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Comparing Medical Plans
Medical Plan Options are commonly referred to as “Metal Plans” 

representing different tiers of coverage and affordability. 

Choosing a Medical Plan

TIPS: Check the Network to ensure your doctor or hospital is covered.  
Consider premium cost, deductibles and copays that may affect your true out of pocket.

Copay

A set amount defined by the 
plan that you will pay when 

you receive care.
(Example: You pay a set dollar 
amount when you visit your 

doctor)

Out of Pocket 
Maximum

Protects you from large 
medical bills once your out of 
pocket reaches this amount.  
The plan will pay 100% once 
eligible expenses exceed that 

amount.

In and Out of 
Network

In Network services will 
always be the lowest cost 

option.  Check your plan for 
non network coverage.  It 

may be less coverage or no 
coverage except in an 

emergency.

Balance Billing

In-network providers are not 
allowed to bill more than the 
plan allows, out of network 

providers can charge the 
excess of the plan allowance 

to “balance” the charges.

Deductible

The amount of healthcare 
cost you will have to pay 

before the plan starts paying.

Coinsurance

After the deductible is met, 
you and the plan share in the 

cost of services. 
(Example: if the plan pays 

80% you will pay 20%)

Platinum 
• Low deductible 
• Low Copays 
• Low coinsurance 
• Higher premium 

costs

Gold 
• Low/Moderate 

deductible 
• Moderate Copays 
• Low/Moderate 

coinsurance 
• High/Moderate 

premium costs

Silver 
• Moderate/High 

deductible 
• Moderate/High 

Copays & 
Coinsurance

• Low / Moderate 
premium costs

Bronze
• High Deductible
• Must meet 

deductible before 
plan pays

• Low premium 
costs

Some high deductible health plans (HDHP) are HSA compatible offering a tax advantage



Platinum Plans

Plan Benefit Summary 
Platinum 90 HMO 0/10                                        

+ Child Dental Alt
Platinum 90 HMO 0/20                             

+ Child Dental

Annual Medical Deductible

Drug Benefits Deductible

Out of Pocket Max for Med and Drug EHB Benefits (Total) Individual: $3,000 Family: $6,000 Individual: $4,500 Family: $9,000

Primary Care Visit to Treat an Injury or Illness $10 copay $20 copay

Other Practitioner Office Visit (Nurse, Physician Assistant) $10 copay $20 copay

Specialist Visit $20 copay $30 copay

X-rays and Diagnostic Imaging $40 copay $30 copay

Laboratory Outpatient and Professional Services $20 copay $20 copay

Preventive Care/Screening/Immunization No Charge No Charge

Urgent Care Centers or Facilities $10 copay $20 copay

Emergency Room Services $200 copay $150 copay

Inpatient Hospital Services (e.g., Hospital Stay) $500 copay per admission $250 copay per day

Generic Drugs $5 copay $5 copay

Preferred Brand Drugs $15 copay $20 copay

Non-Preferred Brand Drugs $15 copay $20 copay

Specialty Drugs 10% coinsurance 10% coinsurance

$0 $0 

Gold Plans

Plan Benefit Summary 
Gold 80 HMO 0/30                                          
+ Child Dental Alt

Gold 80 HMO 250/35                                         
+ Child Dental

Gold 80 HMO 1000/40                            
+ Child Dental Alt

Annual Medical Deductible Individual: $1,000 Family: $2,000

Drug Benefits Deductible Individual: $250 Family: $500

Out of Pocket Max for Med and Drug EHB Benefits (Total) Individual: $7,500 Family: $15,000 Individual: $7,800 Family: $15,600 Individual: $7,800 Family: $15,600

Primary Care Visit to Treat an Injury or Illness $30 copay $35 copay $40 copay

Other Practitioner Office Visit (Nurse, Physician Assistant) $30 copay $35 copay $40 copay

