PRM Medical Plan Matrix 2025-2026
Product .
Cost Sharing - Member’s Responsibility

uct

Deductible (Per Person / Family Aggregate)

BlueOptions (PPO) 03748

$0/ 80

Coinsurance (BCBSF pays / Member pays)

100% / 0%

Out of Pocket Maximum
(Per Person/Family Aggregate)

$1,500 / §3,000

Office Services

Family Physician / Specialist
Preventive Services

Medical / Surgical Care at a Facility

$10/$20 Copay

Office Services (Primary / Specialist) $0 Copay

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

Ambulatory Surgical Center (ASC) $50 Copay
Inpatient Hospital Facility
Option 1 $250 Copay
Option 2 $500 Copay
Outpatient Hospital Facility
Option 1 $100 Copay
Option 2 $200 Copay

Advanced Imaging (AlIS) (MRI, MRA, PET, CT &

Nuclear Medicine)

or with admit) $50 Copay
Urgent Care Centers $20 Copay
Diagnostic Testing (e.g., Lab, x-ray)
Independent Clinical Laboratory $0 Copay
Independent Diagnostic Testing Center $50 Copay
Outpatient Hospital Facility
Option 1 $100 Copay
Option 2 $200 Copay

Durable Medical Equipment

Skilled Nursing Facility

Independent Diagnostic Testing Center $50 Copay
Outpatient Hospital Facility
Option 1 $100 Copay
Option 2 $200 Copay

Other Special Services and Locations

Plan Paid Maximum

Hearing Aid Benefit

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

DED + 0%
Home Health Care
Haospice
Prescription Drugs (Certain Medications subject to Prior
Authorization)
Retail - Generic/Brand/Non-Preferred/Specialty $10/$25/ 560
Mail Order - Generic/Brand/Non-Preferred $20/$50/%120
Oral Weight Loss Medications - Coinsurance/Annual 30% / $3,000

Included

Medlcal - PRM Plan BlueOptions 03748 ACTIVE COBRA RETIREES (REDUCED)

Coverage C_u rrent Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $1,258.52 $1,277.00 $1,302.00 $931.60 $945.00
Additicnal for Spousa $1,125.83 $1,142.00 $1,1654.00 S788.08 $799.00
Additicnal for Child $982.45 $997.00 51,016.00
Additicaal for Family $1,229.91 $1,248.00 $1,272.00

2025 PRM Medical Plan Matrix 10.1.2025

BlueOption PPO 03748



PRM Medical Plan Matrix 2025-2026

produc W e o |

Cost Sharing - Member's Responsibility
Deductible (Per Person / Family Aggregate) $0/%0
Coinsurance (BCBSF pays / Member pays) 100% / 0%

Out of Pocket Maximum
(Per Person/Family Aggregate)

Office Services

$1,500/ $3,000

Family Physician / Specialist $10/$10 Copay

Preventive Services
Medical / Surgical Care at a Facility
Ambulatory Surgical Center (ASC) $100 Copay
Inpatient Hospital Facility

Option 1 $250 Copay

Option 2 NA
Outpatient Hospital Facility

Option 1 $100 Copay

Option 2 NA

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

ar with admit) $50 Copay
Urgent Care Centers $10 Copay
Diagnostic Testing (e.g., Lab, x-ray)
Independent Clinical Laboratory 30 Copay
Independent Diagnostic Testing Center $0 Copay
Outpatient Hospital Facility
Option 1 $100 Copay
Option 2 NA

Advanced Imaging (AIS) (MRI, MRA, PET, CT &

Nuclear Medicine)

Independent Diagnostic Testing Center $0 Copay
Ol.;ipalieni Hospital Facility

Option 1 $100 Copay
Option 2/ NA
Other Special Services and Locations
Durable Medical Equipment
Skilled Nursing Facilit
cl L $0 Copay

Home Health Care

Hospice
Prescription Drugs (Certain Medications subject to Prior

Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty $5/525/$25

Mail Order - Generic/Brand/Non-Preferred $10/ 860/ $50

Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum

30% / $3,000

Hearing Aid Benefit
$500 for 1st ear; $300 for 2nd ear.

