
 

  2023 Employee Benefits  

Open Enrollment 
 

 

 

Welcome to your open enrollment period for APBHT! Open enrollment is a once-a-year 

opportunity for you to customize your benefits for the next plan year, such as waiving coverage, 

adding or dropping dependents and making other benefits changes.   
 

The Open Enrollment period for APBHT starts  Monday, November 14, 2022, and ends Friday, 

December 09, 2022, Please take a few minutes to review this memo so you are aware of any 

changes and actions items you need to complete.  Your next opportunity to make enrollment 

changes will not be until next year’s open enrollment period, unless you have a qualifying event 

(i.e. marriage, birth, adoption, or loss of health coverage). 
 

Making informed decisions for Open Enrollment 

To help make informed decisions about your benefit options during the Open Enrollment period, 

review benefit summaries, plan costs and annual notifications. Below is a brief overview of what 

is changing this year, as well as action items you need to do.  You can also review your benefit 

details by visiting APBHT FlippingBook Open Enrollment Guide by visiting: 

 

                https://online.flippingbook.com/view/1029022689/   

 
 

What’s New or Changing? Action Items 
Medical, Rx: No changes to current benefits. o You can enroll between November 14th 

and December 9th, 2022.  
o All employees who waive coverage need 

to complete a waiver form. 
o It is not necessary to complete new 

enrollment forms during open enrollment 
unless you are making changes to your 
benefits, and/or adding or dropping 
dependents. 

Dental: No changes to current benefits. 

Group Life/AD&D: No changes to current 
benefits 

 
Please keep in mind there are typically changes to the premiums; please contact your HR 
Representative for detailed Benefits information. 
 

Remember… 

Open Enrollment is also the time to add/drop any dependents if necessary.  Remember that the 

choices you make during open enrollment will take effect on Saturday, January 01, 2022, and 

will remain in effect until Saturday, December 31, 2022. Only qualifying events will allow you to 

make a change before that date.  
 

Please submit all forms no later than Friday, December 09, 2022 
 

Where to Go if You Have Questions: 

Should you have any questions about your benefits or questions in general, contact your plan 

administrator, Kim Pigg, kim@coastalaska.org.  

https://online.flippingbook.com/view/1029022689/
mailto:kim@coastalaska.org
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Welcome to 
APBHT 2023 
Benefits!

Your needs, and those of your family, are unique to 

you. That’s why we provide a comprehensive and 

flexible benefits program that you can customize to fit 

your personal situation. Our program offers you and 

your family important healthcare coverage and 

financial security.

Some of the benefits we offer are paid for in full by the 

company. For others, it is a shared contribution 

between you and the company. Other benefits are also 

available to you at reasonable group rates.

Your benefits are an important part of your total 

compensation. Please take the time to review and 

evaluate all the options available to you and your 

family. 

Inside This Guide

This guide is not intended to be a complete description of the

insurance coverage offered, nor is it a binding contract. Controlling

provisions are provided in each benefit plan policy. Should there be a

difference between this guide and the office plan documents, the

official plan documents will govern.

More information about specific terms and conditions of each plan is

included in the Summary Plan Description (SPD) and Summary of

Benefits and Coverage (SBC).
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Open Enrollment

Open Enrollment is your once-a-year opportunity to review your benefit plan elections and make adjustments that 

meet the needs of you and your family.

Changes to medical, dental and vision benefits made during Open Enrollment will go into effect January 1, 2023.
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Benefits Overview
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What’s New or Changing?

What’s New or Changing?

1. Medical, Rx, Vision: No changes to current 

benefits.

2. Dental: No changes to current benefits.

3. Basic Life/AD&D: No changes to current 

benefits.

Action Items

▪ You can enroll between November 14th and 

December 9th , 2022. 

▪ All employees who waive coverage need to 

complete a waiver form.

▪ It is not necessary to complete new enrollment 

forms during open enrollment unless you are 

making changes to your benefits, and/or adding or 

dropping dependents.

EMPLOYER PAID BENEFITS

Benefits Carrier

Basic Life/AD&D Symetra

BENEFIT OPTIONS REQUIRING EMPLOYEE 

CONTRIBUTIONS

Benefits Carrier

Medical, Rx, Vision
Premera Blue Cross 

Blue Shield of Alaska

Dental
Premera Blue Cross 

Blue Shield of Alaska
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Eligibility
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Who is Eligible?

Different benefits have different eligibility criteria.

Generally, you are eligible for benefits if you are:

▪ A full-time employee working 30 or more hours 

per week*

* If you are a variable hour employee, you are 

eligible for medical benefits based on your 

Measurement Period.

Your dependents are eligible and include:

▪ Your legal spouse

▪ Your child(ren) up to age 26

▪ Your disabled child(ren) up to any age (if disabled 

prior to age 19); includes natural, stepchildren 

who live with you, legally adopted/or a child 

placed for adoption, or a child under your legal 

guardianship

Termination of Coverage

If you or a covered dependent no longer meet the 

eligibility requirements or if your employment ceases, 

your Medical/Rx/Vision and dental coverages will end on 

the last day of the month in which you become ineligible. 

You may be eligible to elect COBRA for yourself and 

your eligible dependents for Medical/Rx/Vision and 

dental coverages. 

Basic Life/AD&D coverages will end on the day you 

become ineligible. Your life coverages are convertible. 

You are responsible for informing Human Resources if 

any of your dependents become ineligible for benefits.

When Does Coverage Begin?

Benefits for new hires, unless explained otherwise, will 

become effective on the first of the month following 

30 days.

When Can You Enroll in Benefits

You can enroll for benefits:

▪ When you are initially eligible for coverage; you have 

a certain number of days from the date you are 

eligible for coverage to submit your enrollment.

▪ During the annual Open Enrollment period.

▪ During the plan year, if you experience a Qualifying 

Life Event.

Federal regulations require your company to 

obtain the following information during 

enrollment:

▪ Social Security numbers for your 

dependents covered by the medical plan

▪ Dates of birth and your relationship to your 

dependents

NOTE
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Domestic Partners
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Domestic partners and eligible children may enroll in 

some benefits. To enroll your domestic partner and 

children, you must provide:

▪ Affidavit of Domestic Partnership (or Registered 

Domestic Partner Certificate)

▪ Appropriate documentation outlined by Human 

Resources

Cost of Coverage

Contribution toward the cost of coverage for your 

domestic partner and his or her dependents is 

considered taxable income to you.

Domestic partner premiums will be deducted on a post-

tax basis or imputed as income based on the value of 

coverage. You may wish to consult with a tax adviser for 

more information.

What Benefits are Available?​

Domestic partners are eligible for:

▪ Medical

▪ Dental

▪ Vision

Domestic partner’s expenses under the HSA are 

generally not considered qualifying medical expenses.

Termination of Coverage

You are responsible for informing Human Resources 

within 30 days if any of your dependents become 

ineligible for benefits.

Domestic partners are not generally eligible for 

continuation of coverage. See your plan documents or 

contact Human Resources for more information.

Making Benefit Changes During the Year

The benefit elections you make during your initial enrollment period will be in effect through December 31, 2023. If you have a

“qualifying life event,” you may make changes to certain benefits if you apply for the change and provide supporting

documentation to Human Resources within 30 days of the event. Proof of life events is subject to approval by your company.

Documentation is required to be submitted timely. Changes are effective prospectively unless the event is for birth, adoption,

or placement for adoption.

Qualifying life events include, but are not limited to:

▪ Your marriage or divorce​

▪ Birth, adoption or placement for adoption of an eligible child (Retroactive to the date of the event)​

▪ Death of your spouse or covered dependent​

▪ Change in you or your spouse’s work status that affects benefits eligibility (for example, starting a new job, leaving a

job, changing from part-time to full-time, starting or returning from an unpaid leave of absence, etc.)​

▪ Your spouse’s Open Enrollment differs from yours​

▪ A change in your child’s eligibility for benefits​

▪ Gain or loss of Medicare or Medicaid during the year​

▪ Relocation if the move impacts access to coverage

Other qualifying events may also apply.  Please contact Human Resources.
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Medical Plan
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APBHT offers medical plan through Premera Blue 

Cross Blue Shield of Alaska with the following 

features:

▪ Option to receive care from in-network or out-of-

network providers; higher benefits are paid when 

using in-network providers.

▪ Preventive care is covered at 100% when using an 

in-network provider, with some exceptions related to 

COVID-19.

▪ Includes prescription drug coverage.

▪ Deductibles and out-of-pocket maximums 

accumulate on a calendar year.

▪ If you enroll in the HSA plan, you can open and 

contribute to a Health Savings Account (HSA) to help 

cover some of your medical plan costs (refer to HSA 

section for more information).

▪ Always refer to your plan booklet for specific benefit 

levels and limitations.

How to Find a Doctor

Find a Doctor, Dentist, and more at 

www.premera.com. Login to your Premera account 

and click the “Find a Doctor” tab in the upper left 

hand corner. Follow the online instructions to perform 

a general search. Or, go mobile with Premera Mobile 

app (available for Windows Phone, Android, and 

iPhone). Premera Mobile allows one touch access to 

finding doctors and urgent cares facilities, customer 

service, 24-Hour NurseLine, etc.

A Note About Health Care Reform 

If you choose to purchase individual coverage 

through the Marketplace, you should know that 

because the company’s medical insurance meets 

specific ACA requirements, you may not be eligible 

to receive a federal subsidy.

