COVERED CALIFORNIA
SMALL BUSINESS

Blue Shield 2500/55 PCP

(PPO)
Sharp 2500155 PCP
(Performance HMO)

(OON) = Outof Network

Blue Shield 2500/55 PCP

(0ON)

2026 Plan Summary

BlueShield HDHP PPO 2300/30% PCP
Alt

Covered California for Small Business

Kaiser 2500/55 PCP (HMO)
Sharp 2500155 PCP (Premier

Blue Shield 2500/55 PCP (Trio
HMO, Access+)

Kaiser 2300/65 Alt PCP (HMO)

Light shading indicates plan benefitchange from
prior year.

Kaiser 3100/75 Alt PCP (HMO)

Servo Tpn etk OutotNework Netorkc
500 Medical/$300 Pharmacy Starp: $3200
Blue Shield: $2,500 Medical $300 Phamacy b
Individual Deductible (if: , $5,000 $2; arp: $2.1 Phar 000
(e Shasp: §2,500 Medicali$300 Phamecy | Kaiser: $2,500 Medical/$300 Pharmacy ez sz $2500 MeSal3500 ey s
Blue Shield $5,000 Medical 600 Pharmacy Sha: $6.400
Blue Shield: $5,000 Medical $600 Phamacy b
Family Deductible (if any) . $10,000 84, Sharp: 85, harmacy Kaiser: $4000 $4600 Medical$1,000 Pham: 00
Sharp: $5,000 Medical/$600 Pharmacy 3 Kaiser: $5,000 Medical/$600 Pharmacy e * = e
Blue Stield:No Charge: Blie Stilé: No Charge ‘Sharp: NoCharge
Preventive CarelScreening/immunization Not Covered No Charge Sharp: No Charge : No Charge. No Charge No Charge
ng/ Sharp: No Charge: - Kaiser:No Charge Kaiser: No Charge 1o
) - - Bue Shel: $55
Primary Care Visito teatan njury liness or B‘“SLS'"‘;S? 50 deducbe 0 deduce Sharp:$55 Sharp: 25% Coinsurance afer deducte EY £ 575
" Kaiser:§55 Kaiser: 25% Coinsurance after Geducibe
Blue Shield: $55 Blue Stiekd $25
Other Pracitioner Offce Visit Pty 50% Coinsurance after deductble 30% Coinsurance after deductble Sharp: $55 Sharp: 25% Coinsurance afer deductbe £ 5 575
i Kaiser: $55 Kaiser: 25% Coinsurance fler deducte
BlioShol£$90 BueShel: 590
‘Specalist Visit oo 500 50% Coinsurance aftr deductble 30% Coinsurance after deductble Sharp: 590 Sharp: 25% Coinsurance afer deductble $100 $100 $100
w: Kaiser: $90 Kaiser: 25% Coinsurance after deduciivie
Bue Sneld NoCharge -
Prenatal Care and Preconception Visit B"éﬂﬂ?‘éﬁ'ﬁf 50% Coinsurance after deductbe No Charge z:;vr m CC*;;'VQ; ::Z:r b::’ou'c"'ge No Chage No Charge No Charge
BlueSheld: §55
Bl l
Urgent Care “si?”;fs 0% deductve 30 deductvle Sharp: $55 Sharp: 25% Coinsurance aftr eductible 5 % 575
: Kaiser: $55 Kaiser: 25% Coinsurance after deduciibie
Blue Shel: $55
Laboratory Tests B‘“seh:"”‘;sfs 50 deductble 30 deductble ‘Sharp: $55 ‘Sharp: 25% Coinsurance after deductible 5 i $45 Copay after deduciile
e Kaiser:$55 Kaiser: 25% Coinsurance aftr decuctbe
BleSheld 50 BlueSheld 590 45% Copay ater decuctble
X-Rays and Diagnostic Imaging oo 550 50 deductve 30 deductve Sharp: 590 Sharp: 25% Coinsurance afer deductbe srsater 0afer
P Kaiser: $90 Kaiser. 25% Coinsurance after deducibe et Lami
» Blue Shield 35% Coinsurance afer deductible
Emergency Room Facilty Fee B‘“;S;'e‘g;:?m’j::’::ﬁz;mﬂ:‘e 35% deductble 0 deductble ‘Sharp: 35% C deductibl Sharp: 45% deductble 45% Coinsurance after deductle
