Premera Blue Cross Standard Silver 700 CSR2

Alaska plan for individuals and families
Start date January 1, 2024

PREMERA |

An Independent Licensee of the Blue Cross Blue Shield Association

IN NETWORK

Legacy and Dental
Select network
Preferred providers

OUT OF NETWORK
You have access to the Legacy and Dental Select Network and the national Blue

Cross Blue Shield BlueCard® provider network. Please refer to the next page for
important plan and network information.

Non-preferred providers

Non-participating providers

Annual deductible Per calendar year (PCY)
Family = 2 individual $700 $700 $1,400
Amount you pay after your deductible is met 30% 30% 60%

Out-of-pocket maximum Includes deductible, copays

Family = 2x individual (in-network only) $3,000 $3,000 Not covered

10 essential health benefits

1 Ambulatory patient services

Professional visits and services

Outpatient services

Designated PCP office visit

Deductible, then 30%

Deductible, then 30%

Specialist office visit
Urgent care

Spinal manipulation: 12 visits PCY;
Acupuncture: 12 visits PCY

$20 copay
$40 copay
$30 copay

$20 copay

Deductible, then 30%
Deductible, then 30%
Deductible, then 30%

Deductible, then 30%

Deductible, then 60%
Deductible, then 60%
Deductible, then 60%
Deductible, then 60%

Deductible, then 60%

2 Emergency services Emergency care

Ambulance transportation (air and ground)

Deductible, then 30%
Deductible, then 30%

Deductible, then 30%
Deductible, then 30%

Deductible, then 30%
Deductible, then 30%

3 Hospitalization Inpatient services

Organ and tissue transplants, inpatient

Deductible, then 30%
Deductible, then 30%

Deductible, then 30%
Deductible, then 30%

Deductible, then 60%

Not covered

4 Maternity and newborn care Prenatal and postnatal care

Inpatient delivery and services

Deductible, then 30%
Deductible, then 30%

Deductible, then 30%
Deductible, then 30%

Deductible, then 60%
Deductible, then 60%

5 Mental health and substance use  Office visit
disorder services, including . o .
behavioral health treatment Inpatient hospital: mental/behavioral health

Outpatient services

$20 copay
Deductible, then 30%
Deductible, then 30%

Deductible, then 30%
Deductible, then 30%
Deductible, then 30%

Deductible, then 60%
Deductible, then 60%
Deductible, then 60%

6 Prescription drugs Preferred generic

Retail/Specialty: 30-day supply Preferred brand
(Mail order: 90-day supply) Non-preferred drugs
Specialty

Drug list

$10 copay
$20 copay
$60 copay

$250 copay, after deductible

M4

$10 copay
$20 copay
$60 copay

$250 copay, after deductible

$10 copay
$20 copay
$60 copay
$250 copay, after deductible

7 Rehabilitative and habilitative
services and devices

Inpatient rehabilitation: 30 days PCY

Physical, speech, occupational, massage
therapy: 25 visits combined PCY

Durable medical equipment

Deductible, then 30%
$20 copay

Deductible, then 30%

Deductible, then 30%
Deductible, then 30%

Deductible, then 30%

Deductible, then 60%
Deductible, then 60%

Deductible, then 60%

8 Laboratory services Includes x-ray, pathology, imaging and

diagnostic, standard ultrasound
Major imaging, including MRI, CT, PET
(preapproval required for certain services)

Deductible, then 30%

Deductible, then 30%

Deductible, then 30%

Deductible, then 30%

Deductible, then 60%

Deductible, then 60%

9 Preventive/wellness services Screenings

Exams and vaccinations

Covered in full

Covered in full

Deductible, then 30%
Deductible, then 30%

Deductible, then 60%
Deductible, then 60%

10 Pediatric services, including vision Eye exam: 1 PCY
and dental

under 19 years of age Eyewear: 1 pair of glasses PCY (frames and

lenses); 12-month supply of contacts PCY,
in lieu of glasses (frames and lenses)

Dental: preventive/basic/major

Orthodontia (medically necessary only)

$30 copay

Covered in full

10% coinsurance/deductible,

then 20%/50%
Deductible, then 50%

$30 copay
Covered in full
Not applicable

Not applicable

$30 copay
Covered in full
Deductible, then 30/40%/50%

Deductible, then 50%

Adult routine dental Cleanings 2 PCY; Bitewing x-rays 1 PCY;

subject to $750 maximum per person PCY

10% coinsurance

Not applicable

Deductible, then 30%

Virtual care Doctor On Demand: general medicine

Boulder Care or Workit Health: mental health
including substance use disorder
All other virtual providers

See professional visits and

services

See professional visits and

services

See professional visits and

services

See professional visits and

services

See professional visits and

services

See professional visits and

services

Not covered

Not covered

See professional visits and
services
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Important plan and network information

Premera Preferred plans are preferred provider organization (PPO) plans. You have access to the Premera Legacy and Dental Select Network and the national
Blue Cross Blue Shield BlueCard® provider network. Premera plans include benefits that support you in traveling to get the medical care you need. Except for
emergency care, you pay the non-participating cost share for services you receive from any state-licensed or certified provider outside of the service area of

Alaska or Washington. Your out-of-pocket costs will be lower if you use a BlueCard provider, as these providers accept our allowed amount as payment in full.
Cost-sharing for essential health benefit services provided by preferred and non-preferred providers accumulate toward meeting the annual in network out-of-
pocket maximum.

General exclusions and limitations

Below is a list of some things that this health plan does not cover. A
complete list of exclusions is available in the sample benefit booklets
available on premera.com.

