 $0/%0 $0/%0 $4,350/ $8,700
OFFICE SERVICES
Primary Care Physician (PCP) $50 copay per visit $10 copay per visit $10 copay per visit No charge No charge $10 copay per visit
Specialist $100 copay per visit $20 copay per visit $20 copay per visit No charge No charge $20 copay per visit
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $60 copay per visit $20 copay per visit $20 copay per visit No charge No charge $20 copay per visit
125 copay per visit at 125 copay per visit at
$ payp . $ payp . $125 copay per visit at
independent facilities; independent facilities; . o
Urgent Care $75 copay per visit $250 copay per visit at $250 copay per visit at No charge No charge Independent facilities;
g payp . payp . . payp . g g $250 copay per visit at hospital-
hospital-owned or affiliated hospital-owned or affiliated - -
o o owned or affiliated facilities
facilities facilities
50% coinsurance after o o o
Emergency Room deductible $100 copay per visit $100 copay per visit No charge No charge $100 copay per visit
200 copay per one way ground 200 copay per one wa 200 copay per one wa 200 copay per one way ground
Ambulance (Ground) $ Payp ve $ Payp y $ Payp y No charge No charge $ Payp ve
transport ground transport ground transport transport
OUTPATIENT SERVICES
Outpatient Radiology
100 copay per visit at 100 copay per visit at
$ payp o $ payp o $100 copay per visit at
. independent facilities; independent facilities; . —_
Complex 50% coinsurance after $200 copay per visit at $200 copay per visit at No charee No charee independent facilities;
(CT/PET scans, MRIs, etc.) deductible . payp N . payp N g g $200 copay per visit at hospital-
hospital-owned or affiliated hospital-owned or affiliated - -
o o owned or affiliated facilities
facilities facilities
$10 copay per visit at $10 copay per visit at $10 copay per visit at
Other 50% coinsurance after independent facilities; independent facilities; independent facilities;
. - . . ) No charge No charge o )
(X-ray, ultrasound, etc.) deductible $20 copay per visit at hospital- [ $20 copay per visit at hospital- $20 copay per visit at hospital-
owned or affiliated facilities owned or affiliated facilities owned or affiliated facilities
. . 50% coinsurance after
Outpatient Routine Lab ) No charge No charge No charge No charge No charge
deductible
. . 50% coinsurance after . - .
Outpatient Surgery - facility deductible $200 copay per visit $200 copay per visit No charge No charge $200 copay per visit
. - . 50% coinsurance after
Outpatient Surgery - physician services . No charge No charge No charge No charge No charge
deductible
HOSPITAL
50% coinsurance after 350 copay per day for the 350 copay per day for the 350 copay per day for the first
Inpatient ’ . $, payp y L $, payp y L No charge No charge 3 payp y L
deductible first 3 days per admission first 3 days per admission 3 days per admission
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
. . $25 copay / $50 copay after
Value Generic/Generic/Preferred Brand/ deductible / $100 copay after No charge / $5 copay / $20 No charge / $5 copay / $20 No charge / $5 copay / $20
Non-Preferred Brand/Specialty ) Be copay / $60 copay /50% copay / $60 copay /50% No charge No charge copay / $60 copay /50%
L deductible / $500 copay after i i .
[No Value Generic tier in Standard plans] deductible coinsurance coinsurance coinsurance
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred 62.50 copay / $125 copa
$ p' y/$ pay No charge / $12.50 copay / No charge / $12.50 copay / No charge / $12.50 copay / $50
Brand after deductible / $250 copay $50 copay /$150 copa $50 copay /$150 copa No charge No charge copay / $150 copa
[No Value Generic tier in Standard plans] after deductible pay pay pay pay pay pay
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* Not Covered 1 exam per calendar year 1 exam per calendar year 1 exam per calendar year 1 exam per calendar year 1 exam per calendar year
Adult Dental* Not Covered No charge No charge No charge No charge No charge

