AvMed Entrust On-Exchange Individual & Fomlly Plcms 2026

PLAN NAME

PLAN ID
METALTIER

AvMed Confidential Proprietary / Internal Use Only

In-Network

For agent use only

Non-IHCP In-Network

DEDUCTIBLE: Individual/Family $0/$0 $0/$0 $0/$0 $0/$0
OUT OF POCKET MAX: Individual/Family $5,500/$11,000 $0/$0 $0/$0 $5,500/$11,000
OFFICE SERVICES
Primary Care Physician (PCP) $10 copay per visit No charge No charge $10 copay per visit
Specialist $20 copay per visit No charge No charge $20 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $20 copay per visit No charge No charge $20 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned No charge No charge $250 copay per visit at hospital-owned
or offiliated facilities or offiliated facilities
Emergency Room $100 copay per visit No charge No charge $100 copay per visit
Ambulance (Ground) $200 copay per one way ground transport No charge No charge $200 copay per one way ground transport
OUTPATIENT SERVICES
Outpatient Radiology
N G $100 copay per visit at independent facilities;
?(?TTPpElixscons, MRIs, etc.) $200 c?):)ge ng \(/]i&;isJ 2; rwlglstpaittt;{jgvevﬁizdgrn;fgﬂgg Sfé]C”iﬁES No charge No charge 5200 copay per Visit cf hquitol-owned
or offiliated facilities
o I $10 copay per visit at independent facilities;
g-':s;, ultrasound, efc.) $20 cof)zle ;grp \%i? g \rlllcs)lstpmEg\?vaigdsrnéffﬁ(‘]lgltgg%cilities No charge No charge $20 copay pery sit o h.o.s pitul-ovvned
or affiliated facilities
Outpatient Routine Lab No charge No charge No charge No charge
Outpatient Surgery - facility $200 copay per visit No charge No charge $200 copay per visit
Outpatient Surgery - physician services No charge No charge No charge No charge
HOSPITAL
Inpatient $350 copay per day for the first 3 days per admission No charge No charge $350 copay per day for the first 3 days per admission
PRESCRIPTION DRUGS
Per Prescription‘ 30 duy‘supply):
Erg:fgr‘z?e?géegzgg/g%gcc/i?lgermd Brand/ No charge / $5 cop;)y / $20 copay /$60 copay No charge No charge No charge / $5 coguy /_820 copay / $60 copay
[No Preferred Generic tier in Standard plans] /50% coinsurance /80% coinsurance
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand No charge / $12.50 copay / $50 copay No charge No charge No charge / $12.50 copay / $50 copay
[No Preferred Generic tier in Standard plans] /$150 copay /$150 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a contract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer o the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

For agent use only

PLAN NAME Entrust Platinum Standard (2026) g A S(Izuggg;d B Entrust Platinum Standard Limited Cost Share (2026)

PLAN ID AVIN_HP_165601_0126 AVIN_HP_165602_0126 AVIN_HP_165603

METALTIER
AvMed Confidential Proprietary / Internal Use Only

In-Network

Non-IHCP In-Network

DEDUCTIBLE: Individual/Family $0/$0 $0/$0 $0/$0 $0/$0
OUT OF POCKET MAX: Individual/Family $5,200/$10,400 $0/$0 $0/$0 $5,200/$10,400
OFFICE SERVICES
Primary Care Physician (PCP) $10 copay per visit No charge No charge $10 copay per visit
Specialist $20 copay per visit No charge No charge $20 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $15 copay per visit No charge No charge $15 copay per visit
Urgent Care $15 copay per visit No charge No charge $15 copay per visit
Emergency Room $100 copay per visit No charge No charge $100 copay per visit
Ambulance (Ground) $200 copay per one way ground fransport No charge No charge $200 copay per one way ground transport
OUTPATIENT SERVICES
Outpatient Radiology
Complex . .
(CT/PET scans, MRs, efc.) $100 copay per visit No charge No charge $100 copay per visit
Otfer $30 copay per visit No charge No charge $30 copay per visit
(X-ray, ultrasound, efc.)
Outpatient Routine Lab $30 copay per visit No charge No charge $30 copay per visit
Outpatient Surgery - facility $150 copay per visit No charge No charge $150 copay per visit
Outpatient Surgery - physician services $150 copay per visit No charge No charge $150 copay per visit
HOSPITAL
Inpatient $350 copay per admission No charge No charge $350 copay per admission
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty $5 copay //S;]%[C)ODOV /$50 copay No charge No charge $5 copay /$10 copay / $50 copay /$150 copay
[No Preferred Generic tier in Standard plans] copay
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand
[No Preferred Generic fier in Standard plans] $12.50 copay /$25 copay /$125 copay No charge No charge $12.50 copay /$25 copay / $125 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a contract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer o the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

PLAN NAME

METALTIER
AvMed Confidential Proprietary / Internal Use Only

For agent use only

Entrust Gold 125 (2026) Entrust Gold 125 Zero Cost Share (2026) Entrust Gold 125 Limited Cost Share (2026)
AVIN_HG_165101_0126 AVIN_HG_165102_0126 AVIN_HG_165103_0126

In-Network

Non-IHCP In-Network

DEDUCTIBLE: Individual/Family $2,000/$4,000 $0/$0 $0/$0 $2,000/$4,000
OUT OF POCKET MAX: Individual/Family $5,850/$11,700 $0/50 $0/50 $6,850/$11,700
OFFICE SERVICES
Primary Care Physician (PCP) $35 copay per visit No charge No charge $35 copay per visit
Specialist $70 copay per visit No charge No charge $70 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $45 copay per visit No charge No charge $45 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned No charge No charge $250 copay per visit at hospital-owned
or offiliated facilities or affiliated facilities
Emergency Room $500 copay per visit after deductible No charge No charge $500 copay per visit after deductible
Ambulance (Ground) $200 copay per one way ground transport No charge No charge $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex $250 copay per visit ot independem facilities; $250 copay per visit af indepen_dem facilities;
$500 copay per visit at hospital-owned No charge No charge $500 copay per visit at hospital-owned
(CT/PET scans, MRls, efc:) or offiliated facilities or affliated facilities
Other $75 copay per visit qT lindependlent facilities; $75 copay per visit at lindependem facilities;
$150 copay per visit at hospital-owned No charge No charge $150 copay per visit at hospital-owned
(¥ray, ullrosound, efc.) or affiiated facilities or offiiated facilities
Outpatient Roufine Lab $10 copay per visit No charge No charge $10 copay per visit
Outpatient Surgery - facility $650 copay per visit after deductible No charge No charge $650 copay per visit after deductible
Outpatient Surgery - physician services No charge after deductible No charge No charge No charge after deductible
HOSPITAL
Inpatient $850 copay per admission after deductible No charge No charge affer deductible $850 copay per admission after deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Non PreloredBndSpesoy o commumostr et No chage No chage S consoncs st
[No Preferred Generic tier in Standard plans) ° °
[Separate Rx deductible may apply]
Per Prescription _(90 day _supply):
Fl{l%fel;rrs?er?:g gtlecr{eer?cn ﬁgrcﬁr;fg:ggrgrgg]/gon—Preferred prond 53750 copay//é%%c;p;gy/ 3180 copoy No charge No charge $37.50 copay / $75 copay / $150 copay / $300 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).



