
 
2027 Plan Summary 

Covered California for Small Business 

 
Light S ha ding indicates be ne fit changed from 

prior year 

Bronze (60%) 
5800/60 PCP 

Blue Shield (PPO) 
Sharp (Performance HM O) 

 
(OON) = Out of Network Blue 

Shield 5800/60 
PCP (OON) 

 
Blue Shield 7000/65 PCP Alt 

(HM O) 

 
Blue Shield HDHP PPO 7850/0 % PCP Alt 

 
(OON) = Out of Network 

BlueShield HDHP PPO PCP 7850 /0% 
PCP Alt 

5800/60 PCP (HMO) 
Kaiser 

Western Health 
Advantage 

7800/0% PCP 
Kaiser HDHP (HM O) 

Sharp HDHP (Premier HM O) 

Service Type In-Network Out-of-Network In-Network In-Network Out-of-Network In-Network In-Network 
 

Indivi du al Dedu c tible (if any) $5,800 M edi c al/ $450 Pharm ac y (All 

Carriers)  

Blue Shi eld: $1 1,60 0 M edical $7,00 0 Medic al and Ph arm ac y Co mbined $7,85 0 Medic al and Ph ar m a c y Co mbined  
$15,700 Medic al an d Pharma cy Combined  

$5,80 0 Medi cal/ $ 450 Ph ar m a c y ( All 
Carriers)  

 
$7,800 (All Carriers)  

Famil y Dedu cti ble (if  any) 
$11,600 M edic al/ $900 Pharm acy (All Carri ers)  

Blue Shi eld: $2 3,20 0 M edical $14,000 Medical and Pharm acy Combi ne d $15,700 M edic al and Pharmacy C ombi n e d $31,400 Medic al an d Pharma cy Combined  $11,6 00 Medi c al/ $ 900 Phar ma c y All 
Carriers)  

$15,600 ( All Carriers)  

Pre ven ti ve C are / Sc reenin g / Immunization   
$0 (All Carriers)  

N ot C ov er e d $0 $0 Not Cov ered  $0 (All Carriers)  $0 (All Carriers)  

Pri mary c are visi t to tre at an inju ry, illness o r 

condition on 

$60 (All Carriers)  50% Coi nsu ranc e af ter deduc tible $65 $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e $60 cop ay (All Carri ers)  0% Coinsuranc e after d ed uc tible (All Carriers)  

Othe r P rac ti tione r O ffi ce Visit $60 (All Carriers)  50% Coi nsu ranc e af ter deduc tible $65 $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e $60 cop ay (All Carri ers)  0% Coinsu ranc e af ter d ed uc tibl e (All Carri ers)  

Specialist visit $100 Co pay after d ed uc tible* (All Carri ers)  50% Coi nsu ranc e af ter deduc tible $85 $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e $100 Cop ay af ter d educ tibl e (All C arriers)  0% Coinsu ranc e af ter d ed uc tibl e (All Carri ers)  

Pren atal C are and  P reco ncep tion on V sit  
$0 (All Carriers)  

50% Coinsu ranc e af ter deduc tible $0 $0 5 0% C oi n s u ra n ce a ft er de du cti  bl e $0 (All Carriers)  $0 (All Carriers)  

Urgen t Care $60 (All Carriers)  50% Coinsu ranc e after deduc tible $65 $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e $60 Copay All Carriers)  0% Coinsu ranc es af ter d educ tibl e (All Carri ers)  

 
Labo rato ry Tests  

 
$50 (All Carriers)  

 
50% Coi nsu ranc e af ter deduc tible 

$65 $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e $50 (All Carriers)  0% Coinsu ranc e after d ed uc tible (All Carriers)  

X- Rays and Di agnos tic Imaging 40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible $115 af ter deductible $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Eme rgen cy Ro om Facility Fee (wai ved i f admitted)  40% Coinsurance after deduc tible (All Carrier s) 40% Coi nsu ranc e af ter deduc tible 50% Coi nsu ranc e af ter deduc tible $0 after deductible $0 af ter d eductible 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Eme rgen cy Ro om Ph ysi ci an Fee ( wai ved if 
admitted) 

$0 (All Carriers)  Not Co v ered 50% Coi nsu ranc e af ter deduc tible $0 after deductible $0 af ter d eductible $0 (All Carriers)  0% Coinsu ranc e after d ed uc tible (All Carriers)  

