Service Type

Individual Deductible (f any)

COVERED CALIFORNIA
SMALL BUSINESS

+Blue Shield 5800/60 PCP (PPO)
+Sharp 5800/60 PCP (Performance
HMO)

Blue Shield: $5,800 Medicall $450

Pharmacy
Sharp: $5,800 Medicall $450
Phan

(OON) = Out of Network
Blue Shield 5800/60 PCP

(0ON)

Blue Shield: $11,600 Medical

2025 Plan Summary
Covered California for Small Business

Blue Shield Trio 7000/70 PCP Alt

$7,000 Medical and Phamacy Combined

Blue Shield HDHP PPO  7500/0%

(OON) = Out of Network

Blue Shield HDHP PPO PCP
7500/0% PCP Alt

10,500 Medical and Pharmacy Combined

Kaiser 5800/60 PCP (HMO)

$5,800 Medicall $450 Pharmacy

Kaiser HDHP 6650/0% PCP (HMO)
Sharp HDHP 665010% PCP (Premier
HMO)

Blue Shield: $11,600 Medicall

$900 Pharmacy $14,000 Medical $15,000 Medical Kaiser: $13,300
Family Deductible (f Blue Shield: $23,200 Medica 21,000 Medical and Pharmacy Combined | 11,600 Medicall $900 Phar
amily Deductivl (f any) Sharp: $11,600 Medical| $900 e Srield: $23; Combined Combined § edial and Pharmacy Combined | ELE DR Sharp: $13300
Pharmacy
Blue Shield: No Charge Kaiser: NoCharge:
Preventive Care/Screening! Immunization S NoGhaas Not Covered NoCharge NoCharge Not Covered No Charge Sre NoCrage
Blue Stield: $60 Copay after
Primary care visitto treat an injury, liness or ) Cop ; Keiser: 0% Calnstrance after decuctible
Py ucttle’ ) 50% Coinsurance after deductible 510 No Charge after deduciite S0% Coinsurance affr deducibe $60 copay St e ettt
Sharp: $60 Copay aiter deductble’
Blue Stield: $60 Copay after )
) oop Kaiser: 0% Cainstrance after deduciible
Other Practitioner Offce Visit deducible 50% Coinsurance after deductible 510 No Charge after deducie 50% Coinsurance afte deducitle $60 copay Srop, 0% Cosanee st cetaite
Sharp: $60 Copay alter deductible”
Blue Stield: $95 Copay after
Keiser: 0% Calnstrance after decuctible
Specialst visit deductble” 50% Coinsurance after deductible 0 No Charge after deducite 50% Coinsarance afte decucible $95 Copay alfer deductbe” § ;
‘Sharp: $95 Copay after deductible® Sharp: 0% Coinsurance after deductible
Blue Stield: No ! Kaiser: No Char
Prenatal Care and Preconception Visit ";,m: o gm";ge 50% Coinsurance after deductble NoCharge NoCharge No Charge No Charge sh;.: o c,‘afs
Blue Stield: $60 Copay after ) .
» Kalser: 0% Coinsurance afer deductile
Urgent Care ettt ) 50% Coinsurance after deductble 70 No Charge after deductile 50% Coinsurance after deducible $60 Copay Srp, 0% oo ftr s
Sharp: $80 Copay aiter deductble
Blue Shield Kaiser: 0% C afer deductbi
Laboratory Tests ";hm ;;0 50% Coinsurance after deductble 565 No Charge after deductible 50% Coinsurance after deducible: 40 s::: % Conames afe decatite
Blue Stielc: 40% Coinsurance afer
A uctble ) . Keiser: 0% Cainstrance it decuctible
X-Rays and Diagnostic Imaging Shory: 40% Coneuranceafer 50% Coinsurance after deductible s11s No Charge after deduciite 50% Coinsurance afte deducie 40 Comswrance afer dedutle | gL eibe
deducible
Blue Stield; 40% Coinsurance afer
" T cible ; . Kaiser: 0% Cainstrance after deduciible
Emergency Room Facilty Fee (waived if admitted) Shory: 40% Coneuranceafr 40% Coinsurance fter deductble 50% Coinsurance afte deductible No Charge after deduciite No Charge aftr decucible 40% Crsurance e decutte | e 0 oRnee SOOI
deduciible
E Room Physician Fee (waived if Biue Stield: No ! Kaiser: 0% C afer deductbi
,;"r:{:;"fy foom Physician Fee (wal ";,m: o gm";ge NoCharge 50% Coinsurance after deductble No Charge after deduciibie No Charge after deductble No Charge s::: 0% Comeranes s desicttye
Blue Stielc: 40% Coinsurance afer
Emergency Medical Transportation St 4 0;1:';@ tor 40% Coinsurance after deductble 50% Coinsurance after deductble No Charge after deduciibie No Charge after deductible 40% Coinsurance after deductble g’h: 2:’/: %z’:‘f;’n“:ﬁ:::d‘ﬂse
deducible
Blue Stield; 40% Coinsurance afer
deciuciible Kaiser: 0% Cainstrance fter deduciible
Outpatient Surgery Facilty Fee (e.g., ASC) Shory: 0% Conorance afer 50% Coinsurance after deductible 50% Coinsurance after deductible No Charge after deducie 0% Comsrar st oabnet x| 40 Cansurarc s ot | (2L IR TENEE,
deductible Y
Blue Stield; 40% Coinsurance afer
deciuciible Keiser: 0% Calnstrance after decuctible
Outpatient PhysicianiSurgeon Fee Shory: 0% Conorance afer 50% Coinsurance after deductible s150 No Charge after deducie 50% Colnsurance fter decuctble 0% Coinsurace e soduiole | o0 Consranes SRS
deductible