AvMed Entrust On-Exchange Individual & Family Plans - 2026

Entrust Gold Standard Limited Cost Share (2026)
AVIN_HG_165301_0126 AVIN_HG_165302_0126 AVIN_HG_165303 0126

PLAN NAME

METALTIER
AvMed Confidential Proprietary / Internal Use Only

Entrust Gold Standard (2026)

In-Network

Entrust Gold Standard Zero Cost Share (2026)

For agent use only

Non-IHCP In-Network

DEDUCTIBLE: Individual/Family $2,000/$4,000 $0/$0 $0/$0 $2,000/$4,000
OUT OF POCKET MAX: Individual/Family $8,200/$16,400 $0/$0 $0/$0 $8,200/$16,400
OFFICE SERVICES
Primary Care Physician (PCP) $30 copay per visit No charge No charge $30 copay per visit
Specialist $60 copay per visit No charge No charge $60 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $40 copay per visit No charge No charge $40 copay per visit
Urgent Care $45 copay per visit No charge No charge $45 copay per visit
Emergency Room 25% coinsurance after deductible No charge No charge 25% coinsurance after deductible
Ambulance (Ground) $200 copay per one way ground fransport No charge No charge $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex 25% coinsurance after deductible No charge No charge 25% coinsurance after deductible
(CT/PET scans, MRIs, efc.) ° 9 9 °
Other 25% coinsurance after deductible No charge No charge 25% coinsurance after deductible
(X-ray, ultrasound, etc.)
Outpatient Routine Lab 25% coinsurance after deductible No charge No charge 25% coinsurance after deductible
Outpatient Surgery - facility 25% coinsurance after deductible No charge No charge 25% coinsurance after deductible
Outpatient Surgery - physician services 25% coinsurance after deductible No charge No charge 25% coinsurance after deductible
HOSPITAL
Inpatient 25% coinsurance after deductible No charge No charge 25% coinsurance after deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/
Non-Preferred Brand/Specidlly $15 copay jggls) Ocopuy /$60 copay No charge No charge $15 copay // SSC;[; gopoy /$60 copay
[No Preferred Generic tier in Standard plans] copay copay
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand
[No Preferred Generic fier in Standard plans] $37.50 copay /$75 copay /$150 copay No charge No charge $37.50 copay /$75 copay /$150 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026 For agent use only
PLAN NAME Entrust Silver 350 (2026) Entrust Silver 350 Zero Cost Share (2026)

PLAN ID AVIN_HS_165801_0126 AVIN_HS_165802_0126 AVIN_HS_165803_0126

METALTIER
AvMed Confidential Proprietary / Internal Use Only

In-Network

Non-IHCP In-Network

DEDUCTIBLE: Individual/Family $3,500/$7,000 $0/$0 $0/$0 $3,500/$7,000
OUT OF POCKET MAX: Individual/Family $9,250/$18,500 $0/$0 $0/$0 $9,250/$18,500
OFFICE SERVICES
Primary Care Physician (PCP) $30 copay per visit No charge No charge $30 copay per visit
Specialist $60 copay per visit No charge No charge $60 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $40 copay per visit No charge No charge $40 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned No charge No charge $250 copay per visit at hospital-owned
or offiliated facilities or offiliated facilities
Emergency Room 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
Ambulance (Ground) $200 copay per one way ground fransport No charge No charge $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
(CT/PET scans, MRIs, etc.) ° Y Y °
Other 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
(X-ray, ultrasound, efc.)
Outpatient Roufine Lab $30 copay per visit No charge No charge $30 copay per visit
Outpatient Surgery - facility 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
Outpatient Surgery - physician services 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
HOSPITAL
Inpatient 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/ $20 copay / $45 copay / $80 copay $20 copay / $45 copay / $80 copay
Non-Preferred Brand/Specialty /50% coinsurance affer deductible No charge No charge /50% coinsurance affer deductible
[No Preferred Generic fier in Standard plans] /50% coinsurance after deducfible /50% coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand $50 copay / $112.50 copay / $200 copay No charge No charge $50 copay / $112.50 copay / $200 copay
[No Preferred Generic tier in Standard plans] /50% coinsurance affer deductible 9 9 /50% coinsurance affer deductible
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

PLAN NAME

PLAN ID

METALTIER

AvMed Confidential Proprietary / Internal Use Only

Entrust Silver 350 73% AV (2026)

In-Network

Entrust Silver 350 87% AV (2026)

In-Network

Entrust Silver 350 94% AV (2026)

In-Network

For agent use only
Entrust Silver 550 (2026)