Eme rgen cy Me dic al Transportation 40% Coinsurance after deduc tible (All Carrier s) 40% Coi nsu ranc e af ter deduc tible 50% Coi nsu ranc e af ter deduc tible $0 after deductible $0 af ter d eductible 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Outp atie nt Surgery Facili ty  Fee (e.g., ASC) 40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% Coi nsu ranc e af ter deduc tible $0 after deductible 5 0% C oi  n s ur a n ce s u bj  e ct t o a b e n efi  t m  ax $350 / d a y 
after deductible 

40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Outpatient Physician/ Surgeon Fee 40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible $150 $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Outpatient Visit 40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% Coi nsu ranc e af ter deduc tible $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Inpatient Physician/ Surgeon Fee 40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% Coins urance $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

 
Inp atie nt Facility Fee (e. g.  hos pital room)  

40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% Coi nsu ranc e af ter deduc tible $0 after deductible 5 0% C oi  n s ur a n ce s u bj  e ct t o b e n efi  t m a xi  m u m of 
$2000 per day after deductible 

40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Du rable Medical Equipment 40% Coinsurance after deduc tible (All Carrier s) Not Cov ered  50% Coins urance $0 after deductible N  ot C ov er ed D e d u cti  bl  e d oe s n ot a p pl  y 40% Coinsu ranc e af ter d edu cti ble 
(All C arriers )  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Im agi ng (C T/P ET s cans, MRIs)  40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible $400 Copaym en t af ter d edu cti ble $0 after deductible 5 0% C oi n s u ra n ce a ft er de du cti  bl e 40% Coinsu ranc e af ter d edu cti ble 
(All C arriers )  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Tie r 1 ( Gene ric c Drugs)  Blue Sheild: Level A: $20                                   
Lev el B: $25 after d eductible 

$20 (All other Carri ers)  

 

Not Cov ered  Lev el A: $25 Level B: $30 Level   A: $0 after deduc tible                                                       
Lev el B: $0 after deductible 

Not Cov ered  $20 (All Carriers)  0% Coinsu ranc e after d ed uc tible (All Carriers)  

Tie r 2 ( P refe rred B ran d Drugs)                   40% up to $500 per script af ter        
pharm acy d eductible (All Carriers 
including Level B: for BlueShield) 

 

Not Cov ered  Lev el A: $115 after deductible                              
Lev el B: $145 after deduc tible 

Level   A: $0 after deduc tible                                                       
Lev el B: $0 after deductible 

Not Cov ered  40% up to $50 0 p er sc ript  after 

pharm acy d edu ctibl e e ( All 
Carriers )  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Tie r 3 (Non pre fe rred B rand Drugs)                   40% up to $500 per sc rip t af ter 
pharmacy d eductible (All Carriers 
including Level B: for BlueShield) 

 
 

Not Cov ered  Lev el A: $160 after deduc tible                                      
Lev el B: $210 after deduc tible  

Level   A: $0 after deduc tible                                                       
Lev el B: $0 after deductible 

Not Cov ered  40% up to $50 0 p er sc ript  after 

pharm acy d edu ctibl e e ( All 

Carriers )  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Tie r 4 ( Speci al ty Dru gs)  40% up to $500 per s c ript                     
after pharmacy d eductible (All Carriers 

including Level B: for BlueShield) 
 

Not Cov ered  Lev el A and B: 50 % C oinsu ranc e up to $500   
Presc rip tion af ter d edu ctibl e 

Level   A: $0 after deduc tible                                                       
Lev el B: $0 after deductible 

Not Cov ered  40% up to $50 0 p er sc ript  after 

pharm acy d edu ctibl e e ( All 

Carriers )  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Mental/Behavior Health 
Outpatient office visits  

$60 (All Carriers)  50% Coi nsu ranc e af ter deduc tible $65 $0 after deductible 50% Coi nsu ranc e af ter deduc tible $0 Kaier 
$60 Wes ter n Health Ad van tage 

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Mental/Behavior Health 
Inpatient Physician fee 

40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% $0 after deductible 50% Coi nsu ranc e af ter deduc tible 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Mental/Behavior Heal th 

Inp atie nt Facili ty fee 

40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% Coi nsu ranc e af ter deduc tible $0 after deductible 5 0% C oi  n s ur a n ce s u bj  e ct t o b e n efi  t m a xi  m u m of 
$2000 per day after deductible 

40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Sub stance U se Diso rd er 

Outp atie nt o f fice visits  

$60 (All Carriers)  50% Coi nsu ranc e af ter deduc tible $65 $0 after deductible 50% Coi nsu ranc e af ter deduc tible $0 Kaier 
$60 Wes ter n Health Ad van tage 

