
 

 

 
Version Updated: 09/09/2023
Rating Region: Rochester
Plan ID Enroll

ment
Code

Plan
Name

Plan
Highlights

Single Family Plan
Type

HSA
Eligi
ble

Quote
Effective

Primary Care
Office Visit

Specialist
Office Visit

Deductible Coinsurance Hospital
benefits

Emergency
room care

Short-term
and
maintenance
drugs

Out of pocket
maximum

Out of
network
benefits

78124NY091
0001-00

IAP9 Base A deductible
is applied to
all covered
medical
benefits,
prescription
drugs are not
subject to the
deductible.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

$301.78 $860.08 Base No 01/01/2024 -
12/31/2024

First 3 Primary
visits covered
at 100%, not
subject to the
deductible.
Fourth and
after covered
at 100%,
subject to the
deductible

Covered at
100%, subject
to the
deductible

$9,450
Individual /
$18,900
Family

None Covered at
100%  per
admission for
unlimited days,
subject to the
deductible

Covered at
100%, subject
to the
deductible

$0, subject to
the plan
deductible

$9,450 Individual
/ $18,900 Family

Not Covered

78124NY090
0023-00

IAQ3 Bronze
Secure
Plus 3

A deductible
is applied to
all covered
medical and
prescription
drug benefits.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

$516.57 $1,472.24 Base No 01/01/2024 -
12/31/2024

First 3 Primary
visits covered
at 100%, not
subject to the
deductible.
Fourth and
after covered
at 100%,
subject to the
deductible

Covered at
100%, subject
to the
deductible

$9,450
Individual /
$18,900
Family

Covered at
100%

Covered at
100%  per
admission for
unlimited days,
subject to the
deductible

Covered at
100%, subject
to the
deductible

$0, subject to
the plan
deductible

$9,450 Individual
/ $18,900 Family

Not Covered

78124NY088
0009-00

IAM3 Platinum
Select

Predictable
out-of-pocket
costs without
a deductible.
New for 2024,
includes
ThriveWell.

$1,064.7
4

$3,034.51 Copay No 01/01/2024 -
12/31/2024

$15 copay per
visit

$25 copay per
visit

None None $750 copay per
admission for
unlimited days

$150 copay per
visit

$10/$35/$70 $6,350 Individual
/ $12,700 Family

Not Covered

78124NY088
0003-00

IAJ9 Platinum
Standard

Predictable
out-of-pocket
costs without
a deductible.
New for 2024,
includes
ThriveWell.

$1,075.0
5

$3,063.89 Copay No 01/01/2024 -
12/31/2024

$15 copay per
visit

$35 copay per
visit

None None $500 copay per
admission for
unlimited days

$100 copay per
visit

$10/$30/$60 $2,000 Individual
/ $4,000 Family

Not Covered

78124NY090
0017-00

IAP5 Bronze
Standard

A deductible
is applied to

$548.77 $1,563.99 Deduc
tible

No 01/01/2024 -
12/31/2024

First 3 Primary
visits $50

First 3
Specialist visits

$4,600
Individual /

Covered at
50%

$150 copay per
admission for

$500 copay per
visit, subject to

$10/$35/$70,
subject to the

$9,450 Individual
/ $18,900 Family

Not Covered
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all covered
medical and
prescription
drug benefits.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

copay, not
subject to the
deductible.
Fourth and
after $50
copay, subject
to the
deductible

$75 copay, not
subject to the
deductible.
Fourth and
after $75
copay, subject
to the
deductible

$9,200
Family

unlimited days,
subject to the
deductible

deductible plan deductible

78124NY090
0013-00

IAN5 Bronze
Select

A deductible
is applied to
all covered
medical and
prescription
drug benefits.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

$544.84 $1,552.81 Deduc
tible
HSA

Yes 01/01/2024 -
12/31/2024

Covered at
50%, subject to
the deductible

Covered at
50%, subject to
the deductible

$5,500
Individual /
$11,000
Family

Covered at
50%

Covered at
50%  per
admission for
unlimited days,
subject to the
deductible

Covered at
50%, subject to
the deductible

$10/40%/50%,
subject to the
plan
deductible. 
Preventive
drugs are not
subject to the
deductible;
they are
subject to the
applicable
copay or
coinsurance.