AVIN_HS_165804_0126 AVIN_HS_165805_0126 AVIN_HS_165806_0126 AVIN_HS_166001_0126

In-Network

DEDUCTIBLE: Individual/Family $3,000/$6,000 $0/$0 $0/50 $6,250/$12,500
OUT OF POCKET MAX: Individual/Family $8,000/516,000 $3,500/$7,000 $1,650/$3,300 $8,000/$16,000
OFFICE SERVICES
Primary Care Physician (PCP) $15 copay per visit $15 copay per visit No charge $55 copay per visit
Specialist $30 copay per visit $30 copay per visit $10 copay per visit $110 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $25 copay per visit $25 copay per visit No charge $65 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities; $125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned
or affiliated facilities or doffiliated facilities or affiliated facilities or affiliafed facilities
Emergency Room 50% coinsurance after deductible 40% coinsurance 25% coinsurance $500 copay per visit after deductible
Ambulance (Ground) $200 copay per one way ground fransport $200 copay per one way ground transport $200 copay per one way ground fransport $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex $325 copay per visit at independent facilities;
P 50% coinsurance after deductible 40% coinsurance 25% coinsurance $650 copay per visit at hospital-owned
(CT/PET scans, MRIs, efc.) " e
or affiliated facilities
Other $125 copay per visit af independent facilities;
50% coinsurance after deductible 40% coinsurance 25% coinsurance $250 copay per visit at hospital-owned
(X-ray, ultrasound, etc.) S o
or affiliated facilities
Outpatient Routine Lab $30 copay per visit $15 copay per visit No charge $35 copay per visit
Outpatient Surgery - facility 50% coinsurance after deductible 40% coinsurance 25% coinsurance $500 copay per visit after deductible
Outpatient Surgery - physician services 50% coinsurance after deductible 40% coinsurance 25% coinsurance No charge affer deductible
HOSPITAL
Inpatient 50% coinsurance after deductible 40% coinsurance 25% coinsurance $500 copay per admission after deductible
PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Preferred generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Preferred Generic tier in Standard plans]
[Separate Rx deductible may apply]

$20 copay / $45 copay / $80 copay
/50% coinsurance affer deductible
/50% coinsurance affer deductible

$15 copay / $30 copay / $40 copay
/50% coinsurance / 50% coinsurance

No charge / $5 copay / $20 copay
/50% coinsurance / 50% coinsurance

$25 copay / $45 copay /$65 copay / $105 copay
/50% coinsurance affer deductible

Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand

$50 copay / $112.50 copay / $200 copay

$37.50 copay / $75 copay / $100 copay

No charge / $12.50 copay / $50 copay

$62.50 copay / $112.50 copay / $162.50 copay

[No Preferred Generic tier in Standard plans] /50% coinsurance after deductible /50% coinsurance /50% coinsurance /$262.50 copay
[Separate Rx deductible may apply]

DENTAL /VISION SERVICES*

Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).



AvMed Entrust On-Exchange Individual & Family Plans - 2026

For agent use only

PLAN NAME Entrust Silver 550 Zero Cost Share (2026) Entrust Silver 550 Limited Cost Share (2026) Entrust Silver 550 73% AV (2026)
PLAN ID AVIN_HS_166002_0126

AVIN_HS_166003_0126

AVIN_HS_166004_0126

METALTIER
AvMed Confidential Proprietary / Internal Use Only

Non-IHCP In-Network

In-Network

DEDUCTIBLE: Individual/Family $0/$0 $0/$0 $6,250/$12,500 $6,000/$12,000
OUT OF POCKET MAX: Individual/Family $0/$0 $0/$0 $8,000/$16,000 $6,600/$13,200
OFFICE SERVICES
Primary Care Physician (PCP) No charge No charge $55 copay per visit $40 copay per visit
Specialist No charge No charge $110 copay per visit $80 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic No charge No charge $65 copay per visit $50 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care No charge No charge $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned
or dffiliated facilities or dffiliated facilities
Emergency Room No charge No charge $500 copay per visit after deductible No charge after deductible
Ambulance (Ground) No charge No charge $200 copay per one way ground transport $200 copay per one way ground transport
OUTPATIENT SERVICES
Outpatient Radiology
Complex $325 copay per visit at independent facilities; $300 copay per visit at independent facilities;
CI/PET MRIs. e No charge No charge $650 copay per visit at hospital-owned $600 copay per visit at hospital-owned
( scans, MRIs, efc.) or offiliated facilities or offiliated facilities
Other $125 copay per visit at independent facilities; $100 copay per visit at independent focilities;
¥ i d el No charge No charge $250 copay per visit at hospital-owned $200 copay per visit at hospital-owned
(X-ray, ultrasound, etc.) or offiliated facilities or affiliated facilities
Outpatient Routine Lab No charge No charge $35 copay per visit $30 copay per visit
Outpatient Surgery - facility No charge No charge $500 copay per visit after deductible No charge after deductible
Outpatient Surgery - physician services No charge No charge No charge after deductible No charge after deductible
HOSPITAL
Inpatient No charge No charge $500 copay per admission after deductible No charge affer deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/
Non-Preferted Brand/Specilty No charge No charge $25 copoz;é(i% copay /SéBﬂcosog /?;l[)S copay / | $25 copoyéé;AS copay /StSSﬂco(pjxmz/j /fk1)|05 copay /
[No Preferred Generic fier in Standard plans] % coinsurance affer deductible % coinsurance affer deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand No charde No charde $62.50 copay / $112.50 copay / $162.50 copay $62.50 copay / $112.50 copay / $162.50 copay
[No Preferred Generic tier in Standard plans] Y Y /$262.50 copay /$262.50 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.
This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

PLAN NAME

PLAN ID
METALTIER
AvMed Confidential Proprietary / Internal Use Only

Entrust Silver 550 87% AV (2026)

In-Network

Entrust Silver 550 94% AV (2026)

In-Network

Entrust Silver Standard (2026)

In-Network

For agent use only

Entrust Silver Standard Zero Cost Share

(2026)

