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Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF

Resumen de beneficios y cobertura: Lo que cubre el plan y los precios

Duracion de la péliza:
Cobertura de: Familia | Tipo de plan: HMO con deducible

AA

Este es solo un resumen. Si desca més informacién sobre la cobertura y los precios, puede obtener los documentos del plan o términos de la

poliza en www.kp.org/plandocuments o llamando al 1-800-278-3296.

Preguntas importantes  Respuestas éPor qué es importante?

¢Qué es el deducible
general?

$4,800 por individuo/$9,600 por familia.
(Consulte el cuadro que comienza en la
pagina 2 para ver cuando no se aplica el

deducible).

Usted debe pagar todos los costos hasta el monto del deducible, antes de que el
plan comience a pagar por los servicios cubiertos. Consulte su poliza para averiguar
cuando tiene que pagar nuevamente el deducible (por lo general, pero no siempre,
el 1 de enero). Fijese en el cuadro de la pagina 2 para averiguar cuanto debe pagar
usted por los servicios cubiertos después de haber pagado el deducible.

¢Hay otros deducibles
para servicios especificos?

No.

Usted no tiene que pagar deducibles para servicios especificos, pero debe consultar
el cuadro que comienza en la pagina 2 para obtener los precios de otros servicios
cubiertos por el plan.

¢Hay un limite para los
gastos de mi bolsillo?

Si, $6,550 por individuo/$13,100 por familia.

El limite para los gastos del bolsillo es la cantidad maxima que usted pagara

por los servicios cubiertos durante el periodo de cobertura. Este limite le permite
planificar sus gastos médicos.

¢Cuales son las expensas
que no cuentan para

el limite de gastos del
bolsillo?

Primas, atenciéon médica que no cubre este
plan.

Si bien usted paga estos costos, los mismos no se tendran en cuenta para el limite de
gastos del bolsillo.

¢Hay un limite anual
general para lo que paga
el plan?

No.

El cuadro que comienza en la pagina 2 describe los limites de cobertura del plan
para servicios especificos, como los limites al nimero de visitas médicas.

¢Tiene este plan una red

de proveedores?

Si. Para obtener una lista de los proveedores
del plan, consulte www.kp.org o llame
al 1-800-278-3296.

Si usted se atiende con médicos y proveedores de la red, el plan pagard muchos o
todos los servicios cubiertos. Tenga en cuenta que su médico u hospital de la red,
podtia usar algun proveedor que no pertenezca a la red para algunos servicios. Los
planes usan términos como perteneciente a la red, preferido o participante para
referirse a los proveedores de la red del plan. Consulte el cuadro que comienza en
la pagina 2 para averiguar como le paga este plan a sus distintos proveedores.

¢Necesito un referido
para ver un especialista?

Si, pero puede autorremitirse a ciertos
especialistas.

Este plan pagara algunos o todos los costos de los servicios cubiertos de un especialista,
solamente si usted tiene la autorizacion del plan para consultar al especialista.

¢Hay algtn servicio(s)
que el plan no cubra?

Si.

Algunos servicios que este plan no cubre se mencionan en la pagina 5. Para
averiguar cuales son los servicios excluidos, vea los documentos del plan o pdliza.

Preguntas: Llame al 1-800-278-3296 o al 711 (linea TTY) o visite www.kp.org.

Si no entiende alguno de los términos en negritas, consulte el Glosario

en www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf o llame al 1-800-278-3296 o al 711 (linea TTY) y pida una copia.
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Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF

Resumen de beneficios y cobertura: Lo que cubre el plan y los precios

Duracion de la péliza:

Cobertura de: Familia | Tipo de plan: HMO con deducible

¢ Copago es una cantidad fija (por ejemplo $15) que usted paga por los servicios médicos cubiertos, generalmente al momento de recibirlos.

Coseguro es la parte que le corresponde pagar a #sted por un servicio cubierto, que es un porcentaje de la cantidad aprobada para dicho

servicio. Por ejemplo, si la cantidad aprobada por el plan para pasar la noche en el hospital es de $1,000, su coseguro sera el 20% de esa

cantidad o sea $200. Esta cantidad puede cambiar si usted aun no ha pagado el deducible.

* El pago del plan por los servicios cubiertos esta basado en la cantidad aprobada. Si un proveedor fuera de la red (que no pertenece a la red del plan)
le cobra mas de la cantidad aprobada, usted tendra que pagar la diferencia. Por ejemplo, en un hospital que no pertenece a la red le cobran por pasar
la noche internado $1,500 la cantidad aprobada es $1,000, usted tendra que pagar la diferencia de $500 (conocida como saldo de facturacién.)

¢ El plan puede animarlo a que use proveedores del plan cobrandole deducibles, copagos o coseguro mas bajos.

A s

Eventos médicos
comunes

Los servicios que
podria necesitar

Sus costos si usted usa

Proveedores del plan

Proveedores

Limitaciones y excepciones

Si se atiende en la
clinica o consultorio

del proveedor

meédico

Consulta con su médico
principal para tratar una
condicién o herida

40% de coseguro por consulta

fuera del plan

No esta cubierto

Después del deducible

Consulta con un
especialista

40% de coseguro por consulta

No esta cubierto

Después del deducible

Consulta con otro
proveedor de la salud

40% de coseguro por consulta para
servicios de acupuntura; 40% de
coseguro por consulta para otros
proveedores de la salud

No esta cubierto

Después del deducible. La atencién de un
quiropractico no esta cubierta. Acupuntura referida
por un médico

Servicios preventivos/
evaluaciones/
vacunas

Sin costo

No esta cubierto

El deducible no se aplica. Es posible que algunas
evaluaciones preventivas (como las pruebas de
laboratorio y las imagenes diagnodsticas) tengan un
costo compartido diferente

Si tiene que hacerse
un examen

Examenes de
diagnostico (radiografias,
analisis de sangre)

Radiografias: 40% de coseguro por
sesion;

pruebas de laboratorio: 40% de
coseguro por sesion

No esta cubierto

Después del deducible

Iméagenes (CT/PET
scan, MRI)

40% de coseguro por
procedimiento

No esta cubierto

Después del deducible
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Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF

Resumen de beneficios y cobertura: Lo que cubre el plan y los precios

Duracion de la péliza:

Cobertura de: Familia | Tipo de plan: HMO con deducible

Eventos médicos
comunes

Los servicios que
podria necesitar

Sus costos si usted usa

Proveedores del plan

Proveedores

Limitaciones y excepciones

Si necesita un
medicamento

Para mas informacion

sobre la cobertura de

medicamentos visite
www.kp.oro/form

Medicamentos
genéricos

40% de coseguro por receta
médica, hasta un maximo de $500
para un suministro de 1 a 100 dias

fuera del plan

No esta cubierto

Después del deducible general. De conformidad
con las pautas de la lista de medicamentos, es
posible que algunos medicamentos estén cubiertos
con un costo compartido diferente

Medicamentos de
marca preferidos

40% de coseguro por receta
médica, hasta un maximo de $500
para un suministro de 1 a 100 dfas

No esta cubierto

Después del deducible general. De conformidad
con las pautas de la lista de medicamentos, es
posible que algunos medicamentos estén cubiertos
con un costo compartido diferente

Medicamentos de

| marca no preferidos

Lo mismo que para los
medicamentos de marca preferidos

No esta cubierto

Lo mismo que para los medicamentos de marca
preferidos cuando estén aprobados mediante el
proceso de excepciones

Medicamentos
especiales

40% de coseguro por receta
médica, hasta un maximo de $500
para un suministro de 1 a 100 dias

No esta cubierto

Después del deducible general. De conformidad
con las pautas de la lista de medicamentos, es
posible que algunos medicamentos estén cubiertos
con un costo compartido diferente

Si le hacen una
cirugia ambulatoria

Arancel del centro
(clinica)

40% de coseguro por
procedimiento

No esta cubierto

Después del deducible

Tarifa del
médico/citujano

40% de coseguro por
procedimiento

No esta cubierto

Después del deducible

Si necesita atencion
inmediata

Servicios de la sala de
emergencias

40% de coseguro por consulta

40% de coseguro
por consulta

Después del deducible. No se aplica el coseguro si
ingresa al hospital como paciente internado

Traslado médico de
emergencia

40% de coseguro por viaje

40% de coseguro
por viaje

Después del deducible

Cuidado urgente

40% de coseguro por consulta

40% de coseguro
por consulta

Después del deducible. Los proveedores fuera del
plan estan cubiertos cuando usted se encuentra
fuera del area de servicio

Si lo admiten al
hospital

Arancel del hospital
(habitacion)

40% de coseguro por admision

No esta cubierto

Después del deducible

Tarifa del
médico/cirujano

40% de coseguro por admision

No esta cubierto

Después del deducible

Identificacion del plan: 9427/9426_CC_2017
3de8



www.kp.org/formulary

Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF Duracién de la péliza:

Resumen de beneficios y cobertura: Lo que cubre el plan y los precios Cobertura de: Familia | Tipo de plan: HMO con deducible

Sus costos si usted usa
Proveedores |Limitaciones y excepciones
fuera del plan

Eventos médicos | Los servicios que

comunes podria necesitar Proveedores del plan

.. . 40% de coseguro por consulta
Servicios ambulatotios /0 guro p

individual; 40% de coseguro por f o . .
SS jglliliamental ydela consulta grupal; 40% de coseguro por No esta cubierto | Después del deducible

dia para otros servicios ambulatotios

Servicios de salud
mental y de la conducta

- . 40% de coseguro por admision No esta cubierto | Después del deducible
Si tiene problemas | Para pacientes
psiquiatricos, de internados
conductaode 40% de coseguro por consulta
abuso de sustancias | Tratamiento ambulatorio | individual; 40% de coseguro por
para el abuso de consulta grupal; 40% de coseguro | No esta cubierto | Después del deducible
sustancias por dia para otros servicios
ambulatorios

Tratamiento para el
abuso de sustancias para | 40% de coseguro por admision No esta cubierto | Después del deducible
pacientes internados

Prenatal: el deducible no se aplica. El costo

Cuidados prenatales y | Cuidados prenatales: sin costo Ny compartido es solo para la atencion preventiva de
. - No esta cubierto . ) :

post parto Cuidados post parto: sin costo rutina. Post parto: después del deducible. El costo

Si esta embarazada compartido es solo para la primera consulta post parto

Parto y todos los

N . ., | 40% de coseguro por admision No esta cubierto | Después del deducible
servicios de internacion

Identificacion del plan: 9427/9426 _CC_2017
4 de 8



Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF

Resumen de beneficios y cobertura: Lo que cubre el plan y los precios

Duracion de la péliza:

Cobertura de: Familia | Tipo de plan: HMO con deducible

Eventos médicos
comunes

Los servicios que
podria necesitar

Sus costos si usted usa

Proveedores del plan

Proveedores

Limitaciones y excepciones

Si necesita servicios
de recuperacion u

Cuidado de la salud en
el hogar

40% de coseguro por dia

fuera del plan

No esta cubierto

Después del deducible. Hasta un maximo de 2 horas
por consulta, hasta un maximo de 3 visitas al dfa, hasta
un maximo de 100 visitas por afio calendario

Servicios de
rehabilitacidon

Paciente internado: 40% de coseguro
por admision; paciente ambulatorio:
40% de coseguro por consulta

No esta cubierto

Después del deducible

Servicios de
recuperacion de las

Paciente internado: 40% de coseguro
por admisién; paciente ambulatorio:

No esta cubierto

Después del deducible

Si su hijo necesita
servicios dentales o
de la vista

otras necesidades habilidades 40% de coseguro por consulta
i Cuidado de enfermeria o , . Después del deducible. Hasta un maximo de 100
ssjpeaales . 1 40% de coseguro por admision No esta cubierto esp . .
especializado dias por periodo de beneficios
Eouine medico Después del deducible. Limitado a articulos cubiertos
dl?ragero 40% de coseguro por articulo No esta cubierto or un plan basico de conformidad con las pautas de la
ista de medicamentos. Se requiere autotizacion previa
Después del deducible. Limitado al diagnéstico de
uidado de hospicio in costo o esta cubierto | una enfermedad terminal con una expectativa de
Cuidado de hosp S t No esta cubiert f dad t 1 pectativa d
vida de doce meses o menos
Examen de la vista Sin costo No esta cubierto | El deducible no se aplica

Anteojos

Un par de anteojos por afo sin costo

No esta cubierto

El deducible no se aplica. Marcos limitados a estilos
seleccionados

Consulta dental

No esta cubierto

No esta cubierto

Es posible que usted tenga otra cobertura dental
que no se describa aqui

Servicios excluidos y otros servicios cubiertos:

Los servicios que su plan NO cubre. (Esta es una lista patcial. Consulte los documentos del plan para mas informacién.)

* Atencion dental (adultos)

¢ Atencién quiropractica

¢ Atencion que no sea de emergencia cuando
viaja fuera de los EE. UUL

¢ Audifonos
¢ Cirugia estética
Cuidado rutinario de los pies a menos que sea

necesario por motivos médicos

¢ Cuidados a largo plazo
* Enfermeria privada
¢ Programas para perder peso

Otros servicios cubiertos. (Esta es una lista parcial. Consulte los documentos del plan para otros servicios cubiertos y sus precios.)

¢ Cirugfa bariatrica

* Acupuntura (referido por un proveedor del plan)

Cuidado de los ojos de rutina (adultos)

* Tratamiento para la infertilidad

Identificacion del plan: 9427/9426_CC_2017
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Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF Duracién de la péliza:

Resumen de beneficios y cobertura: Lo que cubre el plan y los precios Cobertura de: Familia | Tipo de plan: HMO con deducible

Su derecho para continuar con la cobertura:

En caso de que usted pierda la cobertura del plan y dependiendo de cuiles sean las circunstancias, es posible que las leyes federales y estatales le proporcionen
protecciones que le permitan conservar la cobertura de salud. Cualquiera de esos derechos podrla tener una duracién limitada y exigirle el pago de una prima, que
podria ser considerablemente mas alta que la prima que usted paga cuando tiene la cobertura del plan. Es posible que también se apliquen otras limitaciones a su
derecho a continuar con la cobertura. Para obtener mas informacién sobre su derecho a continuar con la cobertura, comuniquese al plan al 1-800-278-3296. También

puede comunicarse al departamento de seguros de su estado, a la Administracién de Seguridad de Beneficios del Empleado del Departamento de Trabajo de los
Estados Unidos al 1-866-444-3272 o0 en www.dol.gov/ebsa, o al Departamento de Salud y Servicios Humanos de los Estados Unidos al 1-877-267-2323 x61565 o

en Www.cciio.cms.gov.

Su derecho a presentar una queja o una apelacion:
Si tiene una queja o no esta conforme con una denegacion de cobertura de su plan, puede apelar la decision o presentar una queja. Si tiene preguntas sobre sus
derechos, este aviso, o necesita ayuda comuniquese con Kaiser Permanente al 1-800-278-3296 o en linea en www.kp.org/memberservices.

Si esta cobertura esta sujeta a Ley de Seguridad de los Ingresos de Jubilacién para los Empleados (ERISA), puede comunicarse a la Administraciéon de Seguridad
de Beneficios del Empleado del Departamento del Trabajo al 1-866-444-3272 o en www.dol.gov/ebsa/healthreform, y al Departamento de Seguros de
California al 1-800-927-4357 o en www.insurance.ca.gov.

Si esta cobertura no esta sujeta a la ERISA, también puede comunicarse al Departamento de Seguros de California al 1-800-927-4357 o en www.insurance.ca.gov.

Ademas, este programa de asistencia al consumidor puede ayudarle a presentar su apelacion: Comuniquese a
Department of Managed Health Care Help Center 1-888-466-2219
980 9th Street, Suite 500 www.healthhelp.ca.gov

Sacramento, CA 95814 helpline@dmbhc.ca.gov

¢ Provee Cobertura Esencial Minima esta Cobertura?
La Ley de Cuidado de Salud a Bajo Precio requiere que la mayoria de las personas tengan cobertura de atencion médica que cumpla los requisitos de ser "cobertura
esencial minima". Este plan o esta pdliza ofrece cobertura esencial minima.

¢ Satisface esta Cobertura el Estandar de Valor Minimo?
La Ley de Cuidado de Salud a Bajo Precio establece un estandar de valor minimo para los beneficios de un plan médico. El estandar de valor minimo es 60% (valor
actuario). Esta cobertura médica cumple el estandar de valor minimo para los beneficios que provee.

Servicios de Acceso en Distintos Idiomas:

SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616, TTY/TDD 711

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296, TTY /TDD 711
CHINESE (H130): 2SR FEZE PSR » 1T T X549 1-800-757-7585, TTY/TDD 711

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296, TTY/TDD 711

Para ejemplos sobre como este plan paga por los servicios en una situacion médica especifica consulte la pdgina signiente.
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Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF

Ejemplos de cobertura

Duracion de la péliza:
Cobertura de: Familia | Tipo de plan: HMO con deducible

Sobre los ejemplos de
cobertura:

Estos ejemplos le muestran cémo cubrirfa el
plan los servicios en situaciones distintas. Uselos
para tener una idea de cuanta cobertura econo-
mica podria obtener el paciente del ejemplo de
los distintos planes.