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Entrust Gold 125
Dental+Vision (2025)

In-Network

Entrust Gold 125
Dental+Vision (2025)

Entrust Gold 125
Dental+Vision Zero Cost
Share (2025)

Entrust Gold 125 Dental+Vision Limited Cost Share (2025)

Entrust Silver 350
Dental+Vision (2025)

AVIN_HG_1652_0125 AVIN_HG_1652_0125 AVIN_HG_165202_0125 AVIN_HG_165203_0125 AVIN_HS_1659_0125 I

Silver

In-Network IHCP IHCP Non-IHCP In-Network l

DEDUCTIBLE: Individual/Family $2,000/ $4,000 $2,000/ $4,000 $0/%0 $0/%0 $2,000/ $4,000 $3,500/$7,000
OUT OF POCKET MAX: Individual/Family $4,700/ $9,400 $4,700/ $9,400 $0/%0 $0/%0 $4,700/ $9,400 $8,000/ $16,000
OFFICE SERVICES
Primary Care Physician (PCP) $35 copay per visit $35 copay per visit No charge No charge $35 copay per visit $30 copay per visit
Specialist $70 copay per visit $70 copay per visit No charge No charge $70 copay per visit $60 copay per visit
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $45 copay per visit $45 copay per visit No charge No charge $45 copay per visit $40 copay per visit
125 copay per visit at 125 copay per visit at 125 copay per visit at
$ bay pervist $ bay pervist $125 copay per visit at $ bay pervist
independent facilities; independent facilities; independent facilities; independent facilities;
Urgent Care 250 copay per visit at 250 copay per visit at No charge No charge ’ 250 copay per visit at
g 3 . payp . 3 . payp N g g $250 copay per visit at hospital- $ . payp N
hospital-owned or affiliated hospital-owned or affiliated . L hospital-owned or affiliated
—_ —_ owned or affiliated facilities o
facilities facilities facilities
$500 copay per visit after $500 copay per visit after $500 copay per visit after 50% coinsurance after
Emergency Room ) ) No charge No charge ) )
deductible deductible deductible deductible
$200 copay per one way $200 copay per one way $200 copay per one way ground $200 copay per one way
Ambulance (Ground) No charge No charge
ground transport ground transport transport ground transport
OUTPATIENT SERVICES
Outpatient Radiology
250 copay per visit at 250 copay per visit at
$ payp o $ payp o $250 copay per visit at
independent facilities; independent facilities; . _ .
Complex $500 copay per visit at $500 copay per visit at No charee No charee independent facilities; 50% coinsurance after
(CT/PET scans, MRIs, etc.) . payp N . payp N g g $500 copay per visit at hospital- deductible
hospital-owned or affiliated hospital-owned or affiliated - -
o o owned or affiliated facilities
facilities facilities
75 copay per visit at 75 copay per visit at
.$ payp . .$ payp - $75 copay per visit at
independent facilities; independent facilities; . _ .
Other $150 copay per visit at $150 copay per visit at No charge No charge Independent facilities; 50% colnsurance after
(X-ray, ultrasound, etc.) . payp N . payp N g g $150 copay per visit at hospital- deductible
hospital-owned or affiliated hospital-owned or affiliated - _
o o owned or affiliated facilities
facilities facilities
Outpatient Routine Lab $10 copay per visit $10 copay per visit No charge No charge $10 copay per visit $30 copay per visit
650 copay per visit after 650 copay per visit after 650 copay per visit after 50% coinsurance after
Outpatient Surgery - facility $ payp ] $ payp ) No charge No charge $ payp ) ° ]
deductible deductible deductible deductible
. . . . . ) 50% coinsurance after
Outpatient Surgery - physician services No charge after deductible No charge after deductible No charge No charge No charge after deductible deductible
HOSPITAL
850 copay per admission 850 copay per admission 850 copay per admission after 50% coinsurance after
Inpatient $ payp . $ payp . No charge No charge $ payp . ° ]
after deductible after deductible deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
bt ( lay supp y) $20 copay / $45 copay / $80
Value Generic/Generic/Preferred Brand/ $15 copay / $30 copay / $60 $15 copay / $30 copay / $60 $15 copay / $30 copay / $60 copav { 50% coinsurance
Non-Preferred Brand/Specialty copay /$120 copay /50% copay /$120 copay /50% No charge No charge copay /$120 copay /50% ar;tgr dedu((’:tible 1 50%
[No Value Generic tier in Standard plans] coinsurance after deductible coinsurance after deductible coinsurance after deductible . 0
. coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred 50 copay /$112.50 copay /
$37.50 copay / $75 copay / $37.50 copay / $75 copay / $37.50 copay / $75 copay / b pay /$ pay
Brand No charge No charge $200 copay /50%
o $150 copay / $300 copay $150 copay / $300 copay $150 copay / $300 copay i )
[No Value Generic tier in Standard plans] coinsurance after deductible
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

