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Language Assistance Services

English: Languagessistances availableat no costto you, 24 hours
aday,7 daysaweek.You canrequesinterpreterservicesmaterials
translatednto yourlanguageor in alternativeformats.Justcall us
at 1-800-464-400024 hoursa day, 7 daysa week(closednolidays).
TTY userscall 711
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Nondiscrimination Notice

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 Service Contact Center 24
hours a day, 7 days a week (except closed holidays). Interpreter services, including sign
language, are available at no cost to you during all hours of operation. Auxiliary aids and
services for individuals with disabilities 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. You may request materials translated in your
language at no cost to you. You may also request these materials in large text or in other
formats to accommodate your needs at no cost to you. For more information, call 1-800-464-
4000 (TTY 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized
representative through the grievance process. 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.

You may submit a grievance in the following ways:

By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day,
7 days a week (except closed holidays).

By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you.

In person: Fill out a Complaint or Benefit Claim/Request form at a member services
office located at a Plan Facility (go to your provider directory at kp.org/facilities for
addresses)

Online : Use the online 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:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA CoordinatorSCAL
1800 Harrison St. Compliance and Privacy

16™ Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

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 ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S.
Department of Health and Human Services, 200 Independence Ave. SW, Room 509F, HHH



Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TTY). Complaint forms
are available at hhs.gov/ocr/office/file/index.html.



Aviso de no discriminacién

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, orientacidon sexual, estado civil, discapacidad fisica 0 mental, fuente de pago,
informacion genética, ciudadania, lengua materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el
idioma las 24 horas del dia, los 7 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. Se ofrecen aparatos y servicios auxiliares para personas con
discapacidades sin costo alguno durante el horario de atencion. También podemos ofrecerle
a usted, a sus familiares y amigos cualquier ayuda especial que necesiten para acceder a
nuestros centros de atencién y servicios. Puede solicitar los materiales traducidos a su
idioma sin costo para usted. También los puede solicitar con letra grande o en otros formatos
gue se adapten a sus necesidades sin costo para usted. Para obtener mas informacion,
llame al 1-800-788-0616 (TTY 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante
autorizado a través del proceso de quejas. 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), o comuniquese con un
representante de Servicio a los Miembros para conocer las opciones de resolucion de disputas que
le corresponden.

Puede presentar una queja de las siguientes maneras:

Por teléfono: Llame a servicio a los miembros al 1-800-788-0616 (TTY 711) las
24 horas del dia, los 7 dias de la semana (excepto los dias festivos).

Por correo postal: Llamenos al 1-800-788-0616 (TTY 711) y pida que se le envie
un formulario.

En persona: Llene un formulario de Queja Formal o Reclamo/Solicitud de Beneficios
en una oficina de servicio a los miembros ubicada en un Centro de Atencion del Plan
(consulte su directorio de proveedores en kp.org/facilities [haga clic en “Espafiol”]
para obtener las direcciones).

En linea: Use el formulario en linea en nuestro sitio web en kp.org/espanol .

Llame a nuestra Central de Llamadas de Servicio a los Miembros si hecesita ayuda para
presentar una queja.

Se le informara al Coordinador de Derechos Civiles de Kaiser Permanente (Civil Rights
Coordinator) de todas las quejas relacionadas con la discriminacion 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:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16™ Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188



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 (Office for Civil Rights
Complaint Portal), en ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés) o por correo postal o por
teléfono a: U.S. Department of Health and Human Services, 200 Independence Ave. SW,
Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TTY).
Los formularios de queja formal estan disponibles en hhs.gov/ocr/office/file/index.html (en
inglés).
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Cost Share Summary

This “Cost ShareSummary”is partof your Evidenceof CoveraggEOC) andis meantto explaintheamountyouwill payfor
coveredServiceaunderthis plan. It doesnot providea full descriptionof your benefits.For afull descriptionof your benefits,
includingany limitationsandexclusionspleasereadthis entireEOC, includinganyamendments;arefully.

Accumulation Period

The AccumulationPeriodfor this planis Januaryl throughDecembef1.

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

For Serviceghatapplyto the PlanOut-of-PocketMaximum,you will not payanymoreCostSharefor therestof the
AccumulationPeriodonceyou havereachedhe amountdisted below.

For Serviceghataresubjectto the PlanDeductibleor the Drug Deductible you mustpay Chargedor coveredServicesyou
receiveduringthe AccumulationPerioduntil you reachthe deductibleamountdistedbelow.All paymentg/ou make
towardyour deductible(sapplyto the PlanOut-of-PocketMaximumamountdisted below.

Self-Only Coverage Family Coverage Family Coverage
Amounts Per Accumulation Period . y g EachMemberin aFamily | Entire Family of two or
(aFamily of oneMember)
of two or moreMembers moreMembers
PlanDeductible $150 $150 $300
Drug Deductible None None None
PlanOut-of-PockeMaximum (“OOPM") $1,500 $1,500 $3,000

Cost Share Summary Tables by Benefit

How to read the Cost Share summary tables

Eachtablebelowexplainsthe CostSharefor a categoryof benefits.SpecificServicegelatedto the benefitaredescribedn
thefirst columnof eachtable.For a detaileddescriptionof coveragdor a particularbenefit,pleasereferto the samebenefit
headingn the “Benefits” sectionof this EOC,

Copayment/ Coinsurance This columndescribeshe CostShareyouwill payfor Servicesafteryou havemetyour
PlanDeductibleor Drug Deductible,if applicable (Pleaseseethe “Deductible(s)andOut-of-PockeMaximum(s)”
sectionaboveto determindaf your planincludesdeductibles.)f the Servicesarenot coveredn your plan, this
columnwill read“Not covered.”If we provideanAllowancethatyou canusetowardthe costof the Servicesthis
columnwill includethe Allowance.