$7,500 Individual
/ $15,000 Family

Not Covered

78124NY090
0003-00

IAL7 Bronze
Standard
HSA

A deductible
is applied to
all covered
medical and
prescription
drug benefits.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

$548.77 $1,563.99 Deduc
tible
HSA

Yes 01/01/2024 -
12/31/2024

Covered at
50%, subject to
the deductible

Covered at
50%, subject to
the deductible

$6,100
Individual /
$12,200
Family

Covered at
50%

Covered at
50%  per
admission for
unlimited days,
subject to the
deductible

Covered at
50%, subject to
the deductible

$10/$35/$70,
subject to the
plan deductible

$7,150 Individual
/ $14,300 Family

Not Covered

78124NY090
0009-00

IAN1 Silver
Select

A deductible
is applied to
all covered
medical and
prescription
drug benefits.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

$712.13 $2,029.56 Deduc
tible
HSA

Yes 01/01/2024 -
12/31/2024

Covered at
80%, subject to
the deductible

Covered at
80%, subject to
the deductible

$3,200
Individual /
$6,400
Family

Covered at
80%

Covered at
80%  per
admission for
unlimited days,
subject to the
deductible

Covered at
80%, subject to
the deductible

$10/$45/$90,
subject to the
plan
deductible. 
Preventive
drugs are not
subject to the
deductible;
they are
subject to the
applicable
copay or
coinsurance.

$7,500 Individual
/ $15,000 Family

Not Covered

78124NY089
0015-00

IAM7 Gold
Select

A deductible
is applied to
all covered
medical
benefits,
prescription
drugs are not
subject to the
deductible.

$891.09 $2,539.62 Hybrid No 01/01/2024 -
12/31/2024

$25 copay per
visit, subject to
deductible

$40 copay per
visit, subject to
deductible

$1,000
Individual /
$2,000
Family

None $1,000 copay
per admission
for unlimited
days, subject
to the
deductible

$500 copay per
visit, subject to
deductible

$10/$35/$70 $8,000 Individual
/ $16,000 Family

Not Covered
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Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

78124NY089
0003-00

IAK5 Gold
Standard

A deductible
is applied to
all covered
medical
benefits,
prescription
drugs are not
subject to the
deductible.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

$922.93 $2,630.35 Hybrid No 01/01/2024 -
12/31/2024

$25 copay per
visit, subject to
deductible

$40 copay per
visit, subject to
deductible

$600
Individual /
$1,200
Family

None $1,000 copay
per admission
for unlimited
days, subject
to the
deductible

$150 copay per
visit, subject to
deductible

$10/$35/$70 $5,900 Individual
/ $11,800 Family

Not Covered

78124NY089
0009-00

IAL1 Silver
Standard

A deductible
is applied to
all covered
medical
benefits,
prescription
drugs are not
subject to the
deductible.
Preventive
services are
covered in
full. New for
2024,
includes
ThriveWell.

$717.25 $2,044.17 Hybrid No 01/01/2024 -
12/31/2024

First visit $30
copay, not
subject to the
deductible.
Second and
after $30
copay, subject
to the
deductible

First visit $65
Specialist
copay, not
subject to
deductible. 
Second and
after $65
Specialist
copay, subject
to deductible

$2,100
Individual /
$4,200
Family

None $1,500 copay
per admission
for unlimited
days, subject
to the
deductible

$500 copay per
visit, subject to
deductible

$15/$40/$75 $9,450 Individual
/ $18,900 Family

Not Covered

This is not a contract nor a Summary of Benefits and Coverage (SBC). This benefit summary is intended to highlight the coverage of this program. Benefits are determined by the terms of the Member Certificate.  All benefits are subject to
medical necessity.
+When preventive services are not provided in accordance with the comprehensive guidelines supported by USPSTF and HRSA appropriate cost share for the service will be applied. Please refer to the United States Preventive Services Task
Force list of items and services rated "A" or "B" that are covered pursuant to the Federal Patient Protection and Affordable Care Act requirements.

For technical web issues please contact our Web Help Desk at 1-800-278-1247

Excellus BlueCross BlueShield is a nonprofit independent licensee of the Blue Cross Blue Shield Association
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