Additional information is available at 

www.healthcare.gov. 

http://www.premera.com/
http://www.healthcare.gov/
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Medical Plan
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HP HSA Aggregate $2,000/20%/$3,500 Essentials

Plan Year Deductible

(Individual / Family)
$2,000 / $4,000 (Aggregate)

Coinsurance 20% Preferred / 40% Participating

Plan Year Out-of-Pocket 

Maximum1

(Individual / Family)

$3,500 / $7,000 (Embedded)

Preventive Care2 Covered In Full

Primary Care Office Visit In Network Deductible, then 20% Preferred / 40% Participating

Specialty Care Office Visit In Network Deductible, then 20% Preferred / 40% Participating

Urgent Care Facility In Network Deductible, then 20% Preferred / 40% Participating

Virtual Care In Network Deductible, then 20% Preferred

Emergency Room Care In Network Deductible, then 20% Preferred

Inpatient Hospital In Network Deductible, then 20% Preferred / 40% Participating

Outpatient Surgery In Network Deductible, then 20% Preferred / 40% Participating

Other Professional Diagnostic 

Imaging
In Network Deductible, then 20% Preferred / 40% Participating

Other Professional Diagnostic 

Laboratory/Pathology
In Network Deductible, then 20% Preferred / 40% Participating

Limitations and maximums may apply. Please refer to the plan summaries and Summary of Benefits and Coverage for more

information.
1 Plan Year Out-of-Pocket Maximum includes deductibles, copays and coinsurance
2 Preventive Office Visit, Immunizations, Preventive Laboratory Screens, Preventive Imaging, Preventive Routine 

Mammography

You Pay (In-Network)
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Medical Plan
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HP HSA Aggregate $2,000/20%/$3,500 Essentials

Routine Vision Exam

1 PCY
Covered in Full

Vision Hardware

$200 PCY
Covered in Full

Pediatric Vision Exam

1 PCY under age 19
In Network Deductible, then 20% Preferred

Pediatric Vision Hardware

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

You Pay (In-Network)
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Prescription Drugs
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Three Ways to Obtain Prescription Drugs

Retail Pharmacy

✓ Locate a participating retail 

pharmacy

✓ View a list of approved drugs

✓ Use for maintenance drugs 

such as medication for high 

blood pressure, arthritis or 

diabetes

✓ No additional cost for 

delivery

✓ Medications used to treat 

complex conditions like 

multiple sclerosis, hepatitis C 

and rheumatoid arthritis

✓ Prescription can only be 

filled once every 30 days

①
Mail Order

②
Specialty Pharmacy

③

HP HSA Aggregate $2,000/20%/$3,500 Essentials

Prescription Drugs Deductible Medical Deductible

Retail

(preferred generic/preferred 

brand/preferred specialty/all non-

preferred)

$15 / $30 / $50 / 30%

Mail Order

(preferred generic/preferred 

brand/preferred specialty/all non-

preferred)

$37.50 / $75 / $50 / 30%

Supply Limit Per Fill

Retail: up to 90 days

Mail Order: up to 90 days

Specialty: up to 30 days

Drug List
E1 Essentials Formulary

No Tiers

You Pay (In-Network)

When you enroll in a medical plan, you receive comprehensive prescription drug 

coverage through Premera Blue Cross Blue Shield of Alaska. 

Some medications may be subject to prior authorization, quantity limits or step 

therapy requirements to be approved for coverage. 

Log into your carrier’s Member Portal to learn more about your prescriptions.
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myCare Alaska
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Primary and urgent care are 

available virtually!

Getting care is as easy as sending a text message. You

can connect with a doctor in seconds from any

computer or mobile device. A doctor will reply in less

than 60 seconds.

▪ Available from anywhere you can access the

internet, 24 hours a day and 7 days a week.

▪ This is a text-based virtual care program that allows

you to securely message, send photos, or video chat

with a doctor instantly.

▪ Ask general or urgent medical questions from your

desk – no need to go into a medical office.

Get started at mycarealaska.com

When should I use myCare Alaska?

Use myCareAlaska when you:

▪ Feel sick, but it’s not an emergency*

▪ Have a minor injury

▪ Have general medical questions

▪ Want to refill a prescription

▪ Are not sure where to go to get care

Examples of conditions to discuss:

▪ Coughs, fevers, sore throat

▪ Earaches, stomach pain, diarrhea

▪ Rashes, allergic reactions, animal/insect bites

▪ Back/abdominal pain

▪ Sports injuries, burns, heat-related illness

▪ Urinary tract infections

▪ Urgent or general health questions

*You should always call 9-1-1 for medical emergencies. A medical emergency is an event that you reasonably

believe threatens you or someone else's life or limb in such a manner that immediate medical care is needed to

prevent death or serious impairment of health.

http://www.mycarealaska.com/
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Where to Seek Care
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Doctor On Demand
For Primary/Urgent Care and Mental Health options

A video or phone-based consultation with a board-

certified doctor. Doctor on Demand board-certified 

physicians offer consultation similar to what a patient 

gets in a face-to-face office visit. Physicians can send a 

prescription to the member’s preferred pharmacy, if it is 

medically necessary. Doctor on Demand can send 

records of the consultation by fax or electronic medical 

record transfer to your primary care doctor for continuity 

of care with a local doctor.

Medical doctors are available on demand everyday, 

holidays included. Get care from home, or on the road.

Think of Doctor On Demand as your first stop for 

everyday care. Example of what Doctor On Demand 

treat:

▪ Cold & Flu

▪ Sinus Infections

▪ Urinary Tract Infections

▪ Allergies

▪ Anxieties & Depression, and much more

For more information, visit the Doctor on Demand 

website at: www.doctorondemand.com/premera

Talkspace: Therapy as Close as Your 

Phone
For Mental Health options

Premera believes behavioral health is critical to their 

member’s overall health and well-being. Talkspace is 

available by live, face-to-face video appointments and 

text messaging. Text messaging means a therapist will 

respond quickly, usually in less than a day. Talkspace

provides access to 5,000 licensed therapists by video 

and text messaging regardless of date, location, or time 

of day.

Virtual behavioral health therapy sessions will have the 

same cost shares as equivalent to face-to-face visits, 

as described in your benefit plan.

Here’s how to access Talkspace:

▪ Sign up for Talkspace at talkspace.com/premera

▪ You will then be shown the 3 best matches for your 

needs, and you will choose a therapist. 

▪ Once you’ve selected your therapist, you can start 

messaging with their therapist right away. Please 

know, Talkspace is not a live chat where an 

immediate response will happen from your 

therapist.

http://www.doctorondemand.com/premera
http://www.talkspace.com/premera
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Where to Seek Care (Continued)
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Premera’s 24-Hour Nurse Line

Registered Nurses are trained to offer advice, guidance

and support to members and their families. RNs are

trained to ask the right questions to make a

recommendation about when or where a member

should seek treatment for an injury or illness. RNs also

have access to high-quality health resources and will

listen to members’ concerns, answer questions, and

offer advice about many health-related topics.

▪ Free and confidential service

▪ Available 24 hours a day, 7 days a week

▪ Available in English, Spanish and 140+ additional 

languages 

▪ The contact number can be found on the back of 

your ID card

Premera Medical Travel Support

Premera understands the price of medical care may be 

lower outside of Alaska and offers Medical Travel 

Support. With approval, this feature helps you obtain 

care at in-network hospitals and surgical centers across 

the United States.

▪ Member and one companion; pre-authorization 

required

▪ Air: 1 round-trip per episode

▪ Surface transportation & parking: $35/day

▪ Ferry transportation: $50 per person each way

▪ Lodging: $50/day per person

▪ Travel: in-network deductible, then 0%

▪ Medical procedures: covered as any other service

Contact Premera at 800-364-2994 to learn more.

Boulder Care
For Substance use disorder

Boulder Care offers telehealth treatment for opioid use

disorder and alcohol use disorder.

Participants can connect with their providers from

anywhere through secure video and messaging on the

Boulder App.

Teams of care providers collaborate to support

participants with expert medical care, peer recovery

coaching, and care coordination.

Get started at https://boulder.care/getstarted

Workit Health
For Substance use disorder

Workit Health offers telehealth treatment for opioid use

disorder and alcohol use disorder.

Quit alcohol, drugs, smoking, or other addictions with

online therapy in the Premera network.

Just like a traditional rehab, you will meet with

clinicians, stay on track with coaching, join recovery

groups, and complete addiction courses built by experts

— all from the privacy of your own home.

For more information, go to 

https://www.workithealth.com/premera

https://boulder.care/getstarted
https://www.workithealth.com/premera
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Premera Designated Centers of 
Excellence
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This benefit program includes enhanced services that support

you and your dependents when you seek care from a Premera

Center of Excellence (COE) provider. Premera Blue Cross

Blue Shield of Alaska has selected Virginia Mason Medical

Center in Seattle as a Premera Designated Center of

Excellence (PDCOE) to provide certain specialty medical

services for you.

What’s included
▪ Access to three of the most common specialty procedures:

▪ Total joint replacements (knee and hip)

▪ Spine surgeries

▪ Gynecological procedures

▪ Bundled payment arrangements for eligible specialty

medical procedures which include:

▪ Pre-surgical consultations and related services

▪ Hospitalization, surgery, and related inpatient care

▪ Post-surgical checkups

▪ If you are not on a qualified high-deductible health plan

deductible, the employee cost share is waived.

▪ Predictive analytics, targeting, and outreach to identify

eligible members, increase awareness, and educate

members on the benefits of using a PDCOE provider for

eligible services.

▪ Air travel for you and a companion, black car services from

airport to hotel, and lodging at a select Virginia Mason Hotel

(up to IRS limits).

▪ Dedicated care coordination from Premera medical travel

experts and Clinical Programs clinicians during and after

your procedure.

High-quality care
For the third year in a row, Virginia Mason is rated in the top 

one percent of healthcare facilities in the nation. Its network of 

specialty care medical centers and providers offer superior 

treatment results.

When you need one of the qualifying procedures, Premera will 

use predictive analytics to engage them at the right time and 

encourage them to seek high-quality, affordable care at Virginia 

Mason.

Fair prices
Cost for the same healthcare procedure can vary

greatly from one provider to the next, this is why

Premera is collaborating with providers to help

eliminate unpredictable prices.

Premera Designated Centers of Excellence offer

bundled rates for you who receive the specialty

procedures covered by this benefit. A bundled

rate is one lump sum for pre- and post-

appointments and all related surgery costs.

Bundled rates help manage healthcare costs.

They also help you know you are paying a fair

price for the care you need. Plus, certain cost

shares are waived for non-qualified preferred

provider organization (PPO) health plans and

qualified high-deductible health plans.

Premera makes it easy
▪ A medical travel expert will help answer your

questions about eligibility, covered services

and costs. They will also provide travel

assistance, including making travel

arrangements and handling travel

prepayments.

▪ A Premera clinician will coordinate your out-

of-state care with Virginia Mason, before,

during, and after your procedure.

Call Premera Customer Service to begin your 

coordination of travel at 

800-508-4722.

