
In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
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Individual n/a $500.00 $1,350.00 $2,700.00 $2,200.00 $3,600.00 $6,550.00 $13,100.00

Family n/a $1,500.00 $2,700.00 $5,400.00 $4,400.00 $7,200.00 $13,100.00 $26,200.00

Individual $2,000.00 $4,000.00 $3,000.00 $6,000.00 $6,000.00 $12,000.00 $6,550.00 $13,100.00

Family $6,000.00 $12,000.00 $6,000.00 $12,000.00 $12,000.00 $24,000.00 $13,100.00 $26,200.00

$250.00 Deductible then      
20% Coinsurance

Deductible then      
20% Coinsurance

Deductible then      
40% Coinsurance

Deductible then      
30% Coinsurance

Deductible then      
50% Coinsurance

Deductible then      
0% Coinsurance

Deductible then      
0% Coinsurance

Emergency Room Patient Cost Sharing $150.00 $150.00 Deductible then      
20% Coinsurance

$1,350 Deductible 
then 20% 

Coinsurance

Deductible then      
30% Coinsurance

$1,800 Deductible 
then 30% 

Coinsurance

Deductible then      
0% Coinsurance

$6,650 Deductible 
then 0% Coinsurance

Primary Care Physician $15.00 Deductible then      
20% Coinsurance

Deductible then      
20% Coinsurance

Deductible then      
40% Coinsurance

Deductible then      
30% Coinsurance

Deductible then      
50% Coinsurance

Deductible then      
0% Coinsurance

Deductible then      
0% Coinsurance

Specialist $25.00 Deductible then      
20% Coinsurance

Deductible then      
20% Coinsurance

Deductible then      
40% Coinsurance

Deductible then      
30% Coinsurance

Deductible then      
50% Coinsurance

Deductible then      
0% Coinsurance

Deductible then      
0% Coinsurance

$25.00 Deductible then      
20% Coinsurance

Deductible then      
20% Coinsurance

Deductible then      
40% Coinsurance

Deductible then      
30% Coinsurance

Deductible then      
50% Coinsurance

Deductible then      
0% Coinsurance

Deductible then      
0% Coinsurance

Tier 1 $5.00 Not Covered Deductible then      
$5.00 Copayment Not Covered Deductible then      

$5.00 Copayment Not Covered Deductible then      
$5.00 Copayment Not Covered

Tier 2 $35.00 Not Covered Deductible then 
$35.00 Copayment Not Covered Deductible then 

$35.00 Copayment Not Covered Deductible then 
$35.00 Copayment Not Covered

Tier 3 $70.00 Not Covered Deductible then 
$70.00 Copayment Not Covered Deductible then 

$70.00 Copayment Not Covered Deductible then 
$70.00 Copayment Not Covered

Days Supply Limit 30 Days Per Fill Not Covered 30 Days Per Fill Not Covered 30 Days Per Fill Not Covered 30 Days Per Fill Not Covered

Tier 1 $10.00 Not Covered Deductible then      
$10.00 Copayment Not Covered Deductible then      

$10.00 Copayment Not Covered Deductible then      
$10.00 Copayment Not Covered

Tier 2 $70.00 Not Covered Deductible then 
$70.00 Copayment Not Covered Deductible then 

$70.00 Copayment Not Covered Deductible then 
$70.00 Copayment Not Covered

Tier 3 $140.00 Not Covered Deductible then 
$140.00 Copayment Not Covered Deductible then 

$140.00 Copayment Not Covered Deductible then 
$140.00 Copayment Not Covered

Days Supply Limit 90 Days Per Fill Not Covered 90 Days Per Fill Not Covered 90 Days Per Fill Not Covered 90 Days Per Fill Not Covered

Individual $599.70 Individual $521.18 Individual $417.00 Individual $332.00

Family $1,559.22 Family $1,355.06 Family $1,084.18 Family $863.19

Individual $629.68 Individual $547.24 Individual $431.47 Individual $348.60

Family $1,637.18 Family $1,422.82 Family $1,121.80 Family $906.35

48Number of Sub-Groups

Number of County of Tompkins Sub-Groups

48

17

10

6 6 6

Greater Tompkins County Municipal Health Insurance Consortium Standard Metal Level Plans                                                                                    
2018 and 2019 Medical and Prescription Drug Benefit Options and Rates

Benefit Plan Description
Platinum Gold Silver Bronze

2019 Premium Rates

Mail-Order Pharmacy                    
Patient Cost Sharing

2018 Premium Rates

Retail Pharmacy                              
Patient Cost Sharing

Deductible                                     
(Must be Met Before Benefits Pay)

Out-of-Pocket Maximum               
(includes all deductible, coinsurance 
amounts, and copayment amounts)

Inpatient Hospital Patient Cost Sharing

Office Visit                                       
Patient Cost Sharing

Diagnostic Lab and X-Ray Patient Cost Sharing
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2019 Premiums Individual Family

Platinum Plan Med $501.60 $1,304.18

Platinum Plan Rx $128.08 $333.00

Total Premium $629.68 $1,637.18

2019 Premiums Individual Family

Gold Plan Med $435.93 $1,133.41

Gold Plan Rx $111.31 $289.40

Total Premium $547.24 $1,422.82

2019 Premiums Individual Family

Silver Plan Med $343.71 $893.63

Silver Plan Rx $87.76 $228.17

Total Premium $431.47 $1,121.80

2019 Premiums Individual Family

Bronze Plan Med $277.69 $722.00

Bronze Plan Rx $70.91 $184.35

Total Premium $348.60 $906.35
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