@) PacificSource ‘ 2024 Oregon Navigator Small Group Medical Plans

HEALTH PLANS
Platinum 500/

Deductible
Individual / Family $500 / $1,000 $5,000 / $10,000

Qut-of-Pocket Maximum
Individual / Family $4,000/ $8,000 $7,500 / $15,000

Preventive Services Covered in full 50% after deductible

Preventive Drug Coverage Covered in full 90% after deductible

Accident Benefit Covered in full up to $500, within 90 days of accident

Primary/telehealth combined visits 1-3:

Office Visits: Prlmary,_ : $5 no deductible, 50% after deductible
Urgent Care, and Specialist visits 4+ $10 no deductible

Urgent: $10 no deductible
Telehealth Specialist: $20 no deductible 50% after deductible
Inpatient Hospital 20% after deductible 50% after deductible
Lab / X-ray 20% no deductible 50% after deductible
Physical, Occupational,
and Speech Therapy $10 no deductible 50% after deductible

Combined 30 visits per year

Outpatient Surgery 20% after deductible 50% after deductible
Emergency Services $250 plus 20% after deductible

Chiropractic / Acupuncture

. ) .
Visits per benefit period: Chiro: 20 / Acu: 12 $10 no deductble o0% after deductible
Prescription (Rx) Drug Coverage Tier 1: $5 no deductible

Out-of-netwaork: 30-day max fill, Tier 2: $15 no deductible 90% after deductible
no more than 3 per year Tier 3 & 4: 20% no deductible

AAdult vision included on this plan.
Plans are available to businesses statewide.
Out-of-network services are covered up to an allowed amount. After that amount is reached, members may be subject to balance billing.

This is a brief summary. Contact us at 888-723-1295, email BendSales@PacificSource.com, MedfordSales@PacificSource.com, PortlandSales@PacificSource.com,
SpringfieldSales@PacificSource.com, or go to PacificSource.com for details or to see a plan's Summary of Benefits.

Accessibility help: For assistance reading this table or the rest of the document, please call us at 888-977-9299, TTY: 711. We accept all relay calls. SMG72_0923
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HEALTH PLANS

Gold 1000~ Gold 2000/ Gold 2500/ Gold 3500/ Gold HSA 3200

IN NETWORK IN NETWORK IN NETWORK IN NETWORK IN NETWORK OUT OF NETWORK

Deductible
Individual / Family $1,000/ $2,000

QOut-of-Pocket Maximum
Individual / Family $1,000/314,000

Preventive Services

Preventive Drug Coverage

Accident Benefit

Office Visits: Primary,
Urgent Care, and Specialist

Telehealth

Inpatient Hospital

Lab / X-ray

Physical, Occupational,
and Speech Therapy
Combined 30 visits per year

Outpatient Surgery

$2,000/ $4,000 $2,500 / $5,000 $3,500/ $7,000 $3,200/ $6,400 $5,000 / $10,000
$6,500 / $13,000 $6,500 / $13,000 $6,500 / $13,000 $3,200/ $6,400 $7,500 / $15,000
Covered in full 50% after deductible
Covered in full 90% after deductible
Covered in full up to $500, within 90 days of accident
Primary/telehealth combined visits 1-3: $5 no deductible, visits 4+: $25 no deductible 0% after deductible 50% after deductible
Urgent: $25 no deductible
Specialist: $75 no deductible 0% after deductible 50% after deductible
30% after deductible 0% after deductible 50% after deductible
30% no deductible 0% after deductible 50% after deductible
$25 no deductible 0% after deductible 50% after deductible
30% after deductible 0% after deductible 50% after deductible

Emergency Services

$250 plus 30% after deductible

0% after deductible

Same as in-network

Chiropractic / Acupuncture
Visits per benefit period: Chiro: 20 / Acu: 12

Prescription (Rx) Drug Coverage
Out-of-netwaork: 30-day max fill,
no more than 3 per year

$25 no deductible 0% after deductible 50% after deductible
Tier 1: $15 no deductible
Tier 2: $45 no deductible 0% after deductible 90% after deductible

Tier 3 & 4: 30% no deductible

AAdult vision included on this plan.

Plans are available to businesses statewide.