Esta no es una

herramienta
de calculo

de costos

No use estos ejemplos para calcular
los costos reales de su plan. Los
servicios médicos que usted reciba
y los precios pueden ser distintos a
los mencionados en los ejemplos.

Para informacién importante sobre
estos ejemplos, consulte la pagina
siguiente.

Nacimiento

(parto normal)

M El proveedor cobra: $7,540
M El plan paga: $1,540
M El paciente paga: $6,000

Ejemplos de los costos:

Control de la diabetes

(control rutinario de
la enfermedad)

M El proveedor cobra: $5,400
M El plan paga: $420
M Usted paga: $4,980

Ejemplo de los costos:

El costo del hospital (madre) $2,700 Medicamentos $2,900
Atencién de rutina del obstetra $2,100 Equipo médico e insumos $1,300
El costo del hospital (bebé) $900 Visitas al consultorio y $700
Anestesia $900 procedimientos médicos

Analisis de laboratorio $500 Educacién sobre el cuidado $300
Medicamentos $200 Analisis de laboratorio $100
Radiografias $200 Vacunas y otros servicios preventivos $100
Vacunas y otros servicios preventivos $40 Total $5,400
Total $7,540

El paciente paga:

El paciente paga: Deducibles $4,800
Deducibles $4,800 Copagos $0
Copagos $0 Coseguro $100
Coseguro $1,000 Limites o exclusiones $80
Limites o exclusiones $200 Total $4,980
Total $6,000
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Kaiser Permanente: Bronce® HDHP HMO 4800/40% INF

Ejemplos de cobertura

Duracion de la péliza:

Cobertura de: Familia | Tipo de plan: HMO con deducible

Preguntas y respuestas sobre los ejemplos mencionados:

¢ Qué conceptos se presuponen
de estos ejemplos?

Los costos no incluyen las primas.

Los ejemplos de costos estan basados en

los promedios nacionales provenientes del
Departamento de Salud y Servicios Humanos
de los EE. UU. y que no son especificos para
una zona geografica o un plan.

La afeccion del paciente no es una condicion
excluida ni preexistente.

Todos los servicios y tratamientos empezaron
y terminaron en el mismo periodo de
cobertura.

No hay otros gastos médicos para ningin
miembro cubierto por este plan.

Los gastos del bolsillo estan basados
solamente en el tratamiento del problema
mencionado en el ejemplo.

El paciente recibi6 todos los servicios de
proveedores de la red del plan. Si el paciente
hubiese recibido los servicios de proveedores
fuera de la red, los costos hubieran sido

mas altos.

¢ Qué muestra el ejemplo?

En cada ejemplo usted verda cémo suman los
deducibles, copagos y coseguro. También le
ayudan a ver cuales son los gastos que tendra
que pagar usted porque no estan cubiertos o
porque el pago es limitado.

¢ Contempla el ejemplo mis
propias necesidades?

X No. Los tratamientos que mencionamos
son solo ejemplos. El tratamiento que usted
podria recibir para esta condicion tal vez
sea distinto, segin cual sea el consejo de su
médico, su edad, la gravedad de su caso y
otros factores.

¢ Puede el ejemplo predecir mis
gastos futuros?

X No. Los ejemplos de cobertura no son
herramientas de calculo de costos. Usted no
puede usar el ejemplo para estimar el costo
del cuidado de su condicion. El ejemplo es
unicamente para fines comparativos. Sus
costos reales dependeran de los servicios
que reciba, del precio del proveedor y del

reembolso que autorice el plan.

Preguntas: Llame al 1-800-278-3296 o al 711 (linea TTY) o visite www.kp.org.
Si no entiende alguno de los términos en negritas, consulte el Glosario

en www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf o llame al 1-800-278-3296 o al 711 (linea TTY) y pida una copia.

¢ Puedo usar los ejemplos para
comparar los planes?

v/~ Si. Cuando usted se fija en el Resumen de
Beneficios y Cobertura de otros planes,
encontrara los mismos ejemplos de
cobertura. Cuando compare los planes, fijese
en el casillero titulado “Usted paga” de cada
ejemplo. Cuanto mas bajo el numero, mayor
sera la cobertura ofrecida por el plan.

¢ Debo tener en cuenta otros
costos al comparar los planes?

v/ 8i. Un gasto importante es lo que paga de
prima. Por lo general, cuanto mas baja sea
la prima mayores seran los gastos de su
bolsillo, como los copagos, deducibles y
coseguro. También debe tener en cuenta
las contribuciones a cuentas tales como
las Cuentas de Ahorros Médicos (HSA),
Acuerdos de Gastos Flexibles (FSA) o las
Cuentas de Reembolsos Médicos (HRA) que
le ayudan con los gastos del bolsillo.
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Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural
background, ancestry, religion, sex, gender identity, gender expression, sexual orientation, marital status,
physical or mental disability, source of payment, genetic information, citizenship, primary language, or
immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven
days a week (except closed holidays). Interpreter services, including sign language, are available at no cost to
you during all hours of operation. We can also provide you, your family, and friends with any special assistance
needed to access our facilities and services. In addition, you may request health plan materials translated in
your language, and may also request these materials in large text or in other formats to accommodate your
needs. For more information, call 1-800-464-4000 (TTY users call 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the
grievance process. A grievance includes a complaint or an appeal. For example, if you believe that we have
discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of
Insurance, or speak with a Member Services representative for the dispute-resolution options that apply to you.
This is especially important if you are a Medicare, Medi-Cal, MRMIP, Medi-Cal Access, FEHBP, or CalPERS
member because you have different dispute-resolution options available.

You may submit a grievance in the following ways:

e By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan
Facility (please refer to Your Guidebook for addresses)

¢ By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your
Guidebook for addresses)

e By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)

¢ By completing the grievance form on our website at kp.org
Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the
basis of race, color, national origin, sex, age, or disability. You may also contact the Kaiser Permanente Civil
Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201,
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at

http://www.hhs.gov/ocr/office/file/index.html.

60486809 ACA 1557 CA portrait EN SP CH 2016 v1


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
www.kp.org

Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen,
antecedentes culturales, ascendencia, religidn, sexo, identidad de género, expresién de género, orientacion
sexual, estado civil, discapacidad fisica 0 mental, fuente de pago, informacién genética, ciudadania, lengua
materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros (Member Service Contact Center) brinda servicios de
asistencia con el idioma las 24 horas del dia, los siete dias de la semana (excepto los dias festivos). Se ofrecen
servicios de interpretacion sin costo alguno para usted durante el horario de atencion, incluido el lenguaje de
sefias. También podemos ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten
para acceder a nuestros centros de atencion y servicios. Ademas, puede solicitar los materiales del plan de
salud traducidos a su idioma, y también los puede solicitar con letra grande o en otros formatos que se adapten
a sus necesidades. Para obtener mas informacion, llame al 1-800-788-0616 (los usuarios de la linea TTY
deben llamar al 711).

Una queja es una expresidn de inconformidad que manifiesta usted o su representante autorizado a través del
proceso de quejas. Una queja incluye una queja formal o una apelacién. Por ejemplo, si usted cree que ha
sufrido discriminacién de nuestra parte, puede presentar una queja. Consulte su Evidencia de Cobertura
(Evidence of Coverage) o Certificado de Seguro (Certificate of Insurance), 0 comuniquese con un representante
de Servicio a los Miembros (Member Services) para conocer las opciones de resolucion de disputas que le
corresponden. Esto tiene especial importancia si es miembro de Medicare, Medi-Cal, MRMIP (Major Risk

Medical Insurance Program, Programa de Seguro Médico para Riesgos Mayores), Medi-Cal Access, FEHBP
(Federal Employees Health Benefits Program, Programa de Beneficios Médicos para los Empleados Federales)

o CalPERS ya que dispone de otras opciones para resolver disputas.

Puede presentar una queja de las siguientes maneras:

e completando un formulario de queja o de reclamacion/solicitud de beneficios en una oficina de Servicio a los
Miembros ubicada en un centro del plan (consulte las direcciones en Su Guia)

e enviando por correo su queja por escrito a una oficina de Servicio a los Miembros en un centro del plan
(consulte las direcciones en Su Guia)

¢ llamando a la linea telefénica gratuita de la Central de Llamadas de Servicio a los Miembros al
1-800-788-0616 (los usuarios de la linea TTY deben llamar al 711)

e completando el formulario de queja en nuestro sitio web en kp.org
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informara al coordinador de derechos civiles (Civil Rights Coordinator) de Kaiser Permanente de todas las
guejas relacionadas con la discriminacién por motivos de raza, color, pais de origen, género, edad o
discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles de Kaiser
Permanente en One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

También puede presentar una queja formal de derechos civiles de forma electrénica ante la Oficina de
Derechos Civiles (Office for Civil Rights) en el Departamento de Salud y Servicios Humanos de los Estados
Unidos (U. S. Department of Health and Human Services) mediante el portal de quejas formales de la Oficina
de Derechos Civiles, en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo postal o por teléfono a: U.S.
Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building,
Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (linea TDD). Los formularios de queja formal estan
disponibles en http://www.hhs.gov/ocr/office/file/index.html.
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Language Assistance Services

English: We provide interpreter services at no cost to you,
24 hours a day, 7 days a week, during all hours of
operation. You can have an interpreter help answer your
questions about our health care coverage. You can also
request materials translated in your language at no cost to
you. Just call us at 1-800-464-4000, 24 hours a day, 7 days
a week (closed holidays). TTY users call 711.
Gelidl jlae e oll Glas 4 8l daa il WX (s : Arabic
il saelue s il Jaall clela J1 sk ¢ saul) Sl AlS
Loy A Al Aozl J sa clilinf 48S e 2ladl 5, sl
Lo Ulae cliall Aydall 3105 5l dan 55 calla oSy cclld 1) d8Layl,
Dl e 1-800-464-4000 231 e Uy Juai¥) (5 g clile
Cilgl) dead eadiivedd (@iUard) oLl (3las) & saul) Sl 4alS Aol
(711) @00 e JuaiV) (il

Armenian: Ukup opn 24 dwd, owpwipn 7 op, Ukp
wphuwnwph pninp dwdtphtt 2kq hwdwp
widdwp putwynp pupgluiish Swnwynipmniuatbp
Eup npudwnpnid: Bupgduish ogunipjudp Fnip
Jupnn bp yunwuhiw unwbw) 2bp hwpgkpht''
Utp Ynnuhg npudwnpynn wnnnontpju
wwwhnjugpmipjut ykpupbpyw): Gupnn bp twb
2t 1Eqny pupquui]ws gpunnp ympkp
uunnty, npnup tq hwdwp wwddwp G
NMupquutu quiuquhwntp dkq' 1-800-464-4000
htnwpjinuwhwdwnpny® onp 24 dud” ywpwpn 7 op
(nnnt opkipht thuly k): TTY-hg ogunynnukipp ykwnp
E quuquhwnkt 711 hwdwpny:

0507 5 s ad Celu 24 5ol (ALS s yie Cledd L iFarsi
A Lad HWiA) o4 e 330 (e s ) Cilels 4aa d}b)dﬁﬁh
B J);uy‘}uuﬁji;mlﬂ BN AP BRI PR PR AR (e
s e o e AL aa Sl S ) e (Sla o Call e Gldig 3 ) 5
443 281 (3 Gl g e et 4S S Canl 3 53 2l 5 (e (inen
A3 99y 7 5 ailed Gielu 24 53 CudlS 33 0d e i Lad L)
1-800-464-4000 > b 43 e L (Jidand (sl 55 sl 44)
3,80 G 71T o)l L TTY Ol lS 2,80 el

Hindi: g9 99147 % T =921 % 2 Tl {541
oY AT o AT &, f3 % 24 =, 9ETE
aTat a7 Y& Fd S ST ZHTLT T TATH Fa Lol
F AT H ATTH TAT % STATe o {or7 U FATIOT iy
TETIAT o Thel g1 3T fo AT Rt aITe o sy
ST ATHT & SqATE FLAT & o0 Sy Y 7 Tohd
2| 9 FaT 2o 1-800-464-4000 T, fa % 24 =2,
TqETE F Arat 3 (gt arer faw 92 wgar 8) #ia #
TTY ITIRTEAT 711 9T FIA FL

Hmong: Peb muaj neeg txhais lus pub dawb rau koj,

24 teev ib hnub twg, 7 hnub ib lim tiam twg, thawm cov
sij hawm ghib ua lag luam.Koj muaj tau ib tug neeg
txhais lus los pab teb koj cov lus nug txog peb cov kev
pab them nqi kho mob.Koj thov tau kom muab cov
ntaub ntawv txhais uas koj hom lus pub dawb rau
koj.Tsuas hu rau 1-800-464-4000, 24 teev ib hnub twg,
7 hnub ib lim tiam twg (cov hnub caiv kaw). Cov neeg
siv TTY hu 711.

Japanese:
Yl TIE, RBRIEHZE LT, BRY— A%
HEbC, FPER, SH SRV ET, 4
BEDEEFRNEIZ DOV T O ZERMEB KO,
ERBBFLEONE LET, Fh. AAEICHR
SN ER 2 BB TRIRTE 97, BRUEIC
1-800-464-4000  TH R < 72 &1

(5 A Z PR EPELR) o TTY=2—Y— 37112k
EE S
Khmer: B R AcoNISHAURNY
INWRAHAIG B HMEW 24 MGG 7
Gy ] nuhgniGmisinmas
HRHNGY SHAUMY IRY Wi W nNmuasHn &1
minumigsesemn uasihig
HRRMGIG MR UM SURIM AN
INWRHHAGEUHRRY msingiaiguntdn
MUIUS 1-800-464-4000 TS 24 WHYWIG 7
gytwmsn) Geigunn) 9 gagd TTY g
711 4

Korean: §17 A7t & ¢toll = 8. 2 A {ho
HAAglo] T AP 28 FEE o] &3H
AFUTE T ER-Srtol 117 BE 3 8o
ste] Aot H§HE 04 7 sy 38
A7t AbEeteE Qo2 MY A5 & 8 4
FEEATTOA F dFHH 8 B ATk
710 1-800-464-4000H © = A 3} 3]

>~
e
o
>
‘'z
foi
<2
—
—

RSN 0 (FF Y FT). TTY



Navajo: Nihi ata’ halne’¢é 4ka’adoolwotigii nihei h61o
t’aa jiik’é, t’aa naadiin d{{” ahéé’iilkeedgo, tsosts’id
yiskdaji’, nda’anishgo oolkit biyi’ goné. Ata’ halne’é
nikéd’adoolwot na’idikid nee holgdgo dii ats’iis baa
dhayaa bik’ésti’igii bina’iditkidgo. Aadoé atdo’
naaltsoos 1a t’aa ni nizaad k’ehji alnéehgo t’aa jiik’é
adoolniit. Nihich’i’ hodiilnih koji’ 1-800-464-4000
jligo doo ttée’ nidi, tsosts’id yiskaaji’ dimoo
na’adleehji’ (Holidaysgo éi da’deelkaal) doo
da’diits’a’igii chodayool‘inigii koji’ hodiilnih 711

Punjabi: Ht grgeret € A9 wient € davs, 3ams fast
farft sz 2, fas € 24 W2, g3 € 7 fes, ggmb
Aeret yaeh qaerge g7l 3Ht st a3 eugs a=and
19 MTUE AT @ Ay et g gt <t Hee & rae
J1 3t fast farft ®arz € At @ mruet mr fiee
eI JITEeE € 8531 I3 AIE J1 g6 fige g
1-800-464-4000 3, fes € 24 w2, Je3 2 7 fes (Ts_,'v?"ml"f
T% fos ge gfder 3) 8% 33| TTY & Sutial 9ds o7&
711 3 €& ¥Ia|

Russian: MsI Bceria B 4achl pabOThI 0OeCIIeunBacM
Bac yciyramu ycTHOrO nepeBogurka, 24 yaca B CyTKH,
7 nuelt B Henemo. UToOb! MOTyYUTh OTBETHI HA CBOM
BOIIPOCHI O HAILLIEM CTPAaXxOBOM IOKPBITHH YCIIyT
3/paBOOXpaHeHus, Bbl MOkeTe BOCIOIb30BAThCS
MIOMOIIBIO0 YCTHOTO NIepeBOAUMKa. BhI Taioke Moxkere
3aIpOCUTh OECIUTATHBIN IEPEBO]] MaTepUaIOB Ha Bar
s3bIK. [IpocTo mo3BoHMTE HaM 1O Tene(oHy
1-800-464-4000, xoTopslii fOCTyIEH 24 yaca B CYyTKH,
7 mHel B Henmenmo (KpoMe Mpa3IHUIHBIX THEH).
ITonb3oBarenu uHuu TTY MOTyT 3BOHUTH 110 HOMEDPY
711.

