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Monthly rates for ]
Deductible $1,500 $5,000 $7,500
Start date: Jan. 1, 2025 AGE Non-tobacco Tobacco |Nontobacco Tobacco |Non-tobacco Tobacco
0-14 597.25 597.25 667.97 667.97 44453 444,53
Area 2 15 650.34 650.34 727.35 727.35 484.05 484.05
These rates apply if you live in a ZIP code 16 670.63 670.63 750.05 750.05 499.16 499.16
that begins with 996 or 997. 17 690.93 690.93 772.76 772.76 514.26 514.26
18 712.79 712.79 797.20 797.20 530.54 530.54
Rates will be adjusted if you apply through the 19 734.65 734.65 82165 82165 546.81 546.81
exchange and are eligible for a subsidy. 20 757.29 757.29 846.97 846.97 563.66 563.66
. 21 780.72 839.27 873.17 938.66 5871.09 624.67
Determine your monthly rate 22 780.72 839.27 873.17 938.66 581.09 624.67
Step 1: Choose a plan and a deductible amount 23 780.72 839.27 873.17 938.66 581.09 624.67
from the chart. The chart shows the deductible 24 780.72 839.27 873.17 938.66 581.09 624.67
for an individual. The deductible for a fam|ly is 2 25 783.84 84263 876.66 942 .41 58341 627.17
times the individual deductible. A deductible is 2 799 45 850 41 89413 96119 59504 63966
;T:nagt‘gr‘igttgzuaﬁgrecagt‘aﬁasre?\ifggthe health 27 818.19 879.55 915.08 98371 608.98 654.66
Copayments do not count toward meeting your 28 848.64 912.29 949.14 1020.32 631.64 679.02
deductible. 29 873.62 939.14 977.08 1050.36 650.24 699.07
30 886.11 952.57 991.05 1065.38 659.54 709.00
Step 2: Find your age and circle the rate that 31 904.85 972.71 1012.00 1087.90 673.48 723.99
applies to your use or non-use of tobacco. 32 923.59 992.86 1032.96 1110.43 687.43 738.99
Tobacco use means use of any tobacco product 33 93530 100544 | 104606  1124.51 696.15 748.36
ggsatvg rrf]%i :L:_rgg;ecgomﬁzepgg\e’vseﬁgtv;’#g'Un dtehe 34 94779 101887 | 106003 113953 | 70544 75835
religious or ceremonial use. E-cigarettes are not 35 954.03 1025.59 1067.071 1147.04 710.09 763.35
considered tobacco. 36 960.28 1032.30 1074.00 1154.55 714.74 768.35
37 966.53 1039.02 1080.98 1162.06 719.39 773.34
Step 3: Repeat step 2 for each eligible family 38 972.77 1045.73 1087.97 1169.57 724.04 778.34
member you wish to add to your health care 39 98526  1050.16 | 110194 118459 | 73334 788.34
plan. Eligible family members include you, your 40 99775 107259 | 111591  1199.60 742,63 79833
spouse or domestic partner, and your legal 41 101649 109273 1136.87 122213 756.58 813.32
dependents and children under age 26. Monthly : : : : : :
rates are charged for all dependents and children 42 103445  1112.03 1156.95 1243.72 769.94 827.69
age 21 and older and for the first 3 oldest 43 1059.43 1138.89 1184.89 1273.76 788.54 847.68
dependents and children under age 21. 44 1090.66 1172.46 1219.82 1311.30 811.78 872.67
Additional dependents and children age 20 and 45 112735  1211.91 1260.86 1355.42 839.09 902.03
younger are not charged. 46 1171.07 1258.90 1309.75 1407.99 871.64 937.01
Step 4: Add Up the circled amounts. The total 47 122026 131178 1364.76 1467.12 908.24 976.36
Wi”pbe the doﬁar amount of your monthly health 48 127647 137221 1427.63 1534.71 950.08 1021.34
olan bil, 49 133190 143179 1489.63 1601.35 991.34 1065.69
50 139436  1498.94 1550.48 1676.44 1037.83 1115.66
You S 51 1456.04  1565.24 1628.46 1750.60 1083.73 1165.01
+ Spouse/Domestic partner | $ 52 1523.96 1638.25 1704.43 1832.26 1134.29 1219.36
+ Dependent S 53 1592.66 171211 1781.27 1914.86 1185.42 1274.33
+ Dependent $ 54 1666.83 1791.84 1864.22 2004.03 1240.63 1333.67
+ Dependent $ 55 174100 187157 1947.17 2093.21 1295.83 1393.02
Total monthly rate $ 56 1821.41 1958.02 2037.11 2189.89 135568  1457.36
57 1902.60  2045.30 2127.91 2287.571 1416.12 1522.33
58 198026 213846 222484  2391.70 1480.62 1591.66
59 203220  2184.62 2272.86 2443.33 1512.58 1626.02
60 2118.86 227778 2369.78 2547.52 1577.08 1695.36
61 2193.81 2358.35 2453.67 2637.63 1632.86 1755.33
62 2243.00 241122 2508.62  2696.76 1669.47 1794.68
63 2304.67  2477.52 2577.60 2770.92 1715.38 1844.03
060270 (09-25-2024) 64+ 234215 2517.81 2619.51 2815.97 1743.27 1874.01