One every 36 months, Included
Medical - PRM Plan HMO 55
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $1,144.71 51,161.00 $1,184.00 $847.32 $860.00
Additional for Spouse $1,054.37 $1,070.00 $1,091.00 5738.04 $749.00
Additional for Child $920.20 $934.00 $952.00
Additicaal for Family $1,151.95 51,169.00 $1,192.00

2025 PRM Medical Plan Matrix 10.1.2025 BlueCare HMO 55



PRM Medical Plan Matrix 2025-2026
Product
Cost Sharing - Member's Responsibility
Deductible (Per Person [ Family Aggregate)

BlueOptions (PPO) 03769

$500 /$1,500

Coinsurance (BCBSF pays / Member pays)

80% / 20%

Out of Pocket Maximum
(Per Person/Family Aggregate)

51,500/ 54,500

Office Services

Family Physician / Specialist

Preventive Services

$15/515 Copay

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

Medical [ Surgical Care at a Facility
Ambulatory Surgical Center (ASC) DED + 20%
Inpatient Hospital Facility
Option 1 DED + 20%
s Option 2 NA
Ou’t‘paticnt Hospital Facility
Oplion 1 DED + 20%
i Oplion 2 NA

Emergency and Urgent Care

DED + 20%

Urgent Care Centers

$15 Copay

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

Durable Medical Equipment

Independent Clinical Laboratory 20%
Independent Diagnostic Testing Center $15 Copay
Outpatient Hospital Facility
Option 1 DED + 20%
Option 2 NA
Advanced Imaging (AlS) (MRI, MRA, PET, CT &
Nuclear Medicine)
Independent Diagnostic Testing Center $15 Copay
Outpatient Hospital Facility
Option 1 DED +20%
Optlion 2 NA

Other Special Services and Locations

Skilled Nursing Facility

DED + 20%

Home Health Care

Hospice

Prescription Drugs (Certain Medicalions subject lo
Prior Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty

$5/835/$35

Mail Order - Generic/Brand/Non-Preferred

$10/570/ 870

Oral Weight Loss Medications - Coinsurance/Annual

30% / $3,000

Plan Paid Maximum
Hearing Aid Benefit
$500 for 1st ear; $300 for 2nd ear,

One every 36 months. st
Medical - PRM Plan BlueOptions 03769
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposad 10/1/2025
3 $1,110.08 $1,126.00 $1,148.00 S821.67 $833.00
Additional for Spouse 5$1,053.84 $1,069.00 $1,090.00 §737.67 $748.00
| Additional for Child $919.73 $933.00 $951.00
| Additional for Family 51,151.31 51,168.00 $1,191.00

2025 PRM Medical Plan Matrix 10.1.2025

BlueOptions PPO 03769



PRM Medical Plan Matrix 2025-2026
Product
Cost Sharing - Member's Responsibility

BlueOptions (HSA) 05168/9

(Per Person/Family Aggregate)

Deductible (Per Person / Family Aggregate) $1,650/ NA $3,300/§3,300
Coinsurance (BCBSF pays / Member pays) 100%/ 0% 100% / 0%
Out of Pocket Maximum $1,650 / NA $3.300 /53,300

Office Services

Family Physician / Specialist

Preventive Services

Office Services (Primary / Specialist)

Medical / Surgical Care at a Facility

DED+0%/DED+0%

$0 Copay

DED+0%/DED+0%

$0 Copay

Emergency Room Facility (per visil) (Surgery

Ambulatory Surgical Center (ASC) DED + 0% DED + 0%
Inpatient Hospital Facility
Option 1
s DED + 0% DED + 0%
Option 2
Outpatient Hospital Facility
Option 1
- DED + 0% DED + 0%
. Oplion 2

Etﬁergency and Urgent Care

Durable Medical Equipment

Skilled Nursing Facility

DED + 0%

Home Health Care

Hospice

Prescription Drugs (Certain Medications subject to Prior
Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty

100% after INN DED

performed or with admit) DED + 0% DED + 0%
Urgent Care Centers
Diagnostic Testing (e.g., Lab, x-ray)
Independent Clinical Laborator
B y DED + 0% DED + 0%
Independent Diagnostic Testing Center
Outpatient Hospital Facility
Option 1
o DED + 0% DED + 0%
Option 2
Independent Diagnostic Testing Center DED + 0% DED + 0%
Outpatient Hospital Facility
Option 1
DED + 0% DED + 0%
Option 2

Other Special Services and Locations

100% after INN DED

DED + 0%

Mail Order - Generic/Brand/Non-Preferred

100% after INN DED

100% after INN DED

Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum

DED / $3,000

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

Included

DED/ $3,000

Included

Medical - PRM Plan BlueOptions 05168/05169

Coverage Current Proposed 10/1/2025 Propased 10/1/2025 Current Proposed 10/1/2025
EE $1,079.13 $1,095.00 $1,116.00 5798.80 $810.00
Additional for Spouse $965.32 $979.00 $598.00 $675.69 $685,00
Additional for Child 5842.39 $855.00 5372.00
Additional for Family $1,054.63 $1,070.00 $1,091.00