New Centers may be added so be sure to 

contact Premera for the most up to date 

information

For Alaska members who want to stay in state for 

Total Joint Replacements, through a new 

partnership, Providence Alaska provides 

ambulatory surgery services at Creekside 

Surgery Center in Anchorage.
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Get the most out of your 
benefits with Premera
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Click to watch each of these videos 

https://blink.ak.premera.com/topic-content/3/472/1290/nojs/
https://blink.ak.premera.com/topic-content/3/472/1292/nojs/
https://blink.ak.premera.com/topic-content/3/472/1320/nojs/
https://blink.ak.premera.com/topic-content/3/472/1293/nojs/
https://blink.ak.premera.com/topic-content/3/472/1291/nojs/
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Emergency Care vs. 
Urgent Care
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When you need help in a hurry, you have choices. Of course, when it’s a life-threatening problem, you should 

call 911 or go straight to the nearest hospital emergency room (ER).

In the ER, true emergencies are treated first, so unless your life is in danger, you’ll wait – sometimes for hours. The 

ER is also the most expensive option for care. 

For non-life-threatening problems, call your doctor, access virtual care services or go to an urgent care center.

Go to Emergency Room

Heart attack or stroke

Chest pain or intense pain

Shortness of breath

Severe abdominal pain

Head injury or other major trauma

Loss of consciousness

Major burns or severe bleeding

One-sided weakness or numbness

Open fractures

Poisoning or suspected overdose

Go to Urgent Care

Moderate fever

Colds, cough or flu

Bruises and abrasions

Cuts and minor lacerations

Minor burns and skin irritations

Eye, ear, or skin infections

Sprains or strains

Possible fractures

Urinary tract infections

Respiratory infections

or
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Health Savings Account (HSA) 
(Continued)
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A Health Savings Account (HSA) is a tax-advantaged 

savings vehicle available to individuals covered by a 

High Deductible Health Plan (HDHP). Funds in the 

account are used to pay for qualified medical, dental 

and vision expenses.

An HSA is a great way to save for the future. You can 

set aside money from each paycheck now and save 

funds to cover healthcare expenses that come up 

later. Plus, your contributions are free from federal 

income tax, so you’re stretching your healthcare 

dollars while lowering your taxable take-home pay 

amount.

HSA funds can only be used for yourself, your spouse 

and your taxable dependents. Expenses for domestic 

partners and/or other dependents who do not qualify 

as tax dependents are not reimbursable under the 

HSA.

ADVANTAGES OF AN HSA

▪ Balance rolls over each year so you won’t lose your 

contributions

▪ Triple tax savings — you do not pay federal tax* on:

o Contributions to the account

o Spending on qualified expenses

o Interest that accrues

▪ Account is portable, so the funds are yours even if you 

change medical plans next year or leave the company

▪ Use the funds (now or in the future) for eligible medical, 

dental or vision expenses, including coinsurance costs, 

prescriptions, glasses, orthodontia and more

▪ Money left in the savings account earns tax-free interest*

*Tax treatment of HSAs for state tax purposes may vary by 

state.
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Health Savings Account (HSA) 
(Continued)
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Funding and Enrolling in an HSA

To enroll in an HSA, you must enroll in the HDHP plan 

option. You can open an HSA account through a financial 

institution of your choice; however, you would have to make 

after-tax contributions, they would not be automatically 

deducted from your paycheck, and you would need to claim 

those contributions as a tax deduction when you file your 

taxes.

Once your HSA is opened, remember to designate a 

beneficiary for this account.

* You also can choose to open an HSA through another 

financial institution. However, you would have to make 

after-tax contributions; they would not be automatically 

deducted from your paycheck, and you would need to claim 

those contributions as a tax deduction when you file your 

taxes.

Who Can Open an HSA?

You can contribute to an HSA if you:

▪ Are covered under an HSA-qualified high deductible 

health plan (HDHP).

▪ Are not enrolled in Medicare*, TRICARE or 

TRICARE for Life.

▪ You are not covered by another major medical plan,  

including the plan of your spouse or parent. 

▪ Cannot be claimed as a dependent on someone 

else’s tax return.

▪ Have not received Veterans Affairs (VA) benefits 

within the past 3 months

▪ You (or your spouse) do not contribute to a Health 

Care FSA. 

* Enrollment in Medicare Part A may be retroactive by 

up to 6 months when you begin taking social security 

retirement after your Social Security Normal Retirement 

Age (SSNRA). This may affect your HSA eligibility. 

Other restrictions and exceptions may also apply. For 

more information, visit 

www.irs.gov/publications/ p969/.

HSA Contributions and Limits

Each year, you can contribute up to the IRS annual limit for HSAs.

2022 IRS Contribution Limit 2023 IRS Contribution Limit

Employee Only $3,650 $3,850

Employee + Dependents $7,300 $7,750

* If you are age 55 or older, you may contribute an additional $1,000 in catchup contributions. 

If you use your HSA funds for non-qualified 

expenses, the purchase amount will be 

subject to tax, plus a 20% penalty if you are 

younger than age 65.

IMPORTANT

http://www.irs.gov/publications/%20p969/
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How to Save

APBHT  |  2023 Benefits Guide19

When Using Your Medical and Prescription Plans

Use In-Network Doctors

By using in-network doctors, clinics, hospitals 

and pharmacies, you pay the lowest cost for 

care. When you visit out-of-network doctors, 

our health plan covers less of the cost.

Choose the Right Type of Care

When you need care, know your options. 

Urgent care centers, online doctor visits or a 

call to the medical plan nurse line can help 

save time and money.

Use freestanding imaging centers for MRIs, 

CT Scans and other imaging can help save 

money. Just be sure they are in-network.

Use Your Preventive Care Benefits

Most preventive care services are covered at 

100% when you use in-network providers. 

Getting regular exams, screenings and 

immunizations can save you a lot of money in 

the long run by catching problems early or 

preventing them altogether.

Use Mail Order Program

Rather than visiting a pharmacy month after 

month, save time by having the medication 

delivered to your home.

Through Mail Order Program, you can also 

save money by getting up to a 90-day supply 

for less than what you would pay through a 

retail pharmacy. And because shipping is free, 

you’ll also save on gas money!

Ask Your Doctor for Generic Drugs

The next time you need a prescription, ask your doctor if it is 

appropriate to use a generic drug rather than a brand name 

drug. Generic drugs contain the same active ingredients, are 

identical in dose, form and administrative method AND are 

less expensive than their brand name counterparts.

If you must take a brand name drug, ask your doctor for 

samples or coupons. Also check the drug manufacturer’s 

website for available rebates and discounts.

Search GoodRx for Cheaper Prices

Drug prices sometimes vary significantly between 

pharmacies, but did you know you can locate potentially less 

expensive Rx prices by searching online?  There are 

resources available online for prescription discount, including 

offers from the medication manufacturer. Finding these 

resources is easy- simply search “prescription discount 

programs” to locate an offer or visit the manufacturer’s 

website to see if a coupon is available. You can also log into 

your Medical Carrier online portal for Rx cost comparisons. 

**Please Note** Rx discount programs do not coordinate with 

employer-sponsored prescription coverage. Please be sure to 

compare all costs; any expenses utilized for a prescription 

discount program are not applied to any Out-of-Pocket 

maximum totals.

Ask Your Pharmacy for the Cash Price

Call and ask your pharmacy for the cash price* of a 

prescription drug. Sometimes these prices are lower than the 

prescription drug plan copay.
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APBHT offers dental plan through Premera Blue Cross Blue 

Shield of Alaska. Your choice of dentists can determine the cost 

savings you receive. In-Network providers are paid directly by 

Premera and agree to accept negotiated fees as “payment in full” 

for services rendered.

When you use out-of-network providers, Premera will apply the 

applicable percentage of the allowed amount and you are 

responsible for paying the balance of the bill. 

In-network coverage is provided when you use Premera network 

providers. 

The Dental benefit is only available to those eligible employees 

enrolling in the Medical benefit.

How to Find a Dentist

Find a Doctor, Dentist, and more at 

https://www.premera.com. Login to your 

Premera account and click the “Find a 

Doctor” tab in the upper left hand corner. 

Follow the online instructions to perform a 

general search. Or, go mobile with 

Premera Mobile app (available for 

Windows Phone, Android, and iPhone). 

Dental Optima 1500

You Pay (In-Network)

Calendar Year Deductible $50 Per Individual / $150 Per Family

Calendar Year Maximum
Up to $1,500 per person each calendar year 

(Applies to Basic and Major Services)

Preventive Services 

(no deductible)
0%

Basic Services

(after deductible)
20%

Major Services

(after deductible)
50%

Endodontics / Periodontics

(after deductible)
20%

If you do not enroll in dental 

benefits when you are first eligible, 

you will become a late entrant. 

Late entrants will only be eligible 

for exams, cleanings and fluoride 

applications for the first 12 months 

they are covered.

IMPORTANT

https://www.premera.com/
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APBHT provides Basic Life insurance coverage, which includes an Accidental Death and Dismemberment (AD&D) 

provision that also pays the same amount in the event of accidental death and certain other conditions. Basic Life 

and AD&D insurance is administered by Symetra and is paid for by your company. The Life/AD&D benefit is only 

available to those eligible employees enrolling in the Medical benefit.

▪ Class 1: 1x annual earnings up to $100,000

▪ Class 2: $20,000

▪ Class 3: $5,000

According to federal law, only the first $50,000 of employer-paid life insurance is not taxable. Premium paid by 

APBHT for coverage levels over $50,000 will be taxable to you and will be included on your year-end W-2 statement.

Please check with your station manager to see which class you are covered under.
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Enjoy discounts, rewards and perks on thousands of brands you love in a variety of categories:

▪ Travel

▪ Tickets

▪ Electronics

▪ Apparel

▪ Local Deals

▪ Wellness

▪ Health

▪ Entertainment

▪ Restaurants

▪ Beauty and Spa

▪ Sports

▪ Outdoors

▪ Fitness

It’s easy to access and start saving!

1. Go to www.apbht.benefithub.com

2. Create your account by entering your email address

3. Follow the prompts

4. Start exploring your savings offerings

Questions? Call 1-866-664-4621 or email customercare@benefithub.com

Explore your Perks Portal!

http://www.apbht.benefithub.com/
mailto:customercare@benefithub.com
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The following tables show the monthly amounts you will pay for coverage under each plan.