Out-of-network services are covered up to an allowed amount. After that amount is reached, members may be subject to balance billing.

This is a brief summary. Contact us at 888-723-1295, email BendSales@PacificSource.com, MedfordSales@PacificSource.com, PortlandSales@PacificSource.com,
SpringfieldSales@PacificSource.com, or go to PacificSource.com for details or to see a plan's Summary of Benefits.

Accessibility help: For assistance reading this table or the rest of the document, please call us at 888-977-9299, TTY: 711. We accept all relay calls.
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| silver3500 | Silver 45007 Silver 5000/ Silver 5500 Silver 6500/
s | wen || e | wamon | oo

Deductible Silver 3500, 6500: $10,000 / $20,000
Individual / Famil $3,500 / $7,000 $4,500 / $9,000 $5,000/ $10,000 $5,500 / $11,000 $6,500 / $13,000 Silver 4500, 5000, 5500:
y $7,500/ $15,000
. Silver 3500, 6500: $15,000 / $30,000
ﬂ'(;i‘;%‘;;‘;‘;';‘r;‘”“"a’““‘““‘ $9,400 / $18,800 $9,400/ $18,800 $9,400/ $18,800 $9,400 / $18,800 $9,400 / $18,800 Silver 4500, 5000, 5500;
y $11,250 / $22,500
Covered in full 50% after deductible
Preventive Drug Coverage Covered in full 90% after deductible
Accident Benefit Covered in full up to $500, within 90 days of accident
. s o Primary/telehealth combined | Primary/telehealth combined | Primary/telehealth combined | Primary/telehealth combined | Primary/telehealth combined
Office Visits: Primary, visits 1-3: $5 no deductible, | visits 1-3: $5 no deductible, | visits 1-3: $5 no deductible, | visits 1-3: $5 no deductible, | visits 1-3: $5 no deductible, 50% after deductible
Urgent Care, and Specialist visits 4+: $50 no deductible | visits 4+: $40 no deductible | visits 4+ $40 no deductible | visits 4+: $35 no deductible | visits 4+: $35 no deductible
Urgent: $50 no deductible | Urgent: $40 no deductible | Urgent: $40 no deductible | Urgent: $35 no deductible | Urgent: $35 no deductible
Telehealth Specialist: $100 no deductible | Specialist: $100 no deductible | Specialist: $80 no deductible | Specialist: $70 no deductible | Specialist: $70 no deductible 50% after deductible
Inpatient Hospital 50% after deductible 40% after deductible 50% after deductible 40% after deductible 35% after deductible 50% after deductible
Lab / X-ray 50% after deductible 40% after deductible 50% after deductible 40% after deductible 35% after deductible 50% after deductible
ATELE Occqpatlona!, _and Siiesch 50% after deductible 40% after deductible 50% after deductible 40% after deductible 35% after deductible 50% after deductible
Therapy Combined 30 visits per year
Outpatient Surgery 50% after deductible 40% after deductible 50% after deductible 40% after deductible 35% after deductible 50% after deductible
- . $250 plus 40% after $250 plus 50% after $250 plus 40% after $250 plus 35% after .
Emergency Services 50% after deductible deductible deductible deductible deductible Same as in-network
Chiropractic / Acupuncture . . . . . ) .
Visits per benefit period: Chiro: 20 / Acu: 12 $50 no deductible $40 no deductible $40 no deductible $35 no deductible $35 no deductible 50% after deductible
Prescription (Rx) Drug Coverage Tier 1: $20 no deductible Tier 1: $20 no deductible | Tier 1: $10 no deductible | Tier 1: $20 no deductible | Tier 1: $20 no deductible
Out-of-network: 30-day max fill, Tier 2: $50 no deductible Tier 2: $50 no deductible Tier 2, 3, & 4:50% no Tier 2: $50 no deductible | Tier 2: $50 no deductible 90% after deductible
no more than 3 per year Tier 3 & 4:50% no deductible | Tier 3 & 4: 40% no deductible deductible Tier 3 & 4: 40% no deductible | Tier 3 & 4: 35% no deductible

AAdult vision included on this plan.

Plans are available to businesses statewide.

Out-of-network services are covered up to an allowed amount. After that amount is reached, members may be subject to balance billing.