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

Notice of availability and nondiscrimination  800-809-9361 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
Llame para obtener servicios gratuitos de asistencia linguistica, y ayudas y servicios auxiliares apropiados.
2 A0 N3 MElAQF HESH 82X &4 2 MUIASE AMESIYAIL.
Hu thov kev pab txhais lus pub dawb thiab lwm yam khoom pab dawb thiab kev pab cuam ua tsim nyog.
3BOHUTE A5 NOAyYeHMA 6ecnnaTHbIX YCAYT MO NepeBoay M APYrnx BCNOMOraTelbHbIX CPEACTB U YCAYT.
I I B2 (3t G B RO T8 5 R IR 55 A0 24 B B B B0 26 A IS5 o
MR (L e B HRE = TR B AR A & AR B asc i B ews
Vala‘au mo auaunaga tau fesoasoani mo gagana e leai ni totogi ma fesoasoani fa‘aopo‘opo talafeagal ma auaunaga.
tncBSLNILUINIWFOBCHBEAIWITI (€I NIVVINIV (LT NIVFOBCHOWCTOWCTVITTVLCLVVCIOE?.
BHEEXEY —EXLBEULHEBMRERVY—EREZEROHFZEL,
Tumawag para kadagiti libre a serbisio iti tulong iti pagsasao ken dagiti nakanada nga aid ken serbisio iti komunikasion.
Goi cho cac dich vu hé trgr ngdn ngir mién phi va cac hé tre va dich vy phu tre thich hop.
3BepTanTech 3a 6@3KOLWTOBHO MOBHOI MiATPUMKOO Ta BI,D,I'IOBI,D,HVIMM [O00aTKOBUMM MOCAYramu.
fnsiowausnsthuIndof U NENSoNANNTIBEDUAZUSNNTEU ¢ LN
Fordern Sie kostenlose Sprachunterstitzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
Zadzwon, aby uzyskac¢ bezptatng pomoc jezykowa oraz odpowiednie wsparcie i ustugi pomocnicze.
Rele pou w jwenn sevis asistans lengwistik gratis ak ed epi sévis oksilye ki apwopriye.
Appelez pour obtenir des services gratuits d’assistance linguistique et des aides et services auxiliaires appropriés.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili € i servizi ausiliari appropriati.
aiall leaall s clae Ll s Al 4 sall) saeliadll cilena e J gaall Jusil
R0 alad ¢ i galaa) Cladd g WSS 5 &) Al SeS cilead ()

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, or sex, including sex
characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.
Premera provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services 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 assistance services to people
whose primary language is not English, which may include qualified interpreters and information written in other languages.
If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact our
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, or sex, you can file a grievance with: Civil Rights Coordinator —
Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, TTY: 711, Fax: 425-918-5592,

Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, our 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.hhs.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.
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