Spanish: Ofrecemos servicios de traduccion al espafiol
sin costo alguno para usted durante todo el horario de
atencion, 24 horas al dia, siete dias a la semana. Puede
contar con la ayuda de un intérprete para responder las
preguntas que tenga sobre nuestra cobertura de atencion
médica. Ademas, puede solicitar que los materiales se
traduzcan a su idioma sin costo alguno. Solo llame al
1-800-788-0616, 24 horas al dia, siete dias a la semana
(cerrado los dias festivos). Los usuarios de TTY, deben
llamar al 711.

Tagalog: May magagamit na mga serbisyo ng tagasalin
ng wika nang wala kang babayaran, 24 na oras bawat
araw, 7 araw bawat linggo, sa lahat oras ng trabaho.
Makakatulong ang tagasalin ng wika sa pagsagot sa
mga tanong mo tungkol sa iyong coverage sa
pangangalagang pangkalusugan. Maaari kang humingi
ng mga babasahin na isinalin sa iyong wika nang wala
kang babayaran. Tawagan lamang kami sa
1-800-464-4000, 24 na oras bawat araw, 7 araw bawat
linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: \fusnmsaunWiavsunanaan 24 1HTu9 nntu
ananthiuvvinnszadAaRInsazalyiautiena
uAANTAIAMTILAIAUANNANATAINTAUAR AN TN
aaduazAafisusanalvfinnsulatanansiiluan
winaldldlae LifinsdaausnisiiasIns s
nuNaLa 1-800-464-4000 aaaa 24 M Tusnaiu
(Ualvivanstuiuviaasiainng) el TTY
Tsainslali 711

Chinese: TMBETR, &ER24/NRELERTA % SERFH
N e B B R RS RS . 180T LAGE DR B Bh [l
Kﬁ BB AP e B R RR I R . St mT DA G 2 2R G
RERUEATHRE S B R, RAMBHETR, R4/
i@%k@ TR EG1-800-757-7585 Hi 2k B4k (HiEH
PRI o HlRE e pB R B4R (TTY) 1 H & 555 711,

Vietnamese Chung t6i cung cép dich vy thong dich
mién ph1 cho quy vi 24 gio> mdi ngay, 7 ngay trong tuan,
trong tat ca cac gio 1am viéc. Quy vi co thé duoc thong
dich vién gitp tra 1o thic méc vé quyén loi bao hiém st
khoe ctia chiing t6i. Quy vi ciing c6 thé yéu cau dugc cap
mién phi tai liéu phién dich ra ngdn ngit ctia quy vi. Chi
can goi cho chiing t6i tai s6 1-800-464-4000, 24 gi> mdi
ngdy, 7 ngdy trong tudn (trir cac ngay 18). Ngudi ding
TTY xin goi 711.
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Language Assistance Services

English: We provide interpreter services al no cost 1o you,
24 hours a day, 7 days a week, during all hours of
operation. You can have an interpreter help answer your
questions about our health care coverage. You can also

request materials translated in your language at no cost to
wou Just call us at 1-800-464-4000, 24 hours a day, 7 davs
aweek (closed holidays). TTY users call T11.

el ae e ol Ulaady )il daa A Silers (a3 :Arabic
aa el Bae i il S Jeall Cileli Jl b g g G 488
i A Bl i) J g S B e a2l g 5

Lo Uloe liall dlal) (305 50 A 5 ol €y ey ) ALY,
2 e 1-800-864-8000 551 e L Jeail (5 g i
il dazd pacided (Clasll S0 Blas) g g WU AHS A2l
LTI 00 el o il

Armenian: Ukup opp 24 dwd, swpwpn 7 op, ukp
wpjuwnwiiph popnp dudlipht 2tq huwdwp
wbdwp pubun]np pupgluish swowmpoidibp
Elup nnpuihunpnud: Bropglubsh ogimpundp TFmp
ljupnn Ep wuwwnmwuoowb wnwbuy 2kp hwpgkpht®
ukp Ynnlhg npunbunpynn wennemppuab
wupuhnwgpmppub | Epupbppug;: Ywpnn Ep whb
2bp (Eqym] pupguwin]wd gpun|np wmipkp
fungpk), npnup 26q hunlwp win]dwp B
Mupquubu qutqubwpbp Jdiq® 1-800-464-4000
hkpwjunuwhuniwpm]® opp 24 dund” swpwpp 7 op
(innb opbphb thwly B): TTY-hg oqungukpp yknp
E quiiqubwpkl 711 hundwpny:
32T 3 Ja el Selu 24 500 alhl aa e Dlaod La o Farsi
DA led sl jaan e Sl e IS Sl das J el 0 4Gia
225 S g o Baly 3 S (5 280 58 Lk a3 e
g dia s g ALS aa e Sy Gl Le il pn Call e B2 2 g
4 a2l e Dl e deh 45 8 Dl i 3 2 e (et
A 59,7 g soiled Cele 24 0 CaundlS Nighden flek )
1-800-464-4000 = el 45 Lo L {sdan (5l 55 5 sl 49)
5580 Ldad TI1 ol & TTY OS2 fs il

Hindi: 5 T=7A7 F T+ 921 % 31 AT =297
et wmra & ganfry Jand, e ¥ 24 92, A ¥
ATAT 5 TET F9 &1 AT ZHT T T S dTe Faoa
F AT H ATE AT F = F o v ey £
TETIAT & T 21 =0T =7 AT F9 & [y &5
AT ATIT H AATE T & (o a0 A w7 7
2 T FAa 28 1-800-464-4000 77, 57 7 24 92,

Hmong: Peb muaj neeg txhais lus pub dawb rau koj,

24 teev ib hnub twg, 7 hnub ib lim tiam twe, thawm cov
s1) hawm ghib ua lag luam.Ko] muaj tau ib tug neeg
txhais lus los pab teb koj cov lus nug txog peb cov kev
pab them ngi kho mob.Koj thov tau kom muab cov
ntaub ntawy xhais vas koj hom lus pub dawb rau
koj.Tsuas hu rau 1-800-464-4000, 24 teev ib hnub twg,
7 hnub ib lim tiam twg (cov hnub caiv kaw). Cov neeg
siv TTY hu 711,

Japanese:

MEETIE, SRR EC T, BR—ERE
ek, FEgEk, B0 THHEGWEETET, B
PEOEFENEIZ 2T O IERNE L UEE D,
Wk EBFEV I LET, £, BARFEICHER
SR EEE TR TEET, BEEC
1-800-464-4000 £ THEFF < 210

(% 0 Al EREER) | TTY 2 —F— 3T
BEAE <&,

Khmer: it giiesnisyRumiis

ENUIHAHAG RG] 24 Thyg 7

i tes) RAE G MIS A
HAMGHSHAUATY idgfuweasnnmuaigs a7
mihumis S egemn it
HARHGI oM B SunRiiutm Anigi
iweasHARGEEAEY singirigundia
YIS 1-800-464-4000 N8 24 IHYWIG 7

gyt (@eigunnp g g TTY wilise
711 4

Korean: 35 A1 7F 59kef = 8.9 9 4] 7he|

WA gle] B My A8 g o] &&a
AdFuth B g vtel {7 B & e
el st §HE S0 gyt B8
57} Aldsts dolZ A e AR E 843
B2 ades £ sy ad @ A7k
#H7 51 0] 1-800-464-4000 2 =2 # 5
o A T FHY FTTY AHR 2 HE 711,



Navajo: Nihi ata’ halne’¢ aka’adoolwoligii nihei halg
t'dd jiik e, t"4a naadiin dii’ ahéé iilkeedgo, tsosts"id
yiskqajl', nda’anishgo oolkif bivi® goné. Ata’ halne’é
nika adoolwol na’idikid nee holgdgo dii ats®iis baa
dhdyda bik ésti®igil bind iditkidgo. Aadoo atds’
naaltsoos 14 144 ni nizaad kK ehji dlnéehgo 44 jitk’é
ddoolniit. Nihich™i® hodiilnih koji” 1-800-464-4000
Jilgo dao th*ée” nidi, tsosts’id viskdaj|” dimoo
na’adleehj]” (Holidaysgo & da’deelkaal) doo
da’diits"a’igll chodayool* inigll koji” hodiilnih 711

Punjabi: »ff grasret & ara wifenr & S5, 300 fast
farft mrarg =, fos © 24 w2, g2 © 7 fos, e
Ferst yaeer ggege i ot adt fias ovas aeae
g wUE AeTE © 9oy 25t fig gaHie ot vee & mee
J1 gHT faat fart sae € miadht & viugt 3 fSe
wWEET doeTge € 26d! 99 Aae 4| 97 has e
1-800-464-4000 2, fos T 24 w2, 023 € 7 M{ﬁ'ﬂﬁ
=5 fos ge afder 9) 25 a9 TTY v Guds g9s o7&
711 '3 &= 595l

Russian: Mgl Beeria g vackl pabotel ofecneuneaem
Bac yeayramu yerHOro nepesoaunga, 24 uaca B cyren,
7oanei Boapenemno, Yroln mooyunTh OTRETE HA CBON
BOTTPOCK O HALNEM CTPAXOROM MOKPEITHH VCIYT
JNPaBOOXPAHEHHA, Brl Mo#eTe BOCHONBIOBATHCH
MOMOLIBHY ¥YCTHOTD NEPCBOIMHEL. Bl Tak#e MOKETE
3anpockTs GecnnaTHelil nepepol Matepianos Ha Baw
st HpocTo nossonnre vam no reiedony
1-800-464-4000, koropeiil qocTynen 24 vaca B CyTEN,
7 nelt B Hefemo (KpoMe NpasIHHMHE JTHER).
[Moaszoratens auHEH TTY MOTYT 3BOHHTE 0 HOMEPY
711.

Spanish: Ofrecemos servicios de traduccion al espafiol
sin costo alguno para usted durante todo el horario de
atencion, 24 horas al dia, siete dias a la semana. Puede
contar con la ayuda de un intérprete para responder las
preguntas que tenga sobre nuestra cobertura de atencidn
meédica, Ademds, puede solicitar que los materiales se
traduzcan a su idioma sin costo algune. Solo lame al

Group ID: 799999, 399999, 799997, & 399997

Tagalog: May magagamit na mga serbisyo ng tagasalin
ng wika nang wala kang babayaran, 24 na oras bawat
araw, 7 araw bawal linggo, sa lahat oras ng trabaho.
Makakatulong ang tagasalin ng wika sa pagsagol sa
mga tanong mo tungkol sa ivong coverage sa
pangangalagang pangkalusugan. Maaari kang humingi
ng mga babasahin na isinalin sa ivong wika nang wala
kang babayaran. Tawagan lamang kami sa
1-800-464-4000, 24 na oras bawat araw, 7 araw bawat
linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa T11.

Thai: trfludnsa i viduaanaas 24 1 Tu9 naiu
aasathluviimssadramansazatdanthong
VAN VRIAMALALITLATINANATRINTALAH A TN
wayuazqauiissazalyfinsudaanasdun
winaldldTanLifinnsdaruinisiios Tnsnus i
WELaY 1-800-464-4000 aaan 24 FATusmniu
(Talwidnmistuiungasianis) gld TTY
TusaTnslui 711

Chinese: TE{MEH TR, 8524/ TE PG 3R H
el N g =S e M 5 R AT W e e =R )
B B 2 R A N1 . 15 ) L R
eI ITHIGE S . JMEETR, 8R40
Py i 4T 455 1-800-757-7585 fi sk ERsE (RO
PR o BB N SR SR (TTY) ] E 55 711,

Vietnamese: Ching t6i cung cap dich vu théng dich
mién phi cho quy vi 24 gio mdi ngiy, 7 ngay trong tudn,
trong tat ca cac it lam viée. Quy vi ¢o thé duge thong
dich vién gitip tra léi thic mic vé quyén lgi bao hiém sire
khoe cila chiing t6i. Quy vi ciing c6 thé yéu ciu duge cip
mién phi tai liéu phién dich ra ngén ngir cua quy vi. Chi
cin goi cho chimg 161 tai s6 1-800-464-4000, 24 gio mii
ngay, 7 ngay trong tudn (irir cae ngay &), Ngudi ding
TTY xin gpi 711,
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Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural
background, ancestry, religion, sex, gender identity, gender expression, sexual orientation, marital status,
physical or mental disability, source of payment, genetic information, citizenship, primary language, or
immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven
days a week (except closed holidays). Interpreter services, including sign language, are available at no cost to
you during all hours of operation. We can also provide you, your family, and friends with any special assistance
needed to access our facilities and services. In addition, you may request health plan materials translated in
your language, and may also request these materials in large text or in other formats to accommodate your
needs. For more information, call 1-800-464-4000 (TTY users call 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the
grievance process. A grievance includes a complaint or an appeal. For example, if you believe that we have
discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of
Insurance, or speak with a Member Services representative for the dispute-resolution options that apply to you.
This is especially important if you are a Medicare, Medi-Cal, MRMIP, Medi-Cal Access, FEHBP, or CalPERS
member because you have different dispute-resolution options available.

You may submit a grievance in the following ways:

e By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan
Facility (please refer to Your Guidebook for addresses)

e By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your
Guidebook for addresses)

e By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)
e By completing the grievance form on our website at kp.org

Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the
basis of race, color, national origin, sex, age, or disability. You may also contact the Kaiser Permanente Civil
Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201,
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/officelfile/index.html.

Group ID: 799999, 399999, 799997, & 399997
Kaiser Permanente HSA-Qualified Deductible HMO Plan Kaiser Permanente Bronze 60 HDHP HMO 4800/40% INF
Date: September 25, 2016 Page 6



Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen,
antecedentes culturales, ascendencia, religion, sexo, identidad de género, expresion de género, orientacion
sexual, estado civil, discapacidad fisica o0 mental, fuente de pago, informacién genética, ciudadania, lengua
materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros (Member Service Contact Center) brinda servicios de
asistencia con el idioma las 24 horas del dia, los siete dias de la semana (excepto los dias festivos). Se ofrecen
servicios de interpretacion sin costo alguno para usted durante el horario de atencién, incluido el lenguaje de
sefias. También podemos ofrecerle a usted, a sus familiares y amigos cualquier ayuda especial que necesiten
para acceder a nuestros centros de atencién y servicios. Ademas, puede solicitar los materiales del plan de
salud traducidos a su idioma, y también los puede solicitar con letra grande o en otros formatos que se adapten
a sus necesidades. Para obtener mas informacion, llame al 1-800-788-0616 (los usuarios de la linea TTY
deben llamar al 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a través del
proceso de quejas. Una queja incluye una queja formal o una apelacion. Por ejemplo, si usted cree que ha
sufrido discriminacion de nuestra parte, puede presentar una queja. Consulte su Evidencia de Cobertura
(Evidence of Coverage) o Certificado de Seguro (Certificate of Insurance), 0 comuniquese con un representante
de Servicio a los Miembros (Member Services) para conocer las opciones de resolucion de disputas que le
corresponden. Esto tiene especial importancia si es miembro de Medicare, Medi-Cal, MRMIP (Major Risk

Medical Insurance Program, Programa de Seguro Médico para Riesgos Mayores), Medi-Cal Access, FEHBP
(Federal Employees Health Benefits Program, Programa de Beneficios Médicos para los Empleados Federales) o
CalPERS ya que dispone de otras opciones para resolver disputas.

Puede presentar una queja de las siguientes maneras:

e completando un formulario de queja o de reclamacion/solicitud de beneficios en una oficina de Servicio a los
Miembros ubicada en un centro del plan (consulte las direcciones en Su Guia)

e enviando por correo su queja por escrito a una oficina de Servicio a los Miembros en un centro del plan
(consulte las direcciones en Su Guia)

¢ llamando a la linea telefénica gratuita de la Central de Llamadas de Servicio a los Miembros al
1-800-788-0616 (los usuarios de la linea TTY deben llamar al 711)

e completando el formulario de queja en nuestro sitio web en kp.org
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informara al coordinador de derechos civiles (Civil Rights Coordinator) de Kaiser Permanente de todas las
guejas relacionadas con la discriminacién por motivos de raza, color, pais de origen, género, edad o
discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles de Kaiser
Permanente en One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

También puede presentar una queja formal de derechos civiles de forma electronica ante la Oficina de
Derechos Civiles (Office for Civil Rights) en el Departamento de Salud y Servicios Humanos de los Estados
Unidos (U. S. Department of Health and Human Services) mediante el portal de quejas formales de la Oficina
de Derechos Civiles, en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo postal o por teléfono a: U.S.
Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building,
Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (linea TDD). Los formularios de queja formal estan
disponibles en http://www.hhs.gov/ocr/officelfile/index.html.
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Health Plan Benefits and Coverage Matrix

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A
SUMMARY ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED

FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

Accumulation Period

The Accumulation Period for this plan is 1/1/17 through 12/31/17 (calendar year).

Out-of-Pocket Maximum(s) and Deductible(s)

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the
Accumulation Period once you have reached the amounts listed below.