Specialist Visit $50 copay $55 copay $60 copay

X-rays and Diagnostic Imaging $40 copay $55 copay $60 copay

Laboratory Outpatient and Professional Services $30 copay $35 copay $30 copay

Preventive Care/Screening/Immunization No Charge No Charge No Charge

Urgent Care Centers or Facilities $30 copay $35 copay $40 copay

Emergency Room Services $250 copay $250 copay after deductible $350 copay

Inpatient Hospital Services (e.g., Hospital Stay) $600 copay per day up to 5 days $600 copay per day $600 copay per day

Generic Drugs $15 copay $15 copay $20 copay

Preferred Brand Drugs $50 copay $40 copay $50 copay after deductible

Non-Preferred Brand Drugs $50 copay $40 copay $50 copay after deductible

Specialty Drugs 20% coinsurance 20% coinsurance 20% coinsurance after deductible

$0 Individual: $250 Family: $500



Silver Plans

Bronze Plans

Plan Benefit Summary 
Silver 70 HMO 1900/65 + Child 

Dental Alt
Silver 70 HMO 2500/55 + Child 

Dental
Silver 70 HDHP HMO 

2700/25% + Child Dental

Annual Medical Deductible Individual: $2,500 Family: $5,000

Drug Benefits Deductible Individual: $370 Family: $740

Out of Pocket Max for Med and Drug EHB Benefits (Total) Individual: $8,750 Family: $17,500 Individual: $8,750 Family: $17,500 Individual: $7,200 Family: $14,400

Primary Care Visit to Treat an Injury or Illness $65 copay $55 copay 25% coinsurance after deductible

Other Practitioner Office Visit (Nurse, Physician Assistant) $65 copay $55 copay 25% coinsurance after deductible

Specialist Visit $100 copay $90 copay 25% coinsurance after deductible

X-rays and Diagnostic Imaging $75 copay $90 copay 25% coinsurance after deductible

Laboratory Outpatient and Professional Services $30 copay $55 copay 25% coinsurance after deductible

Preventive Care/Screening/Immunization No Charge No Charge No Charge

Urgent Care Centers or Facilities $65 copay $55 copay 25% coinsurance after deductible

Emergency Room Services 45% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance after deductible

Inpatient Hospital Services (e.g., Hospital Stay) 45% coinsurance after deductible 40% coinsurance after deductible 25% coinsurance after deductible

Generic Drugs $20 copay $19 copay 25% coinsurance after deductible

Preferred Brand Drugs $100 copay $85 copay after deductible 25% coinsurance after deductible

Non-Preferred Brand Drugs $100 copay $85 copay after deductible 25% coinsurance after deductible

Specialty Drugs 20% coinsurance after deductible 30% coinsurance after deductible 25% coinsurance after deductible

Individual: $1,900 Family: $3,800
Self Only: $2,700 Individual: $3,000 

Family: $5,400

Plan Benefit Summary 
Bronze 60 HMO 6300/65 + 

Child Dental
Bronze 60 HDHP HMO 7000/0 

+ Child Dental

Annual Medical Deductible Individual: $6,300 Family: $12,600

Drug Benefits Deductible Individual: $500 Family: $1,000

Out of Pocket Max for Med and Drug EHB Benefits (Total) Individual: $8,600 Family: $17,200 Individual: $7,000 Family: $14,000

Primary Care Visit to Treat an Injury or Illness $65 copay No Charge after deductible

Other Practitioner Office Visit (Nurse, Physician Assistant) $65 copay No Charge after deductible

Specialist Visit $95 copay No Charge after deductible

X-rays and Diagnostic Imaging 40% coinsurance after deductible No Charge after deductible

Laboratory Outpatient and Professional Services $40 copay No Charge after deductible

Preventive Care/Screening/Immunization No Charge No Charge

Urgent Care Centers or Facilities $65 copay No Charge after deductible

Emergency Room Services 40% coinsurance after deductible No Charge after deductible

Inpatient Hospital Services (e.g., Hospital Stay) 40% coinsurance after deductible No Charge after deductible

Generic Drugs $18 copay after deductible No Charge after deductible

Preferred Brand Drugs 40% coinsurance after deductible No Charge after deductible

