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Today’s Agenda

• Plan Changes

• Open Enrollment Phases

• Open Enrollment Broker Advantage

• Getting Started

• Client Dashboard

• Summary Page

• Review Group Offerings

• Creating a new Contribution Model

• Setting a Max Contribution

• Employer HSA Match Form (Optional)

• Entering Your Contribution Amounts

• Reviewing Your Potential Renewal Costs

• Submitting Your Renewal
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Webinar Forum 

All participants are muted. Please type questions in the side navigation 

panel and we will try to address most 

questions during today's session. 

Today’s presentation will be posted

on the client manager page of our Open 

Enrollment Resource center. 

https://www.prestigepeo.com/openenrollment
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Plan Changes

• Oxford: Good News there are no major plan changes for Oxford this year. There is one 

change to copayments on the NY plans only: Outpatient mental health copayments will 

now match the specialist copay and not the primary copay.  

• UHC: More information to come for UHC National Plans.

• Aetna: Several new plans being offered and a few changes to existing plans. 
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PrestigePEO - NY OAMC Plans

Aetna Plan Name NY OA MC 0/100% 15/20 25UCR NY OA MC 0/100% 30/50 UCR NY OA MC 750/90% NY OA MC 1000/80% NY OA MC 2000/80% NY OA MC 4500/60%

Prestige Plan Name PLAN 18 PLAN 19 PLAN 20 PLAN 21 PLAN 22 PLAN 23

Control/Suffix 181808-10 181808-11 181808-12 181808-13 181808-14 181808-15

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes Yes Yes Yes Yes

OON Reimbursement 80% UCR/HIAA 80% UCR/HIAA 140%/140% 140%/140% 140%/140% 140%/140%

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $0 $0 $750/ $1,500 $1,000/$2,000 $2,000/$4,000 $4,500/ $9,000

Individual/Family Total Payment Limit $4,000/$8,000 $5,000/$10,000 $6,500/13,000 $7,000/$14,000 $7,000/$14,000 $8,550/$17,100 

Member Plan Coinsurance 0% 0% 10% 20% 20% 40%

Preventive Services $0 $0 $0 $0 $0 $0 

Physician Office Visit $15 $30 $20 $25 $30 $15

Specialist Office Visit $20 $25 $50 $40 $50 $60 $90

CVSH Virtual Care/CVSH Virtual PCP $0 $0 $0 $0 $0 $0 

Standard Virtual Office Visit (Teladoc) $15 $30 $20 $25 $30 $15

Designated Minute Clinic Standard walk-in clinic applies Standard walk-in clinic applies Standard walk-in clinic applies Standard walk-in clinic applies Standard walk-in clinic applies Standard walk-in clinic applies

Walk-in Clinic $0 $0 $0 $0 $0 $0 

Inpatient Hospital $250/day for 3 days $500/day for 3 days 10% after ded 20% after ded 20% after ded 40% after ded

Outpatient Surgery-Hospital $0 $0 10% after ded 20% after ded 20% after ded 40% after ded

Outpatient Surgery- Freestanding Facility $75 $75 10% after ded 20% after ded 20% after ded 40% after ded

Emergency $400 $400 $350 $350 $350 $500 

Ambulance $0 $400 $0 $400 $350 $350 $350 $500 

Urgent Care $75 $75 $75 $75 $75 $100 

Diagnostic Bloodwork (Labs) $0 $0 10% after ded 20% after ded 20% after ded $35 

Diagnostic X-Ray $0 $0 10% after ded 20% after ded 20% after ded 40% after ded

Complex Medical Imaging $0 $0 10% after ded 20% after ded 20% after ded 40% after ded

DME 50% 50% 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery $250/day for 3 days $500/day for 3 days 10% after ded 20% after ded 20% after ded 40% after ded

Infertility Services

Basic w/Artificial Insemination  & 

IVF/ART (cost share based on place of 

service)

Basic w/Artificial Insemination  & 

IVF/ART (cost share based on place of 

service)

Basic w/Artificial Insemination  & 

IVF/ART (cost share based on place of 

service)

Basic w/Artificial Insemination  & 

IVF/ART (cost share based on place of 

service)

Basic w/Artificial Insemination  & 

IVF/ART (cost share based on place of 

service)

Basic w/Artificial Insemination  & 

IVF/ART (cost share based on place of 

service)

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

$10/$55/$100 $10/$55/$100 $10/$55/$100 $10/$55/$100 $10/$55/$100 $10/$55/$100

Meets MA Creditble Coverage

as of January 2024
Yes Yes Yes Yes Yes No

OUT OF NETWORK

Individual/Family Deductible $3,000/$7,500 $6,000 $3,000/$7,500 $6,000 $3,000/$7,500 $6,000 $3,000/$7,500 $6,000 $5,000/$12,500 $10,000 $10,000/$25,000 $20,000

Individual/Family Total Payment Limit $7,000/$17,500 $14,000 $9,000/$22,500 $18,000 $12,000/$30,000 $24,000 $12,000/$30,000 $24,000 $15,000/$37,500 $30,000 $15,000/$37,500 $30,000

Physician Office Visit 30% after ded 30% after ded 30% after ded 30% after ded 30% after ded 30% after ded

Specialist Office Visit 30% after ded 30% after ded 30% after ded 30% after ded 30% after ded 30% after ded

Inpatient Hospital 30% after ded 30% after ded 40% after ded 50%  after ded 50%  after ded 50% after ded

Outpatient Hospital 30% after ded 30% after ded 40% after ded 50%  after ded 50%  after ded 50% after ded

Pharmacy - RX Copay Tier 30% after $10/$55/$100 30% after $10/$55/$100 30% after $10/$55/$100 30% after $10/$55/$100 30% after $10/$55/$100 30% after $10/$55/$100
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PrestigePEO - NY OAMC Plans

Aetna Plan Name NY OA MC 0/100% 15/20 25UCR NY OA MC 0/100% 30/50 UCR

Prestige Plan Name PLAN 18 PLAN 19

Control/Suffix 181808-10 181808-11

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes

OON Reimbursement 80% UCR/HIAA 80% UCR/HIAA

Deductible/OOP Style Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited

Individual/Family Deductible $0 $0 

Individual/Family Total Payment Limit $4,000/$8,000 $5,000/$10,000

Member Plan Coinsurance 0% 0%

Preventive Services $0 $0 

Physician Office Visit $15 $30

Specialist Office Visit $20 $25 $50

CVSH Virtual Care/CVSH Virtual PCP $0 $0 

Standard Virtual Office Visit (Teladoc) $15 $30

Designated Minute Clinic Standard walk-in clinic applies Standard walk-in clinic applies

Walk-in Clinic $0 $0 

Inpatient Hospital $250/day for 3 days $500/day for 3 days

Outpatient Surgery-Hospital $0 $0 

Outpatient Surgery- Freestanding Facility $75 $75 

Emergency $400 $400 

Ambulance $0 $400 $0 $400

Urgent Care $75 $75 

Diagnostic Bloodwork (Labs) $0 $0 

Diagnostic X-Ray $0 $0 

Complex Medical Imaging $0 $0 

DME 50% 50%

Bariatric Surgery $250/day for 3 days $500/day for 3 days

Infertility Services
Basic w/Artificial Insemination  & IVF/ART (cost share based on place of 

service)

Basic w/Artificial Insemination  & IVF/ART (cost share based on place of 

service)

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included, Choose Generics w/DAW MailOrder 2x copay for 90 day Specialty 

Force to 1st Fill

$10/$55/$100 $10/$55/$100

Meets MA Creditble Coverage

as of January 2024
Yes Yes
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PrestigePEO - NY OAMC Plans

Aetna Plan Name NY OA MC 0/100% 15/20 25UCR NY OA MC 0/100% 30/50 UCR NY OA MC 750/90%

Prestige Plan Name PLAN 18 PLAN 19 PLAN 20

Control/Suffix 181808-10 181808-11 181808-12

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes Yes

OON Reimbursement 80% UCR/HIAA 80% UCR/HIAA 140%/140%

Deductible/OOP Style Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com

Individual/Family Deductible $3,000/$7,500 $6,000 $3,000/$7,500 $6,000 $3,000/$7,500 $6,000

Individual/Family Total Payment Limit $7,000/$17,500 $14,000 $9,000/$22,500 $18,000 $12,000/$30,000 $24,000

Physician Office Visit 30% after ded 30% after ded 30% after ded

Specialist Office Visit 30% after ded 30% after ded 30% after ded

Inpatient Hospital 30% after ded 30% after ded 40% after ded

Outpatient Hospital 30% after ded 30% after ded 40% after ded

Pharmacy - RX Copay Tier 30% after $10/$55/$100 30% after $10/$55/$100 30% after $10/$55/$100

Aetna Plan Name NY OA MC 1000/80% NY OA MC 2000/80% NY OA MC 4500/60%

Prestige Plan Name PLAN 21 PLAN 22 PLAN 23

Control/Suffix 181808-13 181808-14 181808-15

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes Yes

OON Reimbursement 140%/140% 140%/140% 140%/140%

Deductible/OOP Style Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com

Individual/Family Deductible $3,000/$7,500 $6,000 $5,000/$12,500 $10,000 $10,000/$25,000 $20,000