Subjectto Deductible. This columnexplainswhetherthe CostShareyou payfor Serviceds subjectto a Plan
Deductibleor Drug Deductible If the Servicesaresubjectto adeductible youwill pay Chargedor thoseServices
until you havemetyour deductibleIf the Servicesaresubjectto adeductibletherewill bea” " or* ” in this
column,dependingon which deductibleapplies(* ” for PlanDeductible,” " for Drug Deductible).If the Services
do notapplyto adeductible pr if your plandoesnotincludea deductible this columnwill beblank.Foramore
detailedexplanatiorof deductiblespleasereferto “Plan Deductible’and“Drug Deductible”in the “Benefits”
sectionof thisEOC.

OOPM. This columnexplainswhetherthe CostShareyou payfor Servicesountstowardthe PlanOut-of-Pocket
Maximum (“OOPM”) afteryou havemetanyapplicabledeductiblelf the Serviceounttowardthe PlanOOPM,
therewill bea“ " in thiscolumn.If the Servicegdo not counttowardthe PlanOOPM, this columnwill beblank.
Foramoredetailedexplanatiorof the PlanOOPM, pleasereferto “Plan Out-of-PockeMaximum” headingn the
“Benefits” sectionof thisEOC.

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
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Administered drugs and products

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Wholeblood, redbloodcells,plasmaandplatelets No charge
Allergy antigengincludingadministration) No charge
Cancerchemotherapygrugsandadjuncts No charge
Drugsandproductsthatareadministeredria intravenougherapyor | No charge
injectionthatarenotfor cancerchemotherapyincludingbloodfactor
productsandbiological products(“biologics”) derivedfrom tissue,
cells,or blood
All otheradministeredirugsandproducts No charge
Drugsandproductsadministeredo you duringa homevisit No charge
Ambulance Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
EmergencyambulanceServices $75pertrip
Nonemergencambulancendpsychiatrictransportvan Services $75pertrip
Behavioral health treatment for pervasive development disorder or autism

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
CoveredServices 10% Coinsuranceip to

amaximumof $15per

day
Dialysis care

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Equipmentandsuppliesfor homehemodialysiasndhomeperitoneal | No charge
dialysis
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 2




Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Oneroutineoutpatientvisit permonthwith the multidisciplinary No charge
nephrologyteamfor a consultationgvaluationor treatment
Hemodialysisandperitonealialysistreatmentt a PlanFacility $40pervisit
Durable Medical Equipment (“DME”) for home use

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Blood glucosemonitorsfor diabetesloodtestingandtheir supplies | 10% Coinsurance
Peakflow meters 10%Coinsurance
Insulin pumpsandsuppliesto operatethe pump 10% Coinsurance
OtherBaseDME Itemsasdescribedn thisEOC 10% Coinsurance
SupplementaDME itemsasdescribedn this EOC 10% Coinsurance
Retail-gradebreastpumps No charge
Hospital-gradéreastpumps No charge
Emergency and Urgent Care visits

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM

EmergencyDepartmentisits

$75pervisit

UrgentCarevisits

$15pervisit

Note:If you areadmittedto the hospitalasaninpatientfrom the EmergencyDepartmentthe EmergencyDepartmentisits

CostShareabovedoesnot apply.Insteadthe Servicesyou receivedn the EmergencyDepartmentincludingany observation
stay,if applicablewill beconsideregartof yourinpatienthospitalstay.For the CostSharefor inpatientcare,pleasereferto

“Hospital inpatientcare”in this “Cost ShareSummary."The EmergencyDepartmentCostSharedoesapplyif youare

admittedfor observatiorbut arenot admittedasaninpatient.

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020
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Family planning Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Family planningcounseling No charge
Injectablecontraceptivednternallyimplantedtime-release No charge
contraceptivesr intrauterinedevices(*lUDs”) andoffice visits
relatedto their administratiorandmanagement
Femalesterilizationproceduresf performedn anambulatory No charge
surgerycenteror in ahospitaloperatingroom
All otherfemalesterilizationprocedures No charge
Male sterilizationprocedure$f performedn anambulatorysurgery | 10% Coinsurance
centeror in ahospitaloperatingroom
All othermalesterilizationprocedures $40pervisit
Terminationof pregnancy 10% Coinsurance
Fertility Services
Diagnosisand treatmentof infertility

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Office visits 50% Coinsurance
Outpatientsurgeryandoutpatientproceduregincludingimagingand | 50% Coinsurance
diagnosticServiceswhenperformedn anambulatorysurgerycenter
or in ahospitaloperatingroom,or any settingwherea licensedstaff
membemonitorsyour vital signsasyou regainsensatiorafter
receivingdrugsto reducesensatioror minimize discomfort
Any otheroutpatientsurgerythatdoesnot requirea licensedstaff 50% Coinsurance
memberto monitoryour vital signsasdescribechbove
Outpatientmaging 50% Coinsurance
Outpatientaboratory 50% Coinsurance
OutpatiendiagnosticServices 50% Coinsurance
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 4




Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Outpatientadministeredirugs 50% Coinsurance
Hospitalinpatientcare(includingroomandboard,drugs,imaging, 50% Coinsurance
laboratory otherdiagnosticandtreatmentServicesandPlan
PhysicianServices)
Artificial insemination

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Office visits 50% Coinsurance
Outpatientsurgeryandoutpatientproceduregincludingimagingand | 50% Coinsurance
diagnosticServiceswhenperformedn anambulatorysurgerycenter
or in ahospitaloperatingroom,or any settingwherea licensedstaff
membemonitorsyour vital signsasyou regainsensatiorafter
receivingdrugsto reducesensatioror minimize discomfort
Any otheroutpatientsurgerythatdoesnot requirea licensedstaff 50% Coinsurance
memberto monitoryour vital signsasdescribedabove
Outpatientimaging 50% Coinsurance
Outpatientaboratory 50% Coinsurance
OutpatientdiagnosticServices 50% Coinsurance
Outpatientadministeredirugs 50% Coinsurance
Hospitalinpatientcare(includingroomandboard,drugs,imaging, 50% Coinsurance
laboratory otherdiagnosticandtreatmentServicesandPlan
PhysicianServices)
Assistedeproductivetechnology(*“ART") Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible OOPM
Assistedreproductivetechnology(“ART") Servicessuchasinvitro Not covered
fertilization (“IVF"), gametentra-fallopiantransfer(*GIFT”), or
zygoteintrafallopiantransfer(“ZIFT")
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 5




Health education

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Coveredhealtheducatiorprogramswhich mayincludeprograms No charge
providedonlineandcounselingoverthephone
Individual counselingduringanoffice visit relatedto smoking No charge
cessation
Individual counselingduringanoffice visit relatedto diabetes No charge
management
Othercoveredndividual counselingvhenthe office visit is solelyfor | No charge
healtheducation
Coveredhealtheducatiommaterials No charge
Hearing Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Hearingexamswith anaudiologistto determinehe needfor hearing | $15pervisit
correction
PhysicianSpecialistVisits to diagnoseandtreathearingproblems $40pervisit
Hearingaid(s),including,fitting, counselingadjustmentgcleaning, | Not covered
andinspection
Home health care

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
HomehealthcareServiceq100visits per AccumulationPeriod) 10% Coinsurance
Hospice care

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
HospiceServices No charge
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 6




Hospital inpatient care

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Inpatienthospitalstays 10% Coinsurance
Injury to teeth

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Accidentalinjury to teeth Not covered
Mental health Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Inpatientmentalhealthhospitalstays 10% Coinsurance
Individual mentalhealthevaluationandtreatment $15pervisit
Groupmentalhealthtreatment $7 pervisit
Partialhospitalization 10% Coinsurance
Otherintensivepsychiatrictreatmenfprograms 10% Coinsurance
ResidentiamentalhealthtreatmenServices 10% Coinsurance
Office visits

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
PrimaryCareVisits andNon-PhysiciarSpecialistVisits thatarenot | $15pervisit
describectlsewherén this “Cost ShareSummary”
PhysicianSpecialistVisits thatarenot describedelsewheren this $40pervisit
“Cost ShareSummary”
Groupappointmentshatarenot describedelsewheren this “Cost $7 pervisit
ShareSummary”
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
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Copayment Subjectto

Descriptionof Services Coinsurance Deductible | OOPM
AcupunctureServices $15pervisit
Housecalls No charge

Ostomy and urological supplies

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Ostomyandurologicalsuppliesasdescribedn thisEOC No charge

Outpatient imaging, laboratory, and other diagnostic and treatment Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Compleximaging(otherthanpreventive)suchasCT scansMRIs, 10% Coinsurance

andPETscans

BasicimagingServicessuchasdiagnosticandtherapeuticX-rays, 10% Coinsurance
mammogramsandultrasounds

Nuclearmedicine 10% Coinsurance
Routineretinal photographyscreenings No charge
Routinelaboratoryteststo monitorthe effectivenessf dialysis No charge
All otherlaboratorytests(includingtestsfor specificgenetic 10% Coinsurance

disorderdor which geneticcounselings available)

DiagnosticServicegrovidedby PlanProvidersvho arenot 10% Coinsurance
physiciangsuchasEKGsandEEGS)

Radiationtherapy 10% Coinsurance

Ultravioletlight treatments No charge

Outpatient prescription drugs, supplies, and supplements

If the“Cost Shareata PlanPharmacy’columnin this sectionprovidesCostSharefor a 30-daysupplyandyour Plan
Physicianprescribesnorethanthis, you maybeableto obtainmorethana 30-daysupplyat onetime up to the day supply

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 8




limit for thatdrug.ApplicableCostSharewill apply.Forexampletwo 30-daycopaymentsnaybe duewhenpickingupa
60-dayprescriptionthreecopaymentsnay be duewhenpicking up a 100-dayprescriptionat the pharmacy.