This is a brief summary. Contact us at 888-723-1295, email BendSales@PacificSource.com, MedfordSales@PacificSource.com, PortlandSales@PacificSource.com,
SpringfieldSales@PacificSource.com, or go to PacificSource.com for details or to see a plan's Summary of Benefits.

Accessibility help: For assistance reading this table or the rest of the document, please call us at 888-977-9299, TTY: 711. We accept all relay calls.
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HEALTH PLANS
Silver HSA 3500 Silver HSA 5100 Silver HSA 5500
o | e | e | oo

$3,500/ $7,000 $5.100/$10.200 $5.500/ $11,000 s 00
$7,500/ $15,000 $5,100/$10,200 $5,500/$11,000 S et
Covered in full 50% after deductible
Covered in full 90% after deductible
Accident Benefit Covered in full up to $500, within 90 days of accident
S:E:ﬁt‘gz:'tes,.:;(lln;:?éialist Prlmfor\\//étrggEr?s?{]z?%%sé/%zﬂéﬁg1 & 0% after deductible 0% after deductible 50% after deductible
Urgent/Specialist; 20% after deductible 0% after deductible 0% after deductible 50% after deductible
20% after deductible 0% after deductible 0% after deductible 50% after deductible
20% after deductible 0% after deductible 0% after deductible 50% after deductible
Physical, Occupational,
and Speech Therapy 20% after deductible 0% after deductible 0% after deductible 50% after deductible
Combined 30 visits per year
20% after deductible 0% after deductible 0% after deductible 50% after deductible
20% after deductible 0% after deductible 0% after deductible Same as in-network
\(/::;iitgo;?el;ab(;trjgféIp.)\ecrilélé:uaﬁrt;rzﬁ) /Ao 12 20% after deductible 0% after deductible 0% after deductible 50% after deductible
Prescription (Rx) Drug Coverage
Out-of-network: 30-day max fill, 20% after deductible 0% after deductible 0% after deductible 90% after deductible
no more than 3 per year

AAdult vision included on this plan.

Plans are available to businesses statewide.

Out-of-network services are covered up to an allowed amount. After that amount is reached, members may be subject to balance billing.

This is a brief summary. Contact us at 888-723-1295, email BendSales@PacificSource.com, MedfordSales@PacificSource.com, PortlandSales@PacificSource.com,
SpringfieldSales@PacificSource.com, or go to PacificSource.com for details or to see a plan's Summary of Benefits.

Accessibility help: For assistance reading this table or the rest of the document, please call us at 888-977-9299, TTY: 711. We accept all relay calls.
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HEALTH PLANS
Bronze 7500 Bronze 9400 Bronze HSA 7500

Deductible
Individual / Family $7,500 / $15,000 $9,400/ $18,800 $7,500 / $15,000 $10,000 / $20,000
Out-of-Pocket Maximum
Individual / Family $9,400 / $18,800 $9,400 / $18,800 $7,500 / $15,000 $15,000 / $30,000
Preventive Services Covered in full 50% after deductible
Preventive Drug Coverage Covered in full 90% after deductible
Accident Benefit Covered in full up to $500, within 90 days of accident
Office Visits: Pri Primary/telehealth combined visits 1-3: Primary/telehealth combined visits 1-3:

ice VISTIs: Trimary, 350 deductible, - ~ $5nodeductible, 0% after deductible 50% after deductible
Urgent Care, and Specialist visits 4+ $35 no deductible visits 4+: 0% after deductible

Urgent: $35 no deductible Urgent: 0% after deductible

Telehealth Specialist: $100 no deductible Specialist: 0% after deductible 0% after deductible 50% after deductible
Inpatient Hospital 30% after deductible 0% after deductible 0% after deductible 50% after deductible
Lab / X-ray 30% after deductible 0% after deductible 0% after deductible 50% after deductible
Physical, Occupational,
and Speech Therapy 30% after deductible 0% after deductible 0% after deductible 50% after deductible
Combined 30 visits per year
Outpatient Surgery 30% after deductible 0% after deductible 0% after deductible 50% after deductible
Emergency Services 30% after deductible 0% after deductible 0% after deductible Same as in-network
Chiropractic / Acupuncture . 0 . 0 . ) _
Visits per benefit period: Chiro: 20/ Acu: 12 $35 no deductible 0% after deductible 0% after deductible 50% after deductible
Prescription (Rx) Drug Coverage
Out-of-network: 30-day max fill, 30% after deductible 0% after deductible 0% after deductible 90% after deductible
no more than 3 per year

AAdult vision included on this plan.
Plans are available to businesses statewide.
Out-of-network services are covered up to an allowed amount. After that amount is reached, members may be subject to balance billing.