Non-Preferred Brand Drugs 40% coinsurance after deductible No Charge after deductible

Specialty Drugs 40% coinsurance after deductible No Charge after deductible

Individual: $7,000 Family: $14,000



Platinum Plans

Annual Deductible
Gateway 30                            

Platinum 90 HMO
Gateway 70                            

Platinum 90 HMO

Medical Deductible

Drug Benefits Deductible

Annual Out of Pocket Max for Med and Drug EHB Benefits 
(Total)

Individual: $4,000                                      
Family: $8,000

Individual: $4,000                                     
Family: $8,000

Primary Care Visit to Treat an Injury or Illness $30 Copay $20 Copay

Specialist Visit $30 Copay $20 Copay

X-rays and Diagnostic Imaging No Charge No Charge

Laboratory Outpatient and Professional Services No Charge No Charge

Preventive Care/Screening/Immunization No Charge No Charge

Urgent Care Centers or Facilities $50 Copay $50 Copay

Emergency Room Services $150 Copay (waived if admitted) $150 Copay (waived if admitted)

Inpatient Hospital Services (e.g., Hospital Stay) $300 Copay (days 1-3) 30% Coinsurance

Generic Drugs $5 Copay $5 Copay

Preferred Brand Drugs $30 Copay $30 Copay

Non-Preferred Brand Drugs $50 Copay $50 Copay

Specialty Drugs 20% up to $250 20% up to $250

$0 $0 



Gold Plans

Annual Deductible
Gateway 4010                           
Gold 80 HMO

Gateway 2400                         
Gold 80 HDHP HMO

Medical Deductible
Self Only: $1,000 Individual: $1,000       

Family: $2,000

Drug Benefits Deductible
Self Only: $500 Individual: $500                            

Family: $1,000

Annual Out of Pocket Max for Med and Drug EHB Benefits 
(Total)

Self Only: $7,800 Individual: $7,800                                                
Family: $15,600

Self Only: $4,800 Individual: $4,800                      
Family: $9,600

Primary Care Visit to Treat an Injury or Illness $40 Copay No Charge after deductible

Specialist Visit $40 Copay No Charge after deductible

X-rays and Diagnostic Imaging $40 Copay No Charge after deductible

Laboratory Outpatient and Professional Services No Charge No Charge after deductible

Preventive Care/Screening/Immunization No Charge No Charge

Urgent Care Centers or Facilities $50 Copay No Charge after deductible

Emergency Room Services
$300 Copay after deductible (waived 

if admitted)
No Charge after deductible

Inpatient Hospital Services (e.g., Hospital Stay)
$500 Copay after deductible (days 1-

5)
No Charge after deductible

Generic Drugs $10 Copay No Charge after deductible

Preferred Brand Drugs $50 Copay after deductible $40 Copay after deductible

Non-Preferred Brand Drugs $75 Copay after deductible $60 Copay after deductible

Specialty Drugs
20% up to $250 (Coinsurance after 

deductlble)
20% up to $250 (Coinsurance after 

deductlble)

Self Only: $2,400                               
Individual with Family Coverage: 

$3,000                                               Family: 
$4,800



Bronze PlanSilver Plan

Annual Deductible
Gateway 5020                                          
Silver 70 HMO

Gateway 7000                           
Bronze 60 HDHP HMO

Medical Deductible
Self Only: $2,000 Individual: $2,000          

Family: $4,000

Drug Benefits Deductible
Self Only: $500 Individual: $500                        

Family: $1,000

Annual Out of Pocket Max for Med and Drug EHB Benefits 
(Total)

Self Only: $8,750 Individual: $8,750                            
Family: $17,500

Self Only: $7,000 Individual: $7,000 
Family: $14,000

Primary Care Visit to Treat an Injury or Illness $50 Copay No Charge after deductible

Specialist Visit $50 Copay No Charge after deductible

X-rays and Diagnostic Imaging $80 Copay No Charge after deductible

Laboratory Outpatient and Professional Services $50 Copay No Charge after deductible

