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Monthly rates for ]
Deductible $1,500 $6,000 $§7,500
Start date: Jan. 1: 2024 AGE Non-tobacco Tobacco [Non-tobacco Tobacco |Non-tobacco Tobacco
A 1 0-14 515.83 515.83 585.95 585.95 382.82 382.82
rea 15 561.68 561.68 638.04 638.04 416.85 416.85
These rates apply if you live in a ZIP code 16 579.22 579.22 657.95 657.95 429.86 429.86
that begins with 995. 17 596.75 596.75 677.87 677.87 442 87 442 87
18 615.63 615.63 699.31 699.31 456.88 456.88
Rates will be adjusted if you apply through the 19 634.51 634.51 720.76 720.76 470.90 470.90
exchange and are eligible for a subsidy. 20 654.06 654.06 742.97 742.97 485.41 485.41
Determine your monthly rate 21 674.29 724.86 765.95 823.40 500.42 537.95
22 674.29 724.86 765.95 823.40 500.42 537.95
Step 1: Choose a plan and a deductible amount 23 674.29 724.86 765.95 823.40 500.42 537.95
from the chart. The chart shows the deductible 24 674.29 724.86 765.95 823.40 500.42 537.95
for an individual. The deductible for a family is 2 25 67699 79776 769.01 826 69 502 42 54010
E:Te“zsr:gir'}??‘gf;‘:'yi‘ziﬁcx’;fbi%igﬁﬁgbrl‘z;i ) 26 690.47 74226 78433 84316 512.43 550.86
: . 27 706.66 759.66 802.72 862.92 524.44 563.77
plan starts to pay for certain services.
Copayments do not count toward meeting your 28 732.95 787.92 832.59 895.03 543.96 584.75
deductible. 29 754.53 811.12 857.10 921.38 559.97 601.97
30 765.32 822.72 869.35 934.55 567.98 610.57
Step 2: Find your age and circle the rate that 31 781.50 840.11 887.74 954.32 579.99 623.49
applies to your use or non-use of tobacco. 32 797.69 857.51 906.12 974.08 592.00 636.40
Tobacco Usi cr;eragfeut?riggagyr wg:f‘mﬁlrg?ﬁgt 33 80780  868.38 91761 986.43 599.50 644.47
on average
past 6 m%mhs_ Tobaceo Usepdoes ot include 34 818.59 879.98 929.86 999.60 607.57 653.07
religious or ceremonial use. E-cigarettes are not 35 823.98 88578 935.99 1006.19 611.51 657.38
considered tobacco. 36 829.38 891.58 942.12 1012.78 615.52 661.68
37 834.77 897.38 948.25 1019.36 619.52 665.98
Step 3: Repeat step 2 for each eligible family 38 840.17 903.18 954.37 1025.95 623.52 670.29
member you wish to add to your health care 39 850.95 914.78 966.63 1039.13 631.53 678.89
plan. Eligible family members include you, your 40 861.74 926.37 97888 105230 639.54 687.50
spouse or domestic partner, and your legal M 87793 94377 99727 107206 | 65155  700.41
dependents and children under age 26. Monthly ) : ) ) i i
rates are charged for all dependents and children 42 893.43 960.44 101488 1091.00 663.06 712.79
age 21 and older and for the first 3 oldest 43 915.01 983.64 1039.39 1117.35 679.07 730.00
dependents and children under age 21. 44 941.98 1012.63 1070.03 1150.28 699.09 751.52
Additional dependents and children age 20 and 45 973.67 1046.70 1106.03 1188.98 722.61 776.80
younger are not charged. 46 101144 108729 | 114893 123509 750.63 806.93
Step 4: Add up the circled amounts. The total 47 1053.92 1132.96 1197.18 1286.97 782.16 840.82
will be the dollar amount of your monthly health 48 1102.46 1185.15 1252.33 1346.25 818.19 879.55
plan bill. 49 1150.34 1236.671 1306.71 1404.71 853.72 917.75
50 1204.28 1294.60 1367.99 1470.59 893.75 960.78
You S 51 1257.55 1351.87 1428.50 1535.63 933.28 1003.28
+ Spouse/Domestic partner | § 52 131621 141493 | 149513  1607.27 976.82 1050.08
+ Dependent S 53 1375.55 1478.72 1562.54 1679.73 1020.86 1097.42
+ Dependent S 54 1439.61 1547.58 1635.30 1757.95 1068.40 1148.53
+ Dependent $ 55 1503.67 1616.44 1708.07 1836.17 1115.94 1199.63
Total monthly rate S 56 157312 1691.10 1786.96  1920.98 116748  1255.04
57 1643.24 1766.49 1866.62 2006.62 1219.52 1310.99
58 1718.09 1846.95 1951.64 2098.01 1275.07 1370.70
59 1755.18 1886.82 1993.77 2143.30 1302.59 1400.29
60 1830.02 1967.27 2078.79 2234.70 1358.14 1460.00
61 1894.75 2036.86 2152.32 2313.74 1406.18 1511.64
62 1937.24 2082.53 2200.57 2365.62 1437.71 1545.53
63 1990.50 2139.79 2261.08 2430.67 1477.24 1588.03
060269 (09-15-2023) 64+ 2022.87 2174.58 2297.85 2470.19 1501.26 1613.85




