Approved 2026
Cascade Care Plans:
Bronze, Silver, Gold

Blue shaded items are not subject to deductible.

* Per day copay, maximum of five copays per stay

** Per day copay

*** Eligible for two visits at $1 copay, after which stated cost-sharing applies.

2026 2026 2026
Benefits Standard | 5tandard | Standard
Gold Silver Bronze
Deductible and Out-of-Pocket Maximum
Medical/Pharmacy Integrated Deductible Yes Yes Yes
Medical (or Integrated, if Applicable)/Pharmacy Deductibles ($) 51,000 52,500 56,000
Medical/Pharmacy Integrated MOOP Yes Yes Yes
Medical/Pharmacy Integrated MOOP (§) 57,000 59,750 $10,150
Office Visits
Preventive Care/Screening/Immunization S0 S0 =0
Primary Care Visit to Treat an Injury or llness (exc. Preventive, 315 B20=== F40===
and X-rays)
Specialist Visit 740 565 $100
Mental/Behavioral Health and Substance Use Disorder s s
Dutpatient Services-Office Ll del il
Emergency/Urgent Care Services
Emergency Care Services 450 F800 40%
Urgent Care 335 565 5100
Ambulance $375 $37h 40%
Dutpatient Services
Qutpatient Facility Fee (e.g., Ambulatory Surgery Center) 350 $600 40%
Qutpatient Surgery Physician/Surgical Services 375 $200 40%
Mental/Behavioral Health and Substance Use Disorder a
Qutpatient Services - Other o el 40%
Outpatient Diagnostic Tests
Laboratory Qutpatient and Professional Services 320 540 40%
X-rays and Diagnostic Imaging 330 565 40%
Advanced Imaging (CT/PET Scans, MRIs) 5300 30% 40%
Inpatient Services
All Inpatient Hospital Services (inc. MH/SUD, Maternity) 5525 sa00* 40%
Skilled Nursing Facility F350* F800* 40%
Pharmacy
Generics 310 525 532
Preferred Brand Drugs 360 575 40%
Mon-Preferred Brand Drugs 5100 5250 40%
Specialty Drugs (i.e. high-cost) $100 $250 40%
All Other Benefits
Speech Therapy 325 540 40%
Occupational and Physical Therapy 525 540 40%
Durable Medical Equipment (DME) 20% 30% 40%
Home Health 315" 530 $50*
Hospice 515* 530 $50**
All Other Benefits 20% 30% 40%
AV 81.81% 71.84% 64.97%




Approved 2026
Cascade Care Plans:
Silver Cost Sharing
Reduction (CSR)
Variants

Blue shaded items are not subject to deductible.

* Per day copay, maximum of five copays per stay

** Per day copay

*** Eligible for two visits at $1 copay, after which stated cost-sharing applies.

2026 2026 2026
Benefits Sta_ndard Sta_ndard Sta_ndard
Silver Silver Silver
94% AV | B7% AV | 73% AV
Deductible and Out-of-Pocket Maximum
Medical/Pharmacy Integrated Deductible Yes Yes Yes
Medical {or Integrated, if Applicable)/Pharmacy Deductibles ($) 50 $750 52,500
Medical/Pharmacy Integrated MOOP Yes Yes Yes
Medical/Pharmacy Integrated MOOP (§) 52,400 52,850 57,950
Office Visits
Preventive Care/Screening/Immunization =0 20 =0
Primary Care Visit to Treat an Injury or lllness (exc. Preventive, 1= $5 520
and X-rays)
Specialist Visit 515 $30 565
Mental/Behavioral Health and Substance Use Disorder gq= g5e=r §20%=
Qutpatient Services - Office
Emergency/Urgent Care Services

Emergency Care Services $150 $425 $800
Urgent Care §15 $30 565
Ambulance 575 $175 $325

Outpatient Services
Cutpatient Facility Fee (e.g., Ambulatory Surgery Center) $100 325 $600
Qutpatient Surgery Physician/Surgical Services 525 $120 5200
Mental/Behavioral Health and Substance Use Disorder g5 10 $30
Qutpatient Services - Other

Qutpatient Diagnostic Tests

Laboratory Outpatient and Professional Services 55 520 540
X-rays and Diagnostic Imaging 515 $40 565
Advanced Imaging (CT/PET Scans, MRIs) 15% 20% 30%

Inpatient Services
All Inpatient Hospital Services (inc. MH/SUD, Maternity) 5100* 3425* 3800*
Skilled Nursing Facility F100* 425 3800

Pharmacy

Generics 55 512 524
Preferred Brand Drugs 512 535 575
Non-Preferred Brand Drugs 535 5160 $250
Specialty Drugs (i.e. high-cost) 535 5160 5250

All Other Benefits
Speech Therapy 55 520 540
Occupational and Physical Therapy 55 520 $40
Durable Medical Equipment (DME) 15% 20% 30%
Home Health e 510 330
Hospice 55 510 530%
All Other Benefits 15% 20% 30%
AN 94 8% a7 syar 73 9594
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