2025 PRM Medical Plan Matrix 10.1.2025

BlueOptions HSA 05168-9



PRM Medical Plan Matrix 2025-2026

Fn;ducl % - : BlueOptions (PPO) 03559
Co_:;t Sharing - Member's Responsibility

Deductible (Per Person / Family Aggregate) $750/ 82,250
Coinsurance (BECBSF pays / Member pays) 80% ! 20%

Out of Pocket Maximum
(Per Person/Family Aggregate)

Office Services

$3,000/ 86,000

Family Physician / Specialist| $20/$35 Copay

Preventive Services
Medical / Surgical Care at a Facility
Ambulatory Surgical Center (ASC) $100 Copay
Inpatient Hospital Facility

Option 1 $750 Copay

Option 2 $1,000 Copay
Outpatient Hospital Facility

Option 1 $150 Copay

Option 2 $250 Copay

Emergency and Urgent Care

Emergency Room Facility (per visit) (Surgery )
performed or with admit) §100 Copay

Urgent Care Centers $35 Copay

Diagnostic Testing (e.g., Lab, x-ray)
Independent Clinical Laboratory $0 Copay
Independent Diagnostic Testing Center $50 Copay
Outpatient Hospital Facility
Qption 1 $150 Copay
Option 2 $250 Copay

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

Independent Diagnostic Testing Center $100 Copay

Outpatient Hospital Facility
£ Option 1 $150 Copay
Option 2 $250 Copay

Other Special Services and Locations

Durable Medical Equipment
Skilled Nursing Facility

DED + 20%
Home Health Care
Hospice
Prescription Drugs (Certain Medications subject to
Prior Authorization)
Retail - Generic/Brand/Non-Preferred/Specialty $10/825 /560
Mail Order - Generic/Brand/Non-Preferred $20/550/%120

Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum

Hearing Aid Benefit
$500 for 1st ear; $300 for 2nd ear.

30% / $3,000

One every 36 months. LR
Medical - PRM Plan BlueOptions 03559
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE §1,038 44 $1,054.00 $1,075.00 5768.64 $780.00
Additional for Spouse $928.95 $942.00 5960.00 $650.22 $659,00
Additional for Child 5810.61 $822.00 $838.00
Addiﬁng_a} for Famity §1,014.81 51,030.00 $1,050.00

20?5 PRM Medical Plan Matrix 10.1.2025

BlueOptions PPO 03559



PRM Medical Plan Matrix 2025-2026
Product

BlueOptions (PPO) 05360

Cost Sharing - Member's Responsibility
Deductible (Per Person [ Family Aggregate) $1,500/ $4,500
Coinsurance (BCBSF pays / Member pays) 80% / 20%

Out of Pocket Maximum
(Per Person/Family Aggregate)
Office Services

$3,000/ 56,000

Family Physician / Specialist $25 /875 Copay

Preventive Services
Medical / Surgical Care at a Facility
Ambulatory Surgical Center (ASC) DED + 20%
Inpatient Hospital Facility

Option 1
DED + 20%
Option 2
Qutpatient Hospital Facility
Option 1
DED +20%
Option 2

Emergency and Urgent Care

Emergency Room Facility (per visit) (Surgery

o
performed or with admit) QED 20
Urgent Care Centers $75 Copay
Diagnostic Testing (e.g., Lab, x-ray)
Independent Clinical Laboratory $0 Copay
Independent Diagnostic Testing Center DED +20%
Qutpatient Hospital Facility
3 Option 1
DED +20%
Qption 2
Advanced Imaging (AIS) (MRI, MRA, PET, CT &
Nuclear Medicine)
Independent Diagnostic Testing Center DED +20%
QOutpatient Hospital Facility
Option 1
DED +20%
Option 2

Other Special Services and Locations

Durable Medical Equipment
Skilled Nursing Facility

DED + 20%
Home Health Care
Hospice
Prescription Drugs (Certain Medicalions subject to
Prior Authonization)
Retail - Generic/Brand/Non-Preferred/Specialty $10/535/1870
Mail Order - Generic/Brand/Non-Preferred $20/S70/$140

Oral Weight Loss Medications - Coinsurance/Annual

Plan Paid Maximum 0% {53,000

Hearing Aid Benefit
$500 for 1st ear; $300 for 2nd ear.