Benefits are not provided for treatment, surgery, services, drugs, or
supplies for any of the following:

Services that are not medically necessary

Cosmetic surgery or reconstructive surgery (except as specifically
provided)

Experimental or investigative services

Assisted reproduction

Weight loss, including surgery, drugs, foods, and exercise programs
Service in excess of specified benefit maximums

Services payable by other types of insurance such as property insurance,
liability insurance, or motor vehicle insurance

Services that the provider's license or certification does not allow them to
perform

Services received when you are Unlimited by this plan

Sexual dysfunction

Sterilization reversal

For a list of services and procedures that require approval for coverage from
your plan before you receive them (preapproval), visit premera.com.

Contact Us

For enrollment information or if you have questions about Premera Blue
Cross:

+ Visit premera.com.

+ Call 877-Premera (877-773-6372).

+ Talk to a producer, a licensed professional also known as an agent.

This is only a summary of the major benefits provided by our plans. This is not a
contract. On our website, you can find a supplemental guide with information
about plan policies and procedures.

Visit premera.com/visitor/summary-benefits-coverage for a Summary of
Benefits and medical glossary.

Discrimination is against the law. Premera Blue Cross Blue Shield of Alaska (Premera) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disebility, sex, gender identity, or sexual onentation. Premera does not exclude people or freat them differently because of race, color, national ongin, age, disability, sex,

gender identity, or sexual orentation. Fremera provides free aids and services to people with disabilifies to communicate effectively wath us, such as qualified sign language interpreters and wntten
information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free language services lo 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, disahility, sex, gender identity, or sexual orientation, you can file a grievance with: Civil Rights Coordinalor —
Complaints and Appeals, PO Box 91102, Seatfle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5502, TTY. 711, Email AppealzDepartmentinquines@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 115 Department of
Health and Human Services, Office for Civil Rights, elecironically through the Office for Civil Rights Complaint Portel, available at hitps /iocrportal hhs gowiocrpartalflobby st or by mail or phone
al: US. Department of Health and Human Services, 200 Independence Ave SW, Room 508F, HHH Building, Washington, D.C. 20201, 1-800-368-1018, 800-637-7697 (TDDY). Complaint forms are
available at hilp . hhs goviocr/office/filefindex.himl.

Language Assistance

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaan kang gumamit ng mga serbisyo ng tulong sa wka nang walang bayad. Tumawag sa 800-808-9381 (TTY: 711)
ATENCION: si habla espanial, tiene a su disposicion servicios gratuitos de asislencia lingoistica. Llame al 800-800-8361 (TTY: 711)

FOEIHE METHAlE 4%, o] I3 AHIAE REE 0|Zctd 4= SU=LICH 8008089381 (TTY: 711) HE2E MEto] FAMEZ.
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu ran 800-809-9361 (TTY: 711).

BHVIMAHIE: Ecnn Bel roBopuTe Ha pycckom A3bIke, TO Bam A0cTyrHe! DecnnaTHele vy nepesogde. SeonuTe 8J0-809-09361 (Tenetainn: 711).

EE OREERERT X - AT REERESEIES - 5 800809081 (TTY 7113 -

MO LOU SILAFIA: Afal e te tautala Gagana fa'a Samoa, o loc jal auaunaga fesoasoan, e fai ua e leai se totogl, mo oe, Telefoni mai: 800-808-9351 (TTY. 711)
?UOQ’:U 959 WD 290, THLOITHDEOEEDB LIS, ?oeucsgm ceuinwen i, ?U}S BOOB0G-C331 (TTY 711).

FERE: BRBEEEEn RS, BHOSEIBEEIHAGEGET, s0060we1 (TTY711) T, BERECTIER S0,
PAKDAAR. MNu saritaem i llocano, 1i serbisyo para li baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-809-9381 (TTY: 711).
CHU: Néu ban néi Tidng Vigt, ¢6 cac dich vu hé trer ngéin ngCh mién phi danh cho ban. Goi 56 800-80%:931 (TTY: 711).

YBATA[ AIKWO B PO3MOBAETE YKPETHCHKOKS MOBOHD, B MOMETE 388 PHYTMCA A0 BE3KOWTOBHOT C/yKOI MOBHOI niATprmKK. Tenedoryiite 3a Homepom 800-809-9361 (teneraiin: 711).
Geu: nanmentelvenng o iEn etromdennannen e s 800-608-6361 TTY. 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hifsdienstleistungen zur Verfugung. Rufnummer: 800-808-93531 (TTY: 711)
UWAGA: Jezeli mdwisz po polsku, mozesz skorzystac z bezptatne] pomaocy [ezykowe]. Zadzwon pod numer 800-808-9681 (TTY: 7 11)
(711 Sl g aall Cala a8 ) BO0-B00-0351 Al p deal piladl el 4145 34 il Sanlunddl clasis (i FaBl SN iaams S 1Y Al gale
ATANSYON: Siw pale Kreydl Ayisyen, gen séws ed pou lang ki disponib gratis pou ou. Rele 800-808-8361 (TTY: 711)
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratutement. Appelez le 800-808-8351 (ATS - 711)
ATENCAD: Se fala portugués, encontram-se disponiveis servigos linguisticos, grétis. Ligue para 800-808-0361 (TTY: 711)
ATTENZIONE: Incaso la lingua parlata sia l'iteliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-809-2361 (TTY. 711)
054057 (07-01-0021) 8 ool B00-B09-9361 (TTY:711) L bl oo pbl o L sl o (8l gy () ool i€ oo P38 s 0 03 4 8 a8
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