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0958349-01 Independent Licensee of the Blue Cross Blue Shield Association

Highlights of your Health Care Coverage
Alaska Radiology Associates
Group Number: 1040097 Effective Date: 01/01/2024
Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN  MANDATED ADULT VISION: VISION EXAM AND HARDWARE $350 PER CALENDAR
YEAR

IN-NETWORK OUT-OF-NETWORK

Adult Vision
Vision exam (1 PCY; $350 PCY, shared with Vision Hardware) $25 Copay $25 Copay
Eyewear (1 set of frames every 2 consecutive years, $90 max; 1 pair of lenses 
PCY; contacts $170 PCY max; Vision Exam/Test and Hardware $350 PCY max) Covered in Full Covered In Full

Benefits provided at 100% of allowable charges; not subject to deductible or coinsurance.
Seasonal immunizations provided at a pharmacy will be covered in full up to maximum allowable amount.
Autism: Mental Health, Psychological & Neuropsychological Testing, Outpatient Professional & Facility Care covered as any other service.

Copays are not subject to the deductible unless otherwise noted.
Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross Blue Shield of Alaska. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit highlight is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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0958349-01 Independent Licensee of the Blue Cross Blue Shield Association

Highlights of your Health Care Coverage
Alaska Radiology Associates
Group Number: 1040097 Effective Date: 01/01/2024
Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN  PLUS HSA QUALIFIED SILVER $3200/25%/$7000

HERITAGE IN-NETWORK OUT-OF-NETWORK
Deductible (Family embedded deductible 2X Individual) $3,200 PCY $6,400 PCY

Coinsurance 25% Preferred/40% Participating Hospital & Professional: 60% Non-
Participating

Out of Pocket Maximum (includes deductible, copays, coinsurance and 
pharmacy) (Family embedded OOP max 2X Individual) $7,000 PCY $45,000 PCY

Office Visit Cost Share In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Annual Maximum Unlimited Unlimited

1 Ambulatory Patient Services

Professional Office Visit (Includes Telemedicine) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Urgent Care Office Visits In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Outpatient Professional Services 25% Preferred/40% Participating
Hospital & Professional: 60% Non-

Participating; ARP/ABA Certified: Same as In-
Network

Contraceptive Management Services (Unlimited) Covered in Full Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

2 Emergency Care

Emergency Room - facility In Network Deductible, then 25% 
Preferred/40% Participating

In Network Deductible, then 25% 
Preferred/40% Participating

Ambulance Service - ground (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

In Network Deductible, then 25% 
Preferred/40% Participating

Ambulance Service - air (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

In Network Deductible, then 25% 
Preferred/40% Participating

Ambulance Service - air non emergent (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

3 Hospitalization

Inpatient Medical and Surgical Room and Board (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating
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0958349-01 Independent Licensee of the Blue Cross Blue Shield Association

MEDICAL PLAN  PLUS HSA QUALIFIED SILVER $3200/25%/$7000

HERITAGE IN-NETWORK OUT-OF-NETWORK

Skilled Nursing Facility (60 days PCY) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Hospice Inpatient Facility (10 days Inpatient; within the 6 month lifetime 
maximum)

In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Inpatient Professional Services 25% Preferred/40% Participating
Hospital & Professional: 60% Non-

Participating; ARP/ABA Certified: Same as In-
Network

Organ Transplants (Unlimited; $75,000 donor) Covered as any other service Not Covered

4 Maternity & Newborn Care

Prenatal, Delivery, Postnatal (Coverage for subscriber, spouse, dependent) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

5 Mental Health & Substance Use Disorder Services, including 
Behavioral Health Treatment

Chemical Dependency Office Visit (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Chemical Dependency Outpatient Facility (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Chemical Dependency Inpatient Facility (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Mental Health Office Visit (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Mental Health Outpatient Facility (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Mental Health Inpatient Facility (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

6 Prescription Drug

Drug List M1
No Tiers

M1
No Tiers

Enhanced Preventive Drug List (PV Core) Covered in Full Covered in Full
Prescription Drugs - Retail (Retail: 90 Days, if applicable one copay every 30 day 
supply; Mail: 90 Days; Specialty: 30 Days)

In Network Deductible, then 25% 
Preferred/40% Participating

In Network Deductible, then 25% 
Preferred/40% Participating

Prescription Drugs - Mail (Retail: 90 Days, if applicable one copay every 30 day 
supply; Mail: 90 Days; Specialty: 30 Days)