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services you

receive during the Accumulation Period until you reach the deductible amounts listed below. All payments you make
toward your deductible(s) apply to the Plan Out-of-Pocket Maximum amounts listed below.
Note: The Plan Deductible amount is subject to increase if the U.S. Department of the Treasury changes the minimum

deductible required in High Deductible Health Plans.

Self-Only Coverage

Amounts per Accumulation Period (a Family of one Member)

Family Coverage
Each Member in a Family
of two or more Members

Family Coverage
Entire Family of two or
more Members

Plan Out-of-Pocket Maximum $6,550 $6,550 $13,100
Plan Deductible $4,800 $4,800 $9,600
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay

Most Primary Care Visits and most Non-Physician Specialist Visits ......
Most Physician Specialist ViSits .......cccceverieriniinininsesecne e,
Routine physical maintenance exams, including well-woman exams......
Well-child preventive exams (through age 23 months)............c.cceceeenee.
Family planning counseling and consultations............ccccceverievienvnninennns
Scheduled prenatal Care EXamS..........coveieiirerinenieeie e
Routine eye exams with a Plan Optometrist..........cc.ccoevevevenivrinsnnnnnannn,
Urgent care consultations, evaluations, and treatment ................ccocoeveeee.
Most physical, occupational, and speech therapy ..........ccocvevvvviviiveiiennnns

40% Coinsurance after Plan Deductible
40% Coinsurance after Plan Deductible
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
40% Coinsurance after Plan Deductible
40% Coinsurance after Plan Deductible

Outpatient Services

You Pay

Outpatient surgery and certain other outpatient procedures.....................
Allergy injections (including allergy SErum)........ccocveveveverenivsinseseennan,
Most immunizations (including the vaccine) ........c.cccocoveeeiencieicnennne,
Most X-rays and 1aboratory testS..........cceverererierinsieseeieese e e,

Preventive X-rays, screenings, and laboratory tests as described in the

"Benefits and Your Cost Share" Section..........ccoceoevvieneinieneinenecnnen,
Covered individual health education counseling...........ccccocevvvvivivnininennn,
Covered health education programs...........coceeeeereeeeieere e seseseeeeas

40% Coinsurance after Plan Deductible
40% Coinsurance after Plan Deductible
No charge (Plan Deductible doesn't apply)
40% Coinsurance after Plan Deductible

No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)

Hospitalization Services

You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs . 40% Coinsurance after Plan Deductible

Emergency Health Coverage

You Pay

Emergency Department VISItS .........ccocoveieiiiinieeiieiese e

"Hospitalization Services" for inpatient Cost Share).

40% Coinsurance after Plan Deductible
Note: This Cost Share does not apply if you are admitted directly to the hospital as an inpatient for covered Services (see

Ambulance Services

You Pay

AMDBUIANCE SEIVICES .....ovieiveiictie et reas
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Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:

Most generic items at a Plan Pharmacy .........ccccocvvvivvivninnicie e 40% Coinsurance (not to exceed $500) for up to a
30-day supply after Plan Deductible
Most generic refills through our mail-order service........cc.cceoevvrvrennns 40% Coinsurance (not to exceed $500) for up to a
100-day supply after Plan Deductible
Most brand-name items at a Plan Pharmacy .........ccocvevviviivevierenennnnnns 40% Coinsurance (not to exceed $500) for up to a
30-day supply after Plan Deductible
Most brand-name refills through our mail-order service ...........c.ccc.... 40% Coinsurance (not to exceed $500) for up to a
100-day supply after Plan Deductible
Most brand-name items at a Plan Pharmacy ..........ccocoeevenicieiencnnnncns 40% Coinsurance (not to exceed $500) for up to a
30-day supply after Plan Deductible
Durable Medical Equipment (DME) You Pay
DME items that are essential health benefits in accord with our DME
formulary gUIdElineS........coveiiiiii e 40% Coinsurance after Plan Deductible
Mental Health Services You Pay
Inpatient psychiatric hospitalization............c.ccoccevveveiinieiin s 40% Coinsurance after Plan Deductible
Individual outpatient mental health evaluation and treatment..................... 40% Coinsurance after Plan Deductible
Group outpatient mental health treatment ..........ccccovvvvevvivvinic e, 40% Coinsurance after Plan Deductible
Chemical Dependency Services You Pay
Inpatient detoXifiCation ...........cciviivereiire e 40% Coinsurance after Plan Deductible
Individual outpatient chemical dependency evaluation and treatment........ 40% Coinsurance after Plan Deductible
Group outpatient chemical dependency treatment ..........cccccoevevevericrennnn, 40% Coinsurance after Plan Deductible
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period).................... 40% Coinsurance after Plan Deductible
Other You Pay

Eyeglasses or contact lenses for Pediatric Members:
One complete pair of eyeglasses (frames and lenses) or one pair of
contact lenses per Accumulation Period, as described in the "Benefits

and Your Cost Share™ SECHION ......ccccvvveeereere e No charge (Plan Deductible doesn't apply)
Skilled Nursing Facility care (up to 100 days per benefit period)............... 40% Coinsurance after Plan Deductible
Prosthetic and orthotic deVICES.........cccvvvvivii e No charge after Plan Deductible
All Services related to covered infertility treatment..........c.cccoeveiiiininnn 50% Coinsurance after Plan Deductible
All Services related to covered gamete intrafallopian transfer (one
treatment cycle per lifetime) ... 50% Coinsurance after Plan Deductible
o [0 1S oot o7 T - OSSN No charge after Plan Deductible

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, please refer to the "Benefits and Your Cost Share™ and "Exclusions, Limitations, Coordination of Benefits, and
Reductions" sections.
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Introduction

This combined Disclosure Form and Evidence of
Coverage (DF/EOC) describes the health care coverage
of Kaiser Permanente Bronze 60 HDHP HMO
4800/40% INF provided under the Group Agreement
(Agreement) between Health Plan (Kaiser Foundation
Health Plan, Inc.), Covered California for Small
Business, and your Group.

This DF/EOC is part of the Agreement between
Health Plan, Covered California for Small
Business, and your Group. The Agreement
contains additional terms such as Premiums,
when coverage can change, the effective date
of coverage, and the effective date of
termination. The Agreement must be consulted
to determine the exact terms of coverage. A
copy of the Agreement is available from
Covered California for Small Business.

For benefits provided under any other Health Plan
program, refer to that plan's evidence of coverage. For
benefits provided under any other program offered by
your Group (for example, workers compensation
benefits), refer to your Group's materials.

In this DF/EOC, Health Plan is sometimes referred to as
"we" or "us." Members are sometimes referred to as
"you." Some capitalized terms have special meaning in
this DF/EOC; please see the "Definitions" section for
terms you should know.

When you join Kaiser Permanente, you are enrolling in
one of two Health Plan Regions in California (either our
Northern California Region or Southern California
Region), which we call your "Home Region." The
Service Area of each Region is described in the
"Definitions" section of this DF/EOC. The coverage
information in this DF/EOC applies when you obtain
care in your Home Region. When you visit the other
California Region, you may receive care as described in
"Receiving Care in the Service Area of the other
California Region" in the "How to Obtain Services"
section.

PLEASE READ THE FOLLOWING
INFORMATION SO THAT YOU WILL KNOW
FROM WHOM OR WHAT GROUP OF
PROVIDERS YOU MAY GET HEALTH CARE.

It is important to familiarize yourself with your coverage
by reading this DF/EOC completely, so that you can take
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full advantage of your Health Plan benefits. Also, if you
have special health care needs, please carefully read the
sections that apply to you.

Dental Coverage

Dental services are not covered under this DF/EOC,
except as described under "Dental and Orthodontic
Services" in the "Benefits and Your Cost Share" section.
The information in this DF/EOC, such as how to get
care, services that are covered, and how to resolve issues
related to your health care coverage, pertains only to the
Services that are covered under this DF/EOC.

Kaiser Permanente HSA-OQualified
Deductible HMO Plan

"Kaiser Permanente HSA-Qualified Deductible HMO
Plan" is a health benefit plan that meets the requirements
of Section 223(c)(2) of the Internal Revenue Code. This
health benefit plan is a High Deductible Health Plan. The
health care coverage described in this DF/EOC is
designed to be compatible for use with a Health Savings
Account (HSA) under federal tax law.

The tax references contained in this DF/EOC relate to
federal income tax only. The tax treatment of Health
Savings Account contributions and distributions under
your state's income tax laws may differ from the federal
tax treatment, and differs from state to state. Health Plan
does not provide tax advice. You should consult with
your financial or tax advisor for tax advice or more
information, including information about your eligibility
for a Health Savings Account.

Please be aware that enrollment in a High Deductible
Health Plan that is compatible for use with a Health
Savings Account is only one of the eligibility
requirements for establishing and contributing to a
Health Savings Account. Some examples of other
requirements include that you must not:

e Be covered by another health coverage plan that is
not compatible for use with a Health Savings
Account, with certain exceptions

o Have Medicare coverage

e Be able to be claimed as a dependent on another
person's tax return

If your Group provides an HRA (Health Reimbursement
Arrangement), HIA (Health Incentive Account), or an
FSA (Flexible Spending Account), you may be able to
use funds in the HRA, HIA, or FSA to pay Copayments,
Coinsurance, and deductibles under this plan. However,
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most HRAs, HIAs, and FSAs provided through your
Group are considered another health coverage plan for
HSA purposes and will make you ineligible to establish
or contribute to a Health Savings Account. Contact your
Group or your tax advisor for more information.

Term of this DF/EOC

This DF/EOC is for contract year 2017 (a 12 month
period), unless amended. For example, if your Group's
coverage is effective January 1, 2017, the term of this
DF/EOC is the period January 1, 2017, through
December 31, 2017. Your Group can tell you the
effective date of coverage and whether this DF/EOC is
still in effect and give you a current one if this DF/EOC
has expired or been amended.

About Kaiser Permanente

Kaiser Permanente provides Services directly to our
Members through an integrated medical care program.
Health Plan, Plan Hospitals, and the Medical Group
work together to provide our Members with quality care.
Our medical care program gives you access to all of the
covered Services you may need, such as routine care
with your own personal Plan Physician, hospital care,
laboratory and pharmacy Services, Emergency Services,
Urgent Care, and other benefits described in this
DF/EQC. Plus, our health education programs offer you
great ways to protect and improve your health.

We provide covered Services to Members using Plan
Providers located in your Home Region Service Area,
which is described in the "Definitions" section. You must
receive all covered care from Plan Providers inside your
Home Region Service Area, except as described in the
sections listed below for the following Services:

o Authorized referrals as described under "Getting a
Referral" in the "How to Obtain Services" section

e Emergency ambulance Services as described under
"Ambulance Services" in the "Benefits and Your Cost
Share" section

e Emergency Services, Post-Stabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

o Hospice care as described under "Hospice Care" in
the "Benefits and Your Cost Share" section

o Visiting Member Services as described under
"Receiving Care in the Service Area of the other
California Region" in the "How to Obtain Services"
section

Group ID: 799999, 399999, 799997, & 399997

Definitions

Some terms have special meaning in this DF/EOC.
When we use a term with special meaning in only one
section of this DF/EOC, we define it in that section. The
terms in this "Definitions" section have special meaning
when capitalized and used in any section of this
DF/EOC.

Accumulation Period: A period of time no greater than
12 consecutive months for purposes of accumulating
amounts toward any deductibles (if applicable) and out-
of-pocket maximums. For example, the Accumulation
Period may be a calendar year or contract year. The
Accumulation Period for this DF/EOC is from January 1,
2017, through December 31, 2017.

Adult Member: A Member who is age 19 or older and
is not a Pediatric Member. For example, if you turn 19
on June 25, you will be an Adult Member starting July 1.

Allowance: A specified credit amount that you can use
toward the purchase price of an item. If the price of the
item(s) you select exceeds the Allowance, you will pay
the amount in excess of the Allowance (and that payment
will not apply toward any deductible or out-of-pocket
maximum).

Charges: "Charges" means the following:

e For Services provided by the Medical Group or
Kaiser Foundation Hospitals, the charges in Health
Plan's schedule of Medical Group and Kaiser
Foundation Hospitals charges for Services provided
to Members

e For Services for which a provider (other than the
Medical Group or Kaiser Foundation Hospitals) is
compensated on a capitation basis, the charges in the
schedule of charges that Kaiser Permanente
negotiates with the capitated provider

o For items obtained at a pharmacy owned and operated
by Kaiser Permanente, the amount the pharmacy
would charge a Member for the item if a Member's
benefit plan did not cover the item (this amount is an
estimate of: the cost of acquiring, storing, and
dispensing drugs, the direct and indirect costs of
providing Kaiser Permanente pharmacy Services to
Members, and the pharmacy program's contribution
to the net revenue requirements of Health Plan)

o For all other Services, the payments that Kaiser
Permanente makes for the Services or, if Kaiser
Permanente subtracts your Cost Share from its
payment, the amount Kaiser Permanente would have
paid if it did not subtract your Cost Share
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Coinsurance: A percentage of Charges that you must
pay when you receive a covered Service under this
DF/EOC.

Copayment: A specific dollar amount that you must pay
when you receive a covered Service under this DF/EOC.
Note: The dollar amount of the Copayment can be $0
(no charge).

Cost Share: The amount you are required to pay for
covered Services. For example, your Cost Share may be
a Copayment or Coinsurance. If your coverage includes a
Plan Deductible and you receive Services that are subject
to the Plan Deductible, your Cost Share for those
Services will be Charges until you reach the Plan
Deductible. Similarly, if your coverage includes a Drug
Deductible, and you receive Services that are subject to
the Drug Deductible, your Cost Share for those Services
will be Charges until you reach the Drug Deductible.

Dependent: A Member who meets the eligibility
requirements as a Dependent (for Dependent eligibility
requirements, see "Who Is Eligible™ in the "Premiums,
Eligibility, and Enrollment" section).

Disclosure Form (DF): A summary of coverage for
prospective Members. For some products, the DF is
combined with the evidence of coverage.

Drug Deductible: The amount you must pay in the
Accumulation Period for certain drugs, supplies, and
supplements before we will cover those Services at the
applicable Copayment or Coinsurance in that
Accumulation Period. Please refer to the "Outpatient
Prescription Drugs, Supplies, and Supplements" section
to learn whether your coverage includes a Drug
Deductible, the Services that are subject to the Drug
Deductible, and the Drug Deductible amount.

Emergency Medical Condition: A medical condition
manifesting itself by acute symptoms of sufficient
severity (including severe pain) such that a reasonable
person would have believed that the absence of
immediate medical attention would result in any of the
following:

¢ Placing the person's health (or, with respect to a
pregnhant woman, the health of the woman or her
unborn child) in serious jeopardy

e Serious impairment to bodily functions
e Serious dysfunction of any bodily organ or part

A mental health condition is an Emergency Medical
Condition when it meets the requirements of the
paragraph above, or when the condition manifests itself
by acute symptoms of sufficient severity such that either
of the following is true:

e The person is an immediate danger to himself or
herself or to others
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e The person is immediately unable to provide for, or
use, food, shelter, or clothing, due to the mental
disorder

Emergency Services: All of the following with respect
to an Emergency Medical Condition:

¢ A medical screening exam that is within the
capability of the emergency department of a hospital,
including ancillary services (such as imaging and
laboratory Services) routinely available to the
emergency department to evaluate the Emergency
Medical Condition

¢ Within the capabilities of the staff and facilities
available at the hospital, Medically Necessary
examination and treatment required to Stabilize the
patient (once your condition is Stabilized, Services
you receive are Post Stabilization Care and not
Emergency Services)

Evidence of Coverage (EOC) or combined Disclosure
Form and Evidence of Coverage (DF/EOC): This EOC
or DF/EOC document, including any amendments,
which describes the health care coverage of "Kaiser
Permanente HSA-Qualified Deductible HMO Plan"
under Health Plan's Agreement with your Group.

Family: A Subscriber and all of his or her Dependents.

Group: The entity with which Health Plan has entered
into the Agreement that includes this DF/EOC.

Health Plan: Kaiser Foundation Health Plan, Inc., a
California nonprofit corporation. This DF/EOC
sometimes refers to Health Plan as "we" or "us."

Health Savings Account (HSA): A tax-exempt trust or
custodial account established under Section 223(d) of the
Internal Revenue Code exclusively for the purpose of
paying qualified medical expenses. Contributions made
to a Health Savings Account by an eligible individual are
tax deductible under federal tax law whether or not the
individual itemizes deductions. In order to make
contributions to a Health Savings Account, you must be
covered under a qualified High Deductible Health Plan
and meet other tax law eligibility requirements.

Health Plan does not provide tax advice. Consult with
your financial or tax advisor for tax advice or more
information about your eligibility for a Health Savings
Account.

High Deductible Health Plan: A health benefit plan
that meets the requirements of Section 223(c)(2) of the
Internal Revenue Code. The health care coverage under
this DF/EOC has been designed to be a High Deductible
Health Plan compatible for use with a Health Savings
Account.
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Home Region: The Region where you enrolled (either
the Northern California Region or the Southern
California Region).