Blue Stielc: 40% Coinsurance afer
o deciuciibe ; . Kaiser: 0% Cainstrance after deduciible
Outpatient Visit Shory: 40% Coneurance afer 50% Coinsurance after deductible 50% Coinsurance after deductible No Charge after deduciite 50% Coinsurance fte deducile 4o Consurane aer st |0 e
deductible
Blue Stield; 40% Coinsurance afer
Inpatient Physician/Surgeon Fee Story w;:eg;ﬂzm tor 50% Coinsurance after deductble 50% Coinsurance No Charge after deduciibie 50% Coinsurance after deducible: 40% Coinsurance after deductble Z’h: 2:’/: %2’:‘3’;’:;?;:::&?&9
deductible
Blue Stield; 40% Coinsurance afer
Inpatient Facility Fee (e.g. hospital room) Story w;:eg;ﬂzm tor 50% Coinsurance after deductble 50% Coinsurance after deductble No Charge after deduciibie 50% mcauxw‘n;:::m;%a mdbenefrl 40% Coinsurance after deductble Z’h: 2:’/: %2’:‘3’;’:;?;:::&?&9
deductible perday
Blue Stielc: 40% Coinsurance afer
—— deciuciible . . . Kaiser: 0% Cainsrance after deduciible
Durable Medical Equipment Shory: 40% Conurance afer 50% Coinsurance after deductible 50% Coinsurance No Charge after deductible N overed deductblecoes ol ppy | 40% Cnurance ofer deducitle | (oo O Consuares 7 el
deductible
Blue Stield; 40% Coinsurance afer
A decluctble ; . Kaiser: 0% Cainstrance after deduciible
Imaging (CTIPET scans, MRIs) Shorp 40% Coneurance fer 50% Coinsurance after deductible $400 Copayment after ceductible No Charge after deduciite 50% Coinsurance fte deducile 40% Crsurance e decutte | e 0 CoRneee S OO
deducible
Blue Stield: $19
Kaiser: 0% Coinsurance after deductible
Sharp: $19 ot
el Not Covered Level A: $25fpresaription No Charge after deductible Not Covered $19 Sharp: 0% Coinsurance after deduciible
Level B: $30prescriplon
Blue Shield; 40% up to $500 afer
Kaiser: 0% Coinsurance after deductible
pharmacy deductible Level A: $115iprescripion afer deductle Not Covered 40% 1o $500 per scipt after
Tier 2 (Preferred Brand Drugs) Shorp 7t s 56060 por et Not Covered o S e sttt No Charge after deducie e sl Sharp: 0% Coinsurance after deductble
after pharmacy deducible
Blue Shield: 40% up (0 $500 per )
Kaiser: 0% Coinsurance after deductible
after pharmacy deductible: Level A: $160/prescripion afer deductble ) Not Covered 40% pto $500 per script after "
Tier 3 (Nonpreferred Brand Drugs) Storp A% up 0 6500 por st Not Covered vl B: $210fvesegon st cobotle No Charge after deduciite ey el Sharp: 0% Coinsurance after deductible
after pharmacy deductible
Blue Shield: 40% up (o $500 per )
Kaiser: 0% Coinsurance after deductible
) ) scrip after pharmacy deductible 50% colnsurance ) Not Covered 40% p 1o $500 per script after
Tier 4 (Specialty Drugs) b 40% up 0 $500 per st Not Covered 1p b S50 el s echtH No Charge after deduciite ety ottt Sharp: 0% Coinsurance after deduciible
after pharmacy deductible
Mental/Behavior Health Blue Stield: $60 Kaser: 0% Co after deducib
o;'@‘um:« e vt “;har‘p ,gﬁ 50% Coinsurance after deductble 70 No Charge after deductible 50% Coinsurance after deductble No Charge s o No 'x’f‘g:ﬁ;d etuotbe.
Blue Shielc: 40% Coinsurance afer
m:';:’;'::;"s‘l‘;:‘”":‘ Star: m‘:i‘;ﬂ;m tor 50% Coinsurance after deductble 50% Coinsurance No Charge after deduciibie 50% Coinsurance after deductble 40% Coinsurance after deductble g’h: 2:’/: %z’:‘f;’n“:ﬁ:::d‘ﬂse
deducible
Blue Stielc: 40% Coinsurance afer
Mental/Behavior Health deciuciible Keiser: 0% Calnstrance it decuctible
Inpatient Facility fee ‘Sharp: 40% Coinsurance after 50% Coinsurance after deductible 50% Coinsurance after deductible No Charge after deductible 50%"‘20)(\‘!!::::!;38&;%};(.1 mdbenel\l 40% Coinsurance after deductible Sharp: 0% Coinsrance after deductible
deductible per day
‘Substance Use Disord Blue Stield: $60 Kaser: 0% Col ater deducib
bstanco Lse Disorder o ,gﬁ 50% Coinsurance after deductible 570 No Charge after deductibe 50% Coinsurance after deductble No Charge orars: No changs attr doduotible
Blue Stielc: 40% Coinsurance afer
Substance Use Inpatient Physician Fee Starp: w;:eg;ﬂzm st 50% Coinsurance after deductile 50% Coinsurance No Charge after deductible 50% Coinsurance after deductible 40% Coinsurance after deductible ’;:‘: g;: Ccz':‘:’;gﬁ:’:::“gje
deductible
Blue Stielc: 40% Coinsurance afer
Substance Use Inpatient Facilty Fee 50% Coinsurance after deductble 50% Coinsurance after deductble No Charge after deduciibie 50% Coinsurance subject to benefit | 40% Coinsurance after deductile Keiser: 0% Calneurance aftr deductile