AVIN_HS_166005_0126 AVIN_HS_166006_0126 AVIN_HS_165701_0126 AVIN_HS_165702_0126

IHCP

DEDUCTIBLE: Individual/Family $1,850/$3,700 $800/$1,600 $6,000/$12,000 $0/$0
OUT OF POCKET MAX: Individual/Family $2,000/$4,000 $1,000/$2,000 $8,900/$17,800 $0/$0
OFFICE SERVICES
Primary Care Physician (PCP) $40 copay per visit $5 copay per visit $40 copay per visit No charge
Specialist $80 copay per visit $10 copay per visit $80 copay per visit No charge
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $50 copay per visit $15 copay per visit $50 copay per visit No charge
$125 copay per visit af independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned $60 copay per visit No charge
or offiliated facilities or affiliated facilities
Emergency Room No charge after deductible No charge after deductible 40% coinsurance after deductible No charge
Ambulance (Ground) $200 copay per one way ground fransport $200 copay per one way ground transport $200 copay per one way ground transport No charge
OUTPATIENT SERVICES
Outpatient Radiology
Complex $300 copay per visit ut indepengent facilities; $75 copay per visit qt .indepenqent facilities; ' .
(CT/PET scans, MRIs, efc.) $600 copay per visit at hg§pltol-owned $150 copay per visit at hqultal-owned 40% coinsurance after deductible No charge
or offiliated facilities or affiliated facilities
Other $100 copay per visit ot indepengem facilities; $25 copay per visit at indepenldem facilities; A .
(kray, ulirasound, efc.) $200 copay per visit at h9§pltal-owned $50 copay per y|S|T at hf);pltal-owned 40% coinsurance after deductible No charge
or offiliated facilities or affliated facilities
Outpatient Routine Lab $30 copay per visit $5 copay per visit 40% coinsurance after deductible No charge
Outpatient Surgery - facility No charge after deductible No charge after deductible 40% coinsurance after deductible No charge
Outpatient Surgery - physician services No charge after deductible No charge after deductible 40% coinsurance after deductible No charge
HOSPITAL
Inpatient No charge affer deductible No charge after deductible 40% coinsurance after deductible No charge
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Elrg;%ﬁ?e?;%eggs;g%i%zge”ed Brand/ $15 copay / $30 copay / $40 copay / $80 copay No charge / $5 copay / $20 copay / $60 copay $20 copay / $40 copay / $80 copay affer deductible No charge
[No Preferred Generic fier in Standard plans] /50% coinsurance /50% coinsurance /$350 copay affer deductible
[Separate Rx deductible may apply]
Per Prescription .(90 day §upply):
e e oy IO | TS0t eSSBS | ochage 1250y S0 comn S0ougey | G5O (OB
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Not Covered Not Covered Not Covered Not Covered

Ady *Pﬁmfl'my, apply-Please-refer-to-yourcontrast

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.
This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026 For agent use only

PLAN NAME Entrust Silver Standard Limited Cost Share (2026) Entrust Silve(rzziggt)iurd VEY Y\ Entrust SiIve(rzsotggt)lurd 87% AV Entrust Silve(rz%Igg;iurd 94% AV

PLAN ID AVIN_HS_165703_0126 AVIN_HS_165704_0126 AVIN_HS_165705_0126 AVIN_HS_165706_0126

Non-IHCP In-Network

AvMed Confidential Proprietary / Internal Use Only

In-Network

In-Network

In-Network

DEDUCTIBLE: Individual/Family $0/$0 $6,000/$12,000 $3,000/$6,000 $700/$1,400 $0/$0
OUT OF POCKET MAX: Individual/Family $0/$0 $8,900/$17,800 $7,400/$14,800 $3,300/ $6,600 $2,200/$4,400
OFFICE SERVICES
Primary Care Physician (PCP) No charge $40 copay per visit $40 copay per visit $20 copay per visit No charge
Specialist No charge $80 copay per visit $80 copay per visit $40 copay per visit $10 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic No charge $50 copay per visit $40 copay per visit $30 copay per visit No charge
Urgent Care No charge $60 copay per visit $60 copay per visit $30 copay per visit $5 copay per visit
Emergency Room No charge 40% coinsurance after deductible 40% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance
Ambulance (Ground) No charge $200 copay per one way ground fransport | $200 copay per one way ground fransport | $200 copay per one way ground transport | $200 copay per one way ground transport
OUTPATIENT SERVICES
Outpatient Radiology
Complex No charge 40% coinsurance after deductible 40% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance
(CT/PET scans, MRIs, efc.)
Otfer No charge 40% coinsurance after deductible 40% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance
(X-ray, ultrasound, efc.)
Outpatient Routine Lab No charge 40% coinsurance after deductible 40% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance
Outpatient Surgery - facility No charge 40% coinsurance after deductible 40% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance
Outpatient Surgery - physician services No charge 40% coinsurance after deductible 40% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance
HOSPITAL
Inpatient No charge 40% coinsurance after deductible 40% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/ $20 copay / $40 copay / $20 copay / $40 copay $10 copay /$20 copay No charge / $15 copay / $50 copa
Non-Preferred Brand/Specialty No charge $80 copay affer deductible /$80 copay affer deductible /$60 copay affer deductible g /5150 c% {] pay
[No Preferred Generic tier in Standard plans] /$350 copay affer deductible /$350 copay affer deductible /$250 copay dfter deductible pay
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand $50 copay /$100 copay $50 copay /$100 copay $25 copay / $50 copay
[No Preferred Generic ier in Standard plans] No charge /$200 copay ofter deducfible /$200 copay after deducfible /$150 copay after deductible No chorge/ $37.50 copay /$125 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.
This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

PLAN NAME Entrust Bronze 600 (2026)
PLAN ID AVIN_HB_164901_0126

For agent use only

Entrust Bronze 600 Zero Cost Share (2026)
AVIN_HB_164902_0126

Entrust Bronze 600 Limited Cost Share (2026)
AVIN_HB_164903_0126

METALIER

AvMed Confidential Proprietary / Internal Use Only

In-Network

IHCP

IHCP

Non-IHCP In-Network

DEDUCTIBLE: Individual/Family $6,500/$13,000 $0/$0 $0/$0 $6,500/$13,000
OUT OF POCKET MAX: Individual/Family $9.500/$19,000 $0/$0 $0/$0 $9.500/$19,000
OFFICE SERVICES
Primary Care Physician (PCP) $70 copay per visit No charge No charge $70 copay per visit
Specialist $140 copay per visit No charge No charge $140 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $80 copay per visit No charge No charge $80 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned No charge No charge $250 copay per visit at hospital-owned
or offiliated facilities or offiliated facilities
Emergency Room $500 copay per visit after deductible No charge No charge $500 copay per visit after deductible
Ambulance (Ground) $200 copay per one way ground fransport No charge No charge $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
$250 copay per visit afﬁer deductible ot $250 copay per visit after deductible at
?(?TTPpElixscuns, MRIs, efc.) $500 copay per i/r:gf zzg:jggzil?cctliglszt hospital-owned No charge No charge $500 Coggleggfn\(/jigi?ggglggjl’mb'e at
or offiliated facilities hospital-owned or dffiliated facilities
575 copay per visit U?ET.d.?dUCﬂb'e at $75 copay per visit after deductible at
g-?g;, ulfrasound, efc.) $150 copay per i/f:gTe zzgggggffjliglfzt hospital-owned No charge No charge $150 cog](g/eggrn \ﬂgi?to?g:lgfgﬁcﬁble at
or affiliated facilities hospital-owned or offiliated facilities
Outpatient Routine Lab $40 copay per visit No charge No charge $40 copay per visit
Outpatient Surgery - facility 30% coinsurance after deductible No charge No charge 30% coinsurance after deductible
Outpatient Surgery - physician services 30% coinsurance after deductible No charge No charge 30% coinsurance after deductible
HOSPITAL
Inpatient $500 copay per admission after deductible No charge No charge $500 copay per admission after deductible
PRESCRIPTION DRUGS
Prefred enerGonerchelored Bl 525 copay/ $45 copay 525 copay / $45 copay /385 copay aferdeducile
Non-Preferred Brand/Specialty /585 copay offer deducnblel No charge No charge /50% coinsurance affer deductible
[No Preferred Generic tier in Standard plans] /50% coinsurance afer dEdUCt,'ble /50% coinsurance after deductible
[Separate Rx deductible may apply] /50% coinsurance affer deductible
Per Prescripfion (90 day supply): $62.50 copay / $112.50 copa $62.50 copay / $112.50 copa
E{‘egeprrrg;jeSgg%récégr?gﬁgrc{ﬁrgggsgrzrglr(%\ion-Preferred Brand / 321250 ch)Jley after deduc?ipTe No charge No charge / 3212‘5.0 ch)Jley after deduc?ipTe
[Separate Rx deductible may apply] /50% coinsurance affer deductible /50% coinsurance affer deductible
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026 For agent use only