> Kalser: 35% C deductd Kaiser 25% 45% Colnsurance after deductbe
Kaiser:
» Blue il NoCharge
Emergency Room Physician Fee Be Stie:NoCharge No Crage 305 Goinsurance afr deducibe bt 25% Coinsurance afterdeductible NoChage NoChage No Crage
(waived if admitted) Sharp: No Charge
Kaiser: No Charge No Charge after Deduciible
Blue Shield: 35% Consurance afler dediuctible
Emergency Medical Transportation Blue Shefd:35% Coinsurance after deduclble 35 deducte 30 deductve Sharp: 35% C deduciibl narp: 25% Cor deductble 4 deductbie a5 deductle 45% Colnsurance after deductble
Sharp: 35% Cainsurance afer decuclble : "
Kalser: 35% C deducti Kaiser: 25% C deductibe
) ASC: $100/surgery + 30% Blue Shield 35% Coinsurance afer deductile
Outpatient Surgery Facility Fee B"’;Z"'s‘i;:?m’;:;:’;f;’:uﬁﬂ:“’ 50 deductile Outpatic ‘Sharp: 35% C deductible ‘Sharp: 25% Coi deductible 45% Coi deductble 45% C deductble 45% Coinsurance after deductble
> $250/surgery + 30% Kaiser: 35% Coinsurance afer deductible | Kaiser: 25% Colnsurance aterdeducte
Biue Stield 35% Comnsurance after deductie
Sl Shild: 3% Sharp: 35% Colnsurance afterdeductibe
Outpatient Physician/ Surgeon Fee o 357 50% deductble 0 deducible deductible Sharp 45.00% deductible | 45% deductble 5% deductble
i Kaiser: 25% Coinsurance afer deducte
Blue Shild: 35% Consurance after deductible
Outpatient Visit R 50 deductve 30 deductve Sharp: 35% C deductive | Sharp: 25% Coi deducte No Charge No Charge No Charge
i Kaiser: 35% Coinsurance Kaiser: 25% Coinsurance after decuctbe
) Blue Shield: 35% Consurance after dediuctble
Inpatient Physician/Surgeon Fee B"’;Z"'s‘i;:?m’;:;:’;f;’:uﬁﬂ:“’ 50 deductble 20 deductble ‘Sharp: 35% Coinsurance after deductible ‘Sharp: 25% Coi deductible 45% deductible 45% C deductble 45% Coinsurance after deductle
> Kaiser: 35% Coinsurance afterdeductible | Kaiser: 25% Coinsurance after decuctbe
Blue Shild: 35% Colnsurance after deductble
Inpatient Facility Fee (e.g., hospital room) B‘“;;"'e‘g;:zf:;’j:;i’xﬁmﬁﬁ:‘e 50 deductible 0 deductible ‘Sharp: 35% Coinsurance after deductible 45% Coi deductble 45% C deductble 45% Coinsurance after deductble
v Kaiser: 35% Coinsurance afterdeductible | Kaiser: 25% Coinsurance aftr decucte
el Equl Bloe Shield: % ’ Bl il 5% . ‘
Durable Medical Equipment Shorr % 50 deductve 0 deductve Sharp: 3% Sharp: 25% Coinsurance afer deducte % % %
Kaiser: 35% Kaiser: 25% Coinsurance aftr deductbe
" ’ Outpatient Radiology center:30% Blue Shield: $300 Copay aterdeductible
Imaging (CT/PET scans, MRls ) B\use ;me\gﬁ:fg ::5::10: :sl::v :m‘c;::‘e 50 deductible Outpatient dep: of a hospital ‘Sharp: $300 Copay after deductible ‘Sharp: 25% Coinsurance after deductible $400 Copay after deductile $400 Copay after deductible $400 Copay after deductible
i $100/visit + 30% Kaiser: $300 Copay after deductible Kaiser: 25% Coinsurance after deductible
Sharp: 25% Coinsurance afer deductle
