2026 Prevea Health Medical Plans Available to Employees

Below is a brief outline of the medical plan designs offered to eligible employees. Please refer to the Health
Insurance information on Prevea.com/for-employees or the Summary Plan Description (SPD) located on
the myADP for complete plan details. The percentages in the following grid are the percentages the plan

pays.

Plan Highlights

HDHP High EPO Plan
(HSA Qualified)
No Out-of-Network

HDHP EPO Plan
(HSA Qualified)
No Out-of-Network

Traditional EPO Plan
(non Qualified HSA)
No Out-of-Network

HDHP PPO Plan

(HSA Qualifed)
Out of Area Participants Only

Coverage Coverage Coverage Please See Zip Code List for Eligibility
Benefits
In-Network In-Network In-Network In-Network Out-of-Network
Coverage
Annual Deductible
Individual $5,000 $2,500 $2,000 $2,500 $5,000
EE +1 $10,000 $5,000 $4,000 $5,000 $10,000
($5,000 per Individual) Combined ($2,000 per Individual) Combined Combined
Famil $10,000 $5,000 $4,000 $5,000 $10,000
y ($5,000 per Individual) Combined ($2,000 per Individual) Combined Combined
Coinsurance 100% 80% 80% 80% 60%
Annual Maximum Out-of-Pocket Amount
Individual $5,000 $3,500 $4,000 $3,500 $7,000
Family $10,000 $7,000 $8,000 $7,000 $14,000
Additional Coverage Details
Office Visit:
Primary Care 100% after 80% after $25 Copay 80% after 60% after
Y Deductible Deductible All Other Services: Deductible Deductible
80% after Deductible
Phvsical & Office Visit:
Oc}c/u tional 100% after 80% after $25 Copay 80% after 60% after
Thera%y Deductible Deductible All Other Services: Deductible Deductible
80% after Deductible
Office Visit:
Specialty Care 100% after 80% after $75 copay 80% after 60% after
P Y Deductible Deductible All Other Services: Deductible Deductible
80% after Deductible
Prevea Virtual Care:
Urgent Care 100% after 80% after $15 Copay 80% after 80% after
9 Deductible Deductible Prevea Urgent Care: = Deductible Deductible
$25 Copay
Emergency 100% after 80% after 80% after o .
Room Deductible Deductible Deductible 80% after Deductible
Adult Preventive 8
Exams & Well- 100% 100% 100% 100% Egso d" a&ke)lr
Child Care eductible
e umiation E)O%% affttjr SO;/" aftslr so(;% af.flr 80% after | 60% after
€ uqt| € € uc;t| € € uqt| € Deductible Deductible
(as applicable) (as applicable) (as applicable)
Labs [1)0%% aft;r [?oc;%) a&glr SO(;%’ af'Fglr 80% after 60% after
€ uc;tl N € uc;t| € eductible Deductible Deductible
(as applicable) (as applicable) (as applicable)
. 100% after 80% after 80% after 80% after 60% after
X-ray, Radiology . . . . .
Deductible Deductible Deductible Deductible Deductible
Inbatient Charges 100% after 80% after 80% after 80% after 60% after
P 9 Deductible Deductible Deductible Deductible = Deductible
Outpatient and 100% after 80% after 80% after 80% after 60% after
Surgical Charges Deductible Deductible Deductible Deductible | Deductible




Pharmacy Benefits — Note: P/on member prescription out-of-pocket amounts track toward the annual deductible
and annual out-of-pocket amounts for the HDHP Plan designs. Plan member prescription co-payments that apply to
the Traditional Plan design track toward the annual out-of-pocket amount only (and not the annual deductible

amount).

Retail Pharmacy (30 Day Supply or up to 90 day Supply for maintenance medications) ACA/Preventive Drug
List applies to HDHP plan options* see plan for details.

Generic 100% after 80% after $5 Copa 80% after Not Covered
(Tier 1) Deductible Deductible pay Deductible

Preferred Brand 100% after 80% after 80% after

(Tier 2) Deductible Deductible $25 Copay Deductible RS
Non-Preferred 100% after 80% after $40 Copay, 80% after Not Covered
Brand (Tier 3) Deductible Deductible then 80% Deductible

Preferred 100% after 80% after o 80% after

Specialty (Tier 4) Deductible Deductible 80% Deductible | Ot €overed

Mail Order Pharmacy (90 Day Supply) ACA/Preventive Drug

List applies to HDHP p

lan options* see

plan for details.

Generic 100% after 80% after 80% after

(Tier 1) Deductible Deductible $1250Copay | peyctible | NOt COVered
Preferred Brand 100% after 80% after 80% after

(Tier 2) Deductible Deductible $62.50 Copay Deductible Not Covered
Non-Preferred 100% after 80% after $100 Copay, 80% after Not Covered
Brand (Tier 3) Deductible Deductible then 80% Deductible

Preferred 100% after 80% after o 80% after

Specialty’ (Tier 4) Deductible Deductible 80% Deductible | Ot €overed

"You may need to obtain certain drugs, including certain specialty drugs, from a pharmacy designated by SmithRx. The
designated Specialty Pharmacy for SmithRx is Costco. Prevea will no longer provide coverage for GLP-1 medications for
weight loss. For potential savings on select GLP-1 prescriptions for weight loss, please refer to myADP for more
information. Please refer to the Health Insurance information on Prevea.com/for-employees or the Summary Plan
Description (SPD) located on the ADP portal for complete plan details.

2026 Medical Plan Employee Contributions (Bi- Weekly) ‘

HDHP High EPO Plan (HSA Qualified) Full-Time Part-Time
Employee $54.91 $164.73
Employee +1 $N3.24 $339.73
Family $151.11 $453.33
HDHP EPO Plan (HSA Qualified) Full-Time Part-Time
Employee $75.80 $172.51
Employee +1 $156.33 $355.79
Family $208.60 $474.75
Traditional EPO Plan (non-Qualifed HSA) Full-Time Part-Time
Employee $122.52 $217.82
Employee +1 $253.41 $450.50
Family $338.28 $601.39
HDHP PPO Plan (Out of Area Only) Full-Time Part-Time
Employee $75.80 $172.51
Employee +1 $156.33 $355.79
Family $208.60 $474.75