it Bronze(ggg 6Z)e 9 (BRI Entrust Bronze 650 Limited Cost Share (2026)

PLAN NAME Entrust Bronze 650 (2026)

PLAN ID AVIN_HB_165001_0126 AVIN_HB_165002_0126 AVIN_HB_165003_0126

METALTIER

AvMed Confidential Proprietary / Internal Use Only In-Network Non-IHCP In-Network
DEDUCTIBLE: Individual/Family $10,150/$20,300 $0/$0 $0/$0 $10,150/$20,300
OUT OF POCKET MAX: Individual/Family $10,150/$20,300 $0/$0 $0/$0 $10,150/$20,300
OFFICE SERVICES
Primary Care Physician (PCP) $75 copay per visit No charge No charge $75 copay per visit
Specialist No charge after deductible No charge No charge No charge after deductible
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $85 copay per visit No charge No charge $85 copay per visit
Urgent Care No charge after deductible No charge No charge No charge after deductible
Emergency Room No charge after deductible No charge No charge No charge after deductible
Ambulance (Ground) No charge after deductible No charge No charge No charge after deductible
OUTPATIENT SERVICES
Outpatient Radiology
Complex No charge affer deductible No charge No charge No charge affer deductible
(CT/PET scans, MRls, etc.) Y 9 9 Y
Oter No charge affer deductible No charge No charge No charge affer deductible
(X-ray, ultrasound, efc.) 9 9 9 9
Outpatient Routine Lab $55 copay per visit No charge No charge $55 copay per visit
Outpatient Surgery - facility No charge affer deductible No charge No charge No charge affer deductible
Outpatient Surgery - physician services No charge affer deductible No charge No charge No charge affer deductible
HOSPITAL
Inpatient No charge after deductible No charge No charge No charge after deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/ $25 copay / $45 copay /No charge affer deductible $25 copay / $45 copay /No charge affer deductible /
Non-Preferred Brand/Specialty /No charge after deductible No charge No charge No charge affer deductible
[No Preferred Generic fier in Standard plans] /No charge after deducfible /No charge after deducfible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand $62.50 copay / $112.50 copay No charge No charde S(;zNgezﬁZ?Ugéf?;r] diggc?ick))ﬁj:y
[No Preferred Generic tier in Standard plans] /No charge affer deductible / No charge after deductible 9 9 No ch 9 fter deducibl
[Separate Rx deductible may apply] /No charge after deducfible
DENTAL/VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

For agent use only

PLAN NAME Entrust Expanded Bronze Standard (2026) Bl Ex%uor::esclh:::?zz%ggndurd Lk Entrust Expanded Bronze Standard Limited Cost Share (2026)

PLAN ID AVIN_HB_164801_0126 AVIN_HB_164802_0126 AVIN_HB_164803_0126

METALTIER

AvMed Confidential Proprietary / Internal Use Only In-Network Non-IHCP In-Network
DEDUCTIBLE: Individual/Family $7.500/$15,000 $0/$0 $0/$0 $7,500/$15,000
OUT OF POCKET MAX: Individual/Family $10,000/$20,000 $0/$0 $0/$0 $10,000/$20,000
OFFICE SERVICES
Primary Care Physician (PCP) $50 copay per visit No charge No charge $50 copay per visit
Specialist $100 copay per visit No charge No charge $100 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $50 copay per visit No charge No charge $50 copay per visit
Urgent Care $75 copay per visit No charge No charge $75 copay per visit
Emergency Room 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
Ambulance (Ground) $200 copay per one way ground fransport No charge No charge $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
(CT/PET scans, MRls, etc.) ° 9 9 °
Other 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
(X-ray, ultrasound, efc.)
Outpatient Routine Lab 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
Outpatient Surgery - facility 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
Outpatient Surgery - physician services 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
HOSPITAL
Inpatient 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/ $25 copay / $50 copay after deductible $25 copay / $50 copay after deductible
Non-Preferred Brand/Specialty /$100 copay affer deductible No charge No charge /$100 copay after deductible
[No Preferred Generic fier in Standard plans] /$500 copay after deductible /$500 copay after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand $62.50 copay /$125 copay affer deductible No charge No charae $62.50 copay /$125 copay affer deductible
[No Preferred Generic tier in Standard plans] /$250 copay affer deductible Y 9 /$250 copay affer deductible
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam Not Covered Not Covered Not Covered Not Covered
Adult Glasses Allowance Not Covered Not Covered Not Covered Not Covered
Adult Dental Not Covered Not Covered Not Covered Not Covered