Kaiser $19 (up 0 5250 per Script)
Tier 1 (Generic Drugs) Buesd s'gg"cﬁ":“’ Not Covered S2Siprescriplon after decuctbe Sharp: $19 Kaiser: 25% Coinsurance afterdeductible 2 2 2
p: $20 Copay Blue Shield Trio: Lovel A§19, Level BS24 (upto 5250 per Script)
Blue Shield A+ $19
Kaiser: $85 Copay after Pharmacy Deductivle
; Sharp: $85 Copay after Phamacy Decluctible
;‘:‘f f‘::‘ld sﬁ;";ﬁ Blue Shield Trio: Level A $85 Copay after
Tier 2 Preferred Brand Drugs) plimif= koo Not Covered Stsiprescriplon afle decuctbe Pharmacy Deductible, Level B $110 Copay afer | Sharp: 25% Coinsurance aftr deductie $100 $100 Copay after Pharmacy Deductle | $100 Copay after pharmacy deductive
after pharmacy deductble N Phamacy Deductble (up to $250 per Script)
Pharmac Kaiser: 2¢ deductible
Declcttie (upto 5250 per Seript)
Sharp: $110 Copay After pharmacy deductble
Kaiser: $85 Copay after Pharmacy Deduciible
Z'n‘;f Sh';‘:“’ swg;ma‘: Blue Shield Trio: Level A $110 Copay after
Tier 3 (Nonpreferred Brand Drugs) pliimp v Not Covered $100frescrpton ater deductble Pharmacy Deductible Level, B $150 Copay fter | Sharp: 25% Coinsurance after deductivle $100 $100 Copay afer Phamacy Decictle $100 Copay after pharmacy deducive
e ey donse Pharmacy Deduclible (up o 5250 per Seript)
pay afer Pharmacy | Kaiser: 25% deductile
Deducible (upto 5250 per Script)
Bie Sl 3% Comrarce
Blue Sheld: 30% Colnsurance oot Sharp: 25% Coinsurance after deductible
) . (after phamacy deductible up to $250iscrpt) 30% Coinsurance aterdeductible arp: 0% Colsurance y ductiv it aftr pharmacy 4%
4 .
Tier 4 (Specialty Drugs) o Coairns Not Covered \ptnS250rescplon erhmas e oS S decuctble S250crt)
(et phamacy decucte) (o phrmacydeducteu 0250 sl (U0 108250 por Sont)
.- Blue Shield: $55
Mental/Behavioral Health Outpatient Office Visits B“;Lm‘gsfs 50 deductble 309 deductble Sharp: $55 s""': 2% g:g’“‘: "‘i‘:’*:‘f‘“b"’ No Charge No Charge No Charge
™ ciso o Crage aser: $0 Copay afte decuctible
Blue Shield 35% Coinsurance afer deductile
MentallBehavior Health Inpatient Physician Fee B":;h'e‘;ﬁfz’::g'x;’;f;’z;f;“;:‘e 50 deductble 30% Coi deductble ‘Sharp: 35% Coinsurance after deductible Sharp: deductible 4 deductble 5% C Geductble 45% deductble
i Kaiser: 35% Coinsurance after deductible | Kaiser: 25% Coinsurance aftr decuctte
Blue Shield 35% Coinsurance afer deductible
Mental/Behavior Health Inpatient Facility Fee B"‘Ss:"";ﬁz’::ﬁ"xz’x&'ﬁ;ﬂﬁ:‘e 50 deductivle 0% deductile ‘Sharp: 35% Coinsurance after deductible Sharp: deductible 459 deductble 45% deductble 45% Coinsurance after deductble
i Kaiser: 35% Coinsurance after deductible | Kaiser: 25% Coinsurance after deductbe
.- Blue Shield: $55
‘Substance Use Disorder Outpatient Offce Visits B“‘Sﬁ:‘;fs 501 deductble 30% Coi deductble Ka;r;a;‘po gf\ig X s"a',faiiz“ xc: g:";ﬁ;ﬂ E:;:ﬂbb No Charge No Charge No Charge
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Blue Shield: 35% Coinsurance after deductible