One every 36 months. Inciiged
Medical - PRM Plan BlueOptions 05360
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $987.93 $1,002.00 $1,022.00 $731.27 $742.00
Additional for Spouse $883.73 $896.00 $913.00 $618.56 $627.00
Additional for Child $771.22 $782.00 $797.00
Additional for Family $965.46 $979.00 $998.00

2025 PRM Medical Plan Matrix 10,1.2025 BlueOptions PPO 05360



PRM Medical Plan Matrix 2025-2026
Product

BlueOptions HDHP (HSA) 05180/1

Cost Sharing - Member's Responsibility
Deductible (Per Person / Family Aggregate) $2,500 $5,000
Coinsurance (BCBSF pays / Member pays) 100% /0% 100% / 0%

Out of Pocket Maximum
(Per Person/Family Aggregate)

Office Services

$2,500 $5,000

Family Physician / Specialist] DED+0% / DED+0% DED+0%/DED+0%

Preventive Services
Medical / Surgical Care at a Facility
Ambulatory Surgical Center (ASC) DED + 0% DED + 0%
Inpatient Hospital Facility

Option 1
DED + 0% DED + 0%
Option 2
Outpatient Hospital Facility
Option 1
SRy DED + 0% DED + 0%
Option 2

Emergency and Urgent Care

Emergency Room Facility (per visit) (Surgery
performed or with admit) DED + 0% DED + 0%

Urgent Care Centers

Diagnostic Testing (e.q., Lab, x-ray)

Independent Clinical Laboratory DED + 0% DED + 0%
3 o

Independent Diagnostic Testing Center
Outpatient Hospital Facility

Option 1
Option 2

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

Independent Diagnostic Testing Center DED + 0% DED + 0%
Qutpatient Hospital Facility

DED + 0% DED + 0%

Option 1
Option 2

DED + 0% DED + 0%

Other Special Services and Locations
Durable Medical Equipment

Skilled Nursing Facility

Home Health Care

DED + 0% DED + 0%

Hospice
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Retail - Generic/Brand/Non-Preferred/Specialty 100% after INN DED 100% after INN DED

Mail Order - Generic/Brand/Non-Preferred 100% after INN DED 100% after INN DED

Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum

Hearing Aid Benefit

DED /$3,000 DED/ §3,000

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

I
One every 36 months. Included Included

Medical - PRM Plan BlueOptions 05180/05181

Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $959.34 [y $973.00 $992.00 $710.11 $720.00
Additional for Spouse $858.14 $871.00 $888.00 $600.68 $609.00
Additional for Child $748.88 $760.00 $775.00
Additional for Family $937.54 $951.00 $970.00

2025 PRM Medical Plan Matrix 10.1,2025 BlueOptions HDOHP HSA 05180-1



PRM Medical Plan Matrix 2025-2026

Product

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

BlueOptions (PPO) 05904

$2,500 /$5,000

Coinsurance (BCBSF pays / Member pays)

80% / 20%

Out of Pocket Maximum
(Per Person/Family Aggregate)

$6,000 /512,000

Office Services

Family Physician / Specialist
Preventive Services
Medical / Surgical Care at a Facility
Ambulatory Surgical Center (ASC)

$35/ 875 Copay

$0 Copay

DED + 20%

Inpatient Hospital Facility

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

Option 1
B DED + 20%
Option 2
Outpatient Hospital Facility
Option 1
DED + 20%
] QOption 2

Other Special Services and Locations
Durable Medical Equipment

or with admit) DEDF20%
Urgent Care Centers $75 Copay
Diagnostic Testing (e.g., Lab, x-ray)
Independent Clinical Laboratory S0 Copay
Independent Diagnostic Testing Center $50 Copay
Outpatient Hospital Facility
Option 1 $250 Copay
Option 2 DED + 20%
Advanced Imaging (AIS) (MRI, MRA, PET, CT &
Nuclear Medicine)
Independent Diagnostic Testing Center DED + 20%
Outpatient Hospital Facility
Option 1 DED + 20%
Option 2

Skilled Nursing Facility

Home Health Care

DED + 20%

Hospice
Prescription Drugs (Certain Medications subject to Prior
Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty

$10/$50/$80 /5120

Mail Order - Generic/Brand/Non-Preferred

$20/5100/5160

Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum

30% / $3,000

Hedring Aid Benefit

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

Included

One every 36 months.