Kaiser Permanente: Kaiser Foundation Hospitals (a
California nonprofit corporation), Health Plan, and the
Medical Group.

Medical Group: For Northern California Region
Members, The Permanente Medical Group, Inc., a for-
profit professional corporation, and for Southern
California Region Members, the Southern California
Permanente Medical Group, a for-profit professional
partnership.

Medically Necessary: A Service is Medically Necessary
if it is medically appropriate and required to prevent,
diagnose, or treat your condition or clinical symptoms in
accord with generally accepted professional standards of
practice that are consistent with a standard of care in the
medical community.

Medicare: The federal health insurance program for
people 65 years of age or older, some people under age
65 with certain disabilities, and people with end-stage
renal disease (generally those with permanent kidney
failure who need dialysis or a kidney transplant). If you
have Medicare Part A or B, you are ineligible to establish
or contribute to a Health Savings Account.

Member: A person who is eligible and enrolled under
this DF/EOC, and for whom we have received applicable
Premiums. This DF/EOC sometimes refers to a Member
as "you."

Non-Physician Specialist Visits: Consultations,
evaluations, and treatment by non-physician specialists
(such as nurse practitioners, physician assistants,
optometrists, podiatrists, and audiologists).

Non-Plan Hospital: A hospital other than a Plan
Hospital.

Non-Plan Physician: A physician other than a Plan
Physician.

Non-Plan Provider: A provider other than a Plan
Provider.

Non-Plan Psychiatrist: A psychiatrist who is not a Plan
Physician.

Out-of-Area Urgent Care: Medically Necessary
Services to prevent serious deterioration of your (or your
unborn child's) health resulting from an unforeseen
illness, unforeseen injury, or unforeseen complication of
an existing condition (including pregnancy) if all of the
following are true:

e You are temporarily outside your Home Region
Service Area
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e A reasonable person would have believed that your
(or your unborn child's) health would seriously
deteriorate if you delayed treatment until you returned
to your Home Region Service Area

Pediatric Member: A Member from birth through the
end of the month of his or her 19th birthday. For
example, if you turn 19 on June 25, you will be an Adult
Member starting July 1 and your last minute as a
Pediatric Member will be 11:59 p.m. on June 30.

Physician Specialist Visits: Consultations, evaluations,
and treatment by physician specialists, including
personal Plan Physicians who are not Primary Care
Physicians.

Plan Deductible: The amount you must pay in the
Accumulation Period for certain Services before we will
cover those Services at the applicable Copayment or
Coinsurance in that Accumulation Period. Please refer to
the "Benefits and Your Cost Share" section to learn
whether your coverage includes a Plan Deductible, the
Services that are subject to the Plan Deductible, and the
Plan Deductible amount.

Plan Facility: Any facility listed on our website at
kp.org/facilities for your Home Region Service Area,
except that Plan Facilities are subject to change at any
time without notice. For the current locations of Plan
Facilities, please call our Member Service Contact
Center.

Plan Hospital: Any hospital listed on our website at
kp.org/facilities for your Home Region Service Area,
except that Plan Hospitals are subject to change at any
time without notice. For the current locations of Plan
Hospitals, please call our Member Service Contact
Center.

Plan Medical Office: Any medical office listed on our
website at kp.org/facilities for your Home Region
Service Area, except that Plan Medical Offices are
subject to change at any time without notice. For the
current locations of Plan Medical Offices, please call our
Member Service Contact Center.

Plan Optical Sales Office: An optical sales office
owned and operated by Kaiser Permanente or another
optical sales office that we designate. Please refer to
Your Guidebook for a list of Plan Optical Sales Offices
in your area, except that Plan Optical Sales Offices are
subject to change at any time without notice. For the
current locations of Plan Optical Sales Offices, please
call our Member Service Contact Center.

Plan Optometrist: An optometrist who is a Plan
Provider.

Plan Out-of-Pocket Maximum: The total amount of
Cost Share you must pay under this DF/EOC in the
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Accumulation Period for certain covered Services that
you receive in the same Accumulation Period. Please
refer to the "Benefits and Your Cost Share" section to
find your Plan Out-of-Pocket Maximum amount and to
learn which Services apply to the Plan Out-of-Pocket
Maximum.

Plan Pharmacy: A pharmacy owned and operated by
Kaiser Permanente or another pharmacy that we
designate. Please refer to Your Guidebook or the facility
directory on our website at kp.org for a list of Plan
Pharmacies in your area, except that Plan Pharmacies are
subject to change at any time without notice. For the
current locations of Plan Pharmacies, please call our
Member Service Contact Center.

Plan Physician: Any licensed physician who is a partner
or employee of the Medical Group, or any licensed
physician who contracts to provide Services to Members
(but not including physicians who contract only to
provide referral Services).

Plan Provider: A Plan Hospital, a Plan Physician, the
Medical Group, a Plan Pharmacy, or any other health
care provider that we designate as a Plan Provider.

Plan Skilled Nursing Facility: A Skilled Nursing
Facility approved by Health Plan.

Post-Stabilization Care: Medically Necessary Services
related to your Emergency Medical Condition that you
receive in a hospital (including the Emergency
Department) after your treating physician determines that
this condition is Stabilized.

Premiums: The periodic amounts that your Group is
responsible for paying for your membership under this
DF/EQC, except that you are responsible for paying
Premiums if you have Cal-COBRA coverage.

Preventive Services: Covered Services that prevent or
detect illness and do one or more of the following:

e Protect against disease and disability or further
progression of a disease

o Detect disease in its earliest stages before noticeable
symptoms develop

Primary Care Physicians: Generalists in internal
medicine, pediatrics, and family practice, and specialists
in obstetrics/gynecology whom the Medical Group
designates as Primary Care Physicians. Please refer to
our website at kp.org for a directory of Primary Care
Physicians, except that the directory is subject to change
without notice. For the current list of physicians that are
available as Primary Care Physicians, please call the
personal physician selection department at the phone
number listed in Your Guidebook.

Primary Care Visits: Evaluations and treatment
provided by Primary Care Physicians and primary care
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Plan Providers who are not physicians (such as nurse
practitioners).

Region: A Kaiser Foundation Health Plan organization
or allied plan that conducts a direct-service health care
program. Regions may change on January 1 of each year
and are currently the District of Columbia and parts of
Northern California, Southern California, Colorado,
Georgia, Hawaii, Idaho, Maryland, Oregon, Virginia,
and Washington. For the current list of Region locations,
please visit our website at kp.org or call our Member
Service Contact Center.

Service Area: Health Plan has two Regions in
California. As a Member, you are enrolled in one of the
two Regions (either our Northern California Region or
Southern California Region), called your Home Region.
This DF/EOC describes the coverage for both California
Regions.

Northern California Region Service Area

The ZIP codes below for each county are in our Northern
California Service Area:

e All ZIP codes in Alameda County are inside our
Northern California Service Area: 94501-02, 94505,
94514, 94536-46, 94550-52, 94555, 94557, 94560,
94566, 94568, 94577-80, 94586-88, 94601-15,
94617-21, 94622-24, 94649, 94659-62, 94666,
94701-10, 94712, 94720, 95377, 95391

e The following ZIP codes in Amador County are
inside our Northern California Service Area: 95640,
95669

e All ZIP codes in Contra Costa County are inside our
Northern California Service Area: 94505-07, 94509,
94511, 94513-14, 94516-31, 94547-49, 94551,
94553, 94556, 94561, 94563-65, 9456970, 94572,
94575, 94582-83, 94595-98, 94706-08, 94801-08,
94820, 94850

e The following ZIP codes in ElI Dorado County are
inside our Northern California Service Area: 95613—
14, 95619, 95623, 95633-35, 95651, 95664, 95667,
95672, 95682, 95762

e The following ZIP codes in Fresno County are inside
our Northern California Service Area: 93242, 93602,
93606-07, 93609, 93611-13, 93616, 93618-19,
93624-27, 93630-31, 93646, 93648-52, 93654,
93656-57, 93660, 93662, 9366768, 93675, 93701—
12, 93714-18, 93720-30, 93737, 93740-41, 93744—
45, 93747, 93750, 93755, 93760-61, 93764-65,
93771-79, 93786, 93790-94, 93844, 93888

e The following ZIP codes in Kings County are inside
our Northern California Service Area: 93230, 93232,
93242, 93631, 93656
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The following ZIP codes in Madera County are inside
our Northern California Service Area: 93601-02,
93604, 93614, 93623, 93626, 93636—39, 9364345,
93653, 93669, 93720

All ZIP codes in Marin County are inside our
Northern California Service Area: 94901, 94903-04,
94912-15, 94920, 94924-25, 94929-30, 94933,
94937-42, 94945-50, 94956-57, 94960, 9496366,
94970-71, 94973-74, 94976-79

The following ZIP codes in Mariposa County are
inside our Northern California Service Area: 93601,
93623, 93653

The following ZIP codes in Napa County are inside
our Northern California Service Area: 94503, 94508,
94515, 94558-59, 94562, 94567, 94573-74, 94576,
94581, 94599, 95476

The following ZIP codes in Placer County are inside
our Northern California Service Area: 95602-04,
95626, 95648, 95650, 95658, 95661, 95663, 95668,
95677-78, 95681, 95703, 95722, 95736, 95746-47,
95765

All ZIP codes in Sacramento County are inside our
Northern California Service Area: 94203-09, 94211,
94229-30, 94232, 94234-37, 94239-40, 94244,
94247-50, 94252, 94254, 94256-59, 9426163,
94267-69, 94271, 94273-74, 94277-80, 94282-91,
94293-98, 94571, 95608-11, 95615, 95621, 95624,
95626, 95628, 95630, 95632, 95638-39, 95641,
95652, 95655, 95660, 95662, 95670-71, 95673,
95678, 95680, 95683, 95690, 95693, 95741-42,
95757-59, 95763, 95811-38, 95840-43, 95851-53,
95860, 9586467, 95894, 95899

All ZIP codes in San Francisco County are inside our
Northern California Service Area: 94102-05, 94107-
12,94114-27,94129-34, 94137, 94139-47, 94151,
94158-61, 94163-64, 94172, 94177, 94188

All ZIP codes in San Joaquin County are inside our
Northern California Service Area: 94514, 95201-15,
95219-20, 95227, 95230-31, 95234, 95236-37,
95240-42, 95253, 95258, 95267, 95269, 95296-97,
95304, 95320, 95330, 95336-37, 95361, 95366,
95376-78, 95385, 95391, 95632, 95686, 95690

All ZIP codes in San Mateo County are inside our
Northern California Service Area: 94002, 94005,
94010-11, 94014-21, 94025-28, 94030, 94037-38,
94044, 9406066, 94070, 94074, 94080, 94083,
94128, 94143, 94303, 94401-04, 94497

The following ZIP codes in Santa Clara County are
inside our Northern California Service Area: 94022—
24, 94035, 94039-43, 94085-89, 94301-06, 94309,
94550, 95002, 95008-09, 95011, 9501315, 95020—
21, 95026, 95030-33, 9503538, 95042, 95044,

95046, 95050-56, 95070-71, 95076, 95101, 95103,
95106, 95108-13, 95115-36, 95138-41, 95148,
95150-61, 95164, 95170, 95172-73, 95190-94,
95196

e All ZIP codes in Santa Cruz County are inside our
Northern California Service Area: 95001, 95003,
95005-7, 95010, 95017-19, 95033, 95041, 95060-
67, 95073, 9507677

e All ZIP codes in Solano County are inside our
Northern California Service Area: 94503, 94510,
94512, 94533-35, 94571, 94585, 94589-92, 95616,
95618, 95620, 95625, 95687-88, 95690, 95694,
95696

o The following ZIP codes in Sonoma County are
inside our Northern California Service Area: 94515,
94922-23, 94926-28, 94931, 94951-55, 94972,
94975, 94999, 95401-07, 95409, 95416, 95419,
95421, 95425, 95430-31, 95433, 95436, 95439,
95441-42, 95444, 95446, 95448, 95450, 95452,
95462, 95465, 9547173, 95476, 95486-87, 95492

e All ZIP codes in Stanislaus County are inside our
Northern California Service Area: 95230, 95304,
95307, 95313, 95316, 95319, 95322-23, 95326,
95328-29, 95350-58, 95360-61, 95363, 95367-68,
95380-82, 95385-87, 95397

o The following ZIP codes in Sutter County are inside
our Northern California Service Area: 95626, 95645,
95659, 95668, 95674, 95676, 95692, 95836-37

e The following ZIP codes in Tulare County are inside
our Northern California Service Area: 93618, 93631,
93646, 93654, 93666, 93673

o The following ZIP codes in Yolo County are inside
our Northern California Service Area: 95605, 95607,
95612, 95615-18, 95645, 95691, 95694—-95, 95697—
98, 95776, 95798-99

e The following ZIP codes in Yuba County are inside
our Northern California Service Area: 95692, 95903,
95961

Southern California Region Service Area

The ZIP codes below for each county are in our Southern
California Service Area:

o The following ZIP codes in Imperial County are
inside our Southern California Service Area: 92274—
75

e The following ZIP codes in Kern County are inside
our Southern California Service Area: 93203, 93205-
06, 93215-16, 93220, 93222, 9322426, 93238,
93240-41, 93243, 93249-52, 93263, 93268, 93276,
93280, 93285, 93287, 93301-09, 93311-14, 93380,
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93383-90, 93501-02, 9350405, 93518-19, 93531,
93536, 9356061, 93581

e The following ZIP codes in Los Angeles County are
inside our Southern California Service Area: 90001-
84, 90086-91, 90093-96, 90099, 90189, 90201-02
90209-13, 90220-24, 90230-33, 90239-42, 90245
90247-51, 90254-55, 90260-67, 90270, 90272,
90274-75, 90277-78, 90280, 90290-96, 90301-12,
90401-11, 90501-10, 90601-10, 90623, 90630-31,
90637-40, 90650-52, 90660-62, 90670-71, 90701—
03, 90706-07, 90710-17, 90723, 90731-34, 90744~
49, 90755, 90801-10, 90813-15, 90822, 90831-35
90840, 90842, 90844, 90846-48, 90853, 90895,
90899, 91001, 91003, 91006-12, 91016-17, 91020—
21, 91023-25, 91030-31, 91040-43, 91046, 91066
91077, 91101-10, 91114-18, 91121, 91123-26,
91129, 91182, 9118485, 91188-89, 91199, 91201
10, 91214, 91221-22, 91224-26, 91301-11, 91313,
91316, 91321-22, 91324-31, 91333-35, 91337,
91340-46, 91350-57, 91361-62, 91364-65, 91367
91371-72, 91376, 91380-87, 91390, 91392-96,
91401-13, 91416, 91423, 91426, 91436, 91470,
91482, 91495-96, 91499, 91501-08, 91510, 91521~
23, 91526, 91601-12, 91614-18, 91702, 91706,
91709, 91711, 91714-16, 91722-24, 91731-35,
91740-41, 91744-50, 91754-56, 91759, 91765-73,
91775-76, 91778, 91780, 91788-93, 91801-04,
91896, 91899, 93243, 93510, 93532, 93534-36,
93539, 93543-44, 93550-53, 93560, 93563, 93584,
93586, 93590-91, 93599

e All ZIP codes in Orange County are inside our
Southern California Service Area: 90620-24, 90630—
33, 90638, 90680, 90720-21, 90740, 90742-43,
92602-07, 92609-10, 92612, 92614-20, 92623-30,
92637, 92646-63, 92672-79, 92683-85, 92688,
92690-94, 92697-98, 92701-08, 92711-12, 92728,
92735, 92780-82, 92799, 9280109, 92811-12,
92814-17, 92821-23, 92825, 92831-38, 9284046,
92850, 92856-57, 92859, 9286171, 92885-87,
92899

e The following ZIP codes in Riverside County are
inside our Southern California Service Area: 91752,
92028, 92201-03, 92210-11, 92220, 92223, 92230,
92234-36, 92240-41, 92247-48, 92253-55, 92258,
92260-64, 92270, 92274, 92276, 92282, 92320,
92324, 92373, 92399, 92501-09, 92513-19, 92521~
22, 92530-32, 92543-46, 92548, 92551-57, 92562~
64, 92567, 92570-72, 92581-87, 92589-93, 92595~
96, 92599, 92860, 92877-83

o The following ZIP codes in San Bernardino County
are inside our Southern California Service Area:
91701, 91708-10, 91729-30, 91737, 91739, 91743,
91758-59, 91761-64, 91766, 91784-86, 91792,
92252, 92256, 92268, 92277-78, 92284-86, 92305,
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92307-08, 92313-18, 92321-22, 92324-25, 92329,
92331, 92333-37, 92339-41, 92344-46, 92350,
92352, 92354, 92357-59, 92369, 9237178, 92382,
92385-86, 9239195, 92397, 92399, 92401-08,
92410-11, 92413, 92415, 92418, 92423, 92427,
92880

e The following ZIP codes in San Diego County are
inside our Southern California Service Area: 91901-
03, 91908-17, 91921, 91931-33, 91935, 91941-46,
91950-51, 91962-63, 91976-80, 91987, 92003,
92007-11, 92013-14, 92018-30, 92033, 92037-40,
92046, 92049, 92051-52, 9205461, 92064-65,
92067-69, 92071-72, 92074-75, 92078-79, 92081—
86, 92088, 92091-93, 92096, 92101-24, 92126-32,
92134-40, 92142-43, 92145, 92147, 92149-50,
92152-55, 92158-61, 92163, 9216579, 92182,
92186-87, 92190-93, 92195-99

o The following ZIP codes in Tulare County are inside
our Southern California Service Area: 93238, 93261

o The following ZIP codes in Ventura County are
inside our Southern California Service Area: 90265,
91304, 91307, 91311, 91319-20, 91358-62, 91377,
93001-07, 93009-12, 93015-16, 93020-22, 93030-
36, 9304044, 93060-66, 93094, 93099, 93252

For each ZIP code listed for a county, your Home Region
Service Area includes only the part of that ZIP code that
is in that county. When a ZIP code spans more than one
county, the part of that ZIP code that is in another county
is not inside your Home Region Service Area unless that
other county is listed above and that ZIP code is also
listed for that other county.