2023 HEALTH & DENTAL MONTHLY RATES

Health Plan 01/01/2023

(Active Employees)

Employee

Only*

Employee & 

Spouse

Employee & 

Child(ren)

Employee &

Family

Medical * $905.38 $2,239.73 $1,903.65 $2,952.70 

Dental * $52.22 $106.86 $110.85 $171.26 

Administration Fee $15.00 $15.00 $15.00 $15.00 

Total $972.60 $2,361.59 $2,029.50 $3,138.96 

Life $0.180 / $1,000

AD&D $0.024 / $1,000

COBRA Services $1.00 $1.00 $1.00 $1.00

COBRA Services Annual Set-up Fee $200 annual fee, divided equally among participants at the beginning of year

* Employer is required to pay at least 75% of Employee Only Coverage

2023 COBRA RATES

Health Plan 01/01/2023
Employee

Only

Employee & 

Spouse

Employee & 

Child(ren)

Employee &

Family

Medical and Dental $976.75 $2,393.52 $2,054.79 $3,186.44 

Medical Only $923.49 $2,284.52 $1,941.72 $3,011.75 

Dental Only $53.26 $109.00 $113.07 $174.69 

EE employee only

ES employee plus spouse only

EC no spouse, but one or more children  

EF spouse plus one or more children
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The following tables show the monthly amounts you will pay for coverage under each plan.

EE employee only

ES employee plus spouse only

EC no spouse, but one or more children  

EF spouse plus one or more children

2022 HEALTH & DENTAL MONTHLY RATES

Health Plan 01/01/2022

(Active Employees)

Employee

Only*

Employee & 

Spouse

Employee & 

Child(ren)

Employee &

Family

Medical * $905.38 $2,239.73 $1,903.65 $2,952.70 

Dental * $52.22 $106.86 $110.85 $171.26 

Administration Fee $15.00 $15.00 $15.00 $15.00

Total $972.60 $2,361.59 $2,029.50 $3,138.96 

* Employer is required to pay at least 75% of Employee Only Coverage

2022 COBRA RATES

Health Plan 01/01/2022
Employee

Only

Employee & 

Spouse

Employee & 

Child(ren)

Employee &

Family

Medical and Dental $976.75 $2,393.52 $2,054.79 $3,186.44 

Medical Only $923.49 $2,284.52 $1,941.72 $3,011.75 

Dental Only $53.26 $109.00 $113.07 $174.69 
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Benefit Provider Phone Website / Email

Medical, Rx, Vision

Premera 

Blue Cross Blue Shield of 

Alaska

1-800-508-4722 www.premera.com

Dental

Premera 

Blue Cross Blue Shield of 

Alaska

1-800-508-4722 www.premera.com

Basic Life/AD&D Symetra 1-800-796-3872 www.symetra.com

Wilson Albers, our employee benefits consultant, is available to assist you should you have 

claims or service issues you are unable to resolve by contacting the insurance carrier directly. 

If you have questions or problems that you feel are not being addressed properly by our 

insurance carriers’ customer service departments, please give Wilson Albers a call at 

907-277-1616.

http://www.premera.com/
http://www.premera.com/
http://www.symetra.com/
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Premium
A premium (also referred to as a contribution) is the cost 

you pay for health insurance, whether you use medical 

services or not. Premiums are deducted directly from your 

paycheck.

Copay
Copayments, or copays, are pre-set dollar amount you are 

expected to pay for office visits, procedures or prescription 

drugs under your insurance plan.

Out-of-Pocket Maximum
An out-of-pocket maximum is an annual cap on the dollar 

amount you are expected to pay out of your own pocket for 

services (including deductibles, copays, and coinsurance) 

throughout the plan year.

Once you meet the out-of-pocket amount, your insurance 

provider will cover 100% of remaining expenses for the 

year.

Coinsurance
Coinsurance is a set percentage of service costs that you 

will be expected to pay once you have met your annual 

deductible.

When your annual deductible is met, your insurance 

provider pays for their portion of the full cost of the service 

and you pay the coinsurance, or remaining percentage.

Deductible
A deductible is the amount you pay out of your pocket 

before your insurance pays.

Deductibles typically run from January – December each 

year. Once you have met that dollar amount, you have met 

the requirements for the plan year.
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Remember that the choices you make during open enrollment will take effect on January 1, 2023 and remain in

effect until December 31, 2023. Only qualifying events will allow you to make a change before that date.

❑ Review enrollment materials

❑ Review all available plans and options to see which is best for you

❑ Consider the coverage you may be eligible for

❑ Review contributions

❑ Make sure you have all required information available

❑ Review accuracy of enrollment information

❑ Updated your beneficiary information

❑ Submit information before deadline

Notes
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Employee Notices



TO: Employees Eligible for Group Health Benefits under the
Alaska Public Broadcasting Health Trust Group Health Plans

DATE: January 1, 2023

SUBJECT: Required Annual Notices for Group Health Plans

***Important Information – Action May Be Required***

To make sure that you have all the information you need to make informed decisions for you and your
family, the law requires Alaska Public Broadcasting Health Trust to provide you with notice of certain
legal rights that you may have and legal obligations that apply to the ALASKA PUBLIC BROADCASTING
HEALTH TRUST HEALTH & WELFARE BENEFIT PLAN. These rights and obligations are described in
more detail in the enclosed notices.

Contents
Women’s Health and Cancer Rights Act (WHCRA) Notice Page 2

Newborns’ and Mother’s Health Protection Act (NMHPA) Notice Page 2

Medical Loss Ratio (MLR) Rule Notice Page 2

Notice of HIPAA Privacy Practices Page 3

Notice of HIPAA Special Enrollment Rights Page 6

New Health Insurance Marketplace Coverage Options and Your Health Coverage Page 7

Important Notice about Your Prescription Drug Coverage and Medicare Page 9

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP) Page 11

Model General Notice of COBRA Continuation Coverage Rights Page 15

Your Rights and Protections Against Surprise Medical Bills Page 19

You should review these notices closely and keep them with other materials that you receive about 
benefits available under the Plan. If you have any questions about any of the legal rights and obligations 
described below or the Plan, you should write or call:

Kim Pigg, Benefits Administrator 
135 Cordova Street | Anchorage, AK 9950 | 

kim@coastalaska.org

The following notices are not intended to be a description of the benefits offered under the Plan. For 
more information about specific benefits, refer to the Summary Plan Descriptions for the Plan.

If you (and/or your dependents) have Medicare or will become eligible for Medicare in the next 12 months, a
Federal law gives you more choices about your prescription drug coverage. Please see page 9 for more details.
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Women’s Health and Cancer Rights Act (WHCRA) Notice
Enrollment Notice
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending physician
and the patient, for:

• All stages of reconstruction of the breast on which the mastectomy was performed;

• Surgery and reconstruction of the other breast to produce a symmetrical appearance;

• Prostheses; and

• Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other
medical and surgical benefits provided under this plan. Therefore, the following deductibles and
coinsurance apply:

• HP HSA AGG $2000/20%/$3500

If you would like more information on WHCRA benefits, contact your plan administrator:

Kim Pigg
Administration Manager
kim@coastalaska.org

Annual Notice
Do you know that your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides 
benefits for mastectomy-related services including all stages of reconstruction and surgery to achieve 
symmetry between the breasts, prostheses, and complications resulting from a mastectomy, including 
lymphedema? Contact your plan administrator for more information.

Newborns’ and Mother’s Health Protection Act (NMHPA) Notice
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for 
any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal 
law generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the 
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In 
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from 
the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Medical Loss Ratio (MLR) Rule Notice
The Affordable Care Act requires health insurers in the individual and small group markets to spend at least 
80 percent of the premiums they receive on health care services and activities to improve health care 
quality (in the large group market of 51+ employees, this amount is 85 percent). This is referred to as the 
Medical Loss Ratio (MLR) rule or the 80/20 rule. If a health insurer does not spend at least 80 (85 for large
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groups) percent of the premiums it receives on health care services and activities to improve health care

quality, the insurer must rebate the difference.

Notice of HIPAA Privacy Practices
This notice describes howmedical information about you may be used and disclosed

and how you can get access to this information. Please review it carefully.

This notice is intended to inform you of the privacy practices followed by the Alaska Public Broadcasting
Health Trust Health Plan and the Plan’s legal obligations regarding your protected health information under
the Health Insurance Portability and Accountability Act of 1996 (HIPAA). The notice also explains the
privacy rights you and your family members have as participants of the Plan. It is effective on 10/13/2022.

The Plan often needs access to your protected health information in order to provide payment for health
services and perform plan administrative functions. We want to assure the plan participants covered under
the Plan that we comply with federal privacy laws and respect your right to privacy. Alaska Public
Broadcasting Health Trust requires all members of our workforce and third parties that are provided access
to protected health information to comply with the privacy practices outlined below.

Protected Health Information
Your protected health information is protected by the HIPAA Privacy Rule. Generally, protected health
information is information that identifies an individual created or received by a health care provider, health
plan or an employer on behalf of a group health plan that relates to physical or mental health conditions,
provision of health care, or payment for health care, whether past, present or future.

HowWeMay Use Your Protected Health Information
Under the HIPAA Privacy Rule, we may use or disclose your protected health information for certain
purposes without your permission. This section describes the ways we can use and disclose your
protected health information.

Payment.We use or disclose your protected health information without your written authorization in order
to determine eligibility for benefits, seek reimbursement from a third party, or coordinate benefits with
another health plan under which you are covered. For example, a health care provider that provided
treatment to you will provide us with your health information. We use that information in order to
determine whether those services are eligible for payment under our group health plan.

Health Care Operations.We use and disclose your protected health information in order to perform plan
administration functions such as quality assurance activities, resolution of internal grievances, and
evaluating plan performance. For example, we review claims experience in order to understand participant
utilization and to make plan design changes that are intended to control health care costs.

Treatment. Although the law allows use and disclosure of your protected health information for purposes
of treatment, as a health plan we generally do not need to disclose your information for treatment
purposes. Your physician or health care provider is required to provide you with an explanation of how they
use and share your health information for purposes of treatment, payment, and health care operations.