Mostitems
CostShare CostShare Subjectto
Description ataPlanPharmacy by Mail Deductible | OOPM
Itemsonthegenerictier notdescribed $15for uptoa30-day | $30for upto al00-day
elsewherén this“Cost ShareSummary” | supply supply
Iltemson the brandtier notdescribed $30for uptoa30-day | $60for upto a100-day
elsewheren this “Cost ShareSummary” | supply supply
Itemson the specialtytier notdescribed | $30for upto a30-day | Availability for mail
elsewheren this “Cost ShareSummary” | supply ordervariesby item.
Talk to yourlocal
pharmacy
Basedrugs, supplies,and supplements
CostShare CostShare Subjectto
Description ataPlanPharmacy by Mail Deductible | OOPM
Hematopoietiagentdor dialysis No chargefor upto a Not available
30-daysupply
Elementaldietaryenteralfformulawhen No chargefor upto a Not available
usedasa primarytherapyfor regional 30-daysupply
enteritis
All otheritemson thegenerictier as $15for uptoa30-day | Availability for mail
describedn thisEOC supply ordervariesby item.
Talk to yourlocal
pharmacy
All otheritemsonthebrandtier as $30for upto a30-day | Availability for mall
describedn thisEOC supply ordervarieshy item.
Talk to yourlocal
pharmacy
All otheritemsonthespecialtytier as $30for upto a30-day | Availability for malil
describedn thisEOC supply ordervariesby item.
Talk to yourlocal
pharmacy
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
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Anticancerdrugsand certain critical adjunctsfollowing a diagnosisof cancer

CostShare CostShare Subjectto
Description ataPlanPharmacy by Mail Deductible | OOPM
Oral anticancedrugsonthegenerictier | $15for uptoa30-day | Availability for mail
supply ordervarieshy item.
Talk to yourlocal
pharmacy
Oral anticancedrugson the brandtier $30for upto a30-day | Availability for mail
supply ordervariesby item.
Talk to yourlocal
pharmacy
Oralanticancedrugson the specialtytier | $30for upto a30-day | Availability for mail
supply ordervariesby item.
Talk to yourlocal
pharmacy
Non-oralanticancedrugsonthegeneric | $15for upto a30-day | Availability for malil
tier supply ordervariesby item.
Talk to yourlocal
pharmacy
Non-oralanticancedrugson the brand $30for upto a30-day | Availability for mail
tier supply ordervariesby item.
Talk to yourlocal
pharmacy
Non-oralanticancedrugson thespecialty | $30for upto a30-day | Availability for mail
tier supply ordervariesby item.
Talk to yourlocal
pharmacy
Homeinfusion drugs
CostShare CostShare Subjectto
Description ataPlanPharmacy by Mail Deductible | OOPM
Homeinfusiondrugs No chargefor upto a Not available
30-daysupply
Suppliesnecessaryor administratiorof No charge No charge

homeinfusiondrugs

Homeinfusiondrugsareself-administeredhtravenousirugs,fluids, additives andnutrientsthatrequirespecifictypesof
parenteral-infusiorsuchasanintravenousor intraspinal-infusion.

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
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Diabetessuppliesand amino acid-modified products

CostShare CostShare Subjectto
Description ataPlanPharmacy by Mail Deductible | OOPM
Amino acid-modified productsusedto No chargefor upto a Not available
treatcongenitakerrorsof aminoacid 30-daysupply
metabolism(suchasphenylketonuria)
Ketoneteststripsandsugaror acetondest | No chargefor upto a Not available

tabletsor tapesfor diabetesurinetesting

100-daysupply

Insulin-administratiordevicespen
deliverydevicesdisposableeedlesand
syringesandvisualaidsrequiredto
ensureproperdosaggexcepteyewear)

$15for upto a100-day
supply

Availability for mail
ordervariesby item.
Talk to yourlocal
pharmacy

Fordrugsrelatedto thetreatmenbf diabeteqfor examplejnsulin), andfor continuousnsulin deliverydeviceshatuse
disposablétemssuchaspatchesr pods,pleasereferto the“Most items” tableabove For insulin pumps pleasereferto the
“Durable Medical Equipment(“DME”") for homeuse”tableabove.

Contraceptivadrugsand devices

CostShare CostShare Subjectto

Description ataPlanPharmacy by Mail Deductible | OOPM
Thefollowing hormonalcontraceptive No chargefor upto a No chargefor upto a
itemsfor womenonthegenerictier when | 365-daysupply 365-daysupply
prescribedy a PlanProvider: Ringsarenot available

Rings for mail order

Patches

Oral contraceptives
Thefollowing contraceptivatemsfor No chargefor upto a Not available
womenonthegenerictier when 100-daysupply
prescribedy a PlanProvider:

Femalecondoms

Spermicide

Sponges
Thefollowing hormonalcontraceptive No chargefor upto a No chargefor upto a
itemsfor womenonthebrandtier when | 365-daysupply 365-daysupply
prescribedy a PlanProvider: Ringsarenotavailable