This is a brief summary. Contact us at 888-723-1295, email BendSales@PacificSource.com, MedfordSales@PacificSource.com, PortlandSales@PacificSource.com,
SpringfieldSales@PacificSource.com, or go to PacificSource.com for details or to see a plan's Summary of Benefits.

Accessibility help: For assistance reading this table or the rest of the document, please call us at 888-977-9299, TTY: 711. We accept all relay calls. SMG72_0923
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Standard Gold Standard Silver
e [ e | wewm | e |

Standard Bronze

Deductibl Standard Gold: $5,000 / $10,000
individual / Farni $1,800/ $3,600 $5,500 / $11,000 $9,450 / $18,900 Standard Silver: $7,500 / $15,000
y Standard Bronze: $10,000 / $20,000
Out-of-Pocket Maximum Standard Gold: $7,500 / $15,000
Individual / Family $7,550 / $15,100 $9,450 / $18,900 $9,450 / $18,900 Standard Silver: $11,250 / $22,500
Standard Bronze: $15,000 / $30,000
Covered in full 50% after deductible
Preventive Drug Coverage Covered in full 90% after deductible
Accident Benefit Not Covered
. s o Primary/telehealth combined visits 1-3: Primary/telehealth combined visits 1-3: Primary/telehealth combined visits 1-3:
Office Visits: Primary, $5 no deductible, $5 no deductible, $5 no deductible, 50% after deductible
Urgent Care, and Specialist visits 4+ $20 no deductible visits 4+ $40 no deductible visits 4+ $50 no deductible
Urgent: $60 no deductible Urgent: $70 no deductible Urgent: $100 no deductible
Telehealth Specialist: $40 no deductible Specialist: $80 no deductible Specialist: $150 no deductible 50% after deductible
Inpatient Hospital 20% after deductible 30% after deductible 0% after deductible 50% after deductible
Lab / X-ray 20% after deductible 30% after deductible 0% after deductible 50% after deductible
:Illlzsslcaelét?hc{_:;:sz:lonal, $20 no deductible $40 no deductible $50 no deductible 50% after deductible
P 'nerapy if provided in an office setting if provided in an office setting if provided in an office setting ?
Combined 30 visits per year
Outpatient Surgery 20% after deductible 30% after deductible 0% after deductible 50% after deductible
Emergency Services 20% after deductible 30% after deductible 0% after deductible Same as in-network
Chiropractic / Acupuncture . . . ) .
Visits per benefit period: Chiro: 20/ Acu: 12 $20 no deductible $40 no deductible $50 no deductible 50% after deductible
P Tier 1: $10 no deductible , A
Prescription (Rx) Drug Coverage L ; Tier 1: $15 no deductible N :
Out-of-network: 30-day max fill, TT_ler32.A5$03$ no (éetijuctl_télle Tier 2: $60 no deductible T 2IT|e3r 1&%_2‘30?0 (]i(edu((j:tlgle bl 90% after deductible
han 3 per vear . ier 3: 50% no deductible . Tier 3 & 4 50% no deductible ier 2, 3, & 4: 0% after deductible
no more than 3 pery Tier 4: 50% no deductible, $500 max per script

AAdult vision included on this plan.
Plans are available to businesses statewide.
Out-of-network services are covered up to an allowed amount. After that amount is reached, members may be subject to balance billing.

This is a brief summary. Contact us at 888-723-1295, email BendSales@PacificSource.com, MedfordSales@PacificSource.com, PortlandSales@PacificSource.com,
SpringfieldSales@PacificSource.com, or go to PacificSource.com for details or to see a plan's Summary of Benefits.

Accessibility help: For assistance reading this table or the rest of the document, please call us at 888-977-9299, TTY: 711. We accept all relay calls. SMG72_0923
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