As permitted or required by law.We may also use or disclose your protected health information without
your written authorization for other reasons as permitted by law. We are permitted by law to share
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information, subject to certain requirements, in order to communicate information on health-related
benefits or services that may be of interest to you, respond to a court order, or provide information to
further public health activities (e.g., preventing the spread of disease) without your written authorization.
We are also permitted to share protected health information during a corporate restructuring such as a
merger, sale, or acquisition. We will also disclose health information about you when required by law, for
example, in order to prevent serious harm to you or others.

Pursuant to Your Authorization.When required by law, we will ask for your written authorization before
using or disclosing your protected health information. If you choose to sign an authorization to disclose
information, you can later revoke that authorization to prevent any future uses or disclosures.

To Business Associates.Wemay enter into contracts with entities known as Business Associates that
provide services to or perform functions on behalf of the Plan. We may disclose protected health
information to Business Associates once they have agreed in writing to safeguard the protected health
information. For example, we may disclose your protected health information to a Business Associate to
administer claims. Business Associates are also required by law to protect protected health information.

To the Plan Sponsor.Wemay disclose protected health information to certain employees of Alaska
Public Broadcasting Health Trust for the purpose of administering the Plan. These employees will use or
disclose the protected health information only as necessary to perform plan administration functions or as
otherwise required by HIPAA, unless you have authorized additional disclosures. Your protected health
information cannot be used for employment purposes without your specific authorization.

Your Rights
Right to Inspect and Copy. In most cases, you have the right to inspect and copy the protected health
information we maintain about you. If you request copies, we will charge you a reasonable fee to cover the
costs of copying, mailing, or other expenses associated with your request. Your request to inspect or
review your health information must be submitted in writing to the person listed below. In some
circumstances, we may deny your request to inspect and copy your health information. To the extent your
information is held in an electronic health record, you may be able to receive the information in an
electronic format.

Right to Amend. If you believe that information within your records is incorrect or if important information
is missing, you have the right to request that we correct the existing information or add the missing
information. Your request to amend your health information must be submitted in writing to the person
listed below. In some circumstances, we may deny your request to amend your health information. If we
deny your request, you may file a statement of disagreement with us for inclusion in any future
disclosures of the disputed information.

Right to an Accounting of Disclosures. You have the right to receive an accounting of certain disclosures
of your protected health information. The accounting will not include disclosures that were made (1) for
purposes of treatment, payment or health care operations; (2) to you; (3) pursuant to your authorization; (4)
to your friends or family in your presence or because of an emergency; (5) for national security purposes;
or (6) incidental to otherwise permissible disclosures.

Your request for an accounting must be submitted in writing to the person listed below. You may request
an accounting of disclosures made within the last six years. You may request one accounting free of
charge within a 12-month period.
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Right to Request Restrictions. You have the right to request that we not use or disclose information for 
treatment, payment, or other administrative purposes except when specifically authorized by you, when 
required by law, or in emergency circumstances. You also have the right to request that we limit the 
protected health information that we disclose to someone involved in your care or the payment for your 
care, such as a family member or friend.

Your request for restrictions must be submitted in writing to the person listed below. We will consider 
your request, but in most cases are not legally obligated to agree to those restrictions. However, we will 
comply with any restriction request if the disclosure is to a health plan for purposes of payment or health 
care operations (not for treatment) and the protected health information pertains solely to a health care 
item or service that has been paid for out-of-pocket and in full.

Right to Request Confidential Communications. You have the right to receive confidential 
communications containing your health information. Your request for restrictions must be submitted in 
writing to the person listed below. We are required to accommodate reasonable requests. For example, 
you may ask that we contact you at your place of employment or send communications regarding 
treatment to an alternate address.

Right to be Notified of a Breach. You have the right to be notified in the event that we (or one of our 
Business Associates) discover a breach of your unsecured protected health information. Notice of any 
such breach will be made in accordance with federal requirements.

Right to Receive a Paper Copy of this Notice. If you have agreed to accept this notice electronically, you 
also have a right to obtain a paper copy of this notice from us upon request. To obtain a paper copy of this 
notice, please contact the person listed below.

Our Legal Responsibilities. We are required by law to protect the privacy of your protected health 
information, provide you with certain rights with respect to your protected health information, provide you 
with this notice about our privacy practices, and follow the information practices that are described in this 
notice.

We may change our policies at any time. In the event that we make a significant change in our policies, we 
will provide you with a revised copy of this notice. You can also request a copy of our notice at any time. 
For more information about our privacy practices, contact the person listed below.

If you have any questions or complaints, please contact:

Kim Pigg
Administration Manager
kim@coastalaska.org

Complaints
If you are concerned that we have violated your privacy rights, or you disagree with a decision we made 
about access to your records, you may contact the person listed above. You also may send a written 
complaint to the U.S. Department of Health and Human Services — Office of Civil Rights. The person 
listed above can provide you with the appropriate address upon request or you may visit
www.hhs.gov/ocr for further information. You will not be penalized or retaliated against for filing a 
complaint with the Office of Civil Rights or with us.
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Notice of HIPAA Special Enrollment Rights
This notice is being provided to ensure that you understand your right to apply for group health insurance 
coverage. You should read this notice even if you plan to waive coverage at this time.

Loss of Other Coverage
If you are declining coverage for yourself or your dependents (including your spouse) because of other 
health insurance or group health plan coverage, you may be able to enroll yourself and your dependents in 
this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops 
contributing toward your or your dependents’ other coverage). However, you must request enrollment 
within 30 days after your or your dependents’ other coverage ends (or after the employer stops 
contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for 
adoption, you may be able to enroll yourself and your dependents. However, you must request enrollment 
within 30 days after the marriage, birth, adoption, or placement for adoption.

Medicaid or CHIP
If you or your dependents lose eligibility for coverage under Medicaid or the Children’s Health Insurance 
Program (CHIP) or become eligible for a premium assistance subsidy under Medicaid or CHIP, you may be 
able to enroll yourself and your dependents. You must request enrollment within 60 days of the loss of 
Medicaid or CHIP coverage or the determination of eligibility for a premium assistance subsidy.

To request special enrollment or obtain more information, please contact:

Kim Pigg
Administration Manager
kim@coastalaska.org
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New Health Insurance Marketplace Coverage Options and Your
Health Coverage
General Information
Now that key parts of the health care law have taken effect, there is a new way to buy health insurance:
The Health Insurance Marketplace. To assist you as you evaluate options for you and your family, this
notice provides some basic information about the new Marketplace and employment-based health
coverage offered by your employer.

What is the Health Insurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget.
The Marketplace offers “one-stop shopping” to find and compare private health insurance options. You
may also be eligible for a new kind of tax credit that lowers your monthly premium right away. For 2022,
open enrollment for health insurance coverage through the Marketplace was from November 1, 2021
through December 15, 2021, for coverage starting January 1, 2022. For 2023, open enrollment for health
insurance coverage through the Marketplace will be from November 1, 2022 through December 15, 2022,
for coverage starting January 1, 2023.

Can I Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer
coverage, or offers coverage that doesn’t meet certain standards. The savings on your premium that
you’re eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the
Marketplace?
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not
be eligible for a tax credit through the Marketplace and may wish to enroll in your employer’s health plan.
However, you may be eligible for a tax credit that lowers your monthly premium, or a reduction in certain
cost-sharing if your employer does not offer coverage to you at all or does not offer coverage that meets
certain standards. If the cost of a plan from your employer that would cover you (and not any other
members of your family) is more than 9.61% of your household income (for 2022), or if the coverage your
employer provides does not meet the “minimum value” standard set by the Affordable Care Act, you may
be eligible for a tax credit.*

If you work full-time and are eligible for coverage under your employer’s health plan, the plan
satisfies the minimum value standard, and the cost is intended to be affordable based on employee
wages.

If you purchase a health plan through the Marketplace instead of accepting health coverage offered by
your employer, then you may lose the employer contribution (if any) to the employer-offered coverage.
Also, this employer contribution – as well as your employee contribution to employer-offered coverage – is
often excluded from income for Federal and State income tax purposes. Your payments for coverage
through the Marketplace are made on an after-tax basis.

How Can I Get More Information?
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For more information about your coverage offered by your employer, please check your Summary Plan
Description or contact your Human Resource department at (907) 277-6300.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage
through the Marketplace and its costs. Please visitwww.healthcare.gov for more information, including
an online application for health insurance coverage and contact information for a Health Insurance
Marketplace in your area.

*A health plan provides “minimum value” if the plan’s share of the total allowed benefit costs covered by
the plan is at least 60% of such costs.
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CREDITABLE COVERAGE – HP HSA Aggregate $2,000/20%/$3,500

Important Notice about Your Prescription Drug Coverage and
Medicare
Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with Alaska Public Broadcasting Health Trust and about your options
under Medicare’s prescription drug coverage. This information can help you decide whether or not you
want to join a Medicare drug plan.

If you are considering joining, you should compare your current coverage, including which drugs are
covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug
coverage in your area. Information about where you can get help to make decisions about your
prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription
drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You
can get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage
Plan (like an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide
at least a standard level of coverage set by Medicare. Some plans may also offer more coverage
for a higher monthly premium.

2. Alaska Public Broadcasting Health Trust has determined that the prescription drug coverage
offered by the ALASKA PUBLIC BROADCASTING HEALTH TRUST HEALTH &WELFARE BENEFIT
PLAN is, on average for all plan participants, expected to pay out as much as standard Medicare
prescription drug coverage pays and is therefore considered Creditable Coverage. Because your
existing coverage is Creditable Coverage, you can keep this coverage and not pay a higher
premium (a penalty) if you later decide to join a Medicare drug plan.

—————————————————————————————————————————————————————————————————————————————————————————————

When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from
October 15th to December 7th.

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you
will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current Alaska Public Broadcasting Health Trust coverage
may be affected. If you do decide to join a Medicare drug plan and drop your current Alaska Public
Broadcasting Health Trust coverage, be aware that you and your dependents will not be able to get this
coverage back until the next open enrollment period.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?
You should also know that if you drop or lose your current Alaska Public Broadcasting Health Trust
coverage and don’t join a Medicare drug plan within 63 continuous days after your current coverage ends,
you may pay a higher premium (a penalty) to join a Medicare drug plan later.
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If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly
premium may go up by at least 1% of the Medicare base beneficiary premium per month for every month
that you did not have that coverage.