Medical - PRM Plan BlueOptions 05904

2025 PRM Medical Plan Matrix 10.1.2025

Coverage Current Praposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $901.39 $914.00 $932.00 $b67.23 $677.00
Additional for Spouse S$806.34 $818.00 5834,00 $564.42 $572.00
Additional for Child $703.64 $714.00 5$728.00
Additional for Family $8E80.92 $894.00 $911.00

BlueOptions PPO 05904



PRM Medical Plan Matrix 2025-2026
:Product

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

BlueOptions (PPO) 05901

$2,000 / NA

Coinsurance (BCBSF pays / Member pays)

50% / 50%

Out of Pocket Maximum

$6,350/ 512,800

(Per Person/Family Aggregate)

Office Services

Family Physician / Specialist
Preventive Services
Medical / Surgical Care at a Facility
Ambulatory Surgical Center (ASC)

$35/ $75 Copay

$0 Copay

DED + 50%

Inpatient Hospital Facility

Emergency and Urgent Care

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

Option 1 $2,000 Copay
f Option 2 $3,000 Copay
Outpatient Hospital Facility
} Option 1 $300 Copay
' Option 2 $400 Copay

DED + 50%

Urgent Care Centers $75 Copay
Diagnostic Testing (
Independent Clinical Laboratory $0 Copay
Independent Diagnostic Testing Center $50 Copay
Outpatient Hospital Facility
Option 1 $300 Copay
Option 2 $400 Copay
Advanced Imaging (AIS) (MRI, MRA, PET, CT &
Nuclear Medicine)
Independent Diagnostic Testing Center $200 Copay
Qutpatient Hospital Facility
Option 1 $300 Copay
Option 2 $400 Copay

Durable Medical Equipment

Skilled Nursing Facility

Other Special Services and Locations

Plan Paid Maximum

DED + 50%
Home Heaith Care
Hospice
Prescription Drugs (Certain Medications subject to Prior
Authol
Retail - Generic/Brand/Non-Preferred/Specialty $10/560/$100/ 8120
Mail Order - Generic/Brand/Non-Preferred $30/ S180/ S300
Oral Weight Loss Medications - Coinsurance/Annual 30% / $3,000

Hearing Aid Benefit

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

Included

Medical - PRM Plan BlueOptions 05901

| Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
|es $872.43 $885.00 $902.00 $645.78 5655.00
Additional for Spouse 5780.44 $792.00 $807.00 4$546.27 $554.00
Additional for Child $681.01 $691.00 5704.00
Additional for Family 5852.61 $865.00 S882.00

2025 PRM Medical Plan Matrix 10,1.2025

BlueOptions PPO 05901



PRM Medical Plan Matrix 2025-2026

I
\Product

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

BlueOptions (PPO) 05787

$7,350/ 514,700

Coinsurance (BCBSF pays / Member pays)

100% / 0%

Out of Pocket Maximum
(Per Person/Family Aggregate)

§7,350/ 514,700

Office Services

Family Physician / Specialist|
|Preventive Services

Office Services (Primary / Specialist)

Medical / Surgical Care at a Facility

$45/ $90 Copay

$0 Capay

Ambulatory Surgical Center (ASC) DED +0%
Inpatient Hospital Facility
Option 1
DED +0%
Option 2
Outpatient Hospital Facility
Option 1
DED + 0%
Option 2
Emergency and Urgent Care
Emergency Room Facility (per visit) (Surgery DED + 0%
performed or with admit) ihd
Urgent Care Centers $90 Copay

Didgnostic Testing (e.g., Lab, x-ray)

Durable Medical Equipment

Independent Clinical Laboratory $0 Copay
Independent Diagnostic Testing Center $75 Copay
Outpatient Hospital Facility
Option 1
DED +0%
Option 2
Advanced Imaging (AlS) (MRI, MRA, PET, CT &
Nuclear Medicine)
{Independent Diagnostic Testing Center DED + 0%
Outpatient Hospital Facility
Option 1
DED + 0%
Oplion 2

Other Special Services and Locations

Skilled Nursing Facility

Home Health Care

Hospice
Prescription Drugs (Certain Medications subject to Prior

Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty

DED + 0%

$10/$60/ 5100 /120

Mail Order - Generic/Brand/Non-Preferred

$30/$180/$300

Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum

30% / $3,000

Hearing Aid Benefit

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

One every 36 months.