Rings for mail order

Patches

Oral contraceptives
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 11




CostShare CostShare Subjectto
Description ataPlanPharmacy by Malil Deductible | OOPM
Thefollowing contraceptivétemsfor No chargefor upto a Not available
womenon the brandtier whenprescribed | 100-daysupply
by aPlanProvider:
Femalecondoms
Spermicide
Sponges
Emergencycontraception No charge Not available
Diaphragmsandcervicalcaps No charge Not available
Certain preventiveitems
CostShare CostShare Subjectto
Description ataPlanPharmacy by Mail Deductible | OOPM
Itemson our PreventiveServicedist on No chargefor upto a Not available
our websiteat kp.org/prevention when 100-daysupply
prescribedy a PlanProvider
Fertility and sexualdysfunctiondrugs
CostShare CostShare Subjectto
Description ataPlanPharmacy by Mail Deductible | OOPM
Drugsonthegenerictier prescribedo 50% Coinsurancdor up | 50% Coinsurancdor up
treatinfertility orin connectiorwith to a100-daysupply to a100-daysupply
coveredartificial inseminatiorServices
Drugsonthebrandandspecialtytiers 50% Coinsurancéor up | 50% Coinsurancéor up
prescribedo treatinfertility orin to a 100-daysupply to a 100-daysupply
connectiorwith coveredartificial
inseminatiorServices
Drugsonthegenerictier prescribedn Not covered Not covered
connectiorwith coveredassisted
reproductiveechnology(“ART") Services
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 12




CostShare CostShare Subjectto
Description ataPlanPharmacy by Malil Deductible | OOPM
Drugsonthebrandandspecialtytiers Not covered Not covered
prescribedn connectiorwith covered
assistedeproductivaechnology(“ART")
Services
Drugsonthegenerictier prescribedor 50% Coinsurancénotto | 50% Coinsurancé¢notto
sexualdysfunctiondisorders exceedb50)foruptoa | exceedb50)for uptoa
100-daysupply 100-daysupply

Drugsonthebrandandspecialtytiers 50% Coinsurancénotto | 50% Coinsurancgnotto
prescribedor sexualdysfunction exceedb100)for upto a | exceedb100)for upto a
disorders 100-daysupply 100-daysupply
Outpatient surgery and outpatient procedures

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Outpatientsurgeryandoutpatientproceduregincludingimagingand | 10% Coinsurance
diagnosticServiceswhenprovidedin anambulatorysurgerycenter
or in ahospitaloperatingroom, or any settingwherea licensedstaff
membemonitorsyour vital signsasyou regainsensatiorafter
receivingdrugsto reducesensatioror minimize discomfort
Any otheroutpatientsurgerythatdoesnot requirea licensedstaff $40perprocedure
membeirto monitoryour vital signsasdescribedabove
Preventive Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Routinephysicalexamsjncludingwell-womanandpreventive No charge
examsfor Membersage2 andolder
Well-child preventiveexamsfor Membersthroughage23 months No charge
Normalseriesof regularlyschedulegreventiveprenatakcareexams | No charge
afterconfirmationof pregnancy
First postpartunfollow-up consultatiorandexam No charge
Immunizationgincludingthevaccine)administeredo youin aPlan | No charge
Medical Office
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 13




Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Tuberculosiskin tests No charge
ScreeningandcounselingServicesvhenprovidedduringaroutine | No charge
physicalexamor awell-child preventiveexam,suchasobesity
counselingroutinevision andhearingscreeningsalcoholand
substancabusescreeningshealtheducationdepressiorscreening,
anddevelopmentascreeningso diagnoseandassesgpotential
developmentadlelays
Screeningcolonoscopies No charge
Screenindlexible sigmoidoscopies No charge
Routineimagingscreeningsuchasmammograms No charge
BonedensityCT scans No charge
BonedensityDEXA scans No charge
Routinelaboratorytestsandscreeningssuchascancerscreening No charge
tests,sexuallytransmittednfection (“STI") testscholesterol
screeningests,andglucosetoleranceests
Otherlaboratoryscreeningests,suchasfecaloccultbloodtestsand | No charge
hepatitisB screeningests
Prosthetic and orthotic devices

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Internallyimplantedprostheticandorthoticdevicesasdescribedn No charge
thiseEOC
Externalprostheticandorthoticdevicesasdescribedn thisEOC No charge
Supplementaprostheticandorthoticdevicesasdescribedn this No charge
EOC
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020 Page 14




Rehabilitative and habilitative Services

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Individual outpatientphysical,occupationalandspeecttherapy $15pervisit
Groupoutpatientphysical,occupationalandspeecttherapy $7 pervisit
Physical,occupationalandspeecttherapyprovidedin anorganized, | $15perday
multidisciplinaryrehabilitationday-treatmenprogram
Skilled nursing facility care

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM

Skilled nursingfacility Servicesup to 100daysperbenefitperiod*

10% Coinsurance

*A benefitperiodbeginson the dateyou areadmittedto a hospitalor Skilled NursingFacility at a skilled level of care.A
benefitperiodendson the dateyou havenot beenaninpatientin a hospitalor Skilled NursingFacility, receivinga skilled
level of care,for 60 consecutivalays.A newbenefitperiodcanbeginonly afteranyexistingbenefitperiodends. A prior

three-daystayin anacutecarehospitalis notrequired.