Preventive Care/Screening/Immunization No Charge No Charge

Urgent Care Centers or Facilities $50 Copay No Charge after deductible

Emergency Room Services
30% Coinsurance after deductible (waived 

if admitted)
No Charge after deductible

Inpatient Hospital Services (e.g., Hospital Stay) 30% Coinsurance after deductible No Charge after deductible

Generic Drugs $25 Copay No Charge after deductible

Preferred Brand Drugs
30% up to $250 (Coinsurance after 

deductlble)
No Charge after deductible

Non-Preferred Brand Drugs
30% up to $250 (Coinsurance after 

deductible)
No Charge after deductible

Specialty Drugs
30% up to $250 (Coinsurance after 

deductlble)
No Charge after deductible

Self Only: $7,000                                Individual 
with Family Coverage: $7,000 Family: 

$14,000



Medical Rates and 
Territories



Rating Area 2,6
Small Business Medical Rate Plans

Effective: December 1, 2023 through November 30, 2024

A SEPARATE $20 ADMINISTRATION FEE WILL BE ADDED TO CALCULATE THE SUBSCRIBER MONTHLY RATE

Counties (Partial): Marin, Napa, Solano, Sonoma, Alameda

Age
Platinum 90 
HMO 0/10 + 

Child Dental Alt

Platinum 90 
HMO 0/20 + 
Child Dental

Gold 80 HMO 
0/30 + Child 
Dental Alt

Gold 80 HMO 
250/35 + Child 

Dental

Gold 80 HMO 
1000/40 + Child 

Dental Alt

Silver 70 HMO 
1900/65 + Child 

Dental Alt

Silver 70 HMO 
2500/55 + Child 

Dental

Silver 70 HDHP 
HMO 2700/25% 
+ Child Dental

Bronze 60 HMO 
6300/65 + Child 

Dental 

Bronze 60 
HDHP HMO 

7000/0 + Child 
Dental

0-14 382.33 375.72 356.40 339.40 319.98 286.72 280.43 263.82 249.25 235.22
15 415.07 407.87 386.83 368.32 347.18 310.96 304.12 286.03 270.17 254.88
16 427.59 420.16 398.47 379.38 357.58 320.23 313.17 294.52 278.16 262.40
17 440.11 432.46 410.11 390.44 367.98 329.50 322.23 303.01 286.16 269.92
18 453.59 445.70 422.64 402.35 379.18 339.48 331.98 312.15 294.77 278.02
19 453.08 444.95 421.18 400.27 376.39 335.47 327.74 307.31 289.39 272.13
20 467.04 458.66 434.16 412.61 387.99 345.81 337.84 316.78 298.31 280.51
21 481.49 472.84 447.59 425.37 399.99 356.50 348.29 326.58 307.53 289.19
22 481.49 472.84 447.59 425.37 399.99 356.50 348.29 326.58 307.53 289.19
23 481.49 472.84 447.59 425.37 399.99 356.50 348.29 326.58 307.53 289.19
24 481.49 472.84 447.59 425.37 399.99 356.50 348.29 326.58 307.53 289.19
25 483.41 474.74 449.38 427.07 401.59 357.93 349.68 327.88 308.76 290.34
26 493.04 484.19 458.33 435.58 409.59 365.06 356.65 334.41 314.92 296.13
27 504.60 495.54 469.08 445.79 419.19 373.62 365.01 342.25 322.30 303.07
28 523.38 513.98 486.53 462.38 434.79 387.52 378.59 354.99 334.29 314.35
29 538.79 529.11 500.85 475.99 447.59 398.93 389.74 365.44 344.13 323.60