Included

Medical - PRM Plan BlueOptions 05787

| Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
=3 $815.90 $828.00 5844.00 $603.92 5612.00
Additional for Spouse $729.85 $740.00 $754.00 $510.88 $518.00
Additional for Child $636.87 $646.00 $658.00

Additional for Family $797.34 $809.00 $825.00

2025 PRM Medical Plan Matrix 10.1,2025

BlueOptions PPO 05787



PRM Medical Plan Matrix 2025-2026

|I5roquct BlueOptions HDHP (HSA) 05172/3
Cost Sharing - Member's Responsibility
Deductible (Per Person / Family Aggregate) $5,000 / NA $5,000/ 510,000
Coinsurance (BCBSF pays / Member pays) 90% / 10% 90% / 10%
g‘:{‘g:::::f;:ﬁf;’:‘;‘;‘mgm} $6,850 / NA $6,850 / $13.700
Office Services

Family Physician / Specialist| DED+10%/DED+10% | DED+10% DED+10%

P’revenlive Services
Medical / Surgical Care at a Facility
Ambulatory Surgical Center (ASC) DED + 10% DED + 10%
Inpatient Hospital Facility

Option 1
DED + 10% DED + 10%
Option 2
Outpatient Hospital Facility
Option 1
Lt DED + 10% DED + 10%
Option 2

Emergency and Urgent Care

Emergency Room Facility (per visit) (Surgery
performed or with admit) DED + 10% DED + 10%

Urgent Care Centers

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

Independent Clinical Laboratory DED + 0% DED + 0%
Independent Diagnostic Testing Center DED + 10% DED + 10%
Outpatient Hospital Facility
Option 1
DED + 10% DED + 10%
Option 2

Advanced Imaging (AlIS) (MRI, MRA, PET, CT &
Nuglear Medicine)

Independent Diagnostic Testing Center DED + 10% DED + 10%

Outpatient Hospital Facility
] Option 1
Option 2

DED +10% DED + 10%

Other Special Services and Locations
Durable Medical Equipment

Skilled Nursing Facility

Home Health Care

DED + 10% DED + 10%

Hospice

Prescription Drugs (Certain Madications subject to
Prior Authorization)

Retail - Generic/Brand/Non-Preferred/Specialty 10% after INN DED 10% after INN DED

Mail Order - Generic/Brand/Non-Preferred 10% after INN DED 10% after INN DED
Oral Weight Loss Medications - Coinsurance/Annual
Plan Paid Maximum
|Hearing Aid Benefit
$500 for 1st ear; $300 for 2nd ear.

30% /§3,000 30% / $3,000

Onclavarviatmanibe: Included Included
Medical - PRM Plan BlueOptions 05172/05173
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Propaosed 10/1/2025
EE $772.81 S784.00 $799.00 $572.04 $580.00
Additional for Spouse $691.32 5701.00 $715.00 $483.91 $491.00
Additional for Child $603.25 $612.00 5624.00
Additional for Family $755.24 $766.00 $781.00

