




Experience better with Moda Health modahealth.com

Expect quality  
pharmacy benefits 
Quality prescription coverage is at the heart of a great 
health plan. We’re here to support the pharmacy needs 
of your clients’ employees, every step of the way.
Members have access to comprehensive 
prescription drug benefits through the Navitus 
pharmacy network. The Navitus network includes 
over 87 percent of pharmacies in Alaska, plus 
more than 62,000 pharmacies nationwide. 

This means they can fill prescriptions almost anywhere, 
including these local and national drug store chains:

•	Carrs
•	Costco

•	CVS
•	Fred Meyer

•	Walgreens
•	Walmart

We also offer mail-order pharmacy services through 
Postal Prescription Services (PPS) and Costco.

2026 Pharmacy benefit table

Value Select Preferred Non Preferred Select  
Specialty

Preferred 
Specialty

Non-preferred 
Specialty

R1.AK.26 $5 $10 $30 $50 $10 $150 30%

R2.AK.26 $5 $15 $45 $75 $15 $180 30%

R3.AK.26 $5 $20 $60 $100 $20 $225 50%

R4.AK.26 $5 $10 $30 30% $10 20% 30%

R5.AK.26 $5 $15 $45 30% $15 20% 30%

R6.AK.26 $5 $20 $60 50% $20 30% 50%

One copay for each 30 day supply

Members can visit modahealth.com/pdl and choose “Large group” to 
search medications and find out their medication tiers and costs



Experience better with Moda Health modahealth.com

2026 Vision benefit tables

Description

V1003 100% Vision, $300 Max; Annual Benefit, all ages

Mandated Vision
Exam and lenses every year ($130 max for contacts);  

frames every two years to $130 max;  
two low-vision tests every two years to $125 max;  

$1,000 max every two years for all low vision aids, testing and services; age 19+

Pediatric Vision

One exam per year;  
one pair of lenses and frames per year or  

one pair of lenses per year and one pair of frames every other year;  
one low-vision evaluation and four follow up visits every five years or  

one low-vision evaluation every year and four follow up visits every five years;  
one low-vision aid per year and one pair of  

high-power spectacles per year for under age 19. 

Vision rider

Description

V1003 100% Vision, $300 Max; Annual Benefit, all ages

Standalone plan with Moda Select or Connexus network

Standalone plans with VSP®

Copays
Frames /  

contact lenses
benefit max

Contact  
exam and  

fitting copay
Exam / lenses Frames

In-network, members pay

VSP Choice  
Value 

$10 exam / 
$25 materials $150 $60 Once every 12 months Once every 24 months

VSP Choice  
Select

$10 exam / 
$10 materials $200 $60 Once every 12 months Once every 24 months

VSP Choice  
Premium

$10 exam / 
$10 materials $250 $60 Once every 12 months Once every 12 months

VSP Choice  
Value Voluntary

$10 exam / 
$25 materials $150 $60 Once every 12 months Once every 24 months

VSP Choice  
Select Voluntary

$10 exam / 
$10 materials $200 $60 Once every 12 months Once every 24 months

VSP Choice  
Premium Voluntary

$10 exam / 
$10 materials $250 $60 Once every 12 months Once every 12 months



Plan name Calendar-year costs Class I Class II Class III

Annual deductible Annual plan 
maximum

Exams  
and X-rays Cleanings Restorative 

fillings
Oral 

surgery Anesthesia Restorative 
crowns

Partial and 
complete bridges Implants

per member / family member pays member pays member pays

AK Preventive Mandated Plan $25 / $75 $500 0% after deductible 90% after deductible 90% after deductible
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Premier Option B - Family Deductible 50/150, 1500 $50 / $150 $1,500 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible - Preventive First 50/150, 15001 $50 / $150 $1,500 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible 50/150, 1000 $50 / $150 $1,000 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible - Preventive First 50/150, 10001 $50 / $150 $1,000 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible 50/150, 2000 $50 / $150 $2,000 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible - Preventive First 50/150, 20001 $50 / $150 $2,000 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible 50/150, 2500 $50 / $150 $2,500 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible - Preventive First 50/150, 25001 $50 / $150 $2,500 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible 50/150, 3000 $50 / $150 $3,000 0% 20% after deductible 50% after deductible

Premier Option B - Family Deductible - Preventive First 50/150, 30001 $50 / $150 $3,000 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible 50/150, 1500 $50 / $150 $1,500 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible - Preventive First 50/150, 15001 $50 / $150 $1,500 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible 50/150, 1000 $50 / $150 $1,000 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible-Preventive First 50/150, 10001 $50 / $150 $1,000 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible 50/150, 2000 $50 / $150 $2,000 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible - Preventive First 50/150, 20001 $50 / $150 $2,000 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible 50/150, 2500 $50 / $150 $2,500 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible - Preventive First 50/150, 25001 $50 / $150 $2,500 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible 50/150, 3000 $50 / $150 $3,000 0% 20% after deductible 50% after deductible

Voluntary Premier Option B - Family Deductible - Preventive First 50/150, 30001 $50 / $150 $3,000 0% 20% after deductible 50% after deductible

1	 Class 1 services other than cone beam X-rays do not apply to the annual plan maximum. Dental disclaimer: This brochure is a summary of the dental plans and dental plan benefits and is not a contract; limitations and exclusions apply. See the dental plan benefit summaries, handbook or contract 
for details. If there is any discrepancy between the information in this summary and the contract, it is the contract that will control. These benefits and Delta Dental policies are subject to change in order to be 
compliant with state and federal guidelines.