30 546.49 536.68 508.02 482.80 453.99 404.63 395.31 370.66 349.05 328.23
31 558.04 548.03 518.76 493.01 463.59 413.19 403.67 378.50 356.43 335.17
32 569.60 559.37 529.50 503.21 473.19 421.75 412.03 386.34 363.81 342.11
33 576.82 566.47 536.21 509.60 479.19 427.09 417.25 391.24 368.43 346.45
34 584.53 574.03 543.38 516.40 485.59 432.80 422.83 396.46 373.35 351.07
35 588.38 577.82 546.96 519.80 488.79 435.65 425.61 399.08 375.81 353.39
36 592.23 581.60 550.54 523.21 491.99 438.50 428.40 401.69 378.27 355.70
37 596.08 585.38 554.12 526.61 495.19 441.35 431.18 404.30 380.73 358.01
38 599.93 589.16 557.70 530.01 498.39 444.21 433.97 406.91 383.19 360.33
39 607.64 596.73 564.86 536.82 504.78 449.91 439.54 412.14 388.11 364.95
40 615.34 604.29 572.02 543.63 511.18 455.61 445.12 417.36 393.03 369.58
41 626.90 615.64 582.76 553.83 520.78 464.17 453.47 425.20 400.41 376.52
42 637.97 626.52 593.06 563.62 529.98 472.37 461.49 432.71 407.48 383.17
43 653.38 641.65 607.38 577.23 542.78 483.78 472.63 443.16 417.32 392.43
44 672.64 660.56 625.28 594.24 558.78 498.04 486.56 456.23 429.63 403.99
45 695.27 682.79 646.32 614.24 577.58 514.79 502.93 471.58 444.08 417.59
46 722.23 709.27 671.39 638.06 599.98 534.76 522.44 489.86 461.30 433.78
47 752.57 739.06 699.58 664.86 625.18 557.22 544.38 510.44 480.68 452.00
48 787.23 773.10 731.81 695.48 653.98 582.89 569.46 533.95 502.82 472.82
49 821.42 806.67 763.59 725.68 682.38 608.20 594.18 557.14 524.65 493.35
50 859.94 844.50 799.40 759.71 714.38 636.72 622.05 583.27 549.26 516.49
51 897.98 881.85 834.76 793.32 745.98 664.88 649.56 609.07 573.55 539.33
52 939.87 922.99 873.70 830.33 780.78 695.90 679.86 637.48 600.31 564.49
53 982.24 964.60 913.09 867.76 815.98 727.27 710.51 666.22 627.37 589.94
54 1,027.98 1,009.52 955.61 908.17 853.97 761.14 743.60 697.24 656.59 617.42
55 1,073.72 1,054.44 998.13 948.58 891.97 795.01 776.69 728.27 685.80 644.89
56 1,123.31 1,103.15 1,044.23 992.39 933.17 831.73 812.56 761.90 717.48 674.67
57 1,173.39 1,152.32 1,090.78 1,036.63 974.77 868.80 848.78 795.87 749.46 704.75
58 1,226.83 1,204.81 1,140.46 1,083.85 1,019.17 908.37 887.44 832.12 783.60 736.85
59 1,253.31 1,230.81 1,165.08 1,107.24 1,041.17 927.98 906.60 850.08 800.51 752.75
60 1,306.76 1,283.30 1,214.76 1,154.46 1,085.57 967.55 945.26 886.33 834.65 784.85
61 1,352.98 1,328.69 1,257.73 1,195.29 1,123.97 1,001.78 978.70 917.68 864.17 812.62
62 1,383.32 1,358.48 1,285.93 1,222.09 1,149.17 1,024.24 1,000.64 938.25 883.55 830.84
63 1,421.35 1,395.84 1,321.29 1,255.70 1,180.76 1,052.40 1,028.15 964.05 907.84 853.68

64 and over 1,444.47 1,418.52 1,342.77 1,276.11 1,199.97 1,069.50 1,044.87 979.74 922.59 867.57