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
Alaska residents who are not enrolled in Medicare Part Blue Cross Blue Shield of Alaska:
A or Part B. +  Visit premera.com
+  Call 877-Premera (877-773-6372).
+  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/ak/visitor

PREMERA |
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, 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.

Language Assistance

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-809-9361 (TTY: 711).
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-809-9361 (TTY: 711).
9 = E AMEotAlE B2, A0 K& HEIAE RS2 0120t4 & ASLICH 800-809-9361 (TTY: 711) B2 Matoh FAAIL.
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-809-9361 (TTY: 711).
BHUMAHWE: Ecnv Bbl roBOpHUTE Ha PYCCKOM S13bike, TO BaM [OCTYNHbI BecnnatHble yenyri nepesoda. 3sonute 800-809-9361 (tenetann: 711).
AR R AERE OO R DIRBEGES R - 5530 800-809-9361 (TTY : 711) -
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa, 0 0o iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-809-9361 (TTY: 711).
WW0g9L; 199 UIMEDMWIZI 299, NMVLSNWFoBCTHRGIVWIZY, LoV en, ciniwanltivia. lns 800-809-9361 (TTY: 711).
AEEE  AREEEINAGE. BHOEEXRESHAVEETET, 800809931 (TTY:711) T, FERICTIER &L,
PAKDAAR: Nu saritaem fi llocano, ti serbisyo para ti baddang i lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-809-9361 (TTY: 711).
CHU Y: Néu ban néi Tiéng Viét, c cc dich vu hé trg’ ngdn ngi» mién phi danh cho ban. Goi s6 800-809-9361 (TTY: 711).
YBATA! K110 BM pPO3MOBAAETE YKPAiHCHKOIO MOBOIO, BU MOXKETE 3BEPHYTUCA A0 OE3KOLUTOBHOI CyKOM MOBHOI NiATPUMKM.

TenedoHyiite 3a Homepom 800-809-9361 (Tenetaiin: 711).
Gaw: fpumane epnamnsaldiinistaswaenianmléns ne 800-809-9361 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-809-9361 (TTY: 711).
UWAGA: Jezeli mbwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwor pod numer 800-809-9361 (TTY: 711).

(711 228415 ) il o8 5) 800-809-9361 b sl Glaally &l il 55 & galll Sac busall Cladas (8 Aalll SO} Ciaati i€ 1Y) 1aks pale
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou ou. Rele 800-809-9361 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-809-9361 (ATS : 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 800-809-9361 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-809-9361 (TTY: 711).

285 (il 800-809-9361 (TTY: 711) L 28l (e pd i Lk () I8l o) ey ) 0t e oo KIK asJlb () 40 R Ao g
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