If you have a question about whether a ZIP code is in
your Home Region Service Area, please call our Member
Service Contact Center.

Note: We may expand your Home Region Service Area
at any time by giving written notice to your Group. ZIP
codes are subject to change by the U.S. Postal Service.

Services: Health care services or items ("health care"
includes both physical health care and mental health
care) and behavioral health treatment covered under
"Behavioral Health Treatment for Pervasive
Developmental Disorder or Autism" in the "Benefits and
Your Cost Share" section.

Skilled Nursing Facility: A facility that provides
inpatient skilled nursing care, rehabilitation services, or
other related health services and is licensed by the state
of California. The facility's primary business must be the
provision of 24-hour-a-day licensed skilled nursing care.
The term "Skilled Nursing Facility" does not include
convalescent nursing homes, rest facilities, or facilities
for the aged, if those facilities furnish primarily custodial
care, including training in routines of daily living. A
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"Skilled Nursing Facility" may also be a unit or section
within another facility (for example, a hospital) as long
as it continues to meet this definition.

Spouse: The person to whom the Subscriber is legally
married under applicable law. For the purposes of this
DF/EOC, the term "Spouse™ includes the Subscriber's
domestic partner. "Domestic partners" are two people
who are registered and legally recognized as domestic
partners by California (if your Group allows enrollment
of domestic partners not legally recognized as domestic
partners by California, "Spouse" also includes the
Subscriber's domestic partner who meets your Group's
eligibility requirements for domestic partners).

Stabilize: To provide the medical treatment of the
Emergency Medical Condition that is necessary to
assure, within reasonable medical probability, that no
material deterioration of the condition is likely to result
from or occur during the transfer of the person from the
facility. With respect to a pregnant woman who is having
contractions, when there is inadequate time to safely
transfer her to another hospital before delivery (or the
transfer may pose a threat to the health or safety of the
woman or unborn child), "Stabilize" means to deliver
(including the placenta).

Subscriber: A Member who is eligible for membership
on his or her own behalf and not by virtue of Dependent
status and who meets the eligibility requirements as a
Subscriber (for Subscriber eligibility requirements, see
"Who Is Eligible" in the "Premiums, Eligibility, and
Enrollment” section).

Urgent Care: Medically Necessary Services for a
condition that requires prompt medical attention but is
not an Emergency Medical Condition.

Premiums, Eligibility, and
Enrollment

Premiums

Your Group is responsible for paying Premiums, except
that you are responsible for paying Premiums as
described in the "Continuation of Membership" section
if you have Cal-COBRA coverage under this DF/EOC.
If you are responsible for any contribution to the
Premiums that your Group pays, your Group will tell you
the amount, when Premiums are effective, and how to
pay your Group (through payroll deduction, for
example).

Group ID: 799999, 399999, 799997, & 399997

Who Is Eligible

To enroll and to continue enrollment, you must meet all
of the eligibility requirements described in this "Who Is
Eligible" section, including your Group's eligibility
requirements and our Service Area eligibility
requirements.

Group eligibility requirements

You must meet your Group's eligibility requirements,
such as the minimum number of hours that employees
must work. Your Group is required to inform Subscribers
of its eligibility requirements.

Service Area eligibility requirements

When you join Kaiser Permanente, you are enrolling in
one of two Health Plan Regions in California (either our
Northern California Region or Southern California
Region), which we call your "Home Region."” The
Service Area of each Region is described in the
"Definitions" section.

Subscribers must live or work inside your Home Region
Service Area at the time they enroll. If after enrollment
the Subscriber no longer lives or works inside your
Home Region Service Area, the Subscriber can continue
membership unless (1) he or she lives inside or moves to
the service area of another Region and does not work
inside your Home Region Service Area, or (2) your
Group does not allow continued enroliment of
Subscribers who do not live or work inside your Home
Region Service Area.

Dependent children of the Subscriber or of the
Subscriber's Spouse may live anywhere inside or outside
your Home Region Service Area. Other Dependents may
live anywhere, except that they are not eligible to enroll
or to continue enrollment if they live in or move to the
service area of another Region.

If you are not eligible to continue enroliment because
you live in or move to the service area of another
Region, please contact your Group to learn about your
Group health care options:

¢ Regions outside California. You may be able to
enroll in the service area of another Region if there is
an agreement between your Group and that Region,
but the plan, including coverage, premiums, and
eligibility requirements, might not be the same as
under this DF/EOC

e The other California Region’s Service Area. If the
Subscriber moves from your Home Region to the
other California Region, your Group may permit you
to enroll in that Region. If your Group permits
enrollment and the Subscriber does not submit a new
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enrollment form, all terms and conditions in your
application for enrollment in your Home Region,
including the Arbitration Agreement, will continue to

apply

For more information about the service areas of the other

Regions, please call our Member Service Contact Center.

Eligibility as a Subscriber

You may be eligible to enroll and continue enrollment as
a Subscriber if you are:

e Anemployee of your Group
e A proprietor or partner of your Group

o Otherwise entitled to coverage under a trust
agreement or employment contract (unless the
Internal Revenue Service considers you self-
employed)

Newborn coverage

If you are already enrolled under this DF/EOC and have
a baby, your newborn will automatically be covered for
31 days from the date of birth. If you do not enroll the
newborn within 60 days, he or she is covered for only 31
days (including the date of birth).

Eligibility as a Dependent

Dependent eligibility is subject to your Group's
eligibility requirements, which are not described in this
DF/EOC. You can obtain your Group's eligibility
requirements directly from your Group. If you are a
Subscriber under this DF/EOC and if your Group allows
enrollment of Dependents, Health Plan allows the
following persons to enroll as your Dependents under
this DF/EOC:

e Your Spouse

e Your or your Spouse's Dependent children, who are
under age 26, if they are any of the following:

¢ sons, daughters, or stepchildren

+ adopted children

+ children placed with you for adoption
.

children for whom you or your Spouse is the
court-appointed guardian (or was when the child
reached age 18)

e Children whose parent is a Dependent under your
family coverage (including adopted children and
children placed with your Dependent for adoption)
if they meet all of the following requirements:

+ they are not married and do not have a domestic
partner (for the purposes of this requirement only,
"domestic partner" means someone who is
registered and legally recognized as a domestic
partner by California)

Group ID: 799999, 399999, 799997, & 399997

+ they are under age 26

+ they receive all of their support and maintenance
from you or your Spouse

+ they permanently reside with you or your Spouse

o Dependent children of the Subscriber or Spouse
(including adopted children and children placed with
you for adoption) who reach the age limit may
continue coverage under this DF/EOC if all of the
following conditions are met:

+ they meet all requirements to be a Dependent
except for the age limit

+ your Group permits enroliment of Dependents

+ they are incapable of self-sustaining employment
because of a physically- or mentally-disabling
injury, illness, or condition that occurred before
they reached the age limit for Dependents

+ they receive 50 percent or more of their support
and maintenance from you or your Spouse

+ you give us proof of their incapacity and
dependency within 60 days after we request it (see
"Disabled Dependent certification" below in this
"Eligibility as a Dependent" section)

o Children placed with the Subscriber or Spouse for
foster care who enroll during a special enrollment
period triggered by the placement of that child in
foster care

e Persons (but not including foster children) who meet
both of the following requirements:

+ they receive 50 percent or more of their support
and maintenance from you or your Spouse

+ they are related to you or your Spouse by blood or
marriage, or they permanently live with you or
your Spouse

Disabled Dependent certification. One of the
requirements for a Dependent to be eligible to continue
coverage as a disabled Dependent is that the Subscriber
must provide us documentation of the dependent's
incapacity and dependency as follows:

o |f the child is a Member, we will send the Subscriber
a notice of the Dependent's membership termination
due to loss of eligibility at least 90 days before the
date coverage will end due to reaching the age limit.
The Dependent's membership will terminate as
described in our notice unless the Subscriber provides
us documentation of the Dependent's incapacity and
dependency within 60 days of receipt of our notice
and we determine that the Dependent is eligible as a
disabled dependent. If the Subscriber provides us this
documentation in the specified time period and we do
not make a determination about eligibility before the
termination date, coverage will continue until we
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make a determination. If we determine that the
Dependent does not meet the eligibility requirements
as a disabled dependent, we will notify the Subscriber
that the Dependent is not eligible and let the
Subscriber know the membership termination date.
If we determine that the Dependent is eligible as a
disabled dependent, there will be no lapse in
coverage. Also, starting two years after the date that
the Dependent reached the age limit, the Subscriber
must provide us documentation of the Dependent's
incapacity and dependency annually within 60 days
after we request it so that we can determine if the
Dependent continues to be eligible as a disabled
dependent

o If the child is not a Member because you are
changing coverages, you must give us proof, within
60 days after we request it, of the child's incapacity
and dependency as well as proof of the child's
coverage under your prior coverage. In the future,
you must provide proof of the child's continued
incapacity and dependency within 60 days after your
receive our request, but not more frequently than
annually

Persons barred from enrolling

You cannot enroll if you have had your entitlement to
receive Services through Health Plan terminated for
cause.

Medicare late enrollment penalties

If you become eligible for Medicare Part B and do not
enroll, Medicare may require you to pay a late
enrollment penalty if you later enroll in Medicare Part B.
However, if you delay enrollment in Part B because you
or your spouse are still working and have coverage
through an employer group health plan, you may not
have to pay the penalty. Also, if you are (or become)
eligible for Medicare and go without creditable
prescription drug coverage (drug coverage that is at least
as good as the standard Medicare Part D prescription
drug coverage) for a continuous period of 63 days or
more, you may have to pay a late enroliment penalty

if you later sign up for Medicare prescription drug
coverage. If you are (or become) eligible for Medicare,
your Group is responsible for informing you about
whether your drug coverage under this DF/EOC is
creditable prescription drug coverage at the times
required by the Centers for Medicare & Medicaid
Services and upon your request.

Group ID: 799999, 399999, 799997, & 399997

When You Can Enroll and When
Coverage Begins

Your Group is required to inform you when you are
eligible to enroll and what your effective date of
coverage is. If you are eligible to enroll as described
under "Who Is Eligible" in this "Premiums, Eligibility,
and Enrollment" section, enrollment is permitted as
described below and membership begins at the beginning
(12:00 a.m.) of the effective date of coverage indicated
below, except that your Group may have additional
requirements, which allow enrollment in other situations.

New employees

When your Group informs you that you are eligible to
enroll as a Subscriber, you may enroll yourself and any
eligible Dependents by submitting a Health Plan—
approved enrollment application to your Group within 30
days.

Effective date of coverage. The effective date of
coverage for new employees and their eligible family
Dependents is determined by your Group in accord with
waiting period requirements in state and federal law.
Your Group is required to inform the Subscriber of the
date your membership becomes effective. For example,
if the hire date of an otherwise-eligible employee is
January 19, the waiting period begins on January 19 and
the effective date of coverage cannot be any later than
April 19. Note: Because the effective date of your
Group's coverage is always on the first day of the month,
in this example the effective date cannot be any later
than April 1.

Open enrollment

You may enroll as a Subscriber (along with any eligible
Dependents), and existing Subscribers may add eligible
Dependents, by submitting a Health Plan—-approved
enrollment application to your Group during your
Group's open enrollment period. Your Group will let you
know when the open enrollment period begins and ends
and the effective date of coverage.

Special enrollment

If you do not enroll when you are first eligible and later
want to enroll, you can enroll only during open
enrollment unless one of the following is true:

e You become eligible as described in this "Special
enrollment” section

¢ Youdid not enroll in any coverage offered by your
Group when you were first eligible and your Group
does not give us a written statement that verifies you
signed a document that explained restrictions about
enrolling in the future. The effective date of an
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enrollment resulting from this provision is no later
than the first day of the month following the date
your Group receives a Health Plan—approved
enrollment or change of enrollment application from
the Subscriber

Special enrollment due to new Dependents. You may
enroll as a Subscriber (along with eligible Dependents),
and existing Subscribers may add eligible Dependents,
within 60 days after marriage, establishment of domestic
partnership, birth, adoption, placement for adoption, or
placement for foster care by submitting to your Group a
Health Plan—approved enrollment application.

The effective date of an enrollment resulting from
marriage or establishment of domestic partnership is no
later than the first day of the month following the date
your Group receives an enrollment application from the
Subscriber. Enrollments due to birth, adoption,
placement for adoption, or placement for foster care are
effective on the date of birth, date of adoption, or the
date you or your Spouse have newly assumed a legal
right to control health care.

Special enrollment due to loss of other coverage. You
may enroll as a Subscriber (along with any eligible
Dependents), and existing Subscribers may add eligible
Dependents, if all of the following are true:

e The Subscriber or at least one of the Dependents had
other coverage when he or she previously declined all
coverage through your Group

o The loss of the other coverage is due to one of the
following:

+ exhaustion of COBRA coverage

+ termination of employer contributions for non-
COBRA coverage

+ loss of eligibility for non-COBRA coverage, but
not termination for cause or termination from an
individual (nongroup) plan for nonpayment. For
example, this loss of eligibility may be due to legal
separation or divorce, moving out of the plan's
service area, reaching the age limit for dependent
children, or the subscriber's death, termination of
employment, or reduction in hours of employment

+ loss of eligibility (but not termination for cause)
for coverage through Covered California,
Medicaid coverage (known as Medi-Cal in
California), Children's Health Insurance Program
coverage, or Medi-Cal Access Program coverage

+ reaching a lifetime maximum on all benefits
Note: If you are enrolling yourself as a Subscriber along
with at least one eligible Dependent, only one of you
must meet the requirements stated above.
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To request enroliment, the Subscriber must submit a
Health Plan—approved enrollment or change of
enrollment application to your Group within 60 days
after loss of other coverage. The effective date of an
enrollment resulting from loss of other coverage is no
later than the first day of the month following the date
your Group receives an enrollment or change of
enrollment application from the Subscriber.

Special enrollment due to court or administrative
order. Within 60 days after the date of a court or
administrative order requiring a Subscriber to provide
health care coverage for a Spouse or child who meets the
eligibility requirements as a Dependent, the Subscriber
may add the Spouse or child as a Dependent by
submitting to your Group a Health Plan—approved
enrollment or change of enrollment application.

The effective date of coverage resulting from a court or
administrative order is the first of the month following
the date we receive the enrollment request, unless your
Group specifies a different effective date (if your Group
specifies a different effective date, the effective date
cannot be earlier than the date of the order).

Special enrollment due to eligibility for premium
assistance. You may enroll as a Subscriber (along with
eligible Dependents), and existing Subscribers may add
eligible Dependents, if you or a dependent become
eligible for premium assistance through the Medi-Cal
program. Premium assistance is when the Medi-Cal
program pays all or part of premiums for employer group
coverage for a Medi-Cal beneficiary. To request
enrollment in your Group's health care coverage, the
Subscriber must submit a Health Plan-approved
enrollment or change of enroliment application to your
Group within 60 days after you or a dependent become
eligible for premium assistance. Please contact the
California Department of Health Care Services to find
out if premium assistance is available and the eligibility
requirements.

Special enrollment due to reemployment after
military service. If you terminated your health care
coverage because you were called to active duty in the
military service, you may be able to reenroll in your
Group's health plan if required by state or federal law.
Please ask your Group for more information.