Individual/Family Total Payment Limit $12,000/$30,000 $24,000 $15,000/$37,500 $30,000 $15,000/$37,500 $30,000

Physician Office Visit 30% after ded 30% after ded 30% after ded

Specialist Office Visit 30% after ded 30% after ded 30% after ded

Inpatient Hospital 50%  after ded 50%  after ded 50% after ded

Outpatient Hospital 50%  after ded 50%  after ded 50% after ded

Pharmacy - RX Copay Tier 30% after $10/$55/$100 30% after $10/$55/$100 30% after $10/$55/$100
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PrestigePEO - NY EPO Plans

Aetna Plan Name NY OA EPO 0/100% 30/65 NY OA EPO 0/100% 45/65

Prestige Plan Name PLAN 24 PLAN 25

Control/Suffix 181809-10 181809-11

Provider Directory Plan Name
Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Open Access Yes Yes

OON Reimbursement N/A N/A

Deductible/OOP Style Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited

Individual/Family Deductible $0 $0 

Individual/Family Total Payment Limit $5.000/$10,000 $5,500/$11,000

Member Plan Coinsurance 0% 0%

Preventive Services $0 $0 

Physician Office Visit $30 $45

Specialist Office Visit $65 $65

CVSH Virtual Care/CVSH Virtual PCP $0 $0

Standard Virtual Office Visit (Teladoc) $30 $45

Designated Minute Clinic Standard walk-in clinic applies Standard walk-in clinic applies

Walk-in Clinic $0 $0

Inpatient Hospital $750 $500/5 days 

Outpatient Surgery-Hospital $0 $0 

Outpatient Surgery- Freestanding Facility $0 $0 

Emergency $400 $400 

Ambulance $0 $400 $0 $400

Urgent Care $75 $75 

Diagnostic Bloodwork (Labs) $0 $0 

Diagnostic X-Ray $0 $0 

Complex Medical Imaging $0 $0 

DME 50% 50%

Bariatric Surgery $750 $500/5 days 

Advanced Infertility Services
Basic w/Artificial Insemination  & IVF/ART (cost share based on place of 

service)

Basic w/Artificial Insemination  & IVF/ART (cost share based on place of 

service)

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

$100/$300 deductible 

$10/$55/$100    

$100/$300 deductible 

$10/$55/$100    

Meets MA Creditble Coverage

as of January 2025
Yes Yes
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PrestigePEO - National OA MC Plans
New 11/1/2025 Term 11/1/2025 New 11/1/2025

Aetna Plan Name OA MC 0/100% 25/50 OA MC 300/90% OA MC 500/80% OA MC 750/90% OA MC 1000/80% OA MC 1500/70% OA MC 2000/80% OA MC 3000/70% OA MC 5000/70% OA MC 7150/100% Value
OA MC 8000/100% Value 

INT
Prestige Plan Name PLAN 71 PLAN 01 PLAN 02 PLAN 03 PLAN 04 PLAN 05 PLAN 06 PLAN 07 PLAN 08 PLAN 09 PLAN 72

Control/Suffix 181804-19 181804-10 181804-11 181804-12 181804-13 181804-14 181804-15 181804-16 181804-17 181804-18 181804-20

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Managed Choice® POS

 (Open Access)
Open Access Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes

OON Reimbursement 105%/140% 105%/140% 105%/140% 105%/140% 105%/140% 105%/140% 105%/140% 105%/140% 105%/140% 105%/140% 105%/140%
Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded Embedded Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7288 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287
Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK
Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $0 $300/$900 $500/$1,000 $750/$1,500 $1,000/$2,000 $1,500/$3,000 $2,000/$4,000 $3,000/$6,000 $5,000/$10,000 $7,150/$14,300 $8,000/$16,000
Individual/Family Total Payment 

Limit
$4,000/$8,000 $3,000/$6,000 $3,500/$7,000 

$3,000/$6,000 
$4,000/$8,000

$4,500/$9,000 $4,500/$9,000 $6,850/$13,700 $6,850/$13,700 
$6,850/$13,700 
$7,600/$15,200

$7,600/$15,200 $8,500/$17,100

Member Plan Coinsurance 0% 10% 20% 10% 20% 30% 20% 30% 30% 0% 0%
Preventive Services $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 

Physician Office Visit $25 $20 $25 $25 $25 $35 $30 $40 $40 $40 $10
Specialist Office Visit $50 $40 $50 $50 $50 $70 $60 $80 $80 0% after ded 0% after ded

CVSH Virtual Care/CVSH Virtual PCP $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
Standard Virtual Office Visit 

(Teladoc)
$25 $20 $25 $25 $25 $35 $30 $40 $40 $40 $10

Designated Minute Clinic $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
Walk-in Clinic $25 $20 $25 $25 $25 $35 $30 $40 $40 $40 $10

Inpatient Hospital $300/day x 5 days 10% after ded 20% after ded 10% after ded 20% after ded 30% after ded 20% after ded 30% after ded 30% after ded 0% after ded 0% after ded
Outpatient Surgery-Hospital $300 10% after ded 20% after ded 10% after ded 20% after ded 30% after ded 20% after ded 30% after ded 30% after ded 0% after ded 0% after ded

Outpatient Surgery- Freestanding 
Facility 

$300 10% after ded 20% after ded 10% after ded 20% after ded 30% after ded 20% after ded 30% after ded 30% after ded 0% after ded 0% after ded

Emergency $350 $350 $350 $350 $350 $350 $350 $350 $350 $500 0% after ded 0% after ded
Ambulance $350 $350 $350 $350 $350 $350 $350 $350 $350 $500 0% after ded 0% after ded
Urgent Care $85 $85 $85 $85 $85 $85 $85 $85 $85 0% after ded 0% after ded

Diagnostic Bloodwork (Labs) $0 10% after ded 20% after ded 10% after ded 20% after ded 30% after ded 20% after ded 30% after ded 30% after ded 0% after ded $20 
Diagnostic X-Ray $0 10% after ded 20% after ded 10% after ded 20% after ded 30% after ded 20% after ded 30% after ded 30% after ded 0% after ded 0% after ded

Complex Medical Imaging $250 10% after ded 20% after ded 10% after ded 20% after ded 30% after ded 20% after ded 30% after ded 30% after ded 0% after ded 0% after ded
DME 50% 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination
Basic w/Artificial 

Insemination

Prescription Coverage 
Advanced Control-Aetna

Precert,Step Therapy included,
 Choose Generics w/DAW

MailOrder 2x copay for 90 day
Specialty Force to 1st Fill

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70
$15/$55/$90

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70
$15/$55/$90

30% to $300 Max
50% to $500 Max

After Medical Deductible*
 Value Tier 1a $3

$10/$55/$90
30% to $300 max
50% to $500 max

*Deductible waived for 
Generic and Value Tier 1a  

Meets MA Creditble Coverage
as of January 2024

Yes Yes Yes Yes Yes Yes Yes No No No No

OUT OF NETWORK
Individual/Family Deductible $500/$1,000 $1,200/$3,600 $1,500/$3,000 $2,250/$4,500 $3,000/$6,000 $3,000/$9,000 $6,000 $6,000/$15,000 $12,000 $9,000/$22,500 $18,000 $10,000/$30,000 $20,000 $14,000/$28,000 $14,000/$28,000 

Individual/Family Total Payment 
Limit

$9,000/$18,000 $6,000/$18,000 $7,000/$14,000 $8,000/$16,000 $9,000/$18,000 $9,000/$27,000 $18,000 $14,000/$42,000 $28,000 $14,000/$42,000 $28,000 $20,000/$60,000 $40,000 $21,000/$42,000 $21,000/$42,000 

Physician Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded
Specialist Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded
Outpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 
50% after $10/$45/$70 

$15/$55/$90
50% after $10/$45/$70 

$15/$55/$90
50% after $10/$55/$90
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PrestigePEO - National OA MC Plans
Aetna Plan Name OA MC 750/90% OA MC 5000/70%

Prestige Plan Name PLAN 03 PLAN 08

Control/Suffix 181804-12 181804-17

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes

OON Reimbursement 105%/140% 105%/140%

Deductible/OOP Style Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited

Individual/Family Deductible $750/$1,500 $5,000/$10,000 

Individual/Family Total Payment Limit
$3,000/$6,000 

$4,000/$8,000

$6,850/$13,700 

$7,600/$15,200

Member Plan Coinsurance 10% 30%

Preventive Services $0 $0 

Physician Office Visit $25 $40

Specialist Office Visit $50 $80

CVSH Virtual Care/CVSH Virtual PCP $0 $0 

Standard Virtual Office Visit (Teladoc) $25 $40

Designated Minute Clinic $0 $0 

Walk-in Clinic $25 $40

Inpatient Hospital 10% after ded 30% after ded

Outpatient Surgery-Hospital 10% after ded 30% after ded

Outpatient Surgery- Freestanding Facility 10% after ded 30% after ded

Emergency $350 $350 $500

Ambulance $350 $350 $500

Urgent Care $85 $85 

Diagnostic Bloodwork (Labs) 10% after ded 30% after ded

Diagnostic X-Ray 10% after ded 30% after ded

Complex Medical Imaging 10% after ded 30% after ded

DME 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

$15/$55/$90

30% to $300 Max

50% to $500 Max

Meets MA Creditble Coverage

as of January 2024
Yes No

OUT OF NETWORK

Individual/Family Deductible $2,250/$4,500 $10,000/$30,000 $20,000

Individual/Family Total Payment Limit $8,000/$16,000 $20,000/$60,000 $40,000

Physician Office Visit 50% after ded 50% after ded

Specialist Office Visit 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded

Outpatient Hospital 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$70
50% after $10/$45/$70 