Substance use disorder treatment

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
Inpatientdetoxification 10% Coinsurance
Individual substancesedisorderevaluationandtreatment $15pervisit
Groupsubstanceisedisordertreatment $5 pervisit
Intensiveoutpatientandday-treatmenprograms 10% Coinsuranceip to

amaximumof $5 per

day
Residentiabubstanceisedisordertreatment 10% Coinsuranceip to

amaximumof $100per

admission
Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
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Telehealth visits

Interactive videovisits

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
PrimaryCareVisits andNon-PhysiciarSpecialistVisits No charge
PhysicianSpecialistVisits No charge
Scheduledelephonevisits

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM
PrimaryCareVisits andNon-PhysiciarSpecialistVisits No charge
PhysicianSpecialistVisits No charge
Vision Services for Adult Members

Copayment Subjectto
Descriptionof Services Coinsurance Deductible | OOPM

Routineeyeexamswith a PlanOptometristo determingheneedfor | No charge
vision correctionandto providea prescriptionfor eyeglasgenses
PhysicianSpecialisVisits to diagnoseandtreatinjuriesor diseases | $40pervisit
of theeye

Non-PhysiciarSpecialistVisits to diagnoseandtreatinjuriesor $15pervisit
diseasesf theeye

Aniridia lensesupto two Medically Necessargontactensegereye| No charge
(includingfitting anddispensing)n any 12-monthperiod

Aphakialensesup to six Medically Necessargphakiccontaclenses| No charge
pereye(includingfitting anddispensing)n any 12-monthperiod

Low vision deviceg(includingfitting anddispensing) Not covered

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020
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Vision Services for Pediatric Members

Descriptionof Services

Copayment
Coinsurance

Subjectto
Deductible

OOPM

Routineeyeexamswith a PlanOptometristo determingheneedfor | No charge
vision correctionandto providea prescriptionfor eyeglassenses
PhysicianSpecialistVisits to diagnoseandtreatinjuriesor diseases | $40pervisit
of theeye

Non-PhysiciarSpecialisiVisits to diagnoseandtreatinjuriesor $15pervisit
diseasesf theeye

Aniridia lensesupto two Medically Necessargontactiensegereye| No charge
(includingfitting anddispensing)n any 12-monthperiod

Aphakialensesup to six Medically Necessargphakiccontacienses| No charge
pereye(includingfitting anddispensing)n any12-monthperiod

Low vision deviceg(includingfitting anddispensing) Not covered

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21 12/31/21
Date: September 28, 2020
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Introduction

This Evidenceof Coveragg“EOC” ) describeshe health
carecoverageof “Kaiser Permanent®eductibleHMO
Plan” providedunderthe Group Agreement
(“Agreement”) betweerKaiserFoundatiorHealthPlan,
Inc. (“Health Plan”) andthe entity with which Health
Planhasenterednto the Agreemengyour “Group”).

ThisEOCis partof the Agreemenbetween
HealthPlanandyour Group.The Agreement
containsadditionaltermssuchasPremiums,
whencoverageanchangetheeffectivedate
of coverageandthe effectivedateof
termination.The Agreementnustbe consulted
to determinghe exacttermsof coverageA
copy of the Agreemenits availablefrom your
Group.

Onceenrolledin othercoveraganadeavailablethrough
HealthPlan,thatotherplan’sevidenceof coverage
cannotbe cancelledwvithout cancellingcoveragaunder
this EOC, unlessthe changes madeduringopen
enrollmentor a specialenrolimentperiod

For benefitsprovidedunderany otherprogramoffered
by your Group(for exampleworkerscompensation
benefits) referto your Group’smaterials.

In this EOC, HealthPlanis sometimeseferredto as
“we” or “us.” Membersaresometimeseferredto as
“you.” Somecapitalizedermshavespecialmeaningn
this EOC, pleaseseethe“Definitions” sectionfor terms
you shouldknow.

It is importantto familiarize yourselfwith your coverage
by readingthis EOC completely sothatyou cantakefull
advantagef your HealthPlanbenefits Also, if you have
specialhealthcareneedspleasecarefullyreadthe
sectionghatapplyto you.

About Kaiser Permanente

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

Whenyou join KaiserPermanentgyou areenrollingin
oneof two HealthPlanRegionsn California(eitherour
NorthernCaliforniaRegionor SoutherrnCalifornia
Region),which we call your “Home Region.”The

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
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coveraganformationin this EOCapplieswhenyou
obtaincarein your HomeRegion.Whenyou visit the
otherCaliforniaRegion,you mayreceivecareas
describedn “ReceivingCareOutsideof Your Home
Region”in the“How to ObtainServices”section.

KaiserPermanentgrovidesServicedirectly to our
Membersgthroughanintegratednedicalcareprogram.
HealthPlan,PlanHospitals,andthe Medical Group
work togetherto provideour Memberswith quality care.
Our medicalcareprogramgivesyou accesso all of the
coveredServicesyou mayneed suchasroutinecare
with your own personaPlanPhysicianhospitalcare,
laboratoryandpharmacyServicesEmergencyservices,
UrgentCare,andotherbenefitsdescribedn thisEOC.
Plus,our healtheducatiorprogramsoffer you greatways
to protectandimproveyour health.