2026 Dental plan benefit table

Quality coverage for your smile DeltaDentalAK.com



Plan name Calendar-year costs Class I Class II Class III

Annual deductible Annual plan 
maximum

Exams  
and X-rays Cleanings Restorative 

fillings
Oral 

surgery Anesthesia Restorative 
crowns

Partial and 
complete bridges Implants

per member / family In-network member pays In-network member pays In-network member pays
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PPO Option B - Family Deductible 50/150, 1500 $50 / $150 $1,500 0% 20% after deductible 50% after deductible

PPO Option B - Family Deductible - Preventive First 50/150, 15001 $50 / $150 $1,500 0% 20% after deductible 50% after deductible

PPO Option BPA - Family Deductible 50/150, 1500 $50 / $150 $1,500 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible - Preventive First 50/150, 15001 $50 / $150 $1,500 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible 50/150, 1000 $50 / $150 $1,000 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible - Preventive First 50/150, 10001 $50 / $150 $1,000 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible 50/150, 2000 $50 / $150 $2,000 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible - Preventive First 50/150, 20001 $50 / $150 $2,000 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible 50/150, 2500 $50 / $150 $2,500 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible - Preventive First 50/150, 25001 $50 / $150 $2,500 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible 50/150, 3000 $50 / $150 $3,000 0% 10% after deductible 50% after deductible

PPO Option BPA - Family Deductible - Preventive First 50/150, 30001 $50 / $150 $3,000 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible 50/150, 1500 $50 / $150 $1,500 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible - Preventive First 50/150, 15001 $50 / $150 $1,500 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible 50/150, 1000 $50 / $150 $1,000 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible - Preventive First 50/150, 10001 $50 / $150 $1,000 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible 50/150, 2000 $50 / $150 $2,000 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible - Preventive First 50/150, 20001 $50 / $150 $2,000 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible 50/150, 2500 $50 / $150 $2,500 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible - Preventive First 50/150, 25001 $50 / $150 $2,500 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible 50/150, 3000 $50 / $150 $3,000 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPA - Family Deductible - Preventive First 50/150, 30001 $50 / $150 $3,000 0% 10% after deductible 50% after deductible

Voluntary PPO Option BPB - Family Deductible 50/150, 1500 $50 / $150 $1,500 0% 20% after deductible 50% after deductible

Voluntary PPO Option BPB - Family Deductible - Preventive First 50/150, 1500¹ $50 / $150 $1,500 0% 20% after deductible 50% after deductible

Voluntary PPO Option BPB - Family Deductible 50/150, 1000 $50 / $150 $1,000 0% 20% after deductible 50% after deductible

Voluntary PPO Option BPB - Family Deductible - Preventive First 50/150, 10001 $50 / $150 $1,000 0% 20% after deductible 50% after deductible

1	 Class 1 services other than cone beam X-rays do not apply to the annual plan maximum. Dental disclaimer: This brochure is a summary of the dental plans and dental plan benefits and is not a contract; limitations and exclusions apply. See the dental plan benefit summaries, handbook or contract 
for details. If there is any discrepancy between the information in this summary and the contract, it is the contract that will control. These benefits and Delta Dental policies are subject to change in order to be 
compliant with state and federal guidelines.

2026 Dental plan benefit table

Quality coverage for your smile DeltaDentalAK.com



Plan name Calendar-year costs Class I Class II Class III

In-network  
annual deductible

In-network  
annual plan maximum

Exams  
and X-rays Cleanings Restorative 

fillings
Oral 

surgery Anesthesia Restorative 
crowns

Partial and 
complete bridges Implants

per member / family In-network member pays In-network member pays In-network member pays
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PPO Plus 1100 PPO Option B - Family Deductible 25/75, 1100 $25 / $75 $1,100 0% 20% after deductible 50% after deductible

PPO Plus 1600 PPO Option B - Family Deductible 25/75, 1600 $25 / $75 $1,600 0% 20% after deductible 50% after deductible

PPO Plus 2100 PPO Option B - Family Deductible 25/75, 2100 $25 / $75 $2,100 0% 20% after deductible 50% after deductible

PPO Plus 2600 PPO Option B - Family Deductible 25/75, 2600 $25 / $75 $2,600 0% 20% after deductible 50% after deductible