$15/$55/$90
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PrestigePEO - National OA MC Plans

Aetna Plan Name OA MC 1500/70% OA MC 2000/80% OA MC 3000/70% OA MC 5000/70% OA MC 7150/100% Value

Prestige Plan Name PLAN 05 PLAN 06 PLAN 07 PLAN 08 PLAN 09

Control/Suffix 181804-14 181804-15 181804-16 181804-17 181804-18

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes Yes Yes Yes

OON Reimbursement 105%/140% 105%/140% 105%/140% 105%/140% 105%/140%

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7288 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

$15/$55/$90

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

$15/$55/$90

30% to $300 Max

50% to $500 Max

Meets MA Creditble Coverage

as of January 2024
Yes Yes No No No

OUT OF NETWORK

Individual/Family Deductible $3,000/$9,000 $6,000 $6,000/$15,000 $12,000 $9,000/$22,500 $18,000 $10,000/$30,000 $20,000 $14,000/$28,000 

Individual/Family Total Payment Limit $9,000/$27,000 $18,000 $14,000/$42,000 $28,000 $14,000/$42,000 $28,000 $20,000/$60,000 $40,000 $21,000/$42,000 

Physician Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Specialist Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Outpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 
50% after $10/$45/$70 

$15/$55/$90

50% after $10/$45/$70 

$15/$55/$90



12 © 2025 PrestigePEO. All Rights Reserved. 

PrestigePEO - National OA MC Plans

New 11/1/2025 New 11/1/2025

Aetna Plan Name OA MC 0/100% 25/50 OA MC 8000/100% Value INT

Prestige Plan Name PLAN 71 PLAN 72

Control/Suffix 181804-19 181804-20

Provider Directory Plan Name
Managed Choice® POS

 (Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes

OON Reimbursement 105%/140% 105%/140%

Deductible/OOP Style Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited

Individual/Family Deductible $0 $8,000/$16,000

Individual/Family Total Payment Limit $4,000/$8,000 $8,500/$17,100

Member Plan Coinsurance 0% 0%

Preventive Services $0 $0 

Physician Office Visit $25 $10

Specialist Office Visit $50 0% after ded

CVSH Virtual Care/CVSH Virtual PCP $0 $0 

Standard Virtual Office Visit (Teladoc) $25 $10

Designated Minute Clinic $0 $0 

Walk-in Clinic $25 $10

Inpatient Hospital $300/day x 5 days 0% after ded

Outpatient Surgery-Hospital $300 0% after ded

Outpatient Surgery- Freestanding Facility $300 0% after ded

Emergency $350 0% after ded

Ambulance $350 0% after ded

Urgent Care $85 0% after ded

Diagnostic Bloodwork (Labs) $0 $20 

Diagnostic X-Ray $0 0% after ded

Complex Medical Imaging $250 0% after ded

DME 50% 50% after ded

Bariatric Surgery No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

After Medical Deductible*

 Value Tier 1a $3

$10/$55/$90

30% to $300 max

50% to $500 max

*Deductible waived for Generic and Value Tier 1a  

Meets MA Creditble Coverage

as of January 2024
Yes No

OUT OF NETWORK

Individual/Family Deductible $500/$1,000 $14,000/$28,000 

Individual/Family Total Payment Limit $9,000/$18,000 $21,000/$42,000 

Physician Office Visit 50% after ded 50% after ded

Specialist Office Visit 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded

Outpatient Hospital 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$70 50% after $10/$55/$90
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PrestigePEO - National OA EPO Plans

New 11/1/2025 New 11/1/2025 Term 11/1/2025 New 11/1/2025

Aetna Plan Name OA EPO 0/100% 25/50 OA EPO 0/100% 30/90 OA EPO 750/90% OA EPO 1000/70% OA EPO 2000/70% OA EPO 3000/100% OA EPO 5000/100% OA EPO 6350/80%
OA EPO 8000/100% 

Value INT

Prestige Plan Name PLAN 10 PLAN 73 PLAN 74 PLAN 37 PLAN 11 PLAN 12 PLAN 41 PLAN 13 PLAN 75

Control/Suffix 181805-10 181805-16 181805-17 181805-14 181805-11 181805-12 181805-15 181805-13 181805-18

Provider Directory Plan Name 
Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes Yes Yes Yes Yes Yes Yes Yes

OON Reimbursement N/A N/A N/A N/A N/A N/A N/A N/A 105%/140%

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK
Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $0 $0 $750/$1,500 $1,000/$2,000 $2,000/$4,000 $3,000/$6,000 $5,000/$10,000 $6,350/$12,700 $8,000/$16,000

Individual/Family Total Payment 

Limit
$4,000/$8,000 $8,000/$16,000 $4,000/$8,000 $5,000/$10,000

$6,000/$12,000 

$6,500/$13,000
$5,500/$11,000 $7,350/$14,700 $7,350/$14,700 $8,500/$17,100

Member Plan Coinsurance 0% 0% 10% 30% 30% 0% 0% 20% 0%

Preventive $0 $0 $0 $0 $0 $0 $0 $0 $0 

Physician Office Visit $25 $30 $25 $30 $40 $35 $35 $30 $35 $40 $10

Specialist Office Visit $50 $90 $50 $60 $80 $70 $70 $60 $70 $80 0% after ded

CVSH Virtual Care/CVSH Virtual 

PCP 
$0 $0 $0 $0 $0 $0 $0 $0 $0 

Standard Virtual Office Visit 

(Teladoc)
$25 $30 $25 $30 $40 $35 $35 $30 $35 $40 $10

Designated Minute Clinic $0 $0 $0 $0 $0 $0 $0 $0 $0 

Walk-in Clinic $25 $30 $25 $30 $40 $35 $35 $30 $35 $40 $10

Inpatient Hospital $300/day, 5 days $2,000 10% after ded 30% after ded 30% after ded $600 after ded
$500/day, 3 days; after 

ded
20% after ded 0% after ded

Outpatient Surgery-Hospital $300 Copay $1,500 10% after ded 30% after ded 30% after ded 0% $300 after ded 0% $300 after ded 20% after ded 0% after ded

Outpatient Surgery- Freestanding 

Facility 
$300 Copay $750 10% after ded 30% after ded 30% after ded $300 after ded $300 after ded 20% after ded 0% after ded

Emergency $350 $750 $350 $350 $350 $350 $500 $350 $350 0% after ded

Ambulance $0 $350 $750 $350 $350 $350 $350 $500 $350 $350 0% after ded

Urgent Care $85 $85 $85 $85 $85 $85 $85 $85 0% after ded

Diagnostic Bloodwork (Labs) $0 $0 10% after ded $0 $0 $0 $0 $0 $20 

Diagnostic X-Ray 0% 60% 10% after ded 30% after ded 30% after ded 0% after ded 0% after ded 20% after ded 0% after ded

Complex Medical Imaging $250 $400 10% after ded 30% after ded 30% after ded 0% after ded 0% after ded 20% after ded 0% after ded

DME 50% 50% 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services
Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Basic w/Artificial 

Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$15/$55/$90

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

After Medical 

Deductible*

 Value Tier 1a $3

$10/$55/$90

30% to $300 max

50% to $500 max

*Deductible waived for 

Generic and Value Tier 1a  

Meets MA Creditble Coverage

as of January 2024
Yes Yes Yes Yes Yes No No No No
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PrestigePEO - National OA EPO Plans

Aetna Plan Name OA EPO 2000/70% OA EPO 3000/100% OA EPO 5000/100%

Prestige Plan Name PLAN 11 PLAN 12 PLAN 41

Control/Suffix 181805-11 181805-12 181805-15

Provider Directory Plan Name 
Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Open Access Yes Yes Yes

OON Reimbursement N/A N/A N/A

Deductible/OOP Style Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited

Individual/Family Deductible $2,000/$4,000 $3,000/$6,000 $5,000/$10,000 

Individual/Family Total Payment Limit
$6,000/$12,000 

$6,500/$13,000
$5,500/$11,000 $7,350/$14,700

Member Plan Coinsurance 30% 0% 0%

Preventive $0 $0 $0 

Physician Office Visit $40 $35 $35 $30 $35 

Specialist Office Visit $80 $70 $70 $60 $70 

CVSH Virtual Care/CVSH Virtual PCP $0 $0 $0 

Standard Virtual Office Visit (Teladoc) $40 $35 $35 $30 $35 

Designated Minute Clinic $0 $0 $0 

Walk-in Clinic $40 $35 $35 $30 $35 

Inpatient Hospital 30% after ded $600 after ded $500/day, 3 days; after ded

Outpatient Surgery-Hospital 30% after ded 0% $300 after ded 0% $300 after ded

Outpatient Surgery- Freestanding Facility 30% after ded $300 after ded $300 after ded

Emergency $350 $350 $500 $350 

Ambulance $350 $350 $500 $350 

Urgent Care $85 $85 $85 

Diagnostic Bloodwork (Labs) $0 $0 $0 

Diagnostic X-Ray 30% after ded 0% after ded 0% after ded

Complex Medical Imaging 30% after ded 0% after ded 0% after ded

DME 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Meets MA Creditble Coverage

as of January 2024
Yes No No



15 © 2025 PrestigePEO. All Rights Reserved. 