In Network Deductible, then 25% 
Preferred/40% Participating Not Covered

7 Rehabilitative & Habilitative Services & Devices

Inpatient Rehabilitation (30 days PCY) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating
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0958349-01 Independent Licensee of the Blue Cross Blue Shield Association

MEDICAL PLAN  PLUS HSA QUALIFIED SILVER $3200/25%/$7000

HERITAGE IN-NETWORK OUT-OF-NETWORK

Inpatient Habilitation (30 days PCY) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Rehab Outpatient Professional - physical, speech, occupational therapy (45 
visits PCY)

In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Habilitation Outpatient Professional - physical, speech, occupational therapy 
(45 visits PCY)

In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Massage Therapy (Applies to rehab or neurodevelopmental therapy) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Durable Medical Equipment (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

8 Laboratory/Imaging Services

Pathology In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Imaging - basic In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Imaging - major (MRI, CT, PET) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Diagnostic Mammography In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

9 Preventive/Wellness Services & Chronic Disease Management

Preventive Office Visit (Unlimited, subject to standard medical guidelines) Covered in Full Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Immunizations (Unlimited, subject to standard medical guidelines) Covered in Full Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Preventive Laboratory Screens Covered in Full Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Preventive Imaging Covered in Full Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Preventive Routine Mammography Covered in Full Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

10 Pediatric Services, including Oral & Vision Care

Pediatric Vision Exam (1 PCY under age 19) $25 Copay, applies to the Out of Pocket 
Maximum

$25 Copay, applies to the Out of Pocket 
Maximum

Pediatric Eyewear (Under age 19: One pair of glasses PCY (frames & lenses). 12 
month supply of contacts PCY, in lieu of glasses (frames & lenses).) Covered in Full Covered In Full

Pediatric Dental - Preventive Covered in Full Waive Deductible, then 10%
Pediatric Dental - Basic Deductible, then 30% Deductible, then 50%
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0958349-01 Independent Licensee of the Blue Cross Blue Shield Association

MEDICAL PLAN  PLUS HSA QUALIFIED SILVER $3200/25%/$7000

HERITAGE IN-NETWORK OUT-OF-NETWORK
Pediatric Dental - Major Deductible, then 50% Deductible, then 50%

App-Based Virtual Care Services

 Telemedicine – General Medical (Virtual Care Only) In Network Deductible, then 25% 
Preferred/40% Participating Not Covered

Telemedicine - Mental Health (Virtual Care Only) Subject to Mental Health Outpatient 
Professional Care In-Network Cost Share Not Covered

Telemedicine - Chemical Dependency (Virtual Care Only) Subject to Chemical Dependency Outpatient 
Office Visit Not Covered

Routine Hearing
Routine Hearing Exam (1 every 2  calendar years) In Network Deductible, then 20% In Network Deductible, then 20%
Routine Hearing Aids and Hardware ($3,000 every 3 calendar years) In Network Deductible, then 20% In Network Deductible, then 20%

Alternative Care

Chiropractic (12 visits PCY) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Acupuncture (12 visits PCY) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Naturopath (Unlimited) In Network Deductible, then 25% 
Preferred/40% Participating

Out of Network Deductible, then Hospital & 
Professional: 60% Non-Participating

Alaska Medical Transportation Benefits
Medical Access Transportation (3 round trips PCY for patient (includes 3 round 
trips PCY for parent or guardian if pt. under 19 yrs of age))

In Network Deductible, then 25% 
Preferred/40% Participating

In Network Deductible, then 25% 
Preferred/40% Participating

Elective Procedure Travel (Prior Approval Required: Member & Medically 
Necessary Companion - Air: 1 round-trip per episode; Surface Transportation & 
Parking: $35/day; Ferry Transportation $50 per person each way; Lodging 
$50/day per person)

$3,200 PCY Deductible, then 0% $3,200 PCY Deductible, then 0%

Medical Services from Elective Procedure Travel Covered as any other service Covered as any other service
Premera Designated Centers of Excellence Package Services (Eligible Services 
Include: Total Joint Replacement (Knee & Hip Replacement), Spine & Gynecology) In Network Deductible, then 0% Covered as any other service

Benefits provided at 100% of allowable charges; not subject to deductible or coinsurance.
Seasonal immunizations provided at a pharmacy will be covered in full up to maximum allowable amount.
Autism: Mental Health, Psychological & Neuropsychological Testing, Outpatient Professional & Facility Care covered as any other service.