Other special enrollment events. You may enroll as a
Subscriber (along with any eligible Dependents) if you
or your Dependents were not previously enrolled, and
existing Subscribers may add eligible Dependents not
previously enrolled, if any of the following are true:
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e You lose minimum essential coverage (for a reason
other than nonpayment of Premiums, termination for
cause, or rescission of coverage):

+ you lose your group health plan coverage (for
example, you lose eligibility as a subscriber
because you lose your job or your hours are
reduced, you lose eligibility as a dependent due to
legal separation, divorce, or reaching the age limit
for dependent children, or you exhaust COBRA or
Cal-COBRA coverage)

+ you lose eligibility for individual plan coverage,
Medicare, Medi-Cal, or other government-
sponsored health care program coverage

e You become eligible for membership as a result of a
permanent move

e You were recently released from incarceration

e You are an American Indian or Native Alaskan and
Covered California determines that you are eligible
for a monthly special enroliment period

e Covered California determines that you are entitled to
a special enroliment period (for example, Covered
California determines that you didn't apply for
coverage during the prior open enrollment because
you were misinformed that you had minimum
essential coverage)

e You were under active care for certain conditions
with a provider whose participation in your health
plan ended (examples of conditions include: an acute
condition, a serious chronic condition, pregnancy,
terminal illness, care of newborn, or authorized
nonelective surgeries)

To request special enrollment, you must submit an
application within 30 days after loss of other coverage.
You may be required to provide documentation that you
have experienced a qualifying event. If you are
requesting enrollment in a plan offered through Covered
California, submit your application to Covered
California. If you are not requesting enrollment in a plan
offered through Covered California, you must submit a
Health Plan-approved enrollment application to your
Group. Membership becomes effective either on the first
day of the next month (for applications that are received
by the fifteenth day of a month) or on the first day of the
month following the next month (for applications that are
received after the fifteenth day of a month).

Note: If you are enrolling as a Subscriber along with at
least one eligible Dependent, only one of you must meet
one of the requirements stated above.

Group ID: 799999, 399999, 799997, & 399997

How to Obtain Services

As a Member, you are selecting our medical care
program to provide your health care. You must receive
all covered care from Plan Providers inside your Home
Region Service Area, except as described in the sections
listed below for the following Services:

o Authorized referrals as described under "Getting a
Referral” in this "How to Obtain Services" section

e Emergency ambulance Services as described under
"Ambulance Services" in the "Benefits and Your Cost
Share" section

e Emergency Services, Post-Stabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

e Hospice care as described under "Hospice Care" in
the "Benefits and Your Cost Share" section

¢ Visiting Member Services as described under
"Receiving Care in the Service Area of the other
California Region™ in this "How to Obtain Services"
section

As a Member, you are enrolled in one of two Health Plan
Regions in California (either our Northern California
Region or Southern California Region), called your
Home Region. The coverage information in this
DF/EOC applies when you obtain care in your Home
Region.

Our medical care program gives you access to all of the
covered Services you may need, such as routine care
with your own personal Plan Physician, hospital care,
laboratory and pharmacy Services, Emergency Services,
Urgent Care, and other benefits described in this
DF/EOC.

Routine Care

If you need the following Services, you should schedule
an appointment:

e Preventive Services

o Periodic follow-up care (regularly scheduled follow-
up care, such as visits to monitor a chronic condition)

e Other care that is not Urgent Care

To make a non-urgent appointment, please refer to Your
Guidebook for appointment telephone numbers, or go to
our website at kp.org to request an appointment online.
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Urgent Care

An Urgent Care need is one that requires prompt medical
attention but is not an Emergency Medical Condition.

If you think you may need Urgent Care, call the
appropriate appointment or advice telephone number at a
Plan Facility. Please refer to Your Guidebook or the
facility directory on our website at kp.org for
appointment and advice telephone numbers.

For information about Out-of-Area Urgent Care, please

refer to "Urgent Care" in the "Emergency Services and
Urgent Care" section.

Not Sure What Kind of Care You Need?

Sometimes it's difficult to know what kind of care you
need, so we have licensed health care professionals
available to assist you by phone 24 hours a day, seven
days a week. Here are some of the ways they can help
you:

e They can answer questions about a health concern,
and instruct you on self-care at home if appropriate

e They can advise you about whether you should get
medical care, and how and where to get care (for
example, if you are not sure whether your condition is
an Emergency Medical Condition, they can help you
decide whether you need Emergency Services or
Urgent Care, and how and where to get that care)

e They can tell you what to do if you need care and a
Plan Medical Office is closed or you are outside your
Home Region Service Area

You can reach one of these licensed health care
professionals by calling the appointment or advice
telephone number listed in Your Guidebook or the
facility directory on our website at kp.org. When you
call, a trained support person may ask you questions to
help determine how to direct your call.

Your Personal Plan Physician

Personal Plan Physicians provide primary care and play
an important role in coordinating care, including hospital
stays and referrals to specialists.

We encourage you to choose a personal Plan Physician.
You may choose any available personal Plan Physician.
Parents may choose a pediatrician as the personal Plan
Physician for their child. Most personal Plan Physicians
are Primary Care Physicians (generalists in internal
medicine, pediatrics, or family practice, or specialists in
obstetrics/gynecology whom the Medical Group
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designates as Primary Care Physicians). Some specialists
who are not designated as Primary Care Physicians but
who also provide primary care may be available as
personal Plan Physicians. For example, some specialists
in internal medicine and obstetrics/gynecology who are
not designated as Primary Care Physicians may be
available as personal Plan Physicians. However, if you
choose a specialist who is not designated as a Primary
Care Physician as your personal Plan Physician, the Cost
Share for a Physician Specialist Visit will apply to all
visits with the specialist except for routine preventive
visits listed under "Preventive Services" in the "Benefits
and Your Cost Share" section.

To learn how to select or change to a different personal
Plan Physician, please refer to Your Guidebook, visit our
website at kp.org, or call our Member Service Contact
Center. You can find a directory of our Plan Physicians
on our website at kp.org. For the current list of
physicians that are available as Primary Care Physicians,
please call the personal physician selection department at
the phone number listed in Your Guidebook. You can
change your personal Plan Physician at any time for any
reason.

Getting a Referral

Referrals to Plan Providers

A Plan Physician must refer you before you can receive
care from specialists, such as specialists in surgery,
orthopedics, cardiology, oncology, urology,
dermatology, and physical, occupational, and speech
therapies. Also, a Plan Physician must refer you before
you can get care from Qualified Autism Service
Providers covered under "Behavioral Health Treatment
for Pervasive Developmental Disorder or Autism" in the
"Benefits and Your Cost Share" section. However, you
do not need a referral or prior authorization to receive
most care from any of the following Plan Providers:

e Your personal Plan Physician

e Generalists in internal medicine, pediatrics, and
family practice

e Specialists in optometry, psychiatry, chemical
dependency, and obstetrics/gynecology

Although a referral or prior authorization is not required
to receive most care from these providers, a referral may
be required in the following situations:

e The provider may have to get prior authorization for
certain Services in accord with "Medical Group
authorization procedure for certain referrals™ in this
"Getting a Referral" section
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e The provider may have to refer you to a specialist
who has a clinical background related to your illness
or condition

Standing referrals

If a Plan Physician refers you to a specialist, the referral
will be for a specific treatment plan. Your treatment plan
may include a standing referral if ongoing care from the
specialist is prescribed. For example, if you have a life-
threatening, degenerative, or disabling condition, you can
get a standing referral to a specialist if ongoing care from
the specialist is required.

Medical Group authorization procedure for
certain referrals

The following are examples of Services that require prior
authorization by the Medical Group for the Services to
be covered ("prior authorization" means that the Medical
Group must approve the Services in advance):

o Durable medical equipment
e Ostomy and urological supplies
e Services not available from Plan Providers

e Transplants

Utilization Management (UM) is a process that
determines whether a Service recommended by your
treating provider is Medically Necessary for you. Prior
authorization is a UM process that determines whether
the requested services are Medically Necessary before
care is provided. If it is Medically Necessary, then you
will receive authorization to obtain that care in a
clinically appropriate place consistent with the terms of
your health coverage. For the complete list of Services
that require prior authorization, and the criteria that are
used to make authorization decisions, please visit our
website at kp.org/UM or call our Member Service
Contact Center. Please refer to "Post-Stabilization Care"
under "Emergency Services" in the "Emergency Services
and Urgent Care" section for authorization requirements
that apply to Post-Stabilization Care from Non-Plan
Providers.

Decisions regarding requests for authorization will be
made only by licensed physicians or other appropriately
licensed medical professionals.

Medical Group's decision time frames. The applicable
Medical Group designee will make the authorization
decision within the time frame appropriate for your
condition, but no later than five business days after
receiving all of the information (including additional
examination and test results) reasonably necessary to
make the decision, except that decisions about urgent
Services will be made no later than 72 hours after receipt
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of the information reasonably necessary to make the
decision. If the Medical Group needs more time to make
the decision because it doesn't have information
reasonably necessary to make the decision, or because it
has requested consultation by a particular specialist, you
and your treating physician will be informed about the
additional information, testing, or specialist that is
needed, and the date that the Medical Group expects to
make a decision.

Your treating physician will be informed of the decision
within 24 hours after the decision is made. If the Services
are authorized, your physician will be informed of the
scope of the authorized Services. If the Medical Group
does not authorize all of the Services, Health Plan will
send you a written decision and explanation within two
business days after the decision is made. Any written
criteria that the Medical Group uses to make the decision
to authorize, modify, delay, or deny the request for
authorization will be made available to you upon request.

If the Medical Group does not authorize all of the
Services requested and you want to appeal the decision,
you can file a grievance as described under "Grievances"
in the "Dispute Resolution™ section.

Your Cost Share. Your Cost Share for these referral
Services is the Cost Share required for Services provided
by a Plan Provider as described in this DF/EOC.

Travel and lodging for certain referrals

The following are examples of when we will arrange or
provide reimbursement for certain travel and lodging
expenses in accord with our Travel and Lodging
Program Description:

o If Medical Group refers you to a provider that is more
than 50 miles from where you live for certain
specialty Services such as bariatric surgery, thoracic
surgery, transplant nephrectomy, or inpatient
chemotherapy for leukemia and lymphoma

o If Medical Group refers you to a provider that is
outside your Home Region Service Area for certain
specialty Services such as a transplant or transgender
surgery

For the complete list of specialty Services for which we
will arrange or provide reimbursement for travel and
lodging expenses, the amount of reimbursement,
limitations and exclusions, and how to request
reimbursement, please refer to the Travel and Lodging
Program Description. The Travel and Lodging Program
Description is available online at kp.org/specialty-
care/travel-reimbursementsor by calling our Member
Service Contact Center.
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Completion of Services from Non—-Plan
Providers

New Member. If you are currently receiving Services
from a Non—Plan Provider in one of the cases listed
below under "Eligibility" and your prior plan's coverage
of the provider's Services has ended or will end when
your coverage with us becomes effective, you may be
eligible for limited coverage of that Non—Plan Provider's
Services.

Terminated provider. If you are currently receiving
covered Services in one of the cases listed below under
"Eligibility" from a Plan Hospital or a Plan Physician (or
certain other providers) when our contract with the
provider ends (for reasons other than medical
disciplinary cause or criminal activity), you may be
eligible for limited coverage of that terminated provider's
Services.

Eligibility. The cases that are subject to this completion
of Services provision are:

e Acute conditions, which are medical conditions that
involve a sudden onset of symptoms due to an illness,
injury, or other medical problem that requires prompt
medical attention and has a limited duration. We may
cover these Services until the acute condition ends

e Serious chronic conditions until the earlier of (1) 12
months from your effective date of coverage if you
are a new Member, (2) 12 months from the
termination date of the terminated provider, or (3) the
first day after a course of treatment is complete when
it would be safe to transfer your care to a Plan
Provider, as determined by Kaiser Permanente after
consultation with the Member and Non—Plan Provider
and consistent with good professional practice.
Serious chronic conditions are illnesses or other
medical conditions that are serious, if one of the
following is true about the condition:

+ it persists without full cure
¢ it worsens over an extended period of time

¢ itrequires ongoing treatment to maintain
remission or prevent deterioration

e Pregnancy and immediate postpartum care. We may
cover these Services for the duration of the pregnancy
and immediate postpartum care

o Terminal illnesses, which are incurable or irreversible
illnesses that have a high probability of causing death
within a year or less. We may cover completion of
these Services for the duration of the illness

e Children under age 3. We may cover completion of
these Services until the earlier of (1) 12 months from
the child's effective date of coverage if the child is a
new Member, (2) 12 months from the termination
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date of the terminated provider, or (3) the child's third
birthday

e Surgery or another procedure that is documented as
part of a course of treatment and has been
recommended and documented by the provider to
occur within 180 days of your effective date of
coverage if you are a new Member or within 180 days
of the termination date of the terminated provider

To qualify for this completion of Services coverage, all
of the following requirements must be met:

e Your Health Plan coverage is in effect on the date
you receive the Services

e For new Members, your prior plan's coverage of the
provider's Services has ended or will end when your
coverage with us becomes effective

e You are receiving Services in one of the cases listed
above from a Non—Plan Provider on your effective
date of coverage if you are a new Member, or from
the terminated Plan Provider on the provider's
termination date

e For new Members, when you enrolled in Health Plan,
you did not have the option to continue with your
previous health plan or to choose another plan
(including an out-of-network option) that would
cover the Services of your current Non—Plan Provider

e The provider agrees to our standard contractual terms
and conditions, such as conditions pertaining to
payment and to providing Services inside your Home
Region Service Area (the requirement that the
provider agree to providing Services inside your
Home Region Service Area doesn't apply if you were
receiving covered Services from the provider outside
the Service Area when the provider's contract
terminated)

e The Services to be provided to you would be covered
Services under this DF/EOC if provided by a Plan
Provider

¢ You request completion of Services within 30 days
(or as soon as reasonably possible) from your
effective date of coverage if you are a new Member
or from the termination date of the Plan Provider

Your Cost Share. Your Cost Share for completion of
Services is the Cost Share required for Services provided
by a Plan Provider as described in this DF/EOC.

More information. For more information about this
provision, or to request the Services or a copy of our
"Completion of Covered Services" policy, please call our
Member Service Contact Center.
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Second Opinions

If you want a second opinion, you can ask Member
Services to help you arrange one with a Plan Physician
who is an appropriately qualified medical professional
for your condition. If there isn't a Plan Physician who is
an appropriately qualified medical professional for your
condition, Member Services will help you arrange a
consultation with a Non—Plan Physician for a second
opinion. For purposes of this "Second Opinions"
provision, an "appropriately qualified medical
professional” is a physician who is acting within his or
her scope of practice and who possesses a clinical
background, including training and expertise, related to
the illness or condition associated with the request for a
second medical opinion.

Here are some examples of when a second opinion may
be provided or authorized:

e Your Plan Physician has recommended a procedure
and you are unsure about whether the procedure is
reasonable or necessary

e You question a diagnosis or plan of care for a
condition that threatens substantial impairment or loss
of life, limb, or bodily functions

e The clinical indications are not clear or are complex
and confusing

e A diagnosis is in doubt due to conflicting test results

e The Plan Physician is unable to diagnose the
condition

e The treatment plan in progress is not improving your
medical condition within an appropriate period of
time, given the diagnosis and plan of care

e You have concerns about the diagnosis or plan of care

An authorization or denial of your request for a second
opinion will be provided in an expeditious manner, as
appropriate for your condition. If your request for a
second opinion is denied, you will be notified in writing
of the reasons for the denial and of your right to file a
grievance as described under "Grievances" in the
"Dispute Resolution" section.

Your Cost Share. Your Cost Share for these referral

Services is the Cost Share required for Services provided
by a Plan Provider as described in this DF/EOC.

Interactive Video Visits

Interactive video visits between you and your provider
are intended to make it more convenient for you to
receive covered Services, when a Plan Provider
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determines it is medically appropriate for your medical
condition. You may receive covered Services via
interactive video visits, when available and if the
Services would have been covered under this DF/EOC
if provided in person. You are not required to use
interactive video visits. If you do agree to use interactive
video visits, you may be charged Cost Share for the
Services you receive. (For example, if you have an
interactive video visit consultation with a specialist, you
may be charged the Cost Share for a Physician Specialist
Visit.)

Contracts with Plan Providers

How Plan Providers are paid

Health Plan and Plan Providers are independent
contractors. Plan Providers are paid in a number of ways,
such as salary, capitation, per diem rates, case rates, fee
for service, and incentive payments. To learn more about
how Plan Physicians are paid to provide or arrange
medical and hospital care for Members, please visit our
website at kp.org or call our Member Service Contact
Center.

Financial liability

Our contracts with Plan Providers provide that you are
not liable for any amounts we owe. However, you may
have to pay the full price of noncovered Services you
obtain from Plan Providers or Non-Plan Providers.

Termination of a Plan Provider's contract

If our contract with any Plan Provider terminates while
you are under the care of that provider, we will retain
financial responsibility for the covered Services you
receive from that provider until we make arrangements
for the Services to be provided by another Plan Provider
and notify you of the arrangements. You may be eligible
to receive Services from a terminated provider; please
refer to "Completion of Services from Non-Plan
Providers" under "Getting a Referral” in this "How to
Obtain Services" section.

Provider groups and hospitals. If you are assigned to a
provider group or hospital whose contract with us
terminates, or if you live within 15 miles of a hospital
whose contract with us terminates, we will give you
written notice at least 60 days before the termination (or
as soon as reasonably possible).