(e.g. hospital room)

deductible
‘Sharp: 40% Coinsurance after
deductible

maximum of $2000 per day Sharp: 0% Coinsurance after deductible
B} ‘Sherp: Embedded
Pediatric Dental Pediatic Dental Embedded Pedatrc Dental Embedded Pediatic Dental Embedded Pediatic Dental Embedded Pediatrc Dental Embedded Bunded atoer: Bunded
Blue Shield: $8,850 B Kaiser: $6,650
: 8,850 7,500 15,000 8,850
MAXIMUM OUT-OF-POCKET FOR ONE B Blue Shield: $17,700 E s $ E Ereieh
Blue Shield: $17,700 Kaiser. $13,300
: 17,700 15,000 30,000 17,700
MAXIMUM OUT-OF-POCKET FOR FAMILY Sharpe $17.700 Blue Shield: $35,400 § $ s § en

Please Note: This document is a high le

| benefit overview and is not intended as a substitution for the Evidence of Coverage (EOC) which can be viewed online at www.coveredca.com or requested from the Covered California for Small Business Customer Service Center at 855-777-6782.

* Deductible waived first three non-preventive visits.

p-network.

Notes
1) Any and all in-network out.
‘approved as in-network by the issuer.

2) For covered out of network senvices in a PPO plan, these Patient-Centered Benefit Plan Designs do not detemine cost sharing, deductible, or maximum out-of-pocket amounts. See the appicable PPO's Evidence of Coverage or Policy.

3) Cost-shering peyments for chugs thet are not or-fomulary but are approved s exceptions accumulate toward the Plen's in-network out-of-pocket maximum.

maximum. ible app! in-network service, cost she s for In-network deductible. In network provider but are

4) For plans except HDHPS, i age, , ifrequired, 3 han sel ge, s out of pocket  out of pocket maximum.

After afamily satisfies the family out-of-pocket maximum, the issuer pays all costs for covered services for all family members.

&) For HDHPs, in oth , anindi ible, if required, must be the higher of f forfamily IRS init the yearfor
Code. ly coverage, of pocket of pocket maximum.
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http://www.coveredca.comorrequestedfromthecoveredcaliforniaforsmallbusinesscustomerservicecenterat855-777-6782/
http://www.coveredca.com/FORSMALLBUSINESS