2025 PRM Medical Plan Matrix 10.1.2025

BlueOptions HDHP HSA 05172-3



Overall

Levy, County of 1.50%
Increase
2025-2026
Medical - PRM Plan BlueOptions 03748 ACTIVE COBRA RETIREES (REDUCED)
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $1,258.52 $1,277.00 $1,302.00 $931.60 5945.00
Additional for Spouse $1,125.83 $1,142.00 $1,164.00 5788.08 $799.00
Additional for Child $982.45 $957.00 51,016.00
Additional for Family $1,229.91 $1,248.00 $1,272.00
Medical - PRM Plan HMO 55
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $1,144.71 $1,161.00 $1,184.00 5847.32 5860.00
Additional for Spouse $1,054.37 $1,070.00 $1,091.00 5738.04 $749.00
Additicnal for Child $920.20 $934.00 $952.00
Additional for Family $1,151.95 $1,169.00 $1,192.00
Medical - PRM Plan BlueOptions 03769
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $1,110.08 $1,126.00 $1,148.00 $821.67 $833.00
Additional for Spouse $1,053.84 $1,069.00 $1,090.00 $737.67 $748.00
Additional for Child 5919.73 $933.00 $951.00
Additional for Family $1,151.31 5$1,168.00 $1,191.00
Medical - PRM Plan BlueOptions 05168/05169
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $1,079.13 $1,095.00 $1,116.00 $798.80 £810.00
Additional for Spouse $955.32 $979.00 $998.00 $675.69 $685.00
Additional for Child 5842.39 $855.00 $872.00
Additional for Family $1,054.63 $1,070.00 $1,091.00
Medical - PRM Plan BlueOptions 03559
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE 51,038.44 $1,054.00 $1,075.00 $768.64 $780.00
Additional for Spouse $928.95 $942.00 $960.00 $650.22 $659.00
Additional for Child $810.61 $822.00 $838.00
Additional for Family $1,014.81 $1,030.00 $1,050.00
Medical - PRM Plan BlueOptions 05360
I Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $987.93 $1,002.00 $1,022.00 $731.27 §742.00
Additional for Spouse $883.73 $896.00 $913.00 $618.56 $627.00
Additional for Child 5771.22 5782.00 $797.00
Additional for Family $965.46 $979.00 $998.00
Medical - PRM Plan BlueOptions 05180/05181
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $959.34 $973.00 $932.00 $710.11 $720.00
Additional for Spouse $858.14 $871.00 $888.00 $5600.68 $609.00
Additional for Child $748.88 $760.00 $775.00
Additional far Family $937.54 $951.00 $970.00
Medical - PRM Plan BlueOptions 05504
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $901.39 $914.00 $932.00 $667.23 . $677.00
Additional for Spouse $806.34 $818.00 $834.00 $564.42 $572.00
Additional for Child $703.64 $714.00 $728.00
Additional for Family $880.92 $894.00 $911.00
Medical - PRM Plan BlueOptions 05901
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $872.43 $885.00 $902.00 5645.78 $655.00
Additional for Spouse $780.44 $792.00 $807.00 $546.27 $554.00
Additional for Child $681.01 $691.00 $704.00
Additional for Family $852.61 $865.00 $882.00
Medical - PRM Plan BlueOptions 05787
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $815.90 $828.00 $844.00 $603.92 $612.00
Additional for Spouse $729.85 $740.00 $754.00 $510.88 $518.00
Additional for Child $636.87 5646.00 $658.00
Additional for Family $797.34 5809.00 $825.00
Medical - PRM Plan BlueOptions 05172/05173
Coverage Current Proposed 10/1/2025 Proposed 10/1/2025 Current Proposed 10/1/2025
EE $772.81 $784.00 $799.00 §572.04 $580.00
Additional for Spouse $691.32 $701.00 $715.00 5483.91 5491.00
Additional for Child $603.25 5612.00 $624.00
Additional for Family $755.24 5766.00 $781.00




Cost Sharing - Member's Responsibility

PRM Medical Plan Matrix 2025-2026

BlueOptions HDHP (HSA) 05180/1

BlueOptions (PPO) 05904

BlueOptions (PPO) 05901

BlueOptions (PPO) 05787

BlueOptions HDHP (HSA) 05172/3

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

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

DED + 0%

DED + 0%

DED +20%

DED + 50%

DED + 0%

$75 Copay

$75 Copay

$90 Copay

DED + 10%

Deductible (Per Person / Family Aggregate) §2,500 $5,000 $2,500 /55,000 $2,000/ NA §7,350/514,700 $5,000/ NA $5,000/$10,000
Coinsurance (BCBSF pays / Member pays) 100% / 0% 100% / 0% 80% / 20% 50% / 50% 100% / 0% 90% / 10% 90% / 10%
OtatRecketN axinu $2,500 $5,000 $6,000 /12,000 $6,350/$12,800 $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/ 575 Copay $35/ 875 Copay $45/ $90 Copay DED+10%/DED+10% | DED+10% DED+10%
P e e e e
Office Services (Primary | Specialist $0 Copa $0 Copa $0 Copay $0 Copa $0 Copay $0 Copa 50 Copa
e g e
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 ; A ;
DED + 0% DED + 0% DED + 20% DED + 0% DED + 10% DED + 10%
Option 2 3 " N 3,000 Copay ek S R
Outpatient Hospital Facility
Opfian't DED + 0% DED + 0% DED + 20% #300/Copsy DED + 0% DED + 10% DED + 10%
Option 2 $400 Copay

DED + 10%

Independent Diagnostic Testing Center

Independent Clinical Laboratory DED + 0% DED + 0% $0 Copay $0 Copay S0 Copay DED + 0% DED + 0%
Independent Diagnostic Testing Center i $50 Copay $50 Copay §75 Copay DED +10% DED + 10%
Qutpatient Hospital Facility
Option 1 o $250 Copay $300 Copay ;
DED + 0% DED + 0% DED + 0% DED + 10% DED + 10%
Option 2 ji £ DED + 20% $400 Copay m g i

Advanced Imaging (AIS) (MRI, MRA, PET, CT &
Nuclear Medicine)
DED + 0% DED + 0% DED + 20% 5200 Copay DED + 0% DED + 10% DED + 10%

Qutpatient Hospital Facility

Option 1

Option 2

Other Special Services and Locations
Durable Medical Equipment

Skilled Nursing Facility

Home Health Care

Hospice
Prescription Drugs (Certain Medications subject to
Prior Authorization)