We providecoveredServiceso MembersusingPlan
Providerdocatedin our ServiceArea,whichis described
in the “Definitions” section.You mustreceiveall
coveredcarefrom PlanProvidersinsideour Service
Area,exceptasdescribedn the sectiondisted belowfor
thefollowing Services:

Authorizedreferralsasdescribedinder‘Getting a
Referral’in the“How to ObtainServices"section

EmergencyambulanceServicesasdescribedunder
“AmbulanceServices’in the“Benefits” section

EmergencyServicesPost-StabilizatiorCare,and
Out-of-AreaUrgentCareasdescribedn the
“EmergencyServicesandUrgentCare”section

Hospicecareasdescribedinder‘HospiceCare”in
the“Benefits” section

Visiting MemberServicesasdescribedinder
“ReceivingCareOutsideof Your HomeRegion”in
the“How to ObtainServices”section

Term of this EOC

This EOCis for the periodJanuaryl, 2021,through
DecembeBl,2021,unlessamendedYour Groupcan
tell youwhetherthis EOCis still in effectandgive youa
currentoneif this EOChasexpiredor beenamended.

Definitions

Sometermshavespecialmeaningn this EOC. Whenwe
useatermwith specialmeaningn only onesectionof
this EOC, we defineit in thatsection.Thetermsin this
“Definitions” sectionhavespecialmeaningwhen
capitalizedandusedin any sectionof this EOC,
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Accumulation Period: A periodof time no greaterthan
12 consecutivanonthsfor purpose®f accumulating
amountgowardanydeductiblegif applicable)out-of-
pocketmaximumsandbenefitlimits. For examplethe
AccumulationPeriodmaybea calendaryearor contract
year.The AccumulationPeriodfor this EOCis from
Januaryl throughDecembeB1.

Adult Member: A Memberwhois age19 or olderand
is nota PediatricMember.For examplejf youturn19
onJune25,youwill beanAdult MemberstartingJuly 1.

Allowance: A specifiedamountthatyou canusetoward
thepurchaseorice of anitem. If the priceof theitem(s)
you selectexceedghe Allowance,youwill paythe
amountin exces®f the Allowance(andthatpayment
will notapplytowardanydeductibleor out-of-pocket
maximum).

Ancillary Coverage:Optionalbenefitssuchas
acupuncturechiropractic,or dentalcoverageghatmaybe
availableto Membersenrolledunderthis EOC. If your
planincludesAncillary Coveragethis coveragewill be
describedn anamendmento this EOC or a separate
agreementrom theissuerof the coverage.

Charges:“Charges’meanghefollowing:

For Servicegprovidedby the Medical Groupor
KaiserFoundatiorHospitals the chargesn Health
Plan’sscheduleof Medical GroupandKaiser
FoundatiorHospitalschargedor Servicegprovided
to Members

For Servicedor which a provider(otherthanthe
Medical Groupor KaiserFoundatiorHospitals)is
compensatedn a capitationbasis thechargesn the
scheduleof chargeghatKaiserPermanente
negotiatesvith the capitatedprovider

Foritemsobtainedat a pharmacyownedandoperated
by KaiserPermanentehe amountthe pharmacy
would chargea Memberfor theitemif a Member's
benefitplandid not covertheitem (thisamounts an
estimateof: the costof acquiring,storing,and
dispensinglrugs,thedirectandindirect costsof
providing KaiserPermanentpharmacyServiceso
Membersandthe pharmacyprogram’scontribution
to the netrevenuerequirementsf HealthPlan)

Forall otherServicesthe paymentghatKaiser
Permanentenakesfor the Servicesor, if Kaiser
Permanentsubtracts/our CostSharefrom its
paymenttheamountKaiserPermanentgould have
paidif it did not subtractyour CostShare

Coinsurance:A percentagef Chargeghatyou must
paywhenyou receivea coveredServiceunderthis EOC.

Copayment: A specificdollaramountthatyou mustpay
whenyoureceivea coveredServiceunderthis EOC,

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21-12/31/21
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Note: The dollar amountof the Copaymentanbe $0
(nocharge).

CostShare Theamountyou arerequiredto payfor
coveredServicesFor exampleyour CostSharemaybe
a Copaymenbr Coinsurancelf your coverageancludesa
PlanDeductibleandyou receiveServiceghataresubject
to the PlanDeductible your CostSharefor those
Serviceawill be Chargeauntil youreachthePlan
Deductible Similarly, if your coveragencludesaDrug
Deductible andyou receiveServiceghataresubjectto
the Drug Deductible your CostSharefor thoseServices
will beChargesauntil youreachthe Drug Deductible

Dependent:A Memberwho meetsthe eligibility
requirementgasa Dependentfor Dependentligibility
requirementssee“Who Is Eligible” in the“Premiums,
Eligibility, andEnrollment”section).

DisclosureForm (“DF”): A summaryof coveragdor
prospectiveMembersFor someproductsthe DF is
combinedwith the evidenceof coverage.

Drug Deductible: Theamountyou mustpay underthis
EOCin the AccumulationPeriodfor certaindrugs,
suppliesandsupplementbeforewe will coverthose
ServicesattheapplicableCopaymenbr Coinsurancén
thatAccumulationPeriod.Pleaseeferto the“Cost Share
Summary”sectionto learnwhetheryour coverage
includesa Drug Deductible the Serviceghataresubject
to the Drug Deductible andthe Drug Deductible
amount.