PrestigePEO - National OA EPO Plans

New 11/1/2025 New 11/1/2025 New 11/1/2025

Aetna Plan Name OA EPO 0/100% 30/90 OA EPO 750/90% OA EPO 8000/100% Value INT

Prestige Plan Name PLAN 73 PLAN 74 PLAN 75

Control/Suffix 181805-16 181805-17 181805-18

Provider Directory Plan Name 
Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Managed Choice® POS

 (Open Access)

Open Access Yes Yes Yes

OON Reimbursement N/A N/A 105%/140%

Deductible/OOP Style Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited

Individual/Family Deductible $0 $750/$1,500 $8,000/$16,000

Individual/Family Total Payment Limit $8,000/$16,000 $4,000/$8,000 $8,500/$17,100

Member Plan Coinsurance 0% 10% 0%

Preventive $0 $0 $0 

Physician Office Visit $30 $25 $10

Specialist Office Visit $90 $50 0% after ded

CVSH Virtual Care/CVSH Virtual PCP $0 $0 $0 

Standard Virtual Office Visit (Teladoc) $30 $25 $10

Designated Minute Clinic $0 $0 $0 

Walk-in Clinic $30 $25 $10

Inpatient Hospital $2,000 10% after ded 0% after ded

Outpatient Surgery-Hospital $1,500 10% after ded 0% after ded

Outpatient Surgery- Freestanding Facility $750 10% after ded 0% after ded

Emergency $750 $350 0% after ded

Ambulance $750 $350 0% after ded

Urgent Care $85 $85 0% after ded

Diagnostic Bloodwork (Labs) $0 10% after ded $20 

Diagnostic X-Ray 60% 10% after ded 0% after ded

Complex Medical Imaging $400 10% after ded 0% after ded

DME 50% 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$15/$55/$90

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

After Medical Deductible*

 Value Tier 1a $3

$10/$55/$90

30% to $300 max

50% to $500 max

*Deductible waived for Generic and Value Tier 1a  

Meets MA Creditble Coverage

as of January 2024
Yes Yes No
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PrestigePEO - National HDHP Plans
OA MC HDHP Plans OA EPO HDHP Plans

Aetna Plan Name OA MC HDHP 3250 3300/100%  Copay OA MC HDHP 4000/100% Copay OA MC HDHP 5000/80%                         
OA EPO HDHP Copay

3250 3300/90% 

OA EPO HDHP

 5,000/80% 

Prestige Plan Name PLAN 14 PLAN 40 PLAN 15 PLAN 38 PLAN 39

Control/Suffix 181806-10 181806-14 181806-11 181806-12 181806-13

Provider Directory Plan Name
Managed Choice® POS 

(Open Access)

Managed Choice® POS 

(Open Access)

Managed Choice® POS

 (Open Access)

Elect Choice® EPO  

(Open Access)

Elect Choice® EPO  

(Open Access)

Open Access Yes Yes Yes Yes Yes

OON Reimbursement 105%/140% 105%/140% 105%/140% N/A N/A

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible 
$3,250/$6,000

$3,300/$6,600
$4,000/$8,000 $5,000/$10,000 

$3,250/$6,500

$3,300/$6,600
$5,000/$10,000

Individual/Family Total Payment Limit $5,500/$11,000 $7,000/$14,000 $6,850/$13,700 $6,000/$12,000 $6,850/$13,700

Member Plan Coinsurance 0% 0% 20% 10% 20%

Preventive Services $0 $0 $0 $0 $0 

Physician Office Visit $30 after ded $30 after ded 20% after ded $40 after ded 20% after ded

Specialist Office Visit $60 after ded $60 after ded 20% after ded $70 after ded 20% after ded

CVSH Virtual Care/CVSH Virtual PCP 0% after ded 0% after ded 0% after ded $0 after ded $0 after ded

Standard Virtual Office Visit (Teladoc)
$56 consult fee until ded is met, then $30

*eff 1/1/2026 change to $58

$56 consult fee until ded is met, then $30

*eff 1/1/2026 change to $58

$56 consult fee until ded is met, then 20%

*eff 1/1/2026 change to $58

$56 consult fee until ded is met, then 10%

*eff 1/1/2026 change to $58

$56 consult fee until ded is met, then 20%

*eff 1/1/2026 change to $58

Designated Minute Clinic 0% after ded 0% after ded 0% after ded $0 after ded $0 after ded

Walk-in Clinic $30 after ded $30 after ded 20% after ded $40 after ded 20% after ded

Inpatient Hospital $500 after ded $500 after ded 20% after ded
$500/day, 3 days; 

then 10% after ded
20% after ded

Outpatient Surgery-Hospital $300 after ded $300 after ded 20% after ded 10% $300 after ded 20% after ded

Outpatient Surgery- Freestanding Facility $300 after ded $300 after ded 20% after ded $300 after ded 20% after ded

Emergency $350 after ded $350 after ded 20% after ded 10% after ded 20% after ded

Ambulance 0% $350 after ded 0% after ded 20% after ded 10% after ded 20% after ded

Urgent Care $85 after ded $85 after ded 20% after ded 10% after ded 20% after ded

Diagnostic Bloodwork (Labs) 0% after ded 0% after ded 20% after ded 10% after ded 20% after ded
Diagnostic X-Ray 0% after ded 0% after ded 20% after ded 10% after ded 20% after ded

Complex Medical Imaging 0% after ded 0% after ded 20% after ded 10% after ded 20% after ded

DME 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

After Deductible*

 Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max

*Deductible waived for preventive medications

After Deductible*

 Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max

*Deductible waived for preventive medications

After Deductible*

 Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max

*Deductible waived for preventive medications

After Deductible*

 Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max

*Deductible waived for preventive 

medications

After Deductible*

 Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max

*Deductible waived for preventive 

medications

Meets MA Creditble Coverage

as of January 2024
Yes No Yes Yes Yes

OUT OF NETWORK

Individual/Family Deductible $6,000/$12,000 $8,000/$16,000 $10,000/$20,000 Not Covered Not Covered

Individual/Family Total Payment Limit $12,000/$24,000 $14,000/$28,000 $14,000/$28,000 Not Covered Not Covered

Physician Office Visit 50% after ded 50% after ded 50% after ded Not Covered Not Covered

Specialist Office Visit 50% after ded 50% after ded 50% after ded Not Covered Not Covered

Inpatient Hospital 50% after ded 50% after ded 50% after ded Not Covered Not Covered

Outpatient Hospital 50% after ded 50% after ded 50% after ded Not Covered Not Covered

Pharmacy - RX Copay Tier 50% after $10/$45/$70 after ded 50% after $10/$45/$70 after ded 50% after $10/$45/$70 after ded Not Covered Not Covered
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PrestigePEO - OOA PPO  Plans
HDHP Plan

Aetna Plan Name PPO 500/80% PPO 1000/80% PPO 3000/70% PPO 5000/70% PPO HDHP 3250 3300/100%  Copay

Prestige Plan Name PLAN 44 PLAN 16 PLAN 45 PLAN 17 PLAN 46
Control/Suffix 181807-12 181807-10 181807-13 181807-11 181807-14

Provider Directory Plan Name Open Choice® PPO Open Choice® PPO Open Choice® PPO Open Choice® PPO Open Choice® PPO
Open Access Yes Yes Yes Yes Yes

OON Reimbursement 105%/140% 105%/140% 105%/140% 105%/140% 105%/140%
Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287
Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK
Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $500/$1,000 $1,000/$2,000 $3,000/$6,000 $5,000/$10,000 
$3,250/$6,000
$3,300/$6,600

Individual/Family Total Payment Limit $3,500/$7,000 $4,500/$9,000 $6,850/$13,700 
$6,850/$13,700 
$7,600/$15,200

$5,500/$11,000 

Member Plan Coinsurance 20% 20% 30% 30% 0%
Preventive Services $0 $0 $0 $0 $0 

Physician Office Visit $25 $25 $40 $40 $30 after ded
Specialist Office Visit $50 $50 $80 $80 $60 after ded

CVSH Virtual Care/CVSH Virtual PCP $0 $0 $0 $0 0% after ded

Standard Virtual Office Visit (Teladoc) $25 $25 $40 $40
$56 consult fee until ded is met, then $30

*eff 1/1/2026 change to $58
Designated Minute Clinic $0 $0 $0 $0 0% after ded

Walk-in Clinic $25 $25 $40 $40 $30 after ded
Inpatient Hospital 20% after ded 20% after ded 30% after ded 30% after ded $500 after ded

Outpatient Surgery-Hospital 20% after ded 20% after ded 30% after ded 30% after ded $300 after ded
Outpatient Surgery- Freestanding Facility 20% after ded 20% after ded 30% after ded 30% after ded $300 after ded

Emergency $350 $350 $350 $350 $500 $350 after ded
Ambulance $350 $350 $350 $350 $500 0% $350 after ded
Urgent Care $85 $85 $85 $85 $85 after ded

Diagnostic Bloodwork (Labs) 20% after ded 20% after ded 30% after ded 30% after ded 0% after ded
Diagnostic X-Ray 20% after ded 20% after ded 30% after ded 30% after ded 0% after ded

Complex Medical Imaging 20% after ded 20% after ded 30% after ded 30% after ded 0% after ded
DME 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 
Advanced Control-Aetna

Precert,Step Therapy included,
 Choose Generics w/DAW

MailOrder 2x copay for 90 day
Specialty Force to 1st Fill

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70

30% to $300 Max
50% to $500 Max

Value Tier 1a $3
$10/$45/$70
$15/$55/$90

30% to $300 Max
50% to $500 Max

After Deductible*
 Value Tier 1a $3

$10/$45/$70
30% to $300 max
50% to $500 max

*Deductible waived for preventive medications
Meets MA Creditble Coverage

as of January 2024
Yes Yes No No Yes

OUT OF NETWORK
Individual/Family Deductible $1,500/$3,000 $3,000/$6,000 $9,000/$22,500 $18,000 $10,000/$30,000 $20,000 $6,000/$12,000 

Individual/Family Total Payment Limit $7,000/$14,000 $9,000/$18,000 $14,000/$42,000 $28,000 $20,000/$60,000 $40,000 $12,000/$24,000 
Physician Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded
Specialist Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded
Outpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 
50% after $10/$45/$70 

$15/$55/$90
50% after $10/$45/$70 after ded
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PrestigePEO - OOA PPO  Plans
New 11/1/2025 New 11/1/2025 New 11/1/2025 New 11/1/2025 New 11/1/2026

Aetna Plan Name PPO 300/90% PPO 750/90% PPO 2000/80% PPO 7150/100% Value PPO HDHP 5950/100% Copay

Prestige Plan Name PLAN 76 PLAN 77 PLAN 78 PLAN 79 PLAN 80

Control/Suffix 181804-15 181804-16 181804-17 181804-18 181804-19

Provider Directory Plan Name Open Choice® PPO Open Choice® PPO Open Choice® PPO Open Choice® PPO Open Choice® PPO

Open Access Yes Yes Yes Yes Yes

OON Reimbursement 105%/140% 105%/140% 105%/140% 105%/140% 105%/140%

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7288 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $300/$600 $750/$1,500 $2,000/$4,000 $7,150/$14,300 $5,950/$11,900

Individual/Family Total Payment Limit $3,000/$6,000 $4,000/$8,000 $6,850/$13,700 $7,600/$15,200 $6,700/$13,400

Member Plan Coinsurance 10% 10% 20% 0% 0%

Preventive Services $0 $0 $0 $0 $0 

Physician Office Visit $20 $25 $30 $40 $30 after ded

Specialist Office Visit $40 $50 $60 0% after ded $60 after ded

CVSH Virtual Care/CVSH Virtual PCP $0 $0 $0 $0 0% after ded

Standard Virtual Office Visit (Teladoc) $20 $25 $30 $40 $58 consult fee until ded is met, then $30

Designated Minute Clinic $0 $0 $0 $0 0% after ded

Walk-in Clinic $20 $25 $30 $40 $30 after ded

Inpatient Hospital 10% after ded 10% after ded 20% after ded 0% after ded $500 after ded

Outpatient Surgery-Hospital 10% after ded 10% after ded 20% after ded 0% after ded $300 after ded

Outpatient Surgery- Freestanding Facility 10% after ded 10% after ded 20% after ded 0% after ded $300 after ded

Emergency $350 $350 $350 0% after ded $350 after ded

Ambulance $350 $350 $350 0% after ded 0% after ded

Urgent Care $85 $85 $85 0% after ded $85 after ded

Diagnostic Bloodwork (Labs) 10% after ded 10% after ded 20% after ded 0% after ded 0% after ded

Diagnostic X-Ray 10% after ded 10% after ded 20% after ded 0% after ded 0% after ded

Complex Medical Imaging 10% after ded 10% after ded 20% after ded 0% after ded 0% after ded

DME 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$10/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$15/$55/$90

30% to $300 Max

50% to $500 Max

After Deductible*

 Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max

*Deductible waived for preventive medications

Meets MA Creditble Coverage

as of January 2024
Yes Yes Yes No Yes

OUT OF NETWORK

Individual/Family Deductible $1,200/$2,400 $2,250/$4,500 $6,000/$12,000 $14,000/$28,000 $6,000/$12,000 

Individual/Family Total Payment Limit $6,000/$12,000 $8,000/$16,000 $14,000/$28,000 $21,000/$42,000 $12,000/$24,000 

Physician Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Specialist Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Outpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $15/$55/$90 50% after $10/$45/$70 after ded
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PrestigePEO - Florida HNO Plans

Aetna Plan Name FL HNOnly 1500/80% FL HNOnly 2000/80% FL HNOnly 3000/70% FL HNOnly 5000/100% FL HNOnly 6350/100%

Prestige Plan Name PLAN 47 PLAN 48 PLAN 49 PLAN 50 PLAN 51

Control/Suffix 246830-10 246830-11 246830-12 246830-13 246830-14

Provider Directory Plan Name 
Aetna Health Network Only℠ (Open 

Access)

Aetna Health Network Only℠ (Open 

Access)

Aetna Health Network Only℠ (Open 

Access)

Aetna Health Network Only℠ (Open 

Access)

Aetna Health Network Only℠ (Open 

Access)

Open Access Yes Yes Yes Yes Yes

OON Reimbursement N/A N/A N/A N/A N/A

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-866-551-6664 1-866-551-6664 1-866-551-6664 1-866-551-6664 1-866-551-6664 

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $1,500/$3,000 $2,000/$4,000 $3,000/$6,000 $5,000/$10,000 $6,350/$12,700

Individual/Family Total Payment Limit $5,500/$11,000 $6,850/$13,700 $7,000/$14,000 $7,900 /$15,800 $7,900 /$15,800

Member Plan Coinsurance 20% 20% 30% 0% 0%

Preventive $0 $0 $0 $0 $0 

Physician Office Visit $30 $35 $40 $35 $40 

Specialist Office Visit $60 $70 $80 $70 $80 

CVSH Virtual Care/CVSH Virtual PCP Not Covered Not Covered Not Covered Not Covered Not Covered

Standard Virtual Office Visit (Teladoc) $30 $35 $40 $35 $40 

Designated Minute Clinic $0 $0 $0 $0 $0 

Walk-in Clinic $30 $35 $40 $35 $40 

Inpatient Hospital 20% after ded 20% after ded 30% after ded 0% after ded 0% after ded

Outpatient Surgery-Hospital 20% after ded 20% after ded 30% after ded 0% after ded 0% after ded

Outpatient Surgery- Freestanding Facility 20% after ded 20% after ded 30% after ded 0% after ded 0% after ded

Emergency $350 $350 $350 $350 $350 

Ambulance $0 $350 $0 $350 $0 $350 $0 $350 $0 $350

Urgent Care $85 $85 $85 $85 $85 

Diagnostic Bloodwork (Labs) $0 $0 $0 $0 $0 

Diagnostic X-Ray $60 $70 $80 $70 $80 

Complex Medical Imaging $250 $250 $300 $300 $300 

DME 50% 50% 50% 50% 50%

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination Basic w/Artificial Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$20/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$20/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$20/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$20/$45/$70

30% to $300 Max

50% to $500 Max

Value Tier 1a $3

$20/$45/$70

30% to $300 Max

50% to $500 Max

Meets MA Creditble Coverage N/A N/A N/A N/A N/A
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PrestigePEO_ Banner|Aetna JV Plans *AZ Situs

HDHP Plans

New Plan Options 11/1/2025

Aetna Plan Name AZ JV BNR OA MC 500/100% AZ JV BNR OA MC 1000/80% AZ JV BNR OA MC 3000/70% AZ JV BNR OA MC 6500/100% AZ JV BNR OA MC HDHP 5500/80%

Prestige Plan Name PLAN 87 PLAN 88 PLAN 89 PLAN 90 PLAN 91

Control/Suffix 259923-10 259923-11 259923-12 259923-13 259923-14

Provider Directory Plan Name
Banner Managed Plus/Open Access 

Managed Plus 

Banner Managed Plus/Open Access 

Managed Plus 

Banner Managed Plus/Open Access 

Managed Plus 

Banner Managed Plus/Open Access 

Managed Plus 

Banner Managed Plus/Open Access Managed 

Plus 

Open Access Yes Yes Yes Yes Yes

OON Reimbursement 105%/140% 105%/140% 105%/140% 105%/140% 105%/140%

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-888-862-0204 1-888-862-0204 1-888-862-0204 1-888-862-0204 1-888-862-0204

Plan Website Address www.banneraetna.com www.banneraetna.com www.banneraetna.com www.banneraetna.com www.banneraetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $500/$1,000 $1,000/$2,000 $3,000/$6,000 $6,500/$13,000 $5,500/$11,000

Individual/Family Total Payment Limit $3,000/$6,000 $5,500/$11,000 $6,850/$16,700 $7,500/$15,000 $6,500/$13,000