Adult Dental*

No charge

No charge

No charge

No charge

No charge

No charge

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or

other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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PLAN NAME

PLAN ID
METAL TIER
AvMed Confidential Proprietary / Internal Use Only

Entrust Silver 350
Dental+Vision (2025)

Entrust Silver 350

Dental+Vision Zero Cost

Share (2025)

Entrust Silver 350 Dental+Vision Limited Cost Share (2025)

Entrust Silver 350

Dental+Vision 73% AV (2025)

Entrust Silver 350
Dental+Vision 87% AV (2025)

AVIN_HS_1659_0125 AVIN_HS_165902_0125 AVIN_HS_165903_0125 AVIN_HS_165904_0125 AVIN_HS_165905_0125 I

Silver
In-Network

Silver
IHCP

IHCP

Silver

Non-IHCP In-Network

Silver

In-Network

Silver
In-Network

DEDUCTIBLE: Individual/Family $3,500/ $7,000 $0/%0 $0/%0 $3,500/ $7,000 $3,000/ $6,000 $0/%0
OUT OF POCKET MAX: Individual/Family $8,000/ $16,000 $0/%0 $0/%0 $8,000/ $16,000 $7,250/ $14,500 $3,050/ $6,100
OFFICE SERVICES
Primary Care Physician (PCP) $30 copay per visit No charge No charge $30 copay per visit $15 copay per visit $15 copay per visit
Specialist $60 copay per visit No charge No charge $60 copay per visit $30 copay per visit $30 copay per visit
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $40 copay per visit No charge No charge $40 copay per visit $25 copay per visit $25 copay per visit
125 copay per visit at 125 copay per visit at 125 copay per visit at
$ bay pervist $125 copay per visit at $ bay pervist $ bay pervist
independent facilities; independent facilities; independent facilities; independent facilities;
Urgent Care 250 copay per visit at No charge No charge ’ 250 copay per visit at 250 copay per visit at
& s _ bayp o & & $250 copay per visit at hospital- s _ payp o s _ payp o
hospital-owned or affiliated . e hospital-owned or affiliated hospital-owned or affiliated
o owned or affiliated facilities - -
facilities facilities facilities
Emergency Room 50% coinsurance after No charee No charee 50% coinsurance after 50% coinsurance after 40% coinsurance
gency deductible & & deductible deductible ’
$200 copay per one way $200 copay per one way ground $200 copay per one way $200 copay per one way
Ambulance (Ground) No charge No charge
ground transport transport ground transport ground transport
OUTPATIENT SERVICES
Outpatient Radiology
Complex 50% coinsurance after 50% coinsurance after 50% coinsurance after .
) No charge No charge ) ) 40% coinsurance
(CT/PET scans, MRIs, etc.) deductible deductible deductible
Other 50% coinsurance after 50% coinsurance after 50% coinsurance after .
) No charge No charge ) ) 40% coinsurance
(X-ray, ultrasound, etc.) deductible deductible deductible
Outpatient Routine Lab $30 copay per visit No charge No charge $30 copay per visit $30 copay per visit $15 copay per visit
) . 50% coinsurance after 50% coinsurance after 50% coinsurance after )
Outpatient Surgery - facility . No charge No charge . . 40% coinsurance
deductible deductible deductible
. . . 50% coinsurance after 50% coinsurance after 50% coinsurance after .
Outpatient Surgery - physician services ) No charge No charge ) ) 40% coinsurance
deductible deductible deductible
HOSPITAL
) 50% coinsurance after 50% coinsurance after 50% coinsurance after )
Inpatient . No charge No charge . . 40% coinsurance
deductible deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
20 copay / $45 copay / $80 20 copay / $45 copay / $80 20 copay / $45 copay /$80
Value Generic/Generic/Preferred Brand/ $ pay /$ , pay /$ $ pay /$ , pay /$ $ pay /$ , pay /$ $15 copay / $30 copay / $40
. copay /50% coinsurance copay /50% coinsurance after copay /50% coinsurance )
Non-Preferred Brand/Specialty i No charge No charge ) ) i copay /50% coinsurance /
o after deductible / 50% deductible / 50% coinsurance after deductible / 50% )
[No Value Generic tier in Standard plans] ) ) ) ) ) 50% coinsurance
) coinsurance after deductible after deductible coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred | $50 copay /$112.50 copay / $50 copay /$112.50 copay / $50 copay /$112.50 copay / $37.50 copay / $75 copay /
Brand $200 copay /50% No charge No charge $200 copay /50% coinsurance $200 copay /50% $100 copay /50%
[No Value Generic tier in Standard plans] coinsurance after deductible after deductible coinsurance after deductible coinsurance
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