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Substance U se I inpatient Physician Fee 40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% $0 after deductible 50% Coi nsu ranc e af ter deduc tible 40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Sub stance U se Inp atien t Facili ty  Fee (e. g. 

hospi tal l room )  

40% Coinsurance after deduc tible (All Carrier s) 50% Coi nsu ranc e af ter deduc tible 50% Coi nsu ranc e af ter deduc tible $0 after deductible 5 0% C oi  n s ur a n ce s u bj  e ct t o b e n efi  t m a xi  m u m of 
$2000 per day after deductible 

40% Coinsu ranc e af ter d edu cti ble ( All 
Carriers)  

0% Coinsu ranc e after d ed uc tible (All Carriers)  

Pediatric c Dental  Pedi atri c D en tal E m b ed d e d Pedi atri c D en tal E m b ed d e d Pedi atri c Den tal E mb edd ed Pedi atri c D en tal E m b edd ed Pedi atri c Den tal Emb ed de d Western Health Adv antage:                 
Pedi atri c Den tal Em bedd ed          

Kais er: Bundl ed 

Sharp: Emb edd ed 
Kais er: Bundl e d 

MAXI M U M OUT - OF -P OC KET FOR  ONE  
$11, 650 (All C arriers) 

Blue Shield: $23,300 $11, 650 $7,8 50 $15, 700 $11, 650 $7, 800 ( A ll C arrie r s) 

MAXI M U M OUT - OF -P OC KET FOR  FAMILY  
$23, 300 (All C arriers) Blue Shiel d : $46,600 $23, 300 $15, 700 $31, 400 $23, 300 $15,600 (All C arriers)  

Pleas e N ote: This doc umen t d oes no t supe rsede the c arrie rs' Eviden ce of C ove rage ( EOC) d ocu men ts, which c a n be vie we d online at www.co ve red c a.co m or re q ues ted f ro m the C ove re d Cali fo rni a fo r Sm all Busi ness Cus to me r Se rvi ce Cen te r at 8 55 -777 -67 82 . Notes 

1)  An y an d all cos t-s s h ari ng payments fo r in -ne two rk co ve red s se rvices ap ply to the in -ne two rk o ut-o f-p oc k e t m axi mum. I f a dedu cti ble applies to the in- network Se rvice, cos t she arin g p aymen ts fo r all i n-ne two rk se rvice s accu mul ate toward the in -ne two rk de duc tible. I n-ne two rk service s inclu de servi ce s p ro vided by an ou t-o f-n etwork p ro vide r but are app ro ved as in-
netwo rk b y the issue r.  

2)  For cove red out of netwo rk services in a PPO pl an, these Patient-Cente red Benefit Plan Designs do no t determine cost sharing, deductible, or maximum ou t-of-poc ket amounts. See the applicable PPO’s Evidence of Coverage o r Policy. 

3)  Cost-sharing payments fo r dru gs that are not on-fo rmulary but are appro ved as  exceptions accumulate toward the Plan’s in-network out-of-poc ket m aximum.  

4)  Fo r pl an s exce pt HDH Ps, in co ve rage o the r th an sel f-o nly c o verage, an indi vid ual’ s p aymen t to ward a dedu c tible, if requi re d, is limi te d to the individual annual dedu c tible amo un t. In co ve rage othe r th an self -onl y co ve rage, an indi vid u al’s ou t of po c ket c on tribution is limi te d to the indi vid ual’ s annu al o ut o f poc ke t m ax imum. Afte r a famil y s atisfies the famil y ou t-of -po c ket m axim um, the 
issuer pays all c osts fo r c ove red s ervice  s fo r all family me mbe rs.  

5)  Fo r HDH Ps, i n othe r th an self- onl y co ve rage, an indi vidu al’s p ayme nt toward a de duc tible e, i f requi re e d, mus t b e the hi gh er of (1 ) the spe cified de duc tible amoun t fo r in divi du a l co ve rage o r (2 ) the minim um dedu cti ble amou n t fo r famil y co verage sp ecifie d by the I R S in its re ven ue p roce du re fo r the 2027 c ale nd ar ye ar fo r in flatio n adjus ted am oun ts for He alth Savin gs 
Ac coun t s ( HSAs ), issue d pu rsu an t to sec tio n2 23 of the In te rn al Re ven ue Code . In co ve rage o the r th an sel f-o nly c o verage, an in divid u al’s ou t of po c ket con tribu tio n is limited to the indi vidu al’ s an nu al ou t of po c ket m axi mum .  
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