PRM Medical Plan Matrix 2025-2026

od BlueOptions (PPO) 03748 BlueCare (HMO) 55 BlueOptions (PPO) 03769 BlueOptions (HSA) 05168/9 BlueOptions (PPO) 03559 BlueOptions (PPO) 05360
o Q be 2 po

Deductible (Per Person | Family Aggregate) $0/8%0 $0/80 $500/ 51,500 $1,850/ NA $3,300/ $3,300 $750 /52,250 $1,500/ 54,500

Coinsurance (BCBSF pays / Member pays) 100% / 0% 100% / 0% 80% / 20% 100% / 0% 100% / 0% 80% /20% 80% /20%

el Llut b, $1,500/ 53,000 $1,500/ 53,000 $1,500/ 54,500 $1,650/ NA $3,300/$3,300 $3,000 /56,000 $3,000/ 6,000

(Per Parson.‘FamII! Aggregate)

Office Services

Family Physician / Specialist $10/320 Copay $10/$10 Copay $15/$15 Copay DED+0%/DED+0% DED+0%/DED+0% $20/$35 Copay $25/ 875 Copay

Preventive Services

Office Services (Primary / Specialist $0 Capay

Medical / Surgical Care at a Facility

Ambulatory Surgical Center (ASC) $50 Copay $100 Copay DED + 20% DED + 0% DED + 0% $100 Copay DED +20%
Inpatient Hospital Facility

Option 1 $250 Copay $250 Copay DED + 20% $750 Copay

ED + 0% DED + 0% 9

Option 2 $500 Copay NA NA b o +0% 31000 Gy DED +20%

Outpatient Hospital Facility
il L

Option 1 $100 Copay [ stwocopay | DED +20% e e $150 Copay DED +20%

Option 2 $200 Copay MNA NA $250 Copay
Emergency and Urgent Care
Emergency Room Facility (per visit) (Surgery performed
ot vl adint) $50 Copay $50 Copay DED +20% DED + 0% DED + 0% $100 Copay DED + 20%

Urgent Care Centers
Diagnostic Testing (e.g., Lab, x-ray)

$20 Copay $10 Copay

$15 Copay $35 Copa;

$75 Copay

Independent Clinical Laboratory $0 Copay $0 Copay 20% DED + 0% DED + 0% S0 Copay $0 Copay
Independent Diagnostic Testing Center $50 Copay | $0 Copay | $15 Copay i $50 Copay DED + 20%
Outpatient Hospital Facility

Option 1 5100 Copay I $100 Copay | DED + 20% o DED + 0% $150 Copay BED 0%

Option 2
Advanced Imaging (AIS) (MRI, MRA, PET,CT &
Nuclear Medicine)

Independent Diagnostic Testing Center $50 Copay $0 Copay $15 Copay DED + 0% DED + 0% $100 Copay DED + 20%
Outpatient Hospital Facility

$200 Copay NA NA

$250 Copay

Option 1 $100 Copay | $100 Copay | DED + 20% n T $150 Copay
DED + 0% 9
Option 2 $200 Copay NA NA DED +0% + 380 G DED + 20%
Othe pecia e e d Locatio
Durable Medical Equipment
Skilled Nursing Facility DED + 0% $0 Copay DED + 20% DED + 0% DED + 0% DED + 20% DED'+ 20%

Home Health Care

Hospice
Prescription Drugs (Certain Medications subject to Prior
Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty $10/$25/$60 $§5/825/825 $5/835/835 100% after INN DED | 100% after INN DED $10/825/ 860 $10/835/870

Mail Order - Generic/Brand/Non-Preferred $20/850/%120 $10/850/ $50 $10/870/870 100% after INN DED | 100% after INN DED $20/850/8120 $20/870/ 8140
Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum

Hearing Aid Benefit

$500 for 1st ear; $300 for 2nd ear.

One every 36 months.

30% /§3,000 30% / $3,000 30% / $3,000 DED/ $3,000 DED /§3,000 30% / §3,000 30% / $3,000

Included Included Included Included Included Included Included

This summary is intended for illustrative purposes only. For more details, including limitations, restrictions, and exclusions, please refer to the full Schedule of Benefits of each plan option.