For example, if you go nineteen months without creditable coverage, your premium may consistently be
at least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher
premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may have to
wait until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage…
Contact the person listed below for further information. NOTE: You’ll get this notice each year. You will
also get it before the next period you can join a Medicare drug plan, and if this coverage through Alaska
Public Broadcasting Health Trust changes. You also may request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage…
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare
& You” handbook. You’ll get a copy of the handbook in the mail every year you are eligible from Medicare.
You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:

• Visitwww.medicare.gov.

• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of
the “Medicare & You” handbook for their telephone number) for personalized help.

• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is
available. For information about this extra help, visit Social Security on the web at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).

Date:
Name of Entity/Sender: 
Contact - Position/Office: 
Address:

October 13, 2022
Alaska Public Broadcasting Health Trust 
Kim Pigg, Administration Manager 
135 Cordova Street
Anchorage, AK 99501

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you
may be required to provide a copy of this notice when you join to show whether or not you have maintained
creditable coverage and, therefore, whether or not you are required to pay a higher premium (a penalty).
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Premium Assistance Under Medicaid and the Children’s Health
Insurance Program (CHIP)
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your
employer, your state may have a premium assistance program that can help pay for coverage, using funds
from their Medicaid or CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you
won’t be eligible for these premium assistance programs but you may be able to buy individual insurance
coverage through the Health Insurance Marketplace. For more information, visitwww.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below,
contact your State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or
dial 1-877-KIDS NOW orwww.insurekidsnow.gov to find out how to apply. If you qualify, ask your state
if it has a program that might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible
under your employer plan, your employer must allow you to enroll in your employer plan if you aren’t
already enrolled. This is called a “special enrollment” opportunity, and you must request coverage
within 60 days of being determined eligible for premium assistance.

If you have questions about enrolling in your employer plan, contact the Department of Labor at
www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

—————————————————————————————————————————————————————————————————————————————————————————————

If you live in one of the following states, you may be eligible for assistance paying your employer
health plan premiums. The following list of states is current as of July 31, 2022. Contact your State
for more information on eligibility –

List begins on next page.
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ALABAMA – Medicaid CALIFORNIA – Medicaid
Website: www.myalhipp.com
Phone: 1-855-692-5447

Health Insurance Premium Payment (HIPP) ProgramWebsite:
www.dhcs.ca.gov/hipp Phone: 916-445-8322
Fax: 916-440-5676 Email: hipp@dhcs.ca.gov

ALASKA – Medicaid COLORADO – Health First Colorado (Colorado’s
Medicaid Program) & Child Health Plan Plus (CHP+)

The AK Health Insurance Premium Payment Program
Website: www.myakhipp.com
Phone: 1-866-251-4861
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

Health First Colorado Website: www.healthfirstcolorado.com
HFC Member Contact Center: 1-800-221-3943 / State Relay 711
CHP+ Website:
www.colorado.gov/pacific/hcpf/child-health-plan-plus
CHP + Customer Service: 1-800-359-1991 / State Relay 711
Health Insurance Buy-In Program (HIBI):
www.colorado.gov/pacific/hcpf/health-insurance-buy-program
HIBI Customer Service: 1-855-692-6442

ARKANSAS – Medicaid FLORIDA – Medicaid
Website: www.myarhipp.com
Phone: 1-855-MyARHIPP (855-692-7447)

Website: www.flmedicaidtplrecovery.com/
flmedicaidtplrecovery.com/hipp Phone: 1-877-357-3268

GEORGIA – Medicaid MAINE – Medicaid
GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp
Phone: 678-564-1162, Press 1
GA CHIPRAWebsite: https://medicaid.georgia.gov/programs/
third-party-liability/childrens-health-insurance-program-
reauthorization-act-2009-chipra
Phone: (678) 564-1162, Press 2

Enrollment Website:
www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-442-6003 TTY: Maine relay 711
Private Health Insurance PremiumWebpage:
www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740 TTY: Maine relay 711

INDIANA – Medicaid MASSACHUSETTS – Medicaid and CHIP
Healthy Indiana Plan for low-income adults ages 19-64
Website: www.in.gov/fssa/hip Phone: 1-877-438-4479
All other Medicaid
Website: www.in.gov/medicaid Phone: 1-800-457-4584

Website: www.mass.gov/masshealth/pa
Phone: 1-800-862-4840
TTY: (617) 886-8102

IOWA – Medicaid and CHIP (Hawki) MINNESOTA – Medicaid
Medicaid Website: https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366
Hawki Website: https://dhs.iowa.gov/hawki
Hawki Phone: 1-800-257-8563
HIPP Website:
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
HIPP Phone: 1-888-346-9562

Website: www.mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-and-
services/other-insurance.jsp
Phone: 1-800-657-3739

KANSAS – Medicaid MISSOURI – Medicaid
Website: www.kdheks.gov/hcf/default.htm
Phone: 1-800-792-4884

Website: www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

KENTUCKY – Medicaid MONTANA – Medicaid
Kentucky Integrated Health Insurance Premium Payment
Program (KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/pages/kihipp.aspx
Phone: 1-855-459-6328 Email: kihipp.program@ky.gov
KCHIP Website: https://kidshealth.ky.gov/pages/index.aspx
Phone: 1-877-524-4718
Kentucky Medicaid Website: https://chfs.ky.gov

Website:
www.dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084
Email: HHSHIPPProgram@mt.gov
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LOUISIANA – Medicaid NEBRASKA – Medicaid
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIPP)

Website: www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633
Lincoln: 402-473-7000 Omaha: 402-595-1178

NEVADA - Medicaid SOUTH CAROLINA - Medicaid
Medicaid Website: www.dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

Website: www.scdhhs.gov
Phone: 1-888-549-0820

NEW HAMPSHIRE – Medicaid SOUTH DAKOTA - Medicaid
Website: www.dhhs.nh.gov/programs-services/medicaid/
health-insurance-premium-program
Phone: 603-271-5218
HIPP toll free number: 1-800-852-3345, ext 5218

Website: www.dss.sd.gov
Phone: 1-888-828-0059

NEW JERSEY – Medicaid and CHIP TEXAS – Medicaid
Medicaid Website:
www.state.nj.us/humanservices/dmahs/clients/medicaid
Medicaid Phone: 609-631-2392
CHIP Website: www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

Website: www.gethipptexas.com
Phone: 1-800-440-0493

NEW YORK – Medicaid UTAH – Medicaid and CHIP
Website: www.health.ny.gov/health_care/medicaid
Phone: 1-800-541-2831

Medicaid Website: www.medicaid.utah.gov
CHIP Website: www.health.utah.gov/chip
Phone: 1-877-543-7669

NORTH CAROLINA – Medicaid VERMONT– Medicaid
Website: www.medicaid.ncdhhs.gov
Phone: 919-855-4100

Website: www.greenmountaincare.org
Phone: 1-800-250-8427

NORTH DAKOTA – Medicaid VIRGINIA – Medicaid and CHIP
Website: www.nd.gov/dhs/services/medicalserv/medicaid
Phone: 1-844-854-4825

Website: www.coverva.org/en/famis-select or
www.coverva.org/en/hipp
Medicaid Phone: 1-800-432-5924 CHIP Phone: 1-800-432-5924

OKLAHOMA – Medicaid and CHIP WASHINGTON – Medicaid
Website: www.insureoklahoma.org
Phone: 1-888-365-3742

Website: www.hca.wa.gov
Phone: 1-800-562-3022

OREGON – Medicaid WEST VIRGINIA – Medicaid and CHIP
Website: www.healthcare.oregon.gov/pages/index.aspx or
www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

Website: www.dhhr.wv.gov/bms or www.mywvhipp.com
Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

PENNSYLVANIA – Medicaid WISCONSIN – Medicaid and CHIP
Website:
www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx
Phone: 1-800-692-7462

Website: www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
Phone: 1-800-362-3002

RHODE ISLAND – Medicaid and CHIP WYOMING – Medicaid
Website: www.eohhs.ri.gov
Phone: 1-855-697-4347
Direct RIte Share Line: 401-462-0311

Website: https://health.wyo.gov/healthcarefin/medicaid/
programs-and-eligibility
Phone: 1-800-251-1269
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To see if any other states have added a premium assistance program since July 31, 2022, or for more
information on special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov
1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to
respond to a collection of information unless such collection displays a valid Office of Management and
Budget (OMB) control number. The Department notes that a Federal agency cannot conduct or sponsor a
collection of information unless it is approved by OMB under the PRA, and displays a currently valid OMB
control number, and the public is not required to respond to a collection of information unless it displays a
currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of
law, no person shall be subject to penalty for failing to comply with a collection of information if the
collection of information does not display a currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven
minutes per respondent. Interested parties are encouraged to send comments regarding the burden
estimate or any other aspect of this collection of information, including suggestions for reducing this
burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office of Policy and
Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington,
DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.

OMB Control Number 1210-0137 (Expires 1/31/2023)
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Model General Notice of COBRA Continuation Coverage Rights
Continuation Coverage Rights Under COBRA
Introduction
You’re getting this notice in case, once enrolled, your coverage under a group health plan (the Plan) ends
due to a qualifying life event (described later). This notice has important information about your right to
COBRA continuation coverage, which is a temporary extension of coverage under the Plan. This notice
explains COBRA continuation coverage, when it may become available to you and your family, and
what you need to do to protect your right to get it.When you become eligible for COBRA, you may
also become eligible for other coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you
and other members of your family when group health coverage would otherwise end. For more
information about your rights and obligations under the Plan and under federal law, you should review the
Plan’s Summary Plan Description or contact the Plan Administrator.

You may have other options available to you when you lose group health coverage. For example,
you may be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in
coverage through the Marketplace, you may qualify for lower costs on your monthly premiums and lower
out-of-pocket costs. Additionally, you may qualify for a 30-day special enrollment period for another group
health plan for which you are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept
late enrollees.