Receiving Care in the Service Area of
the other California Reqgion

If you are visiting in the service area of the other
California Region, you may receive Visiting Member
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Services from designated providers in that Region.
"Visiting Member Services" are Services that are
covered under your Home Region plan that you receive
in the other California Region, subject to exclusions,
limitations, and reductions described in this DF/EOC or
the Visiting Member Brochure, which is available online
at kp.org. For more information about receiving Visiting
Member Services in the other California Region,
including limits on the availability of Visiting Member
Services, prior authorization or approval requirements,
and provider and facility locations, or to obtain a copy of
the Visiting Member Brochure, please call our Away
from Home Travel Line at 951-268-3900 24 hours a day,
seven days a week (except closed holidays). Information
is also available online at kp.org/travel.

Your Cost Share. Your Cost Share for Visiting Member
Services is the Cost Share required for Services
provided by a Plan Provider inside your Home
Region Service Area as described in this DF/EOC.

Your ID Card

Each Member's Kaiser Permanente ID card has a medical
record number on it, which you will need when you call
for advice, make an appointment, or go to a provider for
covered care. When you get care, please bring your
Kaiser Permanente ID card and a photo ID. Your
medical record number is used to identify your medical
records and membership information. Your medical
record number should never change. Please call our
Member Service Contact Center if we ever inadvertently
issue you more than one medical record number or if you
need to replace your Kaiser Permanente ID card.

Your ID card is for identification only. To receive
covered Services, you must be a current Member.
Anyone who is not a Member will be billed as a non-
Member for any Services he or she receives. If you let
someone else use your ID card, we may keep your ID
card and terminate your membership as described under
"Termination for Cause" in the "Termination of
Membership" section.

Getting Assistance

We want you to be satisfied with the health care you
receive from Kaiser Permanente. If you have any
questions or concerns, please discuss them with your
personal Plan Physician or with other Plan Providers
who are treating you. They are committed to your
satisfaction and want to help you with your questions.
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Member Services

Member Services representatives can answer any
questions you have about your benefits, available
Services, and the facilities where you can receive care.
For example, they can explain the following:

e Your Health Plan benefits

¢ How to make your first medical appointment
e What to do if you move

e How to replace your ID card

You can reach Member Services in the following ways:

Call 1-800-464-4000 (English)
1-800-788-0616 (Spanish)
1-800-757-7585 (Chinese dialects)
TTY users call 711

24 hours a day, seven days a week (except
closed holidays)

Visit Member Services Department at a Plan
Facility (refer to Your Guidebook or the
facility directory on our website at kp.org for
addresses)

Write Member Services Department at a Plan
Facility (refer to Your Guidebook or the
facility directory on our website at kp.org for
addresses)

Website kp.org

Cost Share estimates

For information about estimates, see "Getting an estimate
of your Cost Share™ under "Your Cost Share" in the
"Benefits and Your Cost Share™ section.

Away from home travel line

If you have questions about your coverage when you are
away from home, call 951-268-3900 24 hours a day,
seven days a week (except closed holidays). For
example, call this number for the following concerns:

e What you should do to prepare for your trip

e What Services are covered when you are outside our
Service Area

e How to get care in another Region

e How to request reimbursement if you paid for
covered Services outside our Service Area

You can also get information on our website at
kp.org/travel.
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Interpreter services

If you need interpreter services when you call us or when
you get covered Services, please let us know. Interpreter
services, including sign language, are available during all
business hours at no cost to you. For more information
on the interpreter services we offer, please call our
Member Service Contact Center.

Plan Facilities

Plan Medical Offices and Plan Hospitals for your area
are listed in Your Guidebook to Kaiser Permanente
Services (Your Guidebook) and on our website at kp.org.
Your Guidebook describes the types of covered Services
that are available from each Plan Facility in your area,
because some facilities provide only specific types of
covered Services. Also, it explains how to use our
Services and make appointments, lists hours of
operation, and includes a detailed telephone directory for
appointments and advice. If you have any questions
about the current locations of Plan Medical Offices
and/or Plan Hospitals, please call our Member Service
Contact Center.

At most of our Plan Facilities, you can usually receive all
of the covered Services you need, including specialty
care, pharmacy, and lab work. You are not restricted to a
particular Plan Facility, and we encourage you to use the
facility that will be most convenient for you:

o All Plan Hospitals provide inpatient Services and are
open 24 hours a day, seven days a week

e Emergency Services are available from Plan Hospital
Emergency Departments as described in Your
Guidebook (please refer to Your Guidebook or the
facility directory on our website at kp.org for
Emergency Department locations in your area)

e Same-day Urgent Care appointments are available at
many locations (please refer to Your Guidebook or
the facility directory on our website at kp.org for
Urgent Care locations in your area)

e Many Plan Medical Offices have evening and
weekend appointments

¢ Many Plan Facilities have a Member Services
Department (refer to Your Guidebook or the facility
directory on our website at kp.org for locations in
your area)

Note: State law requires evidence of coverage documents
to include the following notice:

Some hospitals and other providers do not
provide one or more of the following services

Group ID: 799999, 399999, 799997, & 399997

that may be covered under your plan
contract and that you or your family
member might need: family planning;
contraceptive services, including emergency
contraception; sterilization, including tubal
ligation at the time of labor and delivery;
infertility treatments; or abortion. You
should obtain more information before you
enroll. Call your prospective doctor, medical
group, independent practice association, or
clinic, or call the Kaiser Permanente
Member Service Contact Center, to ensure
that you can obtain the health care services
that you need.

Please be aware that if a Service is covered but not
available at a particular Plan Facility, we will make it
available to you at another facility.

Emergency Services and Urgent
Care

Emergency Services

If you have an Emergency Medical Condition, call 911
(where available) or go to the nearest hospital
Emergency Department. You do not need prior
authorization for Emergency Services. When you have
an Emergency Medical Condition, we cover Emergency
Services you receive from Plan Providers or Non—Plan
Providers anywhere in the world.

Emergency Services are available from Plan Hospital
Emergency Departments 24 hours a day, seven days a
week.

Post-Stabilization Care

Post-Stabilization Care is Medically Necessary Services
related to your Emergency Medical Condition that you
receive in a hospital (including the Emergency
Department) after your treating physician determines that
this condition is Stabilized. We cover Post-Stabilization
Care from a Non—Plan Provider only if we provide prior
authorization for the care or if otherwise required by
applicable law ("prior authorization" means that we must
approve the Services in advance).

To request prior authorization, the provider must call
1-800-225-8883 or the notification telephone number on
your Kaiser Permanente 1D card before you receive the
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care. We will discuss your condition with the Non—Plan
Provider. If we determine that you require Post-
Stabilization Care and that this care is part of your
covered benefits, we will authorize your care from the
Non-Plan Provider or arrange to have a Plan Provider (or
other designated provider) provide the care. If we decide
to have a Plan Hospital, Plan Skilled Nursing Facility, or
designated Non-Plan Provider provide your care, we
may authorize special transportation services that are
medically required to get you to the provider. This may
include transportation that is otherwise not covered.

Be sure to ask the Non—Plan Provider to tell you what
care (including any transportation) we have authorized
because we will not cover unauthorized Post-
Stabilization Care or related transportation provided by
Non-Plan Providers. If you receive care from a Non—
Plan Provider that we have not authorized, you may have
to pay the full cost of that care. If you are admitted to a
Non-Plan Hospital, please notify us as soon as possible
by calling 1-800-225-8883 or the notification telephone
number on your Kaiser Permanente 1D card.

Your Cost Share

Your Cost Share for covered Emergency Services and
Post-Stabilization Care is described in the "Benefits and
Your Cost Share” section. Your Cost Share is the same
whether you receive the Services from a Plan Provider or
a Non-Plan Provider. For example:

o If you receive Emergency Services in the Emergency
Department of a Non-Plan Hospital, you pay the Cost
Share for an Emergency Department visit as
described under "Outpatient Care"

o If we gave prior authorization for inpatient Post-
Stabilization Care in a Non—Plan Hospital, you pay
the Cost Share for hospital inpatient care as described
under "Hospital Inpatient Care"

Urgent Care

Inside the Service Area

An Urgent Care need is one that requires prompt medical
attention but is not an Emergency Medical Condition.

If you think you may need Urgent Care, call the
appropriate appointment or advice telephone number at a
Plan Facility. Please refer to Your Guidebook for
appointment and advice telephone numbers.

Out-of-Area Urgent Care

If you need Urgent Care due to an unforeseen illness,
unforeseen injury, or unforeseen complication of an
existing condition (including pregnancy), we cover
Medically Necessary Services to prevent serious

Group ID: 799999, 399999, 799997, & 399997

deterioration of your (or your unborn child's) health from
a Non-Plan Provider if all of the following are true:

e You receive the Services from Non-Plan Providers
while you are temporarily outside your Home Region
Service Area

o Areasonable person would have believed that your
(or your unborn child's) health would seriously
deteriorate if you delayed treatment until you returned
to your Home Region Service Area

You do not need prior authorization for Out-of-Area
Urgent Care. We cover Out-of-Area Urgent Care you
receive from Non-Plan Providers if the Services would
have been covered under this DF/EOC if you had
received them from Plan Providers.

We do not cover follow-up care from Non—Plan
Providers after you no longer need Urgent Care. To
obtain follow-up care from a Plan Provider, call the
appointment or advice telephone number listed in Your
Guidebook.

Your Cost Share

Your Cost Share for covered Urgent Care is the Cost
Share required for Services provided by Plan Providers
as described in this DF/EOC. For example:

o If you receive an Urgent Care evaluation as part of
covered Out-of-Area Urgent Care from a Non—Plan
Provider, you pay the Cost Share for Urgent Care
consultations, evaluations, and treatment as described
under "Outpatient Care"

o If the Out-of-Area Urgent Care you receive includes
an X-ray, you pay the Cost Share for an X-ray as
described under "Outpatient Imaging, Laboratory, and
Special Procedures” in addition to the Cost Share for
the Urgent Care evaluation

Note: If you receive Urgent Care in an Emergency

Department, you pay the Cost Share for an Emergency
Department visit as described under "Outpatient Care."

Payment and Reimbursement

If you receive Emergency Services, Post-Stabilization
Care, or Out-of-Area Urgent Care from a Non—Plan
Provider as described in this "Emergency Services and
Urgent Care" section, or emergency ambulance Services
described under "Ambulance Services" in the "Benefits
and Your Cost Share" section, you are not responsible
for any amounts beyond your Cost Share for covered
Emergency Services. However, if the provider does not
agree to bill us, you may have to pay for the Services and
file a claim for reimbursement. Also, you may be
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required to pay and file a claim for any Services
prescribed by a Non—Plan Provider as part of covered
Emergency Services, Post-Stabilization Care, and Out-
of-Area Urgent Care even if you receive the Services
from a Plan Provider, such as a Plan Pharmacy.

For information on how to file a claim, please see the
"Post-Service Claims and Appeals" section.

Benefits and Your Cost Share

We cover the Services described in this "Benefits and
Your Cost Share" section, subject to the "Exclusions,
Limitations, Coordination of Benefits, and Reductions"
section, only if all of the following conditions are
satisfied:

e You are a Member on the date that you receive the
Services

e The Services are Medically Necessary

e The Services are one of the following:
+ Preventive Services

+ health care items and services for diagnosis,
assessment, or treatment

+ health education covered under "Health
Education” in this "Benefits and Your Cost Share"
section

+ other health care items and services

e The Services are provided, prescribed, authorized, or
directed by a Plan Physician except where
specifically noted to the contrary in the sections listed
below for the following Services:

+ drugs prescribed by dentists as described under
"Outpatient Prescription Drugs, Supplies, and
Supplements" in this "Benefits and Your Cost
Share" section

+ emergency ambulance Services as described under
"Ambulance Services" in this "Benefits and Your
Cost Share" section

+ Emergency Services, Post-Stabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

+ eyeglasses and contact lenses prescribed by Non-
Plan Providers as described under "Vision
Services for Adult Members" and "Vision Services
for Pediatric Members" in this "Benefits and Your
Cost Share" section

+ Visiting Member Services as described under
"Receiving Care in the Service Area of the other
California Region™ in the "How to Obtain
Services" section

Group ID: 799999, 399999, 799997, & 399997

e You receive the Services from Plan Providers inside
your Home Region Service Area, except where
specifically noted to the contrary in the sections listed
below for the following Services:

+ authorized referrals as described under "Getting a
Referral” in the "How to Obtain Services" section

+ emergency ambulance Services as described under
"Ambulance Services" in this "Benefits and Your
Cost Share" section

+ Emergency Services, Post-Stabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

+ hospice care as described under "Hospice Care" in
this "Benefits and Your Cost Share™ section

+ Visiting Member Services as described under
"Receiving Care in the Service Area of the other
California Region™ in the "How to Obtain
Services" section

e The Medical Group has given prior authorization for
the Services if required under "Medical Group
authorization procedure for certain referrals™ in the
"How to Obtain Services" section

The only Services we cover under this DF/EOC are those
that this DF/EOC says that we cover, subject to
exclusions and limitations described in this DF/EOC and
to all provisions in the "Exclusions, Limitations,
Coordination of Benefits, and Reductions" section. The
"Exclusions, Limitations, Coordination of Benefits, and
Reductions" section describes exclusions, limitations,
reductions, and coordination of benefits provisions that
apply to all Services that would otherwise be covered.
When an exclusion or limitation applies only to a
particular benefit, it is listed in the description of that
benefit in this DF/EOC. Also, please refer to:

e The "Emergency Services and Urgent Care" section
for information about how to obtain covered
Emergency Services, Post-Stabilization Care, and
Out-of-Area Urgent Care

e Your Guidebook for the types of covered Services
that are available from each Plan Facility in your
area, because some facilities provide only specific
types of covered Services

Your Cost Share

Your Cost Share is the amount you are required to pay
for covered Services. The Cost Share for covered
Services is listed in this DF/EOC. For example, your
Cost Share may be a Copayment or Coinsurance. If your
coverage includes a Plan Deductible and you receive
Services that are subject to the Plan Deductible, your
Cost Share for those Services will be Charges until you
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reach the Plan Deductible. Similarly, if your coverage
includes a Drug Deductible, and you receive Services
that are subject to the Drug Deductible, your Cost Share
for those Services will be Charges until you reach the
Drug Deductible.

General rules, examples, and exceptions

Your Cost Share for covered Services will be the Cost
Share in effect on the date you receive the Services,
except as follows:

o |f you are receiving covered inpatient hospital or
Skilled Nursing Facility Services on the effective date
of this DF/EOC, you pay the Cost Share in effect on
your admission date until you are discharged if the
Services were covered under your prior Health Plan
evidence of coverage and there has been no break in
coverage. However, if the Services were not covered
under your prior Health Plan evidence of coverage, or
if there has been a break in coverage, you pay the
Cost Share in effect on the date you receive the
Services

e For items ordered in advance, you pay the Cost Share
in effect on the order date (although we will not cover
the item unless you still have coverage for it on the
date you receive it) and you may be required to pay
the Cost Share when the item is ordered. For
outpatient prescription drugs, the order date is the
date that the pharmacy processes the order after
receiving all of the information they need to fill the
prescription

Cost Share for Services received by newborn children
of a Member. During the 31 days of automatic coverage
for newborn children described under "Newborn
coverage" under "Who Is Eligible" in the "Premiums,
Eligibility, and Enrollment™ section, the parent or
guardian of the newborn must pay the Cost Share
indicated in this "Benefits and Your Cost Share" section
for any Services that the newborn receives, whether or
not the newborn is enrolled. When the Cost Share for the
Services is described as "subject to the Plan Deductible,"
the Cost Share for those Services will be Charges if the
newborn has not met the Plan Deductible.

Payment toward your Cost Share (and when you may
be billed). In most cases, your provider will ask you to
make a payment toward your Cost Share at the time you
receive Services. If you receive more than one type of
Services (such as a routine physical maintenance exam
and laboratory tests), you may be required to pay
separate Cost Shares for each of those Services. Keep in
mind that your payment toward your Cost Share may
cover only a portion of your total Cost Share for the
Services you receive, and you will be billed for any
additional amounts that are due. The following are
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examples of when you may be asked to pay (or you may
be billed for) Cost Share amounts in addition to the
amount you pay at check-in:

¢ You receive non-preventive Services during a
preventive visit. For example, you go in for a routine
physical maintenance exam, and at check-in you pay
your Cost Share for the preventive exam (your Cost
Share may be "no charge"). However, during your
preventive exam your provider finds a problem with
your health and orders non-preventive Services to
diagnose your problem (such as laboratory tests). You
may be asked to pay (or you will be billed for) your
Cost Share for these additional non-preventive
diagnostic Services

¢ You receive diagnostic Services during a treatment
visit. For example, you go in for treatment of an
existing health condition, and at check-in you pay
your Cost Share for a treatment visit. However,
during the visit your provider finds a new problem
with your health and performs or orders diagnostic
Services (such as laboratory tests). You may be asked
to pay (or you will be billed for) your Cost Share for
these additional diagnostic Services

e You receive treatment Services during a diagnostic
visit. For example, you go in for a diagnostic e