














44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Plan Provider
(You will pay the least)

What You Will Pay
Non-Plan Provider
(You will pay the most)

Common
Medical Event Need

Limitations, Exceptions & Other Important
Information

Services You May

Primary care visit to

$20 / visit, deductible does not

treat an injury or Not Covered None
illness apply.
If you visit a health gt $20 / visit, deductible does not
care provider's Specialist visit apply. Not Covered None
office or clinic T You may have to pay for services that aren't
i No Charge, deductible does not NotCovaad preventive. Ask your provider if the services
llm_asc:_NmH_ o apply. needed are preventive. Then check what your
plan will pay for.
WM bwwwo&ww_%- $10 / encounter Not Covered None
ryoh hRueyle=t Imaging (CT/PET 20% coi ce up to $50 /
_ 6 coinsuran
scans, MRI's) procedure Not Covered None
" b M Up to a 30-day supply retail or 100-day supply
Generic drugs (Tier WMM_.%NA% \ %. Ml Nat-Coveret mail order. Subject to formulary guidelines. No

If you need drugs to
treat your illness or
condition

1)

deductible does not apply.

Charge for Contraceptives, deductible does not
apply.

Preferred brand
drugs (Tier 2)

Retail: $30 / prescription; Mail
order: $60 / prescription,

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives, deductible does not

More information deductible does not apply.
about prescription e i apply.
drug coverage is i oo s The cost sharing for non-preferred brand drugs
available at Non-preferred brand mmﬁm__.%%% \ P@%_ Mal Not C q under this plan aligns with the cost sharing for
www.kp.org/formulary | grygs (Tier 2) mm awf_c_m Q%ﬁ%m aLOvels preferred brand drugs (Tier 2), when approved
S PPl through the formulary exception process.
Specialty drugs (Tier |$30 / prescription, deductible Not Covered Up to a 30-day supply retail. Subject to

4)

does not apply.

formulary guidelines.
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Common
Medical Event

Services You May

Need

Facility fee (e.g.,

What You Will Pay
Plan Provider
(You will pay the least)

What You Will Pay
Non-Plan Provider
(You will pay the most)

Limitations, Exceptions & Other Important
Information

ambulatory surgery | 20% coinsurance Not Covered None
If you have center)
outpatient surgery Phvsician :
dﬂmmvwm_o_m: Surgeai 20% coinsurance Not Covered None
w%mamJQ room 20% coinsurance 20% coinsurance None
If you need Emergency medical . .
immediate medical |transportation $150 /trip $150 /trip None
attention . :
- : Non-Plan providers covered when temporarily
Urgent care me_h\sgr deductible does not Not Covered outside the service area: $20 / visit, deductible
' does not apply.
Facility fee (e.g., .
ihyjoietiaiters hospital room) 20% coinsurance Not Covered None
hospital sta ici
- y _ﬂwﬁ_o_m:\ surgeon 20% coinsurance Not Covered None
Mental / Behavioral Health: $20 /
individual visit, deductible does
not apply. 20% coinsurance for
If you need mental mﬁ%mmmx%m\ﬂwﬁwmmmwmwm Mental / Behavioral Health: $10 / group visit,
health. behavioral | Outpatient services | .~ .. St Not Covered deductible does not apply; Substance Abuse:
’ individual visit, deductible does $5 / group visit, deductible does not appl
_.-mm___”_a. or m.:cmnm—.—OQ not NUU_< 20% coinsurance up group y QOUULUDIC pply.
abuse services to $5 / day for other outpatient
services, deductible does not
apply.
Inpatient services 20% coinsurance Not Covered None
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Common
Medical Event

Services You May

Need

What You Will Pay
Plan Provider
(You will pay the least)

What You Will Pay
Non-Plan Provider
(You will pay the most)

Limitations, Exceptions & Other Important
Information

No Charge, deductible does not

Depending on the type of services, a
copayment, coinsurance, or deductible may

Office visits B Not covered apply. Maternity care may include tests and
PRl services described elsewhere in the SBC (i.e.
If you are pregnant uftrasound).
Childbirth/delivery ;
orofessional services 20% coinsurance Not Covered None
mﬂ__mwﬁw\,ﬁwmﬁmz 20% coinsurance Not Covered None
No Charge, deductible does not 2-hour limit / visit, 3 visit limit / day, 100 visit
Home health care apply. Not Covered limit / year.
Rehabilitation Inpatient: 20% coinsurance;
i I hel services Outpatient: $20 / visit Not Covered None
ou need he
. 5 Habilitation services | $20 / visit Not Covered None

recovering or have
other special health
needs

Skilled nursing care

20% coinsurance

Not Covered

100 day limit / benefit period.

Durable medical
equipment

20% coinsurance, deductible
does not apply.

Not Covered

Requires prior authorization.

No Charge, deductible does not

Hospice service apply Not Covered None
: , No Charge for refractive exam,
Children's eye exam deductible does not apply. Not Covered None
If your child needs P
dental or eye care o:@_%m: sglasses  |Not Covered Not Covered None
Children's dental Not Covered Not Covered None

check-up

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Chiropractic

Dental Care

Children's glasses

care

Cosmetic surgery

(Adult & Child)

® Hearing aids
® | ong-term care

e Non-emergency care when traveling outside

the U.S.

® Private-duty nursing
e Routine foot care
e \Weight loss programs
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Other Covered Services (Limitations may apply to these services. This isn’'t a complete list. Please see your plan document.)

e Acupuncture (plan provider referred) e |nfertility treatment e Routine eye care (Adult)
® Bariatric surgery : )

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also

provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices

Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

1-800-927-HELP (4357) or www.insurance.ca.gov

California Department of Insurance

California Department of Managed Healthcare 1-888-466-2219 or www.healthhelp.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax

credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
SPANISH (Espaiiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
CHINESE (A X): IMREFEZH XML , FHKRITXAN S 1-800-757-7585 (TTY: 711)
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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