Preferred Gold Plan PREMERA |

Preferred Exclusive Provider Organization
An Independent Licensee of the Blue Cross Blue Shield Association
Monthly rates for
individuals and families Gold
Deductible $1,500
Start date: Jan. 1, 2027 AGE Non-tobacco Tobacco
0-14 745.20 745.20
Area 2 15 811.44 811.44
These rates apply if you live in any of the 16 836.77 836.77
following counties: Grays Harbor, Kitsap, 7 862.10 862.10
Lewis, Pacific 18 889.37 889.37
19 916.65 916.65
If you are eligible for a subsidy, rates will be 20 944.90 944.90
adjusted. 21 974.12 974.12
D . h| 22 97412 974.12
etermine your montnly rate 23 97419 97412
Step 1: Choose a plan and a deductible amount 24 974.12 97412
from the chart. The chart shows the deductible 25 978.02 978.02
for an individual. The deductible for a family is 2 26 997.50 997.50
times the individual deductible. A deductible is 27 102088 1020.88
the amount you pay each year before the health 8 1058.87 1058.87
plan starts to pay for certain services.
Copayments do not count toward meeting your 29 1090.04 1090.04
deductible. 30 1105.63 1105.63
31 1129.00 1129.00
Step 2: Find your age and circle the rate that 32 1152.38 1152.38
applies to your use or non-use of tobacco. 33 1166.99 1166.99
Tobacco use means use of any tobacco product 34 1182 58 118258
on average 4 or more times per week vy|th|n the 35 1190.37 1190.37
past 6 months. Tobacco use does not include
religious or ceremonial use. E-cigarettes are not 36 1198.17 1198.17
considered tobacco. 37 1205.96 1205.96
38 1213.75 1213.75
Step 3: Repeat step 2 for each eligible family 39 1229.34 1229.34
member you wish to add to your health care 40 1244.92 1244.92
plan. Eligib(lje family members indclude >|/ou, |your a1 1268.30 1268.30
spouse or domestic partner, and your lega
dgpendents and chilgren under aée 26. lg/lonthly 42 1290.71 1290.71
rates are charged for all dependents and children 43 1321.88 1321.88
age 21 and older and for the first 3 oldest 44 1360.84 1360.84
dependents and children under age 21. 45 1406.63 1406.63
Additional dependents and children age 20 and 46 1461.18 1461.18
younger are not charged. 47 1522.55 1522.55
. 48 1592.68 1592.68
Step 4: Add up the circled amounts. The total
will be the dollar amount of your monthly health 49 1661.85 1661.85
plan bill. 50 1739.78 1739.78
51 1816.73 1816.73
You $ 52 1901.48 1901.48
+ Spouse/Domestic partner | $ 53 1987.20 1987.20
+ Dependent S 54 2079.74 2079.74
+ Dependent $ 55 2172.29 2172.29
+ Dependent S 56 2272.62 2272.62
Total monthly rate $ 57 2373.93 2373.93
58 2482.06 2482.06
59 2535.63 2535.63
60 2643.76 2643.76
61 2737.27 2737.27
62 2798.64 2798.64
63 2875.60 2875.60
049913 (09-25-2026) 64+ 2922.36 2922.36




We want to make it simple and easy for you to understand your health plan.

Important notes Contact us
Individual health plans are available to permanent For enrollment information or if you have questions about Premera
Washington residents who are not enrolled in Medicare Blue Cross:
Part A or Part B. +  Visit premera.com
Call 844-961-9823.
Rates are based on your current age. When your age +  Talkto a producer, a licensed professional also known as an
changes during the year, your rate will not change until agent.

the next time you enroll in a health plan.

The deductible amount listed for each rate category is the
individual deductible. The family deductible is 2 times the
individual deductible.


https://www.premera.com/
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