PPO Plus 3100 PPO Option B - Family Deductible 25/75, 3100 $25 / $75 $3,100 0% 20% after deductible 50% after deductible

PPO Plus 1100 PF PPO Option B - Family Deductible - Preventive First 25/75, 11001 $25 / $75 $1,100 0% 20% after deductible 50% after deductible

PPO Plus 1600 PF PPO Option B - Family Deductible - Preventive First 25/75, 16001 $25 / $75 $1,600 0% 20% after deductible 50% after deductible

PPO Plus 2100 PF PPO Option B - Family Deductible - Preventive First 25/75, 21001 $25 / $75 $2,100 0% 20% after deductible 50% after deductible

PPO Plus 2600 PF PPO Option B - Family Deductible - Preventive First 25/75, 26001 $25 / $75 $2,600 0% 20% after deductible 50% after deductible

PPO Plus 3100 PF PPO Option B - Family Deductible - Preventive First 25/75, 31001 $25 / $75 $3,100 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 1100 PPO Option B - Family Deductible 25/75, 1100 $25 / $75 $1,100 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 1600 PPO Option B - Family Deductible 25/75, 1600 $25 / $75 $1,600 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 2100 PPO Option B - Family Deductible 25/75, 2100 $25 / $75 $2,100 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 2600 PPO Option B - Family Deductible 25/75, 2600 $25 / $75 $2,600 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 3100 PPO Option B - Family Deductible 25/75, 3100 $25 / $75 $3,100 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 1100 PF PPO Option B - Family Deductible - Preventive First 25/75, 11001 $25 / $75 $1,100 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 1600 PF PPO Option B - Family Deductible - Preventive First 25/75, 16001 $25 / $75 $1,600 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 2100 PF PPO Option B - Family Deductible - Preventive First 25/75, 21001 $25 / $75 $2,100 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 2600 PF PPO Option B - Family Deductible - Preventive First 25/75, 26001 $25 / $75 $2,600 0% 20% after deductible 50% after deductible

Voluntary PPO Plus 3100 PF PPO Option B - Family Deductible - Preventive First 25/75, 31001 $25 / $75 $3,100 0% 20% after deductible 50% after deductible

1	 Class 1 services other than cone beam X-rays do not apply to the annual plan maximum. Dental disclaimer: This brochure is a summary of the dental plans and dental plan benefits and is not a contract; limitations and exclusions apply. See the dental plan benefit summaries, handbook 
or contract for details. If there is any discrepancy between the information in this summary and the contract, it is the contract that will control. These benefits and Delta Dental policies are subject to 
change in order to be compliant with state and federal guidelines.

2026 Dental plan benefit table

Quality coverage for your smile DeltaDentalAK.com



Quality coverage for your smile DeltaDentalAK.com

2026 DeltaVision® benefit table

Copays Frames / contact lenses
benefit max

Contact exam  
and fitting copay Exam / lenses Frames

In-network, members pay

VSP  
Choice Value $10 exam / $25 materials $150 $60 Once every 12 months Once every 24 months

VSP  
Choice Select $10 exam / $10 materials $200 $60 Once every 12 months Once every 24 months

VSP  
Choice Premium $10 exam / $10 materials $250 $60 Once every 12 months Once every 12 months

VSP  
Choice Value Voluntary $10 exam / $25 materials $150 $60 Once every 12 months Once every 24 months

VSP Choice  
Select Voluntary $10 exam / $10 materials $200 $60 Once every 12 months Once every 24 months

VSP Choice  
Premium Voluntary $10 exam / $10 materials $250 $60 Once every 12 months Once every 12 months

* Available when electing one of our dental plans. 
This is not a standalone offer.

DeltaVision® vision plans offered by Delta Dental

DeltaVision plans
Delta Dental has partnered with VSP®, a national 
leader in vision benefits, to offer your clients an 
exciting new addition to our dental benefits program. 
DeltaVision®, which combines dental and vision 
coverage in one convenient and affordable package, 
helps you increase client recruitment and retention.



Ready to choose better  
health for your clients?

@

Questions?  
Contact your Moda Health or Delta Dental Sales representative

Health plans provided by Moda Health Plan, Inc. 
REV1-2136 (04/22) 

Portland office (corporate headquarters) 
601 SW Second Ave., Portland, OR 97204-3156 

For a list of medical plan exclusions, any reduction or limitations, contact Moda Health. These benefits and Moda Health/Delta Dental  
policies are subject to change in order to be compliant with state and federal guidelines. Health plans provided by Moda Health Plan, Inc.  
Dental plans in Alaska provided by Delta Dental of Alaska. Delta Dental is a trademark of Delta Dental Plans Association.

quotes@modahealth.com

907-278-2628 
TTY users, please call 711

ModaHealth.com | DeltaDentalAK.com

REV6-0595 (09/25)
2026AKLGBrochure

https://www.modahealth.com/
https://www.deltadentalak.com/member

