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Monthly rates for
individuals and families Preferred Gold One Gold

Deductible $1,500 $1,500
Start date: Jan. 1, 2025 AGE Non-tobacco Tobacco Non-tobacco Tobacco
0-14 565.91 565.91 565.47 565.47
Area 3 15 616.22 616.22 61573 61573
These rates apply if you live in a ZIP code 16 635.45 635.45 634.95 634.95
that begins with 998 or 999. 17 654.68 654.68 654.17 654.17
18 675.40 675.40 674.87 674.87
Rates will be adjusted if you apply through the 19 696.11 696.11 695.57 695.57
exchange and are eligible for a subsidy. 20 717.56 717.56 717.00 717.00
. 21 739.76 795.24 739.18 794.62
Determine your monthly rate 9 23976 2054 73918 0462
Step 1: Choose a plan and a deductible amount 23 739.76 795.24 739.18 794.62
from the chart. The chart shows the deductible 24 739.76 795.24 739.18 794.62
for an individual. The deductible for a family is 2 25 742.71 798.42 74213 797.79
times the individual deductible. A deductible is 26 757 51 814.32 756.92 813.69
the amount you pay each year before the health 97 775.26 83347 77466 83276
plan starts to pay for certain services. ‘ 28 80411 864.42 803.49 863.75
Copayments do not count toward meeting your
deductible. 29 827.79 889.87 827.14 889.17
30 839.62 902.59 838.97 901.89
Step 2: Find your age and circle the rate that 31 857.38 921.68 856.71 920.96
applies to your use or non-use of tobacco. 32 875.13 940.77 874.45 940.03
Tobacco use means use of any tobacco product 33 886.23 952.69 885.53 951.95
on av6erage Arf]orTmctJ)re times pcejr weektvyithlindthe 34 59806 965 42 89736 964 66
ast 6 months. Tobacco use does not include
Eeligious or ceremonial use. E-cigarettes are not 35 903.98 971.78 90327 971.02
considered tobacco. 36 909.90 978.14 909.19 977.38
37 915.82 984.50 915.10 983.73
Step 3: Repeat step 2 for each eligible family 38 921.73 990.87 921.01 990.09
member you wish to add to your health care 39 933.57 1003.59 932.84 1002.80
plan. Eligible family members include you, your 40 045 41 1016.31 044.67 1015.52
spouse or domestic partner, and your legal 21 963.16 1035.40 962 41 1034.59
dependents and children under age 26. Monthly 4 980.18 1053.69 979.41 1052.86
rates are charged for all dependents and children : ‘ : i
age 21 and older and for the first 3 oldest 43 1003.85 107914 1003.06 1078.29
dependents and children under age 21. 44 1033.44 1110.95 1032.63 1110.08
Additional dependents and children age 20 and 45 1068.21 1148.32 1067.37 1147.42
younger are not charged. 46 1109.63 1192.86 1108.77 1191.92
. 47 1156.24 1242.96 1155.33 1241.98
S‘gep 4: Add up the circled amounts. The total 48 1209.50 1300.21 1208.55 1299.20
will be the dollar amount of your monthly health
plan bill 49 1262.02 1356.67 1261.04 1355.61
50 1321.20 1420.29 1320.17 1419.18
You $ 51 1379.64 1483.12 1378.56 1481.96
+ Spouse/Domestic partner | $ 52 1444.00 1552.30 1442.87 1551.09
+ Dependent $ 53 1509.10 1622.28 1507.92 1621.01
+ Dependent $ 54 1579.38 1697.83 1578.14 1696.50
+ Dependent $ 55 1649.65 1773.38 1648.36 1771.99
Total monthly rate S 56 1725.85 1855.29 1724.50 1853.84
57 1802.78 1937.99 1801.37 1936.48
58 1884.90 2026.26 1883.42 2024.68
59 1925.58 2070.00 1924.08 2068.38
60 2007.70 2158.27 2006.13 2156.59
61 2078.71 2234.62 2077.09 2232.87
62 2125.32 2284.72 2123.65 2282.93
63 2183.76 2347.54 2182.05 2345.70
055775 (09-25-2024) 64+ 2219.27 2385.71 2217.53 2383.85




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

Important notes

Individual health plans are available to permanent
Alaska residents who are not enrolled in Medicare Part
A or Part B.

Rates are based on your current age. When your age
changes during the year, your rate will not change until
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.

Contact us

For enrollment information or if you have questions about Premera

Blue

Cross Blue Shield of Alaska:

Visit premera.com

Call 844-961-9847.

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


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 800-508-4722 (TTY: 711).
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al 800-508-4722 (TTY: 711).
9 = MEotAlE B2, A0 K& HEIAE 222 0120t4 & USLICH 800-508-4722 (TTY: 711) HO 2 Matoh FAAIL.
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-508-4722 (TTY: 711).
BHVMAHWE: Ecnu Bbl roBOpHTE Ha PyCCKOM Si3bike, TO BaM AOCTYNHbI GecnnatHble yenyrv nepeBogda. 3soHute 800-508-4722 (tenetain: 711).
AR R RERE OO R DIRBEGES R - 553E 800-508-4722 (TTY = 711) -
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa, o loo iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-508-4722 (TTY: 711).
W099L; 199 UMEDMWIZI 299, NMVLSNIWFoBTHRGIVWIZY, LoV en, cciniiwanltivia. lns 800-508-4722 (TTY: 711).
AEEE  AREEEINAGE. BHOEEXRESHAVEETET, 800-508-4722 (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 800-508-4722 (TTY: 711).
CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro' ngon nglr mién phi danh cho ban. Goi sé 800-508-4722 (TTY: 711).
YBATA! K110 BM pPO3MOBAAETE YKPAiHCHKOIO MOBOIO, BU MOXKETE 3BEPHYTUCA A0 OE3KOLUTOBHOI CyKOM MOBHOI NiATPUMKM.

TenedoHyiite 3a Homepom 800-508-4722 (tenetaiin: 711).
Gaw: dipuman mepnamnsaldiinistaswaenianmlans ns 800-508-4722 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer; 800-508-4722 (TTY: 711).
UWAGA: Jezeli mbwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwor pod numer 800-508-4722 (TTY: 711).

(711 oS3l 5 ) il o8 ) 800-508-4722 a8 0 Jucail Glaally Gl i) 55 4 galll Sae busall Cladas (8 Aalll SO) Gaadi i€ 1Y) 1ads sale
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou ou. Rele 800-508-4722 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-508-4722 (ATS : 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servios linguisticos, gratis. Ligue para 800-508-4722 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-508-4722 (TTY: 711).

285 (il 800-508-4722 (TTY: 711) L 28l (e pd) i L () Jl ) o) ey ) bt e (oo K8 b () 40 R1 Aa g
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