What is COBRA continuation coverage?
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of
a life event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice.
After a qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified
beneficiary.” You, your spouse, and your dependent children could become qualified beneficiaries if
coverage under the Plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries
who elect COBRA continuation coverage may be required to pay for COBRA continuation coverage.

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan
because of the following qualifying events:

• Your hours of employment are reduced, or

• Your employment ends for any reason other than your gross misconduct.

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under
the Plan because of the following qualifying events:

• Your spouse dies;

• Your spouse’s hours of employment are reduced;

• Your spouse’s employment ends for any reason other than his or her gross misconduct;

• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or

• You become divorced or legally separated from your spouse.
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Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because
of the following qualifying events:

• The parent-employee dies;

• The parent-employee’s hours of employment are reduced;

• The parent-employee’s employment ends for any reason other than his or her gross misconduct;

• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

• The parents become divorced or legally separated; or

• The child stops being eligible for coverage under the Plan as a “dependent child.”

When is COBRA continuation coverage available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan
Administrator has been notified that a qualifying event has occurred. The employer must notify the Plan
Administrator of the following qualifying events:

• The end of employment or reduction of hours of employment;

• Death of the employee; or

• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent 
child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within 
60 days after the qualifying event occurs. You must provide this notice to:

Kim Pigg
Administration Manager
kim@coastalaska.org

How is COBRA continuation coverage provided?
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation 
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an 
independent right to elect COBRA continuation coverage. Covered employees may elect COBRA 
continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on 
behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months 
due to employment termination or reduction of hours of work. Certain qualifying events, or a second 
qualifying event during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 
months of coverage.

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:

Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and 
you notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up 
to an additional 11 months of COBRA continuation coverage, for a maximum of 29 months. The disability
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would have to have started at some time before the 60th day of COBRA continuation coverage and must 
last at least until the end of the 18-month period of COBRA continuation coverage. You must provide this 
notice to:

Kim Pigg
Administration Manager
kim@coastalaska.org

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation 
coverage, the spouse and dependent children in your family can get up to 18 additional months of COBRA 
continuation coverage, for a maximum of 36 months, if the Plan is properly notified about the second 
qualifying event. This extension may be available to the spouse and any dependent children getting 
COBRA continuation coverage if the employee or former employee dies; becomes entitled to Medicare 
benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the dependent child stops 
being eligible under the Plan as a dependent child. This extension is only available if the second qualifying 
event would have caused the spouse or dependent child to lose coverage under the Plan had the first 
qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you 
and your family through the Health Insurance Marketplace, Medicare, Medicaid, Children’s Health 
Insurance Program (CHIP), or other group health plan coverage options (such as a spouse’s plan) through 
what is called a “special enrollment period.” Some of these options may cost less than COBRA 
continuation coverage. You can learn more about many of these options at www.healthcare.gov.

Can I enroll in Medicare instead of COBRA continuation coverage after my group 
health plan coverage ends?
In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you are still 
employed, after the Medicare initial enrollment period, you have an 8-month special enrollment period* to 
sign up for Medicare Part A or B, beginning on the earlier of

• The month after your employment ends; or

• The month after group health plan coverage based on current employment ends.

*For more information on the 8-month special enrollment period visit:
www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods

If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part
B late enrollment penalty and you may have a gap in coverage if you decide you want Part B later. If you
elect COBRA continuation coverage and later enroll in Medicare Part A or B before the COBRA
continuation coverage ends, the Plan may terminate your continuation coverage. However, if Medicare
Part A or B is effective on or before the date of the COBRA election, COBRA coverage may not be
discontinued on account of Medicare entitlement, even if you enroll in the other part of Medicare after the
date of the election of COBRA coverage.
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If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first 
(primary payer) and COBRA continuation coverage will pay second. Certain plans may pay as if secondary 
to Medicare, even if you are not enrolled in Medicare.

For more information visit www.medicare.gov/medicare-and-you.

If you have questions
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the 
contact or contacts identified below. For more information about your rights under the Employee 
Retirement Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care 
Act, and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S. 
Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit
www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available 
through EBSA’s website.) For more information about the Marketplace, visit www.healthcare.gov.

Keep your Plan informed of address changes
To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of 
family members. You should also keep a copy, for your records, of any notices you send to the Plan 
Administrator.

Plan contact information
To obtain more information about the Plan and COBRA continuation coverage upon request, contact the 
following person:

Kim Pigg
Administration Manager
kim@coastalaska.org
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Your Rights and Protections Against Surprise Medical Bills
When you get emergency care or get treated by an out-of-network provider at an in-network
hospital or ambulatory surgical center, you are protected from surprise billing or balance billing. In
these cases, you shouldn’t be charged more than your plan’s copayments, coinsurance and/or
deductible.

What is “balance billing” (sometimes called “surprise billing”)?
When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a
copayment, coinsurance, or deductible. You may have other costs or have to pay the entire bill if you see a
provider or visit a health care facility that isn’t in your health plan’s network.

“Out-of-network” means providers and facilities that haven’t signed a contract with your health plan to
provide services. Out-of-network providers may be permitted to bill you for the difference between what
your plan agreed to pay and the full amount charged for a service. This is called “balance billing.” This
amount is likely more than in-network costs for the same service and might not count toward your plan’s
deductible annual out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in
your care—like when you have an emergency or when you schedule a visit at an in-network facility but are
unexpectedly treated by an out-of-network provider. Surprise medical bills could cost thousands of dollars
depending on the procedure or service.

You’re protected from balance billing for:
Emergency Services

If you have an emergency medical condition and get emergency services from an out-of-network provider
or facility, the most they can bill you is your plan’s in-network cost-sharing amount (such as copayments,
coinsurance, and deductibles). You can’t be balance billed for these emergency services. This includes
services you may get after you’re in stable condition, unless you give written consent and give up your
protections not to be balanced billed for these post-stabilization services.

As of August 2022, the following 18 states had enacted comprehensive Balance Billing Protections:
California, Colorado, Connecticut, Florida, Georgia, Illinois, Maine, Maryland, Michigan, New Hampshire,
New Jersey, New Mexico, New York, Ohio, Oregon Texas, Virginia, Washington.

As of August 2022, the following 15 states had enacted limited Balance-Billing Protections: Arizona,
Delaware, Indiana, Iowa, Massachusetts, Minnesota, Mississippi, Missouri, Nebraska, Nevada, North
Carolina, Pennsylvania, Rhode Island, Vermont, West Virginia.

Generally, those state passed protections apply to fully insured medical plans governed by the specific
state and not self-funded medical plans. Check the state insurance commissioner website for details on
specific state laws.

If your state is not listed, check your state commissioner’s website as states may adopt a surprising billing
mandate at any time.

Certain Services at an In-Network Hospital or Ambulatory Surgical Center

When you get services from an in-network hospital or ambulatory surgical center, certain providers there
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may be out-of-network. In these cases, the most those providers may bill you is your plan’s in-network
cost-sharing amount. This applies to emergency medicine, anesthesia, pathology, radiology, laboratory,
neonatology, assistant surgeon, hospitalist, or intensivist services. These providers can’t balance bill you
and may not ask you to give up your protections not to be balance billed.

If you get other types of services at these in-network facilities, out-of-network providers can’t balance bill
you, unless you give written consent and give up your protections.

You’re never required to give up your protections from balance billing. You also aren’t required to
get care out-of-network. You can choose a provider or facility in your plan’s network.

When balance billing isn’t allowed, you also have the following protections:
• You’re only responsible for paying your share of the cost (like the copayments, coinsurance, and

deductible that you would pay if the provider or facility was in-network). Your health plan will pay
any additional costs to out-of-network providers and facilities directly.

• Generally, your health plan must:

– Cover emergency services without requiring you to get approval for services in advance
(also known as “prior authorization”).

– Cover emergency services by out-of-network providers.

– Base what you owe the provider or facility (cost-sharing) on what it would pay an in
network provider or facility and show that amount in your explanation of benefits.

– Count any amount you pay for emergency services or out-of-network services toward
your in-network deductible and out-of-pocket limit.

If you think you’ve been wrongly billed, you may contact the US Dept. of Health & Human Services at
1-877-696-6775 or your State Insurance Commissioner.

The contents of this document do not have the force and effect of law and are not meant to bind the public in any way, unless specifically incorporated into a contract. This document
is intended only to provide clarity to the public regarding existing requirements under the law.
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008865 (06-23-2017) An Independent Licensee of the Blue Cross Blue Shield Association 

 
  

 MEMBER ENROLLMENT AND CHANGE APPLICATION 

 

1. GROUP INFORMATION  (to be completed by the group) 

Group ID 

      

Group name 

      
Employee class/subgroup (as applicable) 

      

Employee Date of Hire 

    /      /       

Enrollment Reason 

      
If COBRA, indicate number of months eligible for coverage: 

 18 months     29 months     36 months 
Date of enrollment details  

 Same as hire date      Other date      /      /       

Plan start date 

    /      /       

2. EMPLOYEE INFORMATION  (employee to complete sections 2 through 4) 

Employee name     (Last) 

      

(First) 

      

 
Contact phone 

(       )        

Contact email (*Required) 

      

Mailing address  

      

City 

      

State 

   

ZIP 

      

3. ENROLLMENT INFORMATION 

Plan choice (as applicable) 

      
NOTE: Please indicate names as you would like it to appear on the ID card. ID card names are limited to 26 characters and spaces. 

Add Drop 
Relationship 
to Employee Last Name First Name 

Social Security No. 
(*Required) Date of Birth 

Gender Benefit Selection 

M F Medical Dental Vision Only 

  Self                      /    /           

                             /    /           

                             /    /           

                             /    /           

                             /    /           

                             /    /           

If any dependent has a different mailing address, please attach that information. Additional information attached?   No    Yes  

If any child over the dependent age limit is applying for coverage due to disability, please complete and attach the Request for Certification of Disabled Dependent form. 

Please complete and attach the Other Coverage Questionnaire form if any applicant has other current health coverage, including Medicare or Premera, which will remain in effect when your Premera coverage begins. If 
the form is not included, then it is assumed that no other coverage is in effect. 

4. EMPLOYEE SIGNATURE 

In applying for enrollment as indicated on this application, I declare that all of the information on this form is true and complete to the best of my knowledge. I also declare that each person I am 
requesting enrollment for is eligible for coverage. I have also read and understand the provisions as stated in section 5 of this document. The changes on this form supersede all previous forms 
submitted. 