Rating Region 2
Small Business Medical Rate Plans

Counties: Marin, Napa, Sonoma, Solano

Effective: December 1, 2023 through November 30, 2024

Gateway 30 Platinum 
90 HMO

Gateway 70 Platinum 
90 HMO

Gateway 4010 Gold 
80 HMO

Gateway 5020 Silver 
70 HMO

Gateway 2400 Gold 
80 HDHP HMO

Gateway 7000 
Bronze 60 HDHP 

HMO
0-14 322.44 316.65 286.93 244.60 276.59 238.22
15 351.10 344.80 312.43 266.35 301.18 259.39
16 362.06 355.56 322.18 274.66 310.58 267.49
17 373.02 366.32 331.93 282.97 319.98 275.58
18 384.82 377.91 342.44 291.92 330.10 284.30
19 396.62 389.50 352.94 300.88 340.23 293.02
20 408.84 401.50 363.81 310.15 350.71 302.05
21 421.49 413.92 375.07 319.74 361.56 311.39
22 421.49 413.92 375.07 319.74 361.56 311.39
23 421.49 413.92 375.07 319.74 361.56 311.39
24 421.49 413.92 375.07 319.74 361.56 311.39
25 423.18 415.58 376.57 321.02 363.00 312.64
26 431.61 423.86 384.07 327.42 370.23 318.87
27 441.72 433.79 393.07 335.09 378.91 326.34
28 458.16 449.93 407.70 347.56 393.01 338.48
29 471.65 463.18 419.70 357.79 404.58 348.45
30 478.39 469.80 425.70 362.91 410.37 353.43
31 488.51 479.73 434.70 370.58 419.05 360.90
32 498.62 489.67 443.70 378.26 427.72 368.38
33 504.94 495.88 449.33 383.05 433.15 373.05
34 511.69 502.50 455.33 388.17 438.93 378.03
35 515.06 505.81 458.33 390.73 441.82 380.52
36 518.43 509.12 461.33 393.28 444.72 383.01
37 521.80 512.43 464.33 395.84 447.61 385.50
38 525.18 515.75 467.33 398.40 450.50 387.99
39 531.92 522.37 473.33 403.52 456.29 392.98
40 538.66 528.99 479.33 408.63 462.07 397.96
41 548.78 538.93 488.34 416.30 470.75 405.43
42 558.47 548.45 496.96 423.66 479.06 412.59
43 571.96 561.69 508.96 433.89 490.63 422.56
44 588.82 578.25 523.97 446.68 505.10 435.01
45 608.63 597.70 541.60 461.71 522.09 449.65
46 632.23 620.88 562.60 479.61 542.34 467.09
47 658.79 646.96 586.23 499.76 565.11 486.71
48 689.14 676.76 613.23 522.78 591.15 509.13
49 719.06 706.15 639.86 545.48 616.82 531.24
50 752.78 739.26 669.87 571.06 645.74 556.15
51 786.08 771.96 699.50 596.32 674.30 580.75
52 822.75 807.97 732.13 624.14 705.76 607.84
53 859.84 844.40 765.13 652.27 737.58 635.24
54 899.88 883.72 800.77 682.65 771.93 664.82
55 939.92 923.04 836.40 713.03 806.27 694.40
56 983.33 965.68 875.03 745.96 843.51 726.48
57 1,027.17 1,008.73 914.04 779.21 881.12 758.86
58 1,073.95 1,054.67 955.67 814.70 921.25 793.43
59 1,097.14 1,077.44 976.30 832.29 941.13 810.55
60 1,143.92 1,123.38 1,017.93 867.78 981.27 845.12
61 1,184.38 1,163.12 1,053.94 898.48 1,015.98 875.01
62 1,210.94 1,189.20 1,077.56 918.62 1,038.75 894.63
63 1,244.24 1,221.90 1,107.19 943.88 1,067.32 919.23
64+ 1,264.47 1,241.76 1,125.20 959.23 1,084.67 934.18

Age

Rating region is determined by the 
business/employer location



Please Visit: 
https://www.arbadmin.com/association-plans.html
for detailed plan information and enrollment forms.

USI Insurance Services, Inc. CA License 0G11911

USI Insurance Services, LLC.  
10940 White Rock Road, 2nd Floor

Rancho Cordova, CA 95670
(916) 883-0708

https://www.arbadmin.com/association-plans.html
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