Member Plan Coinsurance 0% 20% 30% 0% 20%

Preventive Services $0 $0 $0 $0 $0 

Physician Office Visit $15 $25 $40 $25 20% after ded

Specialist Office Visit $50 $50 $80 $65 20% after ded

CVSH Virtual Care

CVSH Virtual PCP 
$0 $0 $0 $0 $0 after ded

Standard Virtual Office Visit

 (Transcarent)
$0 $0 $0 $0 $5 

Designated Minute Clinic $0 $0 $0 $0 $0 after ded

Walk-in Clinic $15 $25 $40 $25 20% after ded

Inpatient Hospital $300/day x 5 days after ded 20% after ded 30% after ded 0% after ded 20% after ded

Outpatient Surgery-Hospital $250 after ded 20% after ded 30% after ded 0% after ded 20% after ded

Outpatient Surgery- Freestanding Facility $250 after ded 20% after ded 30% after ded 0% after ded 20% after ded

Emergency $400 $400 $400 0% after ded 20% after ded

Ambulance $400 $400 $400 0% after ded 20% after ded

Urgent Care $85 $85 $85 0% after ded 20% after ded

Diagnostic Bloodwork (Labs) $0 20% after ded 30% after ded 0% after ded 20% after ded

Diagnostic X-Ray 0% after ded 20% after ded 30% after ded 0% after ded 20% after ded

Complex Medical Imaging 0% after ded 20% after ded 30% after ded 0% after ded 20% after ded

DME 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services Basic w/Artifical Insemination Basic w/Artifical Insemination Basic w/Artifical Insemination Basic w/Artifical Insemination Basic w/Artifical Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$80

30% to $300 max

50% to $500 max       

Value Tier 1a $3

$10/$45/$80

30% to $300 max

50% to $500 max       

Value Tier 1a $3

$10/$45/$80

30% to $300 max

50% to $500 max       

Value Tier 1a $3

$10/$45/$80

30% to $300 max

50% to $500 max       

After Deductible*

Value Tier 1a $3

$10/$45/$80

30% to $300 max

50% to $500 max   

*Deductible waived for preventive medications    

Meets MA Creditble Coverage

as of January 2025
N/A N/A N/A N/A N/A

OUT OF NETWORK

Individual/Family Deductible $2,000/$4,000 $3,000/$6,000 $9,000 /$18,000 $15,000/$30,000 $15,000/$30,000

Individual/Family Total Payment Limit $9,000/$18,000 $12,000/$24,000 $14,000 /$28,000 $25,000/$50,000 $25,000/$50,000

Physician Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Specialist Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Outpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$80 50% after $10/$45/$80 50% after $10/$45/$80 50% after $10/$45/$80 50% after $10/$45/$80 after ded
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PrestigePEO_ Utah Intermountain AWH Plans
HDHP Plans

New Plan Options 11/1/2025

Aetna Plan Name UT AWH OA MC 300/90% UT AWH OA MC 1000/80% UT AWH OA MC 2000/80% UT AWH OA MC 3000/70% UT AWH OA MC HDHP 3500/90% UT AWH OA MC HDHP 5000/80%

Prestige Plan Name PLAN 81 PLAN 82 PLAN 83 PLAN 84 PLAN 85 PLAN 86

Control/Suffix 259922-10 259922-11 259922-12 259922-13 259922-14 259922-15

Provider Directory Plan Name
Aetna Whole Health (UT) - Connected 

Utah Open Access Managed Choice

Aetna Whole Health (UT) - Connected 

Utah Open Access Managed Choice

Aetna Whole Health (UT) - Connected 

Utah Open Access Managed Choice

Aetna Whole Health (UT) - Connected 

Utah Open Access Managed Choice

Aetna Whole Health (UT) - Connected 

Utah Open Access Managed Choice

Aetna Whole Health (UT) - Connected 

Utah Open Access Managed Choice

Open Access Yes Yes Yes Yes Yes Yes

OON Reimbursement 105%/140% 105%/140% 105%/140% 105%/140% 105%/140% 105%/140%

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded Embedded

Member Services # 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287 1-800-704-7287

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $300/$600 $1,000/$2,000 $2,000/$4,000 $3,000/$6,000 $3,500/$7,000 $5,000/$10,000

Individual/Family Total Payment Limit $3,000/$6,000 $4,500/$9,000 $6,850/$13,700 $6,850/$13,700 $6,000/$12,000 $6,850/$13,700

Member Plan Coinsurance 10% 20% 20% 30% 10% 20%

Preventive Services

Physician Office Visit $20 $25 $30 $40 10% after ded 20% after ded

Specialist Office Visit $40 $50 $60 $80 10% after ded 20% after ded

CVSH Virtual Care

CVSH Virtual PCP 
$0 $0 $0 $0 $0 after ded $0 after ded

Standard Virtual Office Visit (Teladoc) $20 $25 $30 $40 

$56 consult fee until ded is met, then 

10% coinsurance

*eff 1/1/2026 change to $58

$56 consult fee until ded is met, then 

20% coinsurance

*eff 1/1/2026 change to $58

Designated Minute Clinic $0 $0 $0 $0 $0 after ded $0 after ded

Walk-in Clinic $20 $25 $30 $40 10% after ded 20% after ded

Inpatient Hospital 10% after ded 20% after ded 20% after ded 30% after ded 10% after ded 20% after ded

Outpatient Surgery-Hospital 10% after ded 20% after ded 20% after ded 30% after ded 10% after ded 20% after ded

Outpatient Surgery- Freestanding Facility 10% after ded 20% after ded 20% after ded 30% after ded 10% after ded 20% after ded

Emergency $350 $350 $350 $350 10% after ded 20% after ded

Ambulance $350 $350 $350 $350 10% after ded 20% after ded

Urgent Care $85 $85 $85 $85 10% after ded 20% after ded

Diagnostic Bloodwork (Labs) 10% after ded 20% after ded 20% after ded 30% after ded 10% after ded 20% after ded

Diagnostic X-Ray 10% after ded 20% after ded 20% after ded 30% after ded 10% after ded 20% after ded

Complex Medical Imaging 10% after ded 20% after ded 20% after ded 30% after ded 10% after ded 20% after ded

DME 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Bariatric Surgery No Coverage No Coverage No Coverage No Coverage No Coverage No Coverage

Infertility Services Basic w/Artifical Insemination Basic w/Artifical Insemination Basic w/Artifical Insemination Basic w/Artifical Insemination Basic w/Artifical Insemination Basic w/Artifical Insemination

Prescription Coverage 

Advanced Control-Aetna

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max       

Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max       

Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max       

Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max       

After Deductible*

Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max   

*Deductible waived for preventive 

medications    

After Deductible*

Value Tier 1a $3

$10/$45/$70

30% to $300 max

50% to $500 max   

*Deductible waived for preventive 

medications    

Meets MA Creditble Coverage

as of January 2025
N/A N/A N/A N/A N/A N/A

OUT OF NETWORK

Individual/Family Deductible $1,200/$2,400 $3,000/$6,000 $6,000/$12,000 $9,000/$18,000 $7,000/$14,000 $10,000/$20,000

Individual/Family Total Payment Limit $6,000/$12,000 $9,000/$18,000 $14,000/$28,000 $14,000/$28,000 $13,000/$26,000 $14,000/$28,000

Physician Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Specialist Office Visit 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Inpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Outpatient Hospital 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded 50% after ded

Pharmacy - RX Copay Tier 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70 50% after $10/$45/$70
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PrestigePEO - California HMO Plans

Aetna Plan Name
HMO 0/100% 20/50 NCA HMO 500/100% NCA HMO 1000/100% NCA HMO 3000/100% NCA HMO 5000/100% NCA
HMO 0/100% 20/50 SCA HMO 500/100% SCA HMO 1000/100% SCA HMO 3000/100% SCA HMO 5000/100% SCA

Prestige Plan Name
Plan 53 (N.CA)

Plan 62 (S.CA)

Plan 54 (N.CA)

Plan 63 (S.CA)

Plan 55 (N.CA)

Plan 64 (S.CA)

Plan 56 (N.CA)

Plan 65  (S.CA)

Plan 57 (N.CA)

Plan 66 (S.CA)

Control/Suffix
246831-10 (N.CA)

246831-20 (S.CA)

246831-11 (N.CA)

246831-21 (S.CA)

246831-12 (N.CA)

246831-22 (S.CA)

246831-13 (N.CA)

246831-23 (S.CA)

246831-14 (N.CA)

246831-24 (S.CA)

Provider Directory Plan Name HMO HMO HMO HMO HMO

Open Access No No No No No

OON Reimbursement N/A N/A N/A N/A N/A

Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-866-551-6664 1-866-551-6664 1-866-551-6664 1-866-551-6664 1-866-551-6664 

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK
Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $0 $500/$1,000 $1,000/$2,000 $3,000/$6,000 $5,000/$10,000

Individual/Family Total Payment Limit $4,000/$8,000 $6,000/$12,000 $7,000/$14,000 $7,000/$14,000 $7,000/$14,000

Member Plan Coinsurance 0% 0% 0% 0% 0%

Preventive $0 $0 $0 $0 $0

Physician Office Visit $20 $30 $40 $55 $40

Specialist Office Visit $50 $60 $70 $70 $70 

CVSH Virtual Care/CVSH Virtual PCP Not Covered Not Covered Not Covered Not Covered Not Covered

Standard Virtual Office Visit (Teladoc) $50 $56 $56 $56 $56

Designated Minute Clinic $0 $0 $0 $0 $0

Walk-in Clinic $20 $30 $40 $55 $40

Inpatient Hospital $400/day, 3 days $600/day after ded, 3 days $300/day after ded, 5 days $500/day after ded, 5 days $500/day after ded, 5 days