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

PLAN NAME Entrust Platinum 25 Dental+Vision (2026) iy PI“gg:'";:;:ga“zlgism“ Ze

For agent use only

Entrust Platinum 25 Dental+Vision Limited Cost S|

PLAN ID AVIN_HP_165501_0126 AVIN_HP_165502_0126 AVIN_HP_165! 1

METALTIER
AvMed Confidential Proprietary / Internal Use Only

In-Network

Non-IHCP In-Network

DEDUCTIBLE: Individual/Family $0/50 $0/$0 $0/50 $0/50
OUT OF POCKET MAX: Individual/Family $5,500/$11,000 $0/$0 $0/$0 $5,500/$11,000
OFFICE SERVICES
Primary Care Physician (PCP) $10 copay per visit No charge No charge $10 copay per visit
Specialist $20 copay per visit No charge No charge $20 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $20 copay per visit No charge No charge $20 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit af independent facilities;
Urgent Care $250 copay per visit at hospital-owned No charge No charge $250 copay per visit at hospital-owned
or offiliated facilities or offiliated facilities
Emergency Room $100 copay per visit No charge No charge $100 copay per visit
Ambulance (Ground) $200 copay per one way ground fransport No charge No charge $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
T I $100 copay per visit at independent facilities;
?(?TrPPﬁEl?xscons, MRIs, etc.) $200 CiL?}S ;gf \(/]i\;if 2; }leggpﬁgt;ﬂg\f/ﬁigd;néfﬁ%gg %oiliﬁes No charge No chorge 5200 copay per visitat h9§pitol-owned
or offiliated facilities
L I $10 copay per visit at independent facilities;
?Xr-r;g;r/, ultrasound, etc.) $20 002213 ;grp \%i? E; xlglstp(i,gEg\/evﬁggdsrn;fﬁﬂltgg%cilities No chorge No charge $20 copoy per ¥ siof h9§ Pitol-owned
or offiliated facilities
Outpatient Routine Lab No charge No charge No charge No charge
Outpatient Surgery - facility $200 copay per visit No charge No charge $200 copay per visit
Outpatient Surgery - physician services No charge No charge No charge No charge
HOSPITAL
Inpatient $350 copay per day for the first 3 days per admission No charge No charge $350 copay per day for the first 3 days per admission
PRESCRIPTION DRUGS
Per Prescription. (30 day.supply):
Erg;?gri?e?géeggg;g%l‘é/izr”e;e"ed Brand/ No charge / $5 copay / §2O copay / $60 copay No charge No charge No charge / $5 copay / §20 copay
[No Preferred Generic fier in Standard plans] /50% coinsurance /$60 copay /50% coinsurance
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/nggric(Preferred Brand/Non-Preferred Brand No charge / $12.50 copay / $50 copay No charge No charge No charge / $12.50 copay / $50 copay
[No Preferred Generic fier in Standard plans] /$150 copay /$150 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam No charge No charge No charge No charge
Adult Glasses Allowance $150 $150 $150 $150
Adult Dental No charge No charge No charge No charge

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a contract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer o the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026 For agent use only

frust Gold 125 Dental+Vision (2026) | Entrust Gold 1 g:u'r’:'z‘z“('l;‘f)sm" LD Entrust Gold 125 Denfal+Vision Limited Cost Share (2026)

AVIN_HG_165201_0126 AVIN_HG_165202_0126 AVIN_HG_165203_0126

METALTIER
AvMed Confidential Proprietary / Internal Use Only In-Network IHCP IHCP Non-IHCP In-Network
DEDUCTIBLE: Individual/Family $2,000/ $4,000 $0/$0 $0/$0 $2,000/$4,000
OUT OF POCKET MAX: Individual/Family $5,850/$11,700 $0/$0 $0/$0 $5,850/$11,700
OFFICE SERVICES
Primary Care Physician (PCP) $35 copay per visit No charge No charge $35 copay per visit
Specialist $70 copay per visit No charge No charge $70 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services | No charge No charge No charge | No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $45 copay per visit No charge No charge $45 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned No charge No charge $250 copay per visit at hospital-owned
or affiliated facilities or offiliated facilities
Emergency Room $500 copay per visit after deductible No charge No charge $500 copay per visit after deductible
Ambulance (Ground) $200 copay per one way ground transport No charge No charge $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex $250 copay per visit 0|T indepengent facilities; $250 copay per visit .“‘. indepenqem facilities;
$500 copay per visit at hospital-owned No charge No charge $500 copay per visit at hospital-owned
(CT/PET scans, MRIs, efc.) or offiliated facilities or offiliated facilities
Other $75 copay per visit af independent facilifies; $75 copay per visit ot independent faciliies;
$150 copay per visit at hospital-owned No charge No charge $150 copay per visit at hospital-owned
(X-ray, ultrasound, etc.) or offiliated facilities or dffiliated facilities
Outpatient Routine Lab $10 copay per visit No charge No charge $10 copay per visit
Outpatient Surgery - facility $650 copay per visit after deductible No charge No charge $650 copay per visit after deductible
Outpatient Surgery - physician services No charge affer deductible No charge No charge No charge affer deductible
HOSPITAL
Inpatient $850 copay per admission affer deductible No charge No charge after deductible $850 copay per admission after deductible
PRESCRIPTION DRUGS
Per Prescripiion. 30 duy.supply):
Erg;%rri?e?z%eg%/gg/g%gi/izﬁe”ed Brand/ $15 copay /0$30 copay /$60 copay / §1 20 copay No charge No charge $15 copay /OSSO copay /$60 copay / $1 20 copay
[No Preferred Generic fier in Standard plans] /50% coinsurance affer deductible /50% coinsurance affer deductible
[Separate Rx deductible may apply]
Per Prescription .(90 day §upply):
o rres canarc e songopard e [ sy Nocharge Nocharge 537,50 copoy /$75 copay /$150 copoy /3300 copay
[Separate Rx deductible may apply]
DENTAL/VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam No charge No charge No charge No charge
Adult Glasses Allowance $150 $150 $150 $150
Adult Dental No charge No charge No charge No charge

*Limitations may apply. Please refer fo your contract.
**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a contract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer o the summary of benefits and coverage (SBC).