Product
Cost Sharing - Member's Responsibility
Deductible (Per Person / Family Aggregate)

PRM Medica Ian Matrix 2025-2026

BlueOptions HDHP (HSA) 05180/1

$2,500

$5,000

BlueOptions (PPO) 05904

$2,500 /55,000

BlueOptions (PPO) 05901

BlueOptions (PPO) 05787

BlueOptions HDHP (HSA) 05172/3

Emergency and Urgent Care
Emergency Room Facility (per visit) (Surgery
performed or with admit)

Urgent Care Centers

Diagnostic Testing (e.g., Lab, x-ray)
{Independent Clinical Laboratory

DED + 0%

DED + 0%

DED + 20%

DED + 50%

DED + 0%

$75 Copay

S0 Copay

$75 Copay

$90 Copay

$2,000/NA $7,350 /814,700 $5,000/ NA $5,000/510,000
Coinsurance (BCBSF pays / Member pays) 100% / 0% 100% / 0% B80% /20% 50% / 50% 100% / 0% 80% / 10% 90% / 10%
o ke a il 52,500 $5,000 $6,000/$12,000 $6,350/ 512,800 §7,350/§14,700 $6,850/ NA $6,850 / $13,700
{Per Person/Family Aggregate)
Office Services
Family Physician / Specialistf DED+0% / DED+0% DED+0%/DED+0% $35/875 Copay $35/ 875 Copay $45 / $90 Copay DED+10%/DED+10% | DED+10% DED+10%
Bravariive Sarvies
Qffice Services (Primary / Specialist $0 Copay $0 Copa $0 Copa $0 Copa $0 Copa $0 Copa $0 Copa
Ambulatory Surgical Center (ASC) DED + 0% DED + 0% DED + 20% DED + 50% DED + 0% DED + 10% DED + 10%
Inpatient Hospital Facility
Option 1 $2,000 Copay 5
DED + 0% ED + 09 +20 % % 5
Option 2 o D % DED + 20% $3.000 Copay DED + 0% DED + 10% DED + 10%
Outpatient Hospital Facility
Bpmoni} DED + 0% DED + 0% DED + 20% $300 Copay DED + 0% DED + 10% DED + 10%
Option 2| $400 Copay

DED + 10%

DED +10%

Other Special Services and Locations
Durable Medical Equipment
Skilled Nursing Facility

Home Health Care

Prescription Drugs (Certain Medications subject to
Prior Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty

DED + 0%

100% after INN DED

DED + 0%

100% after INN DED

DED + 20%

$10/ 850/ 8078120

DED + 50%

$10/%60/$100/%120

DED + 0%

$10/$60/$100 /5120

- - DED + 0% DED + 0% $0 Copay $0 Copay DED + 0% DED + 0%
|Independent Diagnostic Testing Center $50 Copay $50 Copay $75 Copay DED + 10% DED + 10%
Outpatient Hospital Facility
Option 1 $250 Copay $300 Copay .
DED + 0% DED + 0% 9 9
Option2 b +0% DED + 20% $400 Copay DED + 0% DED + 10% DED + 10%
Advanced Imaging {(AIS) (MRI, MRA, PET, CT &
Nuclear Medicine)
Independent Diagnostic Testing Center DED + 0% DED + 0% DED + 20% $200 Copay DED + 0% DED + 10% DED + 10%
Qutpatient Hospital Facility
Option 1 2 i $300 Copay ™
0% % % % % %
Orton2 DED + DED + 0% DED +20% 400 Copay DED + 0% DED + 10% DED + 10%

DED + 10%

10% after INN DED

DED +10%

10% after INN DED

Mail Order - Generic/Brand/Non-Preferred

100% after INN DED

100% after INN DED

$20/8100/ %160

$30/$180/ $300

$30 /8180 /8300

10% after INN DED

10% after INN DED

Oral Weight Loss Medications -

Coinsurance/Annual Plan Paid Maximum

$500 for 1st ear; $300 for 2nd ear.
One every 36 months.

DED/ $3,000

Included

DED/ §3,000

Included

30% / $3,000

Included

30% / §3,000

Included

30% / $3,000

Included

30% /53,000

Included

30% / $3,000

Included

This summary is intended for illustrative purposes only, For more details, including limitations, restrictions, and exclusions, please refer to the full Schedule of Benefits of each plan option.