Adult Dental*

No charge

No charge

No charge

No charge

No charge

No charge

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Silver 350

Entrust Silver 550

Entrust Silver 550

Entrust Silver 550

PLAN NAME . . . Dental+Vision Zero Cost Entrust Silver 550 Dental+Vision Limited Cost Share (2025)
Dental+Vision 94% AV (2025) Dental+Vision (2025) Dental+Vision (2025)
Share (2025)
PLAN D AN Hs 16506 0125 | AVN WS teeionzs | AN S imelols | AN s eelozols | AINAsdee0soms ]
METAL TIER Silver Silver Silver Silver Silver
AvMed Confidential Proprietary / Internal Use Only In-Network In-Network In-Network IHCP IHCP Non-IHCP In-Network
DEDUCTIBLE: Individual/Family $0/%0 $6,250/ $12,500 $6,250/ $12,500 $0/%0 $0/%0 $6,250/ $12,500
OUT OF POCKET MAX: Individual/Family $1,500/ $3,000 $7,250/ $14,500 $7,250/ $14,500 $0/%0 $0/%0 $7,250/ $14,500
OFFICE SERVICES
Primary Care Physician (PCP) No charge $55 copay per visit $55 copay per visit No charge No charge $55 copay per visit
Specialist $10 copay per visit $110 copay per visit $110 copay per visit No charge No charge $110 copay per visit
Telehealth Virtual Visit No charge No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic No charge $65 copay per visit $65 copay per visit No charge No charge $65 copay per visit
125 copay per visit at 125 copay per visit at 125 copay per visit at
$ bayp $ payp $ payp $125 copay per visit at
independent facilities; independent facilities; independent facilities; independent facilities:
Urgent Care 250 copay per visit at 250 copay per visit at 250 copay per visit at No charge No charge ’
g 3 . payp . 3 . payp . 3 . payp . g g $250 copay per visit at hospital-
hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated - -
I I _— owned or affiliated facilities
facilities facilities facilities
500 copay per visit after 500 copay per visit after 500 copay per visit after
Emergency Room 25% coinsurance 3 payp . 5 payp ) No charge No charge s payp .
deductible deductible deductible
$200 copay per one way $200 copay per one way $200 copay per one way $200 copay per one way ground
Ambulance (Ground) No charge No charge
ground transport ground transport ground transport transport
OUTPATIENT SERVICES
Outpatient Radiology
325 copay per visit at 325 copay per visit at
$ payp . $ bayp . $325 copay per visit at
independent facilities; independent facilities; . _—
Complex 25% coinsurance $650 copay per visit at $650 copay per visit at No charge No charge Independent facilities;
(CT/PET scans, MRIs, etc.) ° . payp N . payp N g g $650 copay per visit at hospital-
hospital-owned or affiliated hospital-owned or affiliated - _
o o owned or affiliated facilities
facilities facilities
125 copay per visit at 125 copay per visit at
$ bayp . $ bayp . $125 copay per visit at
independent facilities; independent facilities; . _—