Blue Shield: 35% Coinsurance after deductible

‘Substance Use Disorder Inpatient Physician Fee 50% Coinsurance after deductible 30% Coinsurance after deductible Sharp: 35% Coinsurance after deductible Sharp: 25% Ct deductible 459 deductible 45% Coinsurance after deductible 45% Coinsurance after deductible
Sharp: 35% Coinsurance after deductible
Kaiser: 35% Coinsurance after deductible Kaiser: 25% Coinsurance after deductible
" ; BlueShiek: 35% Consurance aftr deductble:
Substance Use Inpatient Facity Feo (o.g. hospital | Biue Shield: 35% Cainsurance afer deduciible 50% Cainsurance afer deducible 30% Cainsurance afer deducible Sharp: 35% Cainsurance afer deducible uctbl 5% ceducte 45% Coinsurance after deducible 45% Coinsurance after deducible

room)

‘Sharp: 35% Coinsurance after deductible

Kaiser: 35% Coinsurance after deductible

Ka\sev 25% Coinsurance after deductble

Sharp, Blue Shield:

Sharp
Peditic Dental Embedded

Bunded

Pediatric Dental Pedatic Dental Embedded Pedtic Denlal Embedded Pedatic Derlal Embedded Bunded Bunded
Kaiser: Bundled
Blue Shield: $8,600 " Sharp: 8300
MAXIMUM OUT-OF-POCKET FOR ONE Sharp: $8,600 Blue Shield: $13250 §7.900 Kaiser: $6,300 $8900 $9,100 $9,.800
Blue Shield: $17,200 Blue Shield: $17,500 e
- OF- $17, i Sharp: $17,500 3 $18,200
MAXIMUM OUT-OF-POCKET FOR FAMILY Sharp:$11.200 Blue Shield: $26,500 $15,800 a0 Joar: $16600 $17,800 $19,600

Please Note: This document is a high level 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

n Any and al costsharing paymentsfo in-network covered sevicesapply o m innetwor utof.pocketmaimun, fa deductibl aplie o th n:ntvork snic,cost haring payments or llin-etwark sevices accumulate toward th itk deducil.Irnetwork srice includesavics provided by an outof ok povidr but are approved s n-network by thesuor:
2 F aPi it P

PO plan, these P:

, deductbe,or

3 i
4 For plans except HOHPs, in coverage other than selfoly coverage, an individuals payment toward a deductibe, i equird, i it to the ndividual annual deductible amount, I coverage other than self-ony coverage, n individuaP's out of pocket contribution i limited o th inividual's annual outof pocket maximur.

Ater a family satisfies the family out-of-pocket maximu, the issuer pays all costs for covered services for ll family members.
5) For HDHPs, in other than selfonly coverage, an individual's payment toward a deductible, if required, must be the higher of m he specified

inflation adjusted amounts for Health Savings Accounts (HSAs), issued pursuant to section 223 of the Internal

ppli

vidence of Coverage or Policy.

forindividual coverage o (2)
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by the IRS in is revenue procedure for the 2026 calendar year for

929205


http://www.coveredca.comorrequested/
http://www.coveredca.com/FORSMALLBUSINESS