Copays are not subject to the deductible unless otherwise noted.
Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross Blue Shield of Alaska. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit highlight is not a contract and may change. Please see your benefit booklet or call Customer Service for full 
coverage information including a description of waiting periods, limitations, and exclusions. 
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0958349-01 Independent Licensee of the Blue Cross Blue Shield Association

  

Highlights of your Dental Coverage 

Alaska Radiology Associates
Group Number: 1040097  Effective Date: 01/01/2024
Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
 

DENTAL PLAN  ADULT DENTAL OPTIMA $50/0%-20%-50%/$2000 ENHANCED

IN-NETWORK OUT-OF-NETWORK

Dental Cost Share
Individual/Family Deductible $50 Shared with In Network
Preventive Cost Share Covered in Full Covered in Full
Basic Cost Share Deductible, then 20% Deductible, then 20%
Major Cost Share Deductible, then 50% Deductible, then 50%

Dental Reimbursement (Dental Choice Network) AK fee schedule 80th percentile (in-state) and 90th percentile 
(out-of-state)

Dental Annual Maximum $2,000 PCY Shared with In Network

Benefit Enhancement Rider

Benefit Enhancement Rider Endodontics & Periodontal Treatment (In 
Basic)

Endodontics & Periodontal Treatment (In 
Basic)

Office Visit
Routine Oral Exams (2 PCY) Covered in Full Covered in Full
Emergency Exams (1 PCY) Covered in Full Covered in Full

Preventive Services
Cleanings (2 PCY) Covered in Full Covered in Full

Diagnostic Imaging
Bitewings X-rays (1 set (up to 4) PCY) Covered in Full Covered in Full
Routine X-rays (1 complete series, 1 panoramic or 1 comparable cone beam 
view in any 36 consecutive months) Covered in Full Covered in Full

Restorative
Fillings (1 per surface every 24 consecutive months) Deductible, then 20% Deductible, then 20%
Installation of Crowns (1 every 5 calendar years) Deductible, then 50% Deductible, then 50%
Re-cementing/Repair of Crowns (When performed 6 or more months after 
placement) Deductible, then 50% Deductible, then 50%

Build-Ups (Once every 5 calendar years) Deductible, then 50% Deductible, then 50%

Endodontics
Endodontics (Once per tooth every 24 consecutive months) Deductible, then 20% Deductible, then 20%
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0958349-01 Independent Licensee of the Blue Cross Blue Shield Association

  

Highlights of your Dental Coverage 

Alaska Radiology Associates
Group Number: 1040097  Effective Date: 01/01/2024
Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
 

DENTAL PLAN  ADULT DENTAL OPTIMA $50/0%-20%-50%/$2000 ENHANCED

IN-NETWORK OUT-OF-NETWORK
Direct Pulp Cap (Unlimited) Deductible, then 20% Deductible, then 20%

Periodontics
Periodontal Maintenance (4 PCY) Deductible, then 20% Deductible, then 20%
Full Mouth Debridement (Once every 36 consecutive months) Deductible, then 20% Deductible, then 20%
Periodontal Scaling and Root Planing (Once per quadrant every 24 consecutive 
months) Deductible, then 20% Deductible, then 20%

Prosthodontics (Dentures/Bridges)
Installation or Replacement of Dentures, Partials and Fixed Bridges (1 every 5 
calendar years) Deductible, then 50% Deductible, then 50%

Repair or Re-cement Bridgework and Dentures (When performed 6 or more 
months after placement) Deductible, then 50% Deductible, then 50%

Implant Services
Implants (1 every 5 calendar years) Deductible, then 50% Deductible, then 50%

Oral Surgery
Simple Extractions (Unlimited) Deductible, then 20% Deductible, then 20%
Surgical Extractions (Unlimited) Deductible, then 20% Deductible, then 20%
Oral Surgery (Unlimited) Deductible, then 50% Deductible, then 50%

General Services
General Anesthesia (Unlimited) Deductible, then 20% Deductible, then 20%
Anesthesia - Nitrous Oxide (Unlimited) Deductible, then 20% Deductible, then 20%
Limited Occlusal Adjustment (1 every 12 consecutive months as dentally 
necessary) Deductible, then 20% Deductible, then 20%

Emergency Palliative Treatment (Unlimited) Deductible, then 20% Deductible, then 20%
Diagnostic and Preventive Care Services aren't subject to the calendar year deductible.
PCY = Per Calendar Year. 

Balance billing may apply if a provider is not contracted with Premera Blue Cross Blue Shield of Alaska. Members are responsible for amounts in excess of the allowable 
charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit highlight is not a contract and may change. 
Please see your benefit booklet or call Customer Service for full coverage information including a description of waiting periods, limitations, and exclusions.
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