AvMed Entrust On-Exchange Individual & Family Plans - 2026

For agent use only

PLAN NAME Entrust Silver 350 Dental+Vision (2026) Bubny e 335;‘?]2‘3("2'32"2’;5”" O Entrust Silver 350 Dental+Vision Limited Cost Share (2026)

PLAN ID AVIN_HS_165901_0126 AVIN_HS_165902_0126 AVIN_HS_165903_0126

METALTIER

AvMed Confidential Proprietary / Internal Use Only In-Network Non-IHCP In-Network
DEDUCTIBLE: Individual/Family $3,500/$7,000 $0/$0 $0/$0 $3,500/$7,000
OUT OF POCKET MAX: Individual/Family $9,250/$18,500 $0/$0 $0/$0 $9,250/$18,500
OFFICE SERVICES
Primary Care Physician (PCP) $30 copay per visit No charge No charge $30 copay per visit
Specialist $60 copay per visit No charge No charge $60 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $40 copay per visit No charge No charge $40 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care $250 copay per visit at hospital-owned No charge No charge $250 copay per visit at hospital-owned
or affiliated facilities or affliated facilities
Emergency Room 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
Ambulance (Ground) $200 copay per one way ground transport No charge No charge $200 copay per one way ground transport
OUTPATIENT SERVICES
Outpatient Radiology
Complex 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
(CT/PET scans, MRIs, efc.) ° 9 Y °
Other 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
(X-ray, ultrasound, etc.)
Outpatient Routine Lab $30 copay per visit No charge No charge $30 copay per visit
Outpatient Surgery - facility 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
Outpatient Surgery - physician services 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
HOSPITAL
Inpatient 50% coinsurance after deductible No charge No charge 50% coinsurance after deductible
PRESCRIPTION DRUGS
Per Prescription (30 day supply):
Preferred generic/Generic/Preferred Brand/ $20 copay / $45 copay / $80 copay $20 copay / $45 copay / $80 copay
Non-Preferred Brand/Specialty /50% coinsurance affer deductible No charge No charge /50% coinsurance affer deductible
[No Preferred Generic fier in Standard plans] /50% coinsurance after deductible /50% coinsurance after deductible
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand $50 copay / $112.50 copay / $200 copay No charge No charge $50 copay / $112.50 copay / $200 copay
[No Preferred Generic tier in Standard plans] /50% coinsurance affer deductible Y Y /50% coinsurance after deductible
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam No charge No charge No charge No charge
Adult Glasses Allowance $150 $150 $150 $150
Adult Dental No charge No charge No charge No charge

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026

Entrust Silver 350 Dental+Vision 87% AV

PLAN NAME

Entrust Silver 350 Dental+Vision 73% AV

Entrust Silver 350 Dental+Vision 94% AV

For agent use only

Entrust Silver 550 Dental+Vision (2026)

(2026) (2026) (2026)
PLAN 1D
AvMed Confidential Proprietary / Internal Use Only In-Network In-Network In-Network In-Network
DEDUCTIBLE: Individual/Family $3,000/ $6,000 $0/$0 $0/$0 $6,250/$12,500
OUT OF POCKET MAX: Individual/Family $8,000/$16,000 $3,500/$7,000 $1,650/$3,300 $8,000/$16,000
OFFICE SERVICES
Primary Care Physician (PCP) $15 copay per visit $15 copay per visit No charge $55 copay per visit
Specialist $30 copay per visit $30 copay per visit $10 copay per visit $110 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic $25 copay per visit $25 copay per visit No charge $65 copay per visit
$125 copay per visit af independent facilities; $125 copay per visit at independent facilities; $125 copay per visit at independent facilities; $125 copay per visit af independent facilities;
Urgent Care $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned
or offiliated facilities or affiliated facilities or offiliated facilities or affiliated facilities
Emergency Room 50% coinsurance after deductible 40% coinsurance 25% coinsurance $500 copay per visit after deductible
Ambulance (Ground) $200 copay per one way ground fransport $200 copay per one way ground transport $200 copay per one way ground fransport $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex . ) . ‘ $325 copay per visit 01 indepengent facilities;
(CT/PET scans, MRls, efc.) 50% coinsurance after deductible 40% coinsurance 25% coinsurance $650 copay per visit at hggpltol-owned
or affiliated facilities
Other . ' . . $125 copay per visit qT indepenfient facilities;
(Xay, ulirasound, efc.) 50% coinsurance after deductible 40% coinsurance 25% coinsurance $250 copay pgf visit at hq§p|tul-owned
or affiliafed facilities
Outpatient Routine Lab $30 copay per visit $15 copay per visit No charge $35 copay per visit
Outpatient Surgery - facility 50% coinsurance after deductible 40% coinsurance 25% coinsurance $500 copay per visit after deductible
Outpatient Surgery - physician services 50% coinsurance after deductible 40% coinsurance 25% coinsurance No charge affer deductible
HOSPITAL
Inpatient 50% coinsurance after deductible 40% coinsurance 25% coinsurance $500 copay per admission after deductible
PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Preferred generic/Generic/Preferred Brand/
Non-Preferred Brand/Specialty

[No Preferred Generic tier in Standard plans]
[Separate Rx deductible may apply]

$20 copay / $45 copay / $80 copay
/50% coinsurance affer deductible
/50% coinsurance affer deductible

$15 copay / $30 copay / $40 copay
/50% coinsurance / 50% coinsurance

No charge / $5 copay / $20 copay
/50% coinsurance / 50% coinsurance

$25 copay / $45 copay /$65 copay / $105 copay
/50% coinsurance affer deductible

Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand

$50 copay / $112.50 copay / $200 copay

$37.50 copay / $75 copay / $100 copay

No charge / $12.50 copay / $50 copay

$62.50 copay / $112.50 copay / $162.50 copay

[No Preferred Generic tier in Standard plans] /50% coinsurance affer deductible /50% coinsurance /50% coinsurance /$262.50 copay
[Separate Rx deductible may apply]

DENTAL / VISION SERVICES*

Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam No charge No charge No charge No charge
Adult Glasses Allowance $150 $150 $150 $150
Adult Dental No charge No charge No charge No charge

*Limitations may apply. Please refer fo your contract.

**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).



AvMed Entrust On-Exchange Individual & Family Plans - 2026

PLAN NAME Entrust Silver 550 Dental+Vision Zero Cost

Entrust Silver 550 Dental+Vision Limited Cost Share (2026)