Outpatient Surgery-Hospital $300 $350 after ded $250 after ded $350 after ded $300 after ded

Outpatient Surgery- Freestanding Facility $300 $350 after ded $250 after ded $350 after ded $300 after ded

Emergency

(copay waived if admitted)
$350 $350 $350 copay after ded $350 copay after ded $350 copay after ded

Ambulance $0 $0 $0 $0 $0

Urgent Care $75 $75 $100 $100 $100 

Diagnostic Bloodwork (Labs) $0 $0 $0 $0 $0

Diagnostic X-Ray $50 $60 $70 $70 $70 

Complex Medical Imaging $100 $200 $150 $250 $200 

DME 50% 50% 50% 50% 50%

Bariatric Surgery $400/day, 3 days $600/day after ded, 3 days $300/day after ded, 5 days $500/day after ded, 5 days $500/day after ded, 5 days

Infertility Services

Basic with Artifical Insemination and ART: 

$50 copay  (cost share based on place of 

service) 

Basic with Artifical Insemination and ART: 

$60 copay  (cost share based on place of 

service) 

Basic with Artifical Insemination and ART: 

$70 copay  (cost share based on place of 

service) 

Basic with Artifical Insemination and ART: 

$70 copay  (cost share based on place of 

service) 

Basic with Artifical Insemination and ART: 

$70 copay  (cost share based on place of 

service) 

Prescription Coverage 

Advanced Control Plan - Aetna: California

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value 

Tier 1a 

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value 

Tier 1a 

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value 

Tier 1a 

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value 

Tier 1a 

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value 

Tier 1a 

Meets MA Creditble Coverage N/A N/A N/A N/A N/A

OUT OF NETWORK

Individual/Family Deductible Not Covered Not Covered Not Covered Not Covered Not Covered

Individual/Family Total Payment Limit Not Covered Not Covered Not Covered Not Covered Not Covered

Physician Office Visit Not Covered Not Covered Not Covered Not Covered Not Covered

Specialist Office Visit Not Covered Not Covered Not Covered Not Covered Not Covered

Inpatient Hospital Not Covered Not Covered Not Covered Not Covered Not Covered

Outpatient Hospital Not Covered Not Covered Not Covered Not Covered Not Covered

Pharmacy - Rx Copay Tier Not Covered Not Covered Not Covered Not Covered Not Covered
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PrestigePEO - California HMO Plans

Aetna Value Network

Aetna Plan Name
Aetna Value Network HMO 0/100% 20/50 NCA Aetna Value Network HMO 500/100% NCA Aetna Value Network HMO 1000/100% NCA Aetna Value Network HMO 5000/100% NCA

Aetna Value Network HMO 0/100% 20/50 SCA Aetna Value Network HMO 500/100% SCA Aetna Value Network HMO 1000/100% SCA Aetna Value Network HMO 5000/100% SCA

Prestige Plan Name
Plan 58 (N.CA)

Plan 67 (S.CA)

Plan 59 (N.CA)

Plan 68 (S.CA)

Plan 60 (N.CA)

Plan 69 (S.CA)

Plan 61 (N.CA)

Plan 70 (S.CA)

Control/Suffix
246831-15 (N.CA)

246831-25 (S.CA)

246831-16 (N.CA)

246831-26 (S.CA)

246831-17 (N.CA)

246831-27 (S.CA)

246831-18 (N.CA)

246831-28 (S.CA)

Provider Directory Plan Name Aetna Value Network HMO Aetna Value Network HMO Aetna Value Network HMO Aetna Value Network HMO

Open Access No No No No

OON Reimbursement N/A N/A N/A N/A

Deductible/OOP Style Embedded Embedded Embedded Embedded

Member Services # 1-866-551-6664 1-866-551-6664 1-866-551-6664 1-866-551-6664 

Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK

Lifetime Max Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $0 $500/$1,000 $1,000/$2,000 $5,000/$10,000

Individual/Family Total Payment Limit $4,000/$8,000 $6,000/$12,000 $7,000/$14,000 $7,000/$14,000

Member Plan Coinsurance 0% 0% 0% 0%

Preventive $0 $0 $0 $0

Physician Office Visit $20 $30 $40 $40

Specialist Office Visit $50 $60 $70 $70 

CVSH Virtual Care/CVSH Virtual PCP Not Covered Not Covered Not Covered Not Covered

Standard Virtual Office Visit (Teladoc) $50 $56 $56 $56

Designated Minute Clinic $0 $0 $0 $0

Walk-in Clinic $20 $30 $40 $40

Inpatient Hospital $400/day, 3 days $600/day, 3 days $300/day after ded, 5 days $500/day after ded, 5 days

Outpatient Surgery-Hospital $300 $350 $250 after ded $300 after ded

Outpatient Surgery- Freestanding Facility $300 $350 $250 after ded $300 after ded

Emergency

(copay waived if admitted)
$350 $350 $350 copay after ded $350 copay after ded

Ambulance $0 $0 $0 $0

Urgent Care $75 $75 $100 $100 

Diagnostic Bloodwork (Labs) $0 $0 $0 $0

Diagnostic X-Ray $50 $60 $70 $70 

Complex Medical Imaging $100 $200 $150 $200 

DME 50% 50% 50% 50%

Bariatric Surgery $400/day, 3 days $600/day after ded, 3 days $300/day after ded, 5 days $500/day after ded, 5 days

Infertility Services
Basic with Artifical Insemination and ART: $50 copay  (cost 

share based on place of service) 

Basic with Artifical Insemination and ART: $60 copay  (cost 

share based on place of service) 

Basic with Artifical Insemination and ART: $70 copay  (cost 

share based on place of service) 

Basic with Artifical Insemination and ART: $70 copay  (cost 

share based on place of service) 

Prescription Coverage 

Advanced Control Plan - Aetna: California

Precert,Step Therapy included,

 Choose Generics w/DAW

MailOrder 2x copay for 90 day

Specialty Force to 1st Fill

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

$150/$450 Deductible*

Value Tier1a $3

$15/$35/$60

30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

Meets MA Creditble Coverage N/A N/A N/A N/A

OUT OF NETWORK

Individual/Family Deductible Not Covered Not Covered Not Covered Not Covered

Individual/Family Total Payment Limit Not Covered Not Covered Not Covered Not Covered

Physician Office Visit Not Covered Not Covered Not Covered Not Covered

Specialist Office Visit Not Covered Not Covered Not Covered Not Covered

Inpatient Hospital Not Covered Not Covered Not Covered Not Covered

Outpatient Hospital Not Covered Not Covered Not Covered Not Covered

Pharmacy - Rx Copay Tier Not Covered Not Covered Not Covered Not Covered
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PrestigePEO - California HMO Plans

New Plan Options 11/1/2025

Aetna Whole Health Southern CA Network

Aetna Plan Name AWH Southern CA HMO 0/100% 20/50 AWH Southern CA HMO 500/100% AWH Southern CA HMO 1000/100% AWH Southern CA HMO 3000/100% AWH Southern CA HMO 5000/100%

Prestige Plan Name PLAN 92 PLAN 93 PLAN 94 PLAN 95 PLAN 96

Control/Suffix 259929-10 259929-11 259929-12 259929-13 259929-14

Provider Directory Plan Name AWH - Southern CA HMO AWH - Southern CA HMO AWH - Southern CA HMO AWH - Southern CA HMO AWH - Southern CA HMO
Open Access No No No No No

OON Reimbursement N/A N/A N/A N/A N/A
Deductible/OOP Style Embedded Embedded Embedded Embedded Embedded

Member Services # 1-866-551-6664 1-866-551-6664 1-866-551-6664 1-866-551-6664 1-866-551-6664 
Plan Website Address www.aetna.com www.aetna.com www.aetna.com www.aetna.com www.aetna.com

IN NETWORK
Lifetime Max Unlimited Unlimited Unlimited Unlimited Unlimited

Individual/Family Deductible $0 $500/$1,000 $1,000/$2,000 $3,000/$6,000 $5,000/$10,000
Individual/Family Total Payment Limit $4,000/$8,000 $6,000/$12,000 $7,000/$14,000 $7,000/$14,000 $7,000/$14,000

Member Plan Coinsurance 0% 0% 0% 0% 0%
Preventive $0 $0 $0 $0 $0

Physician Office Visit $20 $30 $40 $55 $40
Specialist Office Visit $50 $60 $70 $70 $70 

CVSH Virtual Care/CVSH Virtual PCP Not Covered Not Covered Not Covered Not Covered Not Covered
Standard Virtual Office Visit (Teladoc) $50 $56 $56 $56 $56

Designated Minute Clinic $0 $0 $0 $0 $0
Walk-in Clinic $20 $30 $40 $55 $40

Inpatient Hospital $400/day, 3 days $600/day after ded, 3 days $300/day after ded, 5 days $500/day after ded, 5 days $500/day after ded, 5 days
Outpatient Surgery-Hospital $300 $350 after ded $250 after ded $350 after ded $300 after ded

Outpatient Surgery- Freestanding Facility $300 $350 after ded $250 after ded $350 after ded $300 after ded

Emergency
(copay waived if admitted)