Employee signature_______________________________________________________  Date signed _____ /  _____  / ______  
 

Please note: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, 
and denial of insurance benefits.  

  

PO Box 91059 
Seattle, WA 98111-9159 
www.premera.com 
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4. PLEASE READ 

 
PREMERA PRIVACY POLICY 

We may collect, use, or disclose personal information about you, such as health information, your address, telephone number or Social Security number.  We may 
exchange this information with healthcare providers, insurance companies, or other sources to conduct our routine business operations. Examples are deciding if 
you qualify for coverage; paying claims; coordinating benefits with other healthcare plans; or conducting care management, case management, or quality reviews. 
We may also collect, use or release your personal information as required or permitted by law. 

To safeguard your privacy and make sure we keep your information remains confidential, we train all employees on our written confidentiality policy and 
procedures.  If a disclosure of your personal information is not related to a routine business function, we will remove anything that could be used to easily identify 
you, unless we have your prior approval to release such information. 

You have the right to ask to look at or change your records retained by us. To view or print copies of our detailed Privacy Notice and other forms, please visit our 
web site at premera.com.  To have forms mailed to you, please call the number below. 

SPECIAL ENROLLMENT RIGHTS 

If you are declining enrollment for yourself or dependents because of other health care coverage, you may in the future enroll yourself or your dependents in this 
plan prior to the next open enrollment period. To do this, you must have involuntarily lost your other coverage and we must receive your enrollment application 
within 60 days after your other coverage ended (60 days if the prior coverage was through Medicaid or CHIP). Additionally, if you have a new dependent as a 
result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and dependents, provided we receive your completed enrollment 
application within 60 days after the marriage, birth, adoption, or placement for adoption, unless a different time limit has been specified in your benefit booklet. 

*REQUIRED SOCIAL SECURITY NUMBER AND CONTACT EMAIL ADDRESS 

Under the Affordable Care Act (ACA), all health plans must provide an IRS Form 1095-B to fully insured members starting in 2016. You’ll need Form 1095-B to 
help file your taxes, much like your W-2. 

If you have any questions about the information included in this notice, please call us at 1-800-508-4722. 

 

  

 

 

 

 

http://www.premera.com/


008 3 ( -20 )
An Independent Licensee of the Blue Cross Blue Shield Association 

P.O. Box 91059 
Seattle, WA 98111-9159 Waiver of Coverage

1. EMPLOYEE INFORMATION

Group/employer name Group number 

Employee name Employee date of birth Gender 

Male Female

Number of hours worked per week 

2. WAIVER CONFIRMATION

This is to confirm that I decline to participate in the Premera Blue Cross  program offered through my employer’s group 
health plan as follows. 

I do not wish to enroll myself. I have other Group coverage as follows:
CHAMPUS/Tricare
Medicare as primary, at the request of the Medicare enrollee
Another group health plan through my spouse or parent. Name of spouse’s/parent’s employer:

I do not wish to enroll myself. I have other Individual coverage.
I do not wish to enroll myself. I do not have other health coverage.

I do not wish to enroll my spouse  children.* They have other Group coverage.
I do not wish to enroll my spouse  children.* They have other Individual coverage.
I do not wish to enroll my spouse  children.* They have coverage through Medicaid/CHIP or other state-sponsored coverage.
I do not wish to enroll my spouse  children.* They do not have other health coverage.

*Please list the names of specific children you wish to waive if you are not enrolling all of them:

3. EVIDENCE OF OTHER GROUP COVERAGE

Are you an employee of a small group employer (  employees)? If unknown, check with your Group Benefits Administrator to verify. 

No, go to Section 4       Yes, please provide the following:

If you have declined due to having other Group coverage for yourself, attach one of the following to provide evidence of that other coverage.

Copy of your insurance ID card from the other group coverage

Copy of an Explanation of Benefits (EOB) for yourself from the other group coverage

4. EMPLOYEE SIGNATURE

If you are declining enrollment for yourself or dependents (including your spouse) because of other health care coverage, you may in the future 
enroll yourself or your dependents in this plan prior to the next open enrollment period. To do this, you must have involuntarily lost your other
coverage  and we must receive your enrollment application 
within 0 days after your other coverage ended  Additionally, if you have a new dependent as a result of marriage, birth, adoption, or placement 
for adoption, you may be able to enroll yourself and dependents, provided we receive your completed enrollment application within 0 days after 
the marriage, birth, adoption, or placement for adoption, unless a different time limit has been specified in your benefit booklet.

By signing below, you understand that you will be unable to obtain coverage under your employer’s group health plan until the next open 
enrollment period, unless you and/or your dependents qualify for enrollment under the special enrollment rules described above. 

Please note: knowingly false

X Date



 



 

 



 

TO BE COMPLETED BY THE POLICYHOLDER 

Policy Number   01-016756-00  

Employer/Policyholder Name    

Street Address City State Zip Code 

Employee Occupation/Job Title Employee Date of Employment 

Full Time Employee Part Time Employee 
Effective Date of Coverage 

$ / 
Basic Earnings 

HR WK MO YR    
Class Number (if applicable) 

 
 

Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 | Bellevue, WA 98004-5135 
Mailing Address: Benefits Division | PO Box 34690 | Seattle, WA 98124-1690 

 
GROUP LIFE INSURANCE AND DISABILITY INCOME INSURANCE ENROLLMENT 

 

I. EMPLOYEE/ENROLLEE INFORMATION 
 

Name 

 
 

Sex M F 

 
 

Street Address City State Zip Code 

 
Home Telephone Number Date of Birth Marital Status 

II. BENEFITS (Please check if you wish to enroll) Please contact your HR representative with any questions 

 Yes No Indicate the benefit amount 
Employee Life          X   
Employee AD&D          X    

 
 

III. BENEFICIARY DESIGNATION 
Primary Beneficiary: The person or persons you want to receive the life insurance benefit if you die. If more than one 
primary beneficiary has been named, and the specific percentage has not been designated, then each will receive an 
equal share of the benefit. 

 
Contingent Beneficiary: The person or persons you want to receive the life insurance benefit if you die and if no primary 
beneficiary is alive on that date. If more than one contingent beneficiary has been named, and the specific percentage has 
not been designated, then each will receive an equal share of the benefit. 

 

  
NAME 

 
ADDRESS 

 
DATE OF BIRTH 

 
RELATIONSHIP 

% OF 
BENEFIT 

Primary 
Contingent 

     

Primary 
Contingent 

     

      

Primary 
Contingent 

     

 
I designate the beneficiary(ies) named on this form to receive any benefits payable in the event of my death. All information submitted 
by me on this form to the best of my knowledge and belief is true and complete. 

 
 

Enrollee/Employee Signature: ________________________________________________ Date Signed:  __________________ 
 

Group Benefits are insured by Symetra Life Insurance Company 
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ALASKA PUBLIC BROADCASTING HEALTH TRUST 

P.O. Box 200009, Anchorage, Alaska 99520 

TO: Participant in Alaska Public Broadcasting Health Trust Plan 

FROM: Kim Pigg, Administrative Manager 

DATE:    October 21, 2022 

RE: Employee Benefit Plan Summary Plan Description and Employee Notifications 

The Summary Plan Description is an important document that tells participants what the plan provides 
and how it operates.  The employee notifications provide additional important information that affects 
your health plan.   Please review these important documents.   

You can access these documents online at:   http://030c78c.netsolhost.com/healthtrust.html 

At the above listed website, you will find the following documents for the Alaska Public Broadcasting 
Health Trust Benefit plan documents and notification: 

• SPD Wrap Document
• Medical Plan Booklet
• Dental Booklet
• Life Certificate – Class 1
• Life Certificate – Class 2
• Life Certificate – Class 3
• Employee Notification Document

Additional documents may be added to this website in the future.  Future years Summary Plan 
Description, plan documents, and notifications will be added to the above website by the 15th of March 
each year.  You will only be required to sign receipt of these documents in upcoming years only if the 
plan changes and/or there are significant modifications to the plan components or notifications. 

Another useful resource is the APBHT Landing Page which is chock full of information, such as your 
FlippingBook Guide, which includes shortcuts taking folks to a specific benefit section, help for 
navigating the Landing Page, as well as the ability to send direct questions.  The Landing Page and Guide 
can be found at the following link: https://online.flippingbook.com/view/1029022689/ 

If requested, a hard copy of any of these documents can be provided to you at no charge.  This guide 
and other information provided on website is not intended to be a complete description of the 
insurance coverage offered, nor is it a binding contract. Controlling provisions are provided in each 
benefit plan policy.  Should there be a difference between this guide/other reference materials and the 
office plan documents, the official plan documents will govern.  More information about specific terms 
and conditions of each plan is included in the Summary Plan Description (SPD) and Summary of Benefits 
and Coverage (SBC). 

If you have any questions about these documents, please contact Alaska Public Broadcasting Health 
Trust Plan Administrator Kim Pigg, at kim@coastalaska.org 

http://030c78c.netsolhost.com/healthtrust.html
https://online.flippingbook.com/view/1029022689/
mailto:kim@coastalaska.org


RECEIPT OF 
ALASKA PUBLIC BROADCASTING HEALTH TRUST 

SUMMARY PLAN DESCRIPTION WRAP DOCUMENTS AND  
EMPLOYEE NOTIFICATIONS 

 
 
My signature below verifies that I have received notification of the Alaska Public Broadcasting Health 
Trust Summary Plan Description WRAP Documents and Employee Notifications.   
 
I have reviewed these documents and understand it is my sole responsibility to understand my coverage 
and rights. 
 
 
  
Employee’s Name (Print) 
 
 
     
Employee’s Signature Date 
 
 
  
Employee’s Participating Station/Organization 
 
 
Please return signed form to your general manager or human resource specialist for processing to the 
Alaska Public Broadcasting Health Trust Plan Administrator Kim Pigg, kim@coastalaska.org. 
 
It is recommended that all enrollment forms are maintained by your station manager/human resource 
specialist for inclusion in your personnel file and/or with your health plan records as well as retaining a 
copy for your own files.   

mailto:kim@coastalaska.org
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