
2025 Silver 70 HMO 2900/65 PCP + Child Dental Alt 2026 Silver 70 HMO 3100/75 PCP + Child Dental Alt

Deductible HMO Plan Member Pays Deductible HMO Plan Member pays

Individual — $2,900 (note 2) / Family — 
$5,800 (note 2)

Individual — $3,100 (note 2) / Family — 
$6,200 (note 2)

Individual — $9,100 (notes 2, 3) / Family — 
$18,200 (notes 2, 3)

Individual — $9,800 (notes 2, 3) / Family — 
$19,600 (notes 2, 3)

$65 $75 

$65 $75 

$100 $100 

$0 (notes 4, 5) $0 (notes 4, 5)

$0 through age 23 months $0 through age 23 months

Not covered (note 6) Not covered (note 26)

$65 $75 

$30 (after plan deductible) (note 7) $45 (after plan deductible) (note 6)

$75 (after plan deductible) (note 7) 45% (after plan deductible) (note 6)

$400 (after plan deductible) (note 7) $400 (after plan deductible) (note 6)

45% (after plan deductible) 45% (after plan deductible)

45% (after plan deductible) 45% (after plan deductible)

45% (after plan deductible) 45% (after plan deductible)

$20 (notes 8, 9) $20 (notes 7, 8, 9)

$100 (after plan deductible) (notes 8, 9) $100 (after plan deductible) (notes 8, 9)

45% per prescription up to $250 maximum 
(after plan deductible) (notes 8, 9)

45% per prescription up to $250 maximum 
(after plan deductible) (notes 7, 8)

45% (after plan deductible) 45% (after plan deductible)

$0 $0

45% (after plan deductible) 45% (after plan deductible)

$0 $0

45% (after plan deductible) 45% (after plan deductible)

$0 $0

$15 per visit (self-referral; 20 combined 
visits per year)

$15 per visit (self-referral; 20 combined 
visits per year)

45% (note 11) 45% (note 11)

1 pair of eyeglasses or contact lenses per 
year (note 12)

1 pair of eyeglasses or contact lenses per 
year (note 12)

$0 $0

Not covered (note 14) Not covered (note 13)

$0 $0
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