$350 $350 $350 copay after ded $350 copay after ded $350 copay after ded

Ambulance $0 $0 $0 $0 $0
Urgent Care $75 $75 $100 $100 $100 

Diagnostic Bloodwork (Labs) $0 $0 $0 $0 $0
Diagnostic X-Ray $50 $60 $70 $70 $70 

Complex Medical Imaging $100 $200 $150 $250 $200 
DME 50% 50% 50% 50% 50%

Bariatric Surgery $400/day, 3 days $600/day after ded, 3 days $300/day after ded, 5 days $500/day after ded, 5 days $500/day after ded, 5 days

Infertility Services
Basic with Artifical Insemination and ART   (cost share 

based on place of service) 
Basic with Artifical Insemination and ART   (cost share 

based on place of service) 
Basic with Artifical Insemination and ART   (cost share 

based on place of service) 
Basic with Artifical Insemination and ART   (cost 

share based on place of service) 
Basic with Artifical Insemination and ART   (cost 

share based on place of service) 

Prescription Coverage 
Advanced Control Plan - Aetna: California

Precert,Step Therapy included,
 Choose Generics w/DAW

MailOrder 2x copay for 90 day
Specialty Force to 1st Fill

$150/$450 Deductible*
Value Tier1a $3

$15/$35/$60
30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

$150/$450 Deductible*
Value Tier1a $3

$15/$35/$60
30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

$150/$450 Deductible*
Value Tier1a $3

$15/$35/$60
30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

$150/$450 Deductible*
Value Tier1a $3

$15/$35/$60
30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

$150/$450 Deductible*
Value Tier1a $3

$15/$35/$60
30% to $250 max  

*Deductible waived for Generic and Value Tier 1a 

Meets MA Creditble Coverage N/A N/A N/A N/A N/A
OUT OF NETWORK

Individual/Family Deductible Not Covered Not Covered Not Covered Not Covered Not Covered
Individual/Family Total Payment Limit Not Covered Not Covered Not Covered Not Covered Not Covered

Physician Office Visit Not Covered Not Covered Not Covered Not Covered Not Covered
Specialist Office Visit Not Covered Not Covered Not Covered Not Covered Not Covered

Inpatient Hospital Not Covered Not Covered Not Covered Not Covered Not Covered
Outpatient Hospital Not Covered Not Covered Not Covered Not Covered Not Covered

Pharmacy - Rx Copay Tier Not Covered Not Covered Not Covered Not Covered Not Covered
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Wednesday, August 27, 2025, 2:00 p.m. EST

PrestigePEO is proud to partner with Aflac to offer a powerful new 

voluntary benefit, BenExtend, for the 2025 Open Enrollment season.

Register at

www.prestigepeo.com/benextend-webinar
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What to Expect

• Carrier Renewals finalized and communicated to brokers first: (On or near) August 13th 

• Renewals communicated to clients directly: Sept 2nd

• Client decisions for Plans offered and contribution strategy: Due September 24th

• Portal set up between Sept 18th and September 30th for employee e-mails to go out 

starting on October 2nd ( there are 2 employees waves Oct 2nd -17th  and Oct 9th  -24th)  

• By request, Open Enrollment Meetings with specialists and employees are scheduled 

after decisions from employers are received mid September through the beginning of 

October. 

• Employee decisions for their own plan elections due October 17th (Wave 1) or October 

24th (Wave 2)



PrestigePEO conducts Open enrollment for our employer 
groups and employees. It is broken down into 2 phases: 
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Benefits Renewal Portal

(NEW FEATURES)

Open Enrollment Portal 

(in PrestigePRO)

OE Resource Center 

(located on PrestigePEO.com)

Phase 1 for Clients and Brokers Phase 2 for Clients and WSE’s
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Phase 1

Benefits Renewal Portal 

Phase 1 is the delivery of renewal rates and 

plans to the client/broker contacts and decision 

makers. Strategy meetings are conducted and 

decisions made for plans offered and 

contributions by employer for each coverage.  
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Phase 2

Open Enrollment 

Employee Portal

(PrestigePRO)

The second phase is the set up for all 

employees to go through their own benefit 

portal and see the changes, their costs, and 

any new products. We offer meetings for 

employees to go over changes and what to 

expect for open enrollment. 



Open Enrollment
Broker Advantage

As we gear up for another Open Enrollment, we have new features in the Benefits Renewal Portal! This year the technology was improved to 

allow you to plan your benefits for the upcoming year and share those plans with decision makers. 
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• Compare existing plans to new plans using the Rate Comparison tool

• View or download Full Renewal and Employee Census Report

• View your clients on your dashboard with Open Enrollment rates

• Simpler way to view and compare benefit menus

• Track status of your clients 

• Test and Build contribution strategy models for your clients



GETTING STARTED
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Brokers New to the PrestigePEO 
Renewal Portal

1. You will receive an email from
no-reply@auth.prestigepeo.com.

2. Within that email, you will see an activate button.

3. Click the Activate Portal Account button.

4. You will be brought to a new screen.

5. On that screen, use your Prestige-given email 
address as your username and create a new 
password.

6. Once you land on the welcome page, you will see 
a blue welcome banner at the top of the page.
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Password Reset Instructions for the
PrestigePEO Renewal Portal

Brokers who had access to the portal last year will be able to 
see the renewals for their groups as they become available 
by going to https://openenrollment.prestigepeo.com/login.

To reset your password, follow the instructions below.

1. Click “Need help signing in?” link located under the 
Sign-In button.

2. Click “Forgot password?” link.

3. You will be prompted to enter your password or 
username. Your username is preset to match your email 
address.

4. Click “Reset via Email” button.

If you have any issues logging in, please call 833-PEO-
BEN1 and a Benefits Specialist will get back to you.

https://openenrollment.prestigepeo.com/login
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CLIENT DASHBOARD
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SUMMARY PAGE
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REVIEW GROUP OFFERINGS
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PrestigePEO  -   Medical Benefit Menu

1-Nov-25

Aetna National

#REF! Plan 01 Aetna OA MC POS 300/90 Plan 02 Aetna OA MC POS 500/80 Plan 03 Aetna OA MC POS 750/90 Plan 04 Aetna OA MC POS 1000/80

Benefits In-Network In-Network In-Network In-Network

Preventative / Primary Care / Specialist $0 / $20 / $40 $0 / $25 / $50 $0 / $25 / $50 $0 / $25 / $50

Deductible (Invididual / Family) $300 / $900 $500 / $1,000 $750 / $1,500 $1,000 / $,2000

Co-Insurance Percent 10% 20% 10% 20%

Maximum OOP (Individual / Family) $3,000 / $6,000 $3,500 / $7,000 $3,000 / $6,000 $4,500 / $9,000

Hospital Semi-Private Room Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance

Hospital Emergency Room $350 Copay $350 Copay $350 Copay $350 Copay

Outpatient Surgery Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance

Laboratory Services Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance

MRI, MRA, PET, Ultrasound Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance Deductible & Co-insurance

Urgent Care $85 Copay $85 Copay $85 Copay $85 Copay

Out-of-Network Out-of-Network Out-of-Network Out-of-Network

Deductible (Invididual / Family) $1,200 / $3,600 $1,500 / $3,000 $2,250 / $4,500 $3,000 / $6,000

Maximum OOP (Individual / Family) $6,000 / $18,000 $7,000 / $14,000 $8,000 / $16,000 $9,000 / $18,000

Co-Insurance Percent 50% 50% 50% 50%

Prescriptions Prescriptions Prescriptions Prescriptions

Deductible N/A N/A N/A N/A

Co-Pays $10 / $45 / $70 $10 / $45 / $70 $10 / $45 / $70 $10 / $45 / $70

Covered Employees and Rates

Employee $676.86 $601.29 $608.95 $530.65

Employee + Spouse $1,489.08 $1,322.83 $1,339.68 $1,167.43

Employee + Child(ren) $1,353.71 $1,202.58 $1,217.89 $1,061.30

Employee + Family $2,098.26 $1,864.00 $1,887.74 $1,645.01

Please Note: All co-payments, deductibles, and co-insurance (medical & prescription) paid for In-Network Covered Services contribute to the In-Network out-of-pocket maximum.  Information 

above is for illustration purposes. Refer to the Summary Plan Description for full details and plan provisions. For detailed summaries contact your Benefit Specialist.
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SETTING A MAX CONTRIBUTION
(Max Contributions can only be entered for Medical Plans)
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ENTERING YOUR
CONTRIBUTION AMOUNTS
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EMPLOYER HSA MATCH FORM
(OPTIONAL)
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REVIEWING YOUR POTENTIAL
RENEWAL COSTS
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SUBMITTING YOUR RENEWAL
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Questions / Comments / Discussion?
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PrestigePEO Communications

Join us on LinkedIn, Facebook, Instagram, 

Twitter, and YouTube to receive event 

notifications and weekly updates

Be on the look out for our email 

newsletter, PrestigePEO Insights

Reach out to your support teams – HR and 

Compliance,  Employee Benefits, and Payroll 

directly from our PrestigeGO mobile app 

You can view today’s presentation and video recording by visiting: 

https://www.prestigepeo.com/openenrollment 

Navigate to the client manager page. 
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Human Resources, Employee Benefits, and Payroll Simplified

You started your business because you had a great idea. We started our business to handle the rest.

We Are Here For You 
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