Other 25% coinsurance $250 copay per visit at $250 copay per visit at No charge No charge Independent facilities;
(X-ray, ultrasound, etc.) ° . payp N . payp N g g $250 copay per visit at hospital-
hospital-owned or affiliated hospital-owned or affiliated - -
o o owned or affiliated facilities
facilities facilities
Outpatient Routine Lab No charge $35 copay per visit $35 copay per visit No charge No charge $35 copay per visit
500 copay per visit after 500 copay per visit after 500 copay per visit after
Outpatient Surgery - facility 25% coinsurance $ payp . $ payp . No charge No charge $ payp .
deductible deductible deductible
Outpatient Surgery - physician services 25% coinsurance No charge after deductible No charge after deductible No charge No charge No charge after deductible
HOSPITAL
500 copay per admission 500 copay per admission 500 copay per admission after
Inpatient 25% coinsurance $ payp . $ payp . No charge No charge $ payp .
after deductible after deductible deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Value Generic/Generic/Preferred Brand/ No charge / $5 copay / $20 $25 copay / $45 copay / $65 $25 copay / $45 copay / $65 $25 copay / $45 copay / $65
Non-Preferred Brand/Specialty copay /50% coinsurance / copay /$105 copay /50% copay /$105 copay /50% No charge No charge copay /$105 copay /50%
[No Value Generic tier in Standard plans] 50% coinsurance coinsurance after deductible coinsurance after deductible coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred 62.50 copay /$112.50 62.50 copay /$112.50 62.50 copay /$112.50 copa
No charge / $12.50 copay / $ pay /3 $ pay /3 $ pay /$ pay
Brand $50 copay / 50% coinsurance copay /$162.50 copay / copay /$162.50 copay / No charge No charge /$162.50 copay / $262.50
0
[No Value Generic tier in Standard plans] pay $262.50 copay $262.50 copay copay
[Separate Rx deductible may apply]
DENTAL / VISION SERVICES
Pediatric Eye Exam™* No charge No charge No charge No charge No charge No charge
Pediatric Glasses* No charge No charge No charge No charge No charge No charge
Pediatric Dental* No charge No charge No charge No charge No charge No charge
Adult Eye Exam* Not Covered Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance* 1 exam per calendar year 1 exam per calendar year 1 exam per calendar year 1 exam per calendar year 1 exam per calendar year 1 exam per calendar year
Adult Dental* No charge No charge No charge No charge No charge No charge

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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Entrust Silver 550
Dental+Vision 73% AV (2025)

Silver
In-Network

Entrust Silver 550
Dental+Vision 87% AV (2025)

AVIN_HS_166104_0125 AVIN_HS_166105_0125

Silver

In-Network

Entrust Silver 550
Dental+Vision 94% AV (2025)