DED + 0%

DED + 0%

DED + 0%

DED + 0%

$300 Copay

DED +20%

DED +20%

$400 Copay

DED + 50%

DED + 0%

DED + 0%

DED + 10%

DED + 10%

DED + 10%

DED + 10%

Coinsurance/Annual Plan Paid Maximum

Hearing Aid Benefit

Retail - Generic/Brand/Non-Preferred/Specialty | 100% after INN DED | 100% after INN DED $10/$50/$80/$120 $10/860/8100/5120 $10/ 360 / $100 /5120 10% after INNDED | 10% after INN DED
Mail Order - Generic/Brand/Non-Preferred 100% after INN DED 100% after INN DED $20/$100/ 5160 $30/3180/ 5300 $30/3180/$300 10% after INN DED 10% after INN DED
ORIV eaE Medlication s DED /53,000 DED /$3,000 30% / $3,000 30% /3,000 30% /3,000 30% / $3,000 30% / $3,000

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

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.




PRM Medical Plan Matrix 2025-2

o aring embe Respo b

Deductible (Per Person / Family Aggregate)

026

BlueOptions (PPO) 03748

$0/3%0

BlueCare (HMO) 55

$0/80

BlueOptions (PPO) 03769

$500/$1,500

BlueOptions (HSA) 05168/9

$1,650/ NA

$3,300/ $3,300

BlueOptions (PPO) 03559

$750/ 82,250

BlueOptions (PPO) 05360

$1,500/ $4,500

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

Coinsurance (BCBSF pays / Member pays) 100% / 0% 100% / 0% 80% / 20% 100% / 0% 100% / 0% 80% / 20% 80% / 20%
SutofhneKagiedmuny §1,500/ 53,000 $1,500/ 53,000 $1,500 /54,500 1,650/ NA $3,300/$3,300 $3,000 / $6,000 $3,000 / $6,000
(Per Person/Family Aggregate)
Office Services
Family Physician / Specialist $10/520 Copay $10/510 Copay $15/815 Copay DED+0%/DED+0% | DED+0%/DED+0% $20/$35 Copay $25/ %75 Copay
Office Services (Primary / Specialist, $0 Copay $0 Copa $0 Copay $0 Copay $0 Copa S0 Copa $0 Copal
ed g e at 2

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% +09 = $750 Copay &

Oplion 2 $500 Copay NA A DED + 0% DED + 0% 31,000 Copay DED + 20%
Outpatient Hospital Facility

Option 1 $100 Copay $100 Copay DED +20% DED + 0% DED + 0% $150 Copay DED + 20%

Option 2 $200 Copay NA NA $250 Copay

erge and Urg a

Emergency Room Facility (per visif) (Surgery performed = "
ot AT $50 Copay $50 Copay DED + 20% DED g% DED 0% $100 Copay DED + 20%
Urgent Care Centers $20 Copay $10 Copay $15 Copay 35 Copay $75 Copay
Diagnostic Testing (e.g., Lab, x-ray)
Independent Clinical Laboratory S0 Copay $0 Copay 20% DED + 0% DED + 0% $0 Copay $0 Copay
Independent Diagnostic Testing Center $50 Copay I $0 Copay | $15 Copay $50 Copay DED + 20%
Outpatient Hospital Facility

Option 1 $100 Copay | $100 Copay | DED + 20% . $150 Copay

Oplion 2, 5200 Copay NA NA BEDA0% DED: 0% $250 Copay DED a0

Plan Paid Maximum
Hearing Aid Benefit

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

Included

Included

Included

Included

Included

Included

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

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

Option 2 $200 Copay NA NA b pERE $250 Copay DEDE 2%
Othe pe c d Locatio
Durable Medical Equipment
SkilfediNrsing Aoty DED + 0% $0 Copay DED +20% DED + 0% DED + 0% DED + 20% DED + 20%
Home Health Care
Hospice
Pre on Drug @ edicatio bject to Prio
Retail - Generic/Brand/Non-Preferred/Specialty $10/525/%60 $5/525/825 $5/835/835 100% after INN DED | 100% after INN DED $10/%25/560 $10/835/870
Mail Order - Generic/Brand/Non-Preferred $20/%50/%120 $10/850/ 5850 $10/870/ 870 100% after INN DED | 100% after INN DED $20/850/8120 $20/%70/8140
QialvelutitasRisdicationerCoinatarica/Ainlal 30% /53,000 30% / $3,000 30% / $3,000 DED /$3,000 DED /53,000 30% / 53,000 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.