For agent use only
Entrust Silver 550 Dental+Vision 73% AV

Share (2026)
PLAN ID
METALTIER
AvMed Confidential Proprietary / Internal Use Only
DEDUCTIBLE: Individual/Family $0/$0 $0/$0 $6,250/$12,500 $6,000/$12,000
OUT OF POCKET MAX: Individual/Family $0/$0 $0/50 $8,000/$16,000 $6,600/$13,200
OFFICE SERVICES
Primary Care Physician (PCP) No charge No charge $55 copay per visit $40 copay per visit
Specialist No charge No charge $110 copay per visit $80 copay per visit
Telehealth Virtual Visits No charge No charge No charge No charge
PREVENTIVE CARE
Preventive Wellness Services No charge No charge No charge No charge
IMMEDIATE MEDICAL CARE**
Retail Clinic No charge No charge $65 copay per visit $50 copay per visit
$125 copay per visit at independent facilities; $125 copay per visit at independent facilities;
Urgent Care No charge No charge $250 copay per visit at hospital-owned $250 copay per visit at hospital-owned
or offiliated facilities or offiliated facilities
Emergency Room No charge No charge $500 copay per visit after deductible No charge after deductible
Ambulance (Ground) No charge No charge $200 copay per one way ground fransport $200 copay per one way ground fransport
OUTPATIENT SERVICES
Outpatient Radiology
Complex $325 copay per visit af independent facilfies; $300 copay per visit 01 independem facilities;
(CT/PET scans, MRls, efc.) No charge No charge $650 copay per visit at hqs_pltal-owned $600 copay per visit at h9§pltol-owned
or offiliated facilities or offiliated facilities
Other $125 copay per visit ot independent facilies; $100 copay per visit o indepenfiem facilities;
(x1ay, urasound, efc.) No charge No charge $250 copgy per visit at h9§pltol-owned $200 copay per visit at hg;pltol-owned
r affiliated facilities or offiliated facilities
Outpatient Routine Lab No charge No charge $35 copay per visit $30 copay per visit
Outpatient Surgery - facility No charge No charge $500 copay per visit after deductible No charge affer deductible
Outpatient Surgery - physician services No charge No charge No charge affer deductible No charge affer deductible
HOSPITAL
Inpatient No charge No charge $500 copay per admission after deductible No charge after deductible
PRESCRIPTION DRUGS
Per Prescripiion. 30 day.supply):
Elrc?rffgri?e?g;iegrfl/r?;/g%lcc/izrlse”ed prond No charge No charge - COpoéé‘?fo(i::s%%n@sez?“rg?ggéu/cﬁggs oot/ - 0097 éé‘ifoicr?g%n/oZ?ﬁg?g%u/cﬁ;? o
[No Preferred Generic tier in Standard plans] ° °
[Separate Rx deductible may apply]
Per Prescription (90 day supply):
Preferred Generic/Generic/Preferred Brand/Non-Preferred Brand No charge No charge $62.50 copay / $112.50 copay / $162.50 copay $62.50 copay / $112.50 copay / $162.50 copay
[No Preferred Generic tier in Standard plans) /$262.50 copay /$262.50 copay
[Separate Rx deductible may apply]
DENTAL /VISION SERVICES*
Pediatric Eye Exam No charge No charge No charge No charge
Pediatric Glasses No charge No charge No charge No charge
Pediatric Dental No charge No charge No charge No charge
Adult Eye Exam No charge No charge No charge No charge
Adult Glasses Allowance $150 $150 $150 $150
Adult Dental No charge No charge No charge No charge

*Limitations may apply. Please refer fo your contract.
**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC).




AvMed Entrust On-Exchange Individual & Family Plans - 2026 For agent use only

PLAN NAME Entrust Silver 550 Dental+Vision 87% AV (2026) | Entrust Silver 550 Dental+Vision 94% AV (2026)

PLAN ID AVIN_HS_166105_0126 AVIN_HS_166106_0126

AvMed Confidential Proprietary / Internal Use Only In-Network In-Network

DEDUCTIBLE: Individual/Family $1,850/$3,700 $800/$1,600

OUT OF POCKET MAX: Individual/Family $2,000/$4,000 $1,000/$2,000

OFFICE SERVICES

Primary Care Physician (PCP) $40 copay per visit $5 copay per visit

Specialist $80 copay per visit $10 copay per visit

Telehealth Virtual Visits No charge No charge

PREVENTIVE CARE

Preventive Wellness Services No charge No charge

IMMEDIATE MEDICAL CARE**

Retail Clinic $50 copay per visit $15 copay per visit

Urgent Care $125 copay per visit qt independent fqpilities; - $125 copay per visit qt independent fgf:ilities; -

$250 copay per visit at hospital-owned or affiliated facilities $250 copay per visit at hospital-owned or affiliated facilities

Emergency Room No charge after deductible No charge after deductible

Ambulance (Ground) $200 copay per one way ground fransport $200 copay per one way ground transport

OUTPATIENT SERVICES

Outpatient Radiology
Complex $300 copay per visit at independent facilities; $75 copay per visit at independent facilities;
(CT/PET scans, MRIs, efc.) $600 copay per visit at hospital-owned or affiliated facilities $150 copay per visit at hospital-owned or affiliated facilities
Other $100 copay per visit at independent facilities; $25 copay per visit at independent facilities;
(X-ray, ultrasound, etc.) $200 copay per visit at hospital-owned or affiliated facilities $50 copay per visit at hospital-owned or affiliated facilities

Outpatient Routine Lab $30 copay per visit $5 copay per visit

Outpatient Surgery - facility No charge affer deductible No charge affer deductible

Outpatient Surgery - physician services No charge affer deductible No charge affer deductible

HOSPITAL

Inpatient No charge affer deductible No charge after deductible

PRESCRIPTION DRUGS

Per Prescription (30 day supply):

Elrgrﬁ;rri(fje?r%rc]jegEl/r?de/g%rtiei/iz’?yfe”ed Brand/ $15 copay / $30 copay / $40 copay /$80 copay No charge / $5 copay / .520 copay / $60 copay

[No Preferred Generic tier in Standard plans] /50% coinsurance /50% coinsurance

[Separate Rx deductible may apply]

Per Prescription (90 day supply):

}E"{‘e:)feprrr:%r(?:g gggﬁg ﬁgfﬁrg{g:sgrgrggi/gon—Preferred Brand $37.50 copay / $75 copay / $100 copay /$200 copay No charge / $12.50 copay / $50 copay / $150 copay

[Separate Rx deductible may apply]

DENTAL / VISION SERVICES*

Pediatric Eye Exam No charge No charge

Pediatric Glasses No charge No charge

Pediatric Dental No charge No charge

Adult Eye Exam No charge No charge

Adult Glasses Allowance $150 $150

Adult Dental No charge No charge

*Limitations may apply. Please refer fo your contract.
**Coverage does not apply fo facility fees (e.g. hospital room) or physician/surgeon fees.

This schedule is not a confract. It is a brief Summary of benefits. For more information on benefits, exclusions and limitations, refer fo the summary of benefits and coverage (SBC). IN-1834 (12/25) 25.18670