AVIN_HS_166106_0125
Silver
In-Network

DEDUCTIBLE: Individual/Family $6,000/$12,000 $1,850/$3,700 $800/$1,600
OUT OF POCKET MAX: Individual/Family $6,000/$12,000 $1,850/$3,700 $800/$1,600
OFFICE SERVICES

Primary Care Physician (PCP) $40 copay per visit $40 copay per visit $5 copay per visit

Specialist $80 copay per visit $80 copay per visit $10 copay per visit

Telehealth Virtual Visit No charge No charge No charge

PREVENTIVE CARE

Preventive Wellness Services No charge No charge No charge

IMMEDIATE MEDICAL CARE**

Retail Clinic $50 copay per visit $50 copay per visit $15 copay per visit
$125 copay per visit at $125 copay per visit at $125 copay per visit at
independent facilities; independent facilities; independent facilities;

Urgent Care $250 copay per visit at $250 copay per visit at $250 copay per visit at

hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated
facilities facilities facilities

Emergency Room

No charge after deductible

No charge after deductible

No charge after deductible

Ambulance (Ground)

$200 copay per one way
ground transport

$200 copay per one way
ground transport

$200 copay per one way
ground transport

OUTPATIENT SERVICES

Outpatient Radiology

$300 copay per visit at $300 copay per visit at $75 copay per visit at
Complex independent facilities; independent facilities; independent facilities;
(CT/FE)ET scans, MRIs, etc.) $600 copay per visit at $600 copay per visit at $150 copay per visit at
’ T hospital-owned or affiliated hospital-owned or affiliated hospital-owned or affiliated
facilities facilities facilities
100 copay per visit at 100 copay per visit at
$ bayp $ Payp $25 copay per visit at
independent facilities; independent facilities; ) .
Other $200 copay per visit at $200 copay per visit at independent facilities;
r visi r visi
(X-ray, ultrasound, etc.) ) payp . ) payp N $50 copay per visit at hospital-
hospital-owned or affiliated hospital-owned or affiliated . o
o o owned or affiliated facilities
facilities facilities
Outpatient Routine Lab $30 copay per visit $30 copay per visit $5 copay per visit

Outpatient Surgery - facility

No charge after deductible

No charge after deductible

No charge after deductible

Outpatient Surgery - physician services

No charge after deductible

No charge after deductible

No charge after deductible

HOSPITAL

Inpatient

No charge after deductible

No charge after deductible

No charge after deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Value Generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Value Generic tier in Standard plans]
[Separate Rx deductible may apply]

$25 copay / $45 copay / $65
copay / $105 copay /50%
coinsurance after deductible

$15 copay / $30 copay / $40
copay /$80 copay /50%
coinsurance

No charge / $5 copay / $20
copay / $60 copay /50%
coinsurance

Per Prescription (90 day supply):
Value Generic/Generic/Preferred Brand/Non-Preferred
Brand

$62.50 copay /$112.50
copay / $162.50 copay /

$37.50 copay / $75 copay /
$100 copay / $200 copay

No charge / $12.50 copay /
$50 copay / $150 copay

[No Value Generic tier in Standard plans] $262.50 copay

[Separate Rx deductible may apply]

DENTAL / VISION SERVICES

Pediatric Eye Exam™* No charge No charge No charge
Pediatric Glasses* No charge No charge No charge
Pediatric Dental* No charge No charge No charge

Adult Eye Exam™*

Not Covered

Not Covered

Not Covered

Adult Glasses Allowance*

1 exam per calendar year

1 exam per calendar year

1 exam per calendar year

Adult Dental*

No charge

No charge

No charge

*Limitations may apply. Please refer to your contract.

**Coverage does not apply to facility fees (e.g. hospital
room) or physician/surgeon fees.

This is only a summary. For more information about your
coverage, or to get a copy of the complete terms of
coverage, call 1-800-477-8768 or visit www.avmed.org
and sign into the Member Portal. For general definitions
of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or

other underlined terms see the Glossary. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call
1-800-477-8768 to request a copy.
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