Cascade Gold, Silver, and Bronze PREMERA |

Preferred Exclusive Provider Organization
Monthly rates for ]
individuals and families Cascade Gold Cascade Silver Cascade Bronze
Deductible $500 $2,000 $6,000
Start date: Jan. 1, 2024 AGE Non-tobacco Tobacco |Non-tobacco Tobacco |Non-tobacco Tobacco
0-14 533.75 533.75 419.89 419.89 304.33 304.33
Area 6 15 581.19 581.19 457.22 457.22 331.38 331.38
, o 16 599.33 599.33 471.49 471.49 341.72 341.72
Ig&sﬁig‘zz L"j‘rﬁ’fy'}/lz”;gr?ﬁi'r:"%”kia‘; 17 617.47 617.47 485.76 485.76 352.06 352.06
’ 18 637.01 637.01 501.13 501.13 363.20 363.20
If you are eligible for a subsidy, rates will be 19 656.54 656.54 516.50 516.50 374.34 374.34
adjusted. 20 676.78 676.78 532.41 532.41 385.88 385.88
21 697.71 750.04 548.88 590.05 397.81 427.65
Determine your monthly rate 22 697.71 750.04 548.88 590.05 397.81 427.65
Step 1: Choose a plan and a deductible amount 23 697.71 750.04 548.88 590.05 397.81 427.65
from the chart. The chart shows the deductible 24 697.71 750.04 548.88 590.05 397.81 427.65
for an individual. The deductible for a family is 2 25 700.50 753.04 551.08 59247 399.40 429.36
times the individual deductible. A deductible is 26 714.45 768.04 562.05 604.21 407.36 437.91
the amount you pay each year before the health 27 731.20 786.04 575.23 618.37 416.91 44818
plan starts to pay for certain services. 28 758.41 815.29 596.63 641.38 432.42 464.85
ggg’jg’trig‘fgts do not count toward meeting your 29 78074 839.29 614.20 660.26 44515 47854
30 791.90 851.29 622.98 669.70 451.52 485.38
Step 2: Find your age and circle the rate that 31 808.65 869.29 636.15 683.86 461.07 495.65
applies to your use or non-use of tobacco. 32 825.39 887.29 649.32 698.02 470.61 505.91
Tobacco use means use of any tobacco product 33 835.86 898.55 657.56 706.87 476.58 512.32
on average 4 or more times per week vyithin the 34 84702 910.55 666.34 716.32 482 95 571917
past 6 months. Tobacco use does not include 35 852.60 916.55 670.73 721.04 486.13 522.59
rellglpus or ceremonial use. E—olgarettes are not 36 85818 922 55 675.12 79576 489.31 52601
considered tobacco. ‘ ’ ‘ : i :
37 863.76 928.55 679.51 730.48 492.49 529.43
Step 3: Repeat step 2 for each eligible family 38 869.35 934.55 683.90 735.20 495.68 532.85
member you wish to add to your health care 39 880.51 946.55 692.69 744.64 502.04 539.69
plan. Eligible family members include you, your 40 891.67 958.55 701.47 754.08 508.41 546.54
spouse or domestic partner, and your legal 41 908.42 976.55 714.64 768.24 517.95 556.80
dependents and children under age 26. Monthly 42 924.47 993.80 727.27 781.81 527.10 566.64
rates are charged for all dependents and children
age 21 and older and for the first 3 oldest 43 946.79 1017.80 744.83 800.69 539.83 580.32
dependents and children under age 21. 44 974.70 1047.80 766.78 824.29 555.75 597.43
Additional dependents and children age 20 and 45 1007.49 1083.05 792.58 852.03 574.44 617.53
younger are not charged. 46 1046.56  1125.06 823.32 885.07 596.72 641.47
) 47 1090.52 1172.31 857.90 922.24 621.78 668.42
Step 4: Add up the circled amounts. The total 48 114076 122631 897.42 964.72 650.42 699.21
will be the dollar amount of your monthly health
olan bill. 49 1190.29 1279.56 936.39 1006.62 678.67 729.57
50 1246.11 1339.57 980.30 1053.82 710.49 763.78
You S 51 1301.23 1398.82 1023.66 1100.44 741.92 797.57
+ Spouse/Domestic partner | § 52 1361.93 1464.07 1071.41 1151.77 776.53 834.77
+ Dependent S 53 1423.33 1530.08 1119.71 1203.69 811.54 872.40
+ Dependent S 54 1489.61 1601.33 1171.86 1259.75 849.33 913.03
+ Dependent $ 55 1555.89 1672.58 1224.00 1315.80 887.12 953.66
Total monthly rate S 56 1627.76  1749.84 1280.54  1376.58 928.10 997.71
57 1700.32 1827.84 1337.62 1437.94 969.47 1042.18
58 1777.76 1911.10 1398.55 1503.44 1013.63 1089.65
59 1816.14 1952.35 142873 1535.89 1035.51 1113.17
60 1893.58 2035.60 1489.66 1601.38 1079.67 1160.64
61 1960.56 2107.61 1542.35 1658.03 1117.86 1201.69
62 2004.52 2154.86 1576.93 1695.20 1142.92 1228.64
63 2059.64 2214.11 1620.29 1741.81 1174.34 1262.42
053482 (09-15-2023) 64+ 2093.13 2250.11 1646.64 1770.14 1193.43 1282.95




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 enroliment 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 844-961-9848
+  Rates are based on your current age. When your age +  Talk to 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/

PREMERA | g

Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with the Washington State Office of the Insurance
Commissioner, electronically through the Office of the Insurance Commissioner Complaint Portal available at
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD).
Complaint forms are available at https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-607-0546 (TTY: 711).
AR OREERERE P G BIESE SRR - 5520E 800-607-0546 (TTY : 711) -
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd tro' ngdn ngtr mién phi danh cho ban. Goi s 800-607-0546 (TTY: 711).
F: 0 E MBotAlE 2, A0 X MEIAE 222 080t = ASLICH 800-607-0546 (TTY: 711) HHO2 Matoh FAA L.
BHWMAHWE: Ecnm BbI roBOpUTE Ha PYCCKOM S13bIKE, TO BaM AOCTYMHbI Becnnathble yenyru nepesoga. 3soHute 800-607-0546 (tenetaitn: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-607-0546 (TTY: 711).
YBATA! fKL10 B/ PO3MOBAAETE YKPAIHCbKOIO MOBOIO, BU MOMKETE 3BEPHYTUCA A0 HE3KOLITOBHOI C/TY*KOM MOBHOT NiATPUMKN.

TenedoHyiite 3a Homepom 800-607-0546 (TeneTaiin: 711).
Ut 1IGuSMERSunw Manisl N ESWiRsmMan INWESSS WL SHSESUNUUTHSY GI 1090 §00-607-0546 (TTY: 711)4
AEZE  BAEZEINGGE, BHOSEXREZCARAVEETET, 800607-0546 (TTY711) £T, BEEICTIEKCLZEL,
TNFOF; 0715t IR ATICE Pt PRCH® ACAF RCEFTE (1R ALIHPT HHOEHPA: 0L “UntAD- ¢C RO+ 800-607-0546 (aonedt AtAgFm- 711),
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-607-0546 (TTY: 711).
(711 68015 aall e o)) 800-607-0546 a0 Joall  lanalls ell ) 553 &, salll Bac lusall land (i Arlll SO Ziaati € 1)) Al sale
fimrs faB: 7 3t st 882 J, 3T 3 R ATfes™ AT 393 B8 He3 QusHEY J1 800-607-0546 (TTY: 711) '3 IS J3|
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-607-0546 (TTY: 711).
W0990L: 1799 WedIwIZy 299, NMLINVgoecHGWWIZ, Loetcdyan, cuniwenluivi. tns 800-607-0546 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-607-0546 (TTY: 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-607-0546 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-607-0546 (TTY: 711).
ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 800-607-0546 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-607-0546 (TTY: 711).
80 il 800-607-0546 (TTY: 711) L a5l (o aal g L ()0 Il ) gy (i) st e oo KSR i Jlb () 0 K1 iAa g

051268 (07-01-2021) An independent licensee of the Blue Cross Blue Shield Association
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