EmergencyMedical Condition: A medicalcondition
manifestingtself by acutesymptomsof sufficient
severity(including severegpain) suchthatyou reasonably
believedthatthe absencef immediatemedicalattention
would resultin any of thefollowing:

Placingthe person’shealth(or, with respecto a
pregnanivoman,the healthof thewomanor her
unbornchild) in seriougeopardy

Seriousmpairmentto bodily functions
Seriousdysfunctionof anybodily organor part

A mentalhealthconditionis anEmergencyMedical
Conditionwhenit meetstherequirement®f the
paragraptabove or whenthe conditionmanifestdtself
by acutesymptomsof sufficientseveritysuchthateither
of thefollowing is true:

Thepersonis animmediatedangerto himselfor
herselfor to others

The personis immediatelyunableto providefor, or
use,food, shelter,or clothing,dueto themental
disorder
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EmergencyServices:All of thefollowing with respect
to anEmergencyMedical Condition:

A medicalscreeningexamthatis within the
capabilityof theemergencylepartmenof a hospital,
includingancillary serviceqsuchasimagingand
laboratoryServicesyoutinelyavailableto the
emergencylepartmento evaluatehe Emergency
Medical Condition

Within the capabilitiesof the staff andfacilities
availableatthe hospital,Medically Necessary
examinatiorandtreatmentequiredto Stabilizethe
patient(onceyour conditionis Stabilized Services
you receivearePostStabilizationCareandnot
EmergencyServices)

EOC: This Evidenceof Coveragedocumentjncluding
anyamendmentsyhich describeshe healthcare
coverageof “Kaiser Permanent®eductibleHMO Plan”
underHealthPlan’sAgreementvith your Group.

Family: A Subscriberandall of their Dependents.

Group: Theentity with which HealthPlanhasentered
into the Agreementhatincludesthis EOC.

Health Plan: KaiserFoundatiorHealthPlan,Inc.,a
Californianonprofitcorporation HealthPlanis a health
careserviceplanlicensedo offer healthcarecoverage
by the Departmenbf ManagedHealthCare. ThisEOC
sometimegefersto HealthPlanas“we” or “us.”

Home Region: The Regionwhereyou enrolled(either
the NorthernCaliforniaRegionor the Southern
CaliforniaRegion).

Kaiser Permanente:KaiserFoundatiorHospitals(a
Californianonprofitcorporation) HealthPlan,andthe
Medical Group.

Medical Group: The Permanent®dedicalGroup,Inc.,a
for-profit professionatorporation.

Medically NecessaryA Serviceis Medically Necessary
if it is medicallyappropriateandrequiredto prevent,
diagnosepr treatyour conditionor clinical symptomsn
accordwith generallyacceptegrofessionastandardef
practicethatareconsistentvith a standardf carein the
medicalcommunity.

Medicare: Thefederalhealthinsuranceprogramfor
people65 yearsof ageor older,somepeopleunderage
65 with certaindisabilities,andpeoplewith end-stage
renaldiseasdgenerallythosewith permanenkidney
failure who needdialysisor a kidneytransplant).

Member: A persorwhois eligible andenrolledunder
this EOC, andfor whomwe havereceivedapplicable
PremiumsThis EOC sometimesefersto aMemberas
“you.”

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21-12/31/21
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Non-PhysicianSpecialistVisits: Consultations,
evaluationsandtreatmenby non-physiciarspecialists
(suchasnursepractitionersphysicianassistants,
optometristspodiatristsandaudiologists) For Services
describedunder‘Dental andOrthodonticServices’in
the“Benefits” section,non-physiciarspecialistsnclude
dentistsandorthodontists.

Non-Plan Hospital: A hospitalotherthana Plan
Hospital.

Non-Plan Physician: A physicianotherthana Plan
Physician.

Non—Plan Provider: A providerotherthanaPlan
Provider.

Non-Plan Psychiatrist: A psychiatriswhois notaPlan
Physician.

Out-of-Area Urgent Care: Medically Necessary
Servicedo preventseriousdeterioratiorof your (or your
unbornchild’s) healthresultingfrom anunforeseen
illness,unforeseetinjury, or unforeseeromplicationof
anexistingcondition(including pregnancyjf all of the
following aretrue:

You aretemporarilyoutsideour ServiceArea

A reasonabl@ersonwould havebelievedthatyour
(or yourunbornchild’s) healthwould seriously
deterioratef you delayedreatmenuntil you returned
to our ServiceArea

Pediatric Member: A Memberfrom birth throughthe
endof themonthof their 19thbirthday.For example jf
youturn 19 onJune25, youwill beanAdult Member
startingJuly 1 andyour lastminuteasa Pediatric
Memberwill be11:59p.m.on June30.

Physician SpecialistVisits: Consultationsevaluations,
andtreatmenby physicianspecialistsincluding
personaPlanPhysiciansvho arenot PrimaryCare
Physicians.

Plan Deductible: Theamountyou mustpay underthis
EOCin the AccumulationPeriodfor certainServices
beforewe will coverthoseServicesattheapplicable
Copaymenbr Coinsuranceén thatAccumulationPeriod.
Pleaseeferto the“Cost ShareSummary”sectionto
learnwhetheryour coveragéncludesa PlanDeductible,
the Serviceghataresubjectto the PlanDeductible and
the PlanDeductibