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WEBSTER

CHAMBER OF COMMERCE

1110 Crosspointe Lane Webster NY 14580
Phone: 585-265-3960

Excellus Individual, Family & Sole Proprietors Plans

Premium Period: 2016 (JAN - DEC 2016 start dates)
Coverage listed: Dependents to age 26; Yes on Pediatric Dental

Click on Plan Code link to open detailed Plan Summary information sheets

These plans are available to any individual, family or sole proprietor.

Plan Plan Name Plan Plan Plan PCP Specialist Co- Plan Year Hospital Emergency Prescription Out of Out of
Code Name Summary Premiums Type Visit Visit Insurance Deductible Benefits Department Rx Coverage | Pocket Max| Network
IGGQ Base Plan SGL: $169.01|Deductible [Covered at [Covered at [None $6,850 Covered at |Covered at Deductible / |$6,850 Not
(Under 30) Summary B DBL: $338.01 100%, 100%, Individual /  |100% per 100%, subject [Coinsurance |Individual / |Covered
OPF: $287.31 subjectto [subjectto $13,700 admission*, [to the subject to the |$13,700
FAM: $481.66 the the Family subject to the |deductible plan Family
deductible [deductible *FA deductible deductible **EA
IHHO Bronze Select Plan SGL: $297.47| Deductible [Covered at [Covered at [Covered ($4,500 Covered at Covered at $10/40%/50%, |$6,350 Not
Summary B DBL: $594.93 HSA 50%, 50%, at 50% Individual /  |50% per 50%, subject to |subject to the [Individual / [Covered
OPF: $505.69 subjectto  |subject to $9,000 admission*, [the deductible [plan $12,700
FAM: $847.78 the the Family subject to the deductible Family
deductible |deductible *FA deductible **FA
IEES Bronze Plan SGL: $316.76| Deductible |Covered at |Covered at |Covered [$4,000 Covered at [Covered at $10/$35/$70, [$6,450 Not
Standard HSA Summary B DBL: $633.53 HSA 50%, 50%, at 50% Individual /  [50% per 50%, subject to [subject to the [Individual / [Covered
OPF: $538.50 subjectto [subject to $8,000 admission*, |the deductible [plan $12,900
FAM: $902.78 the the Family subject to the deductible Family
deductible [deductible *A deductible **|A
IEEG Bronze Standard Plan SGL: $322.16| Deductible |Covered at [Covered at |Covered [$3,500 Covered at |Covered at $10/$35/$70, |$6,850 Not
Summary B DBL: $644.33 50%, 50%, at 50% Individual /  |50% per 50%, subject to [subject to the [Individual / [Covered
OPF: $547.68 subjectto |subjectto $7,000 admission*, |the deductible |plan $13,700
FAM: $918.17 the the Family subject to the deductible Family
deductible [deductible *A deductible **|A
IFFG Silver Select Plan SGL: $379.36 HDHP [Covered at |Covered at [Covered |$2,250 Covered at |Covered at $10/$45/$90, |($6,350 Not
Summary B DBL: $758.72 HSA 80%, 80%, at 80% Individual /  |80% per 80%, subject to |subject to the [Individual / {Covered
OPF: $644.92 subjectto  |subject to $4,500 admission*, [the deductible [plan $12,700
FAM: $1081.17 the the Family subject to the deductible Family
deductible |deductible *FA deductible *FA
IHHI Silver Standard Plan SGL: $433.98( Hybrid [$30 copay |$50 copay [None $2,000 Subject to $150 copay per ($10/$35/$70 |$5,500 Not
Summary A DBL: $867.96 per visit, per visit, Individual /  |$1500 copay |[visit, subject to Individual / |Covered
OPF: $737.76 subjectto [subjectto $4,000 per deductible $11,000
FAM: $1236.84 deductible [deductible Family admission*, Family
*IA subject to the **A
deductible
IFFC Gold Select Plan SGL: $494.67( Hybrid |[$25 copay [$40 copay |None $750 Subject to $250 copay per |$10/$35/$70 |$6,350 Not
Summary A DBL: $989.35 per visit, per visit, Individual /  |$750 copay |[visit, subject to Individual / |Covered
OPF: $840.94 subjectto [subjectto $1,500 per deductible $12,700
FAM: $1409.82 deductible [deductible Family admission*, Family
*A subject to the **A
deductible
IHHC  |Gold Standard Plan SGL: $515.30( Hybrid |[$25 copay [$40 copay |None $600 Subject to $150 copay per |$5/$35/$70  |$4,000 Not
Summary A| DBL: $1030.60 per visit, per visit, Individual /  |$1000 copay |visit, subject to Individual / {Covered
OPF: $876.01 subjectto [subjectto $1,200 per deductible $8,000
FAM: $1468.61 deductible [deductible Family admission*, Family
*IA subject to the A
deductible
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http://www.websterchamber.com/media/iggq.pdf
http://www.websterchamber.com/media/ihho.pdf
http://www.websterchamber.com/media/iees.pdf
http://www.websterchamber.com/media/ieeg.pdf
http://www.websterchamber.com/media/iffg.pdf
http://www.websterchamber.com/media/ihhi.pdf
http://www.websterchamber.com/media/iffc.pdf
http://www.websterchamber.com/media/ihhc.pdf

Plan Plan Name Plan Plan Plan PCP Specialist Co- Plan Year Hospital Emergency Prescription Out of Out of
Code Name Summary Premiums Type Visit Visit Insurance Deductible Benefits Department Rx Coverage | Pocket Max| Network
IEEY Plantimun Select Plan SGL: $577.73| Copay [$15copay |$25 copay [None None Subject to $150 copay per ($10/$35/$70 |$6,350 Not
Summary D| DBL: $1155.46 per visit per visit $750 copay |visit Individual / |Covered
OPF: $982.14 per $12,700
FAM: $1646.52 admission* Family
**IA
IGGW |Plantinum Plan SGL: $598.62| Copay |$15 copay [$35copay |None None Subject to $100 copay per |$10/$30/$60 |$2,000 Not
Standard Summary D| DBL: $1197.24 per visit per visit $500 copay |visit Individual / |Covered
OPF: $1017.65 per $4,000
FAM: $1706.06 admission* Family
**IA

* per admission for unlimited days

*FA: Deductible — Family Aggregation: For plans that cover 2 or more members, the entire family’s deductible must be met by one or any contribution of covered members before copays or coinsurance is applied for any family member.

*|A: Deductible — Individual Aggregation: Each covered family member only needs to satisfy his or her individual deductible, not the entire family deductible, before copays or coinsurance is applied for that family member.

**FA: Out-of-Pocket Max (OOPMax) — For plans that cover 2 or more members, the entire family’s OOPMax must be met by one or any contribution of covered members, except that no one individual's OOPMax can be greater than
$6550 on an HSA plan or $6850 on a non-HSA plan . Once a family’'s OOPMax is reached, plan services are covered in full for all the covered members of the family.

**|A: Out-of-Pocket Max (OOPMax) — Individual Aggregation: Each covered family member only needs to satisfy his or her individual OOPMax, not the entire family OOPMax. Once an individual’'s OOPMax is reached, plan services are

covered in full for that individual.

Plan Summary "B": A deductible is applied to all covered medical and prescription drug benefits. Preventive services are covered in full. Plan includes ExerciseRewards.

Plan Summary "D": Predictable out-of-pocket costs without a deductible, includes ExerciseRewards.
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http://www.websterchamber.com/media/ieey.pdf
http://www.websterchamber.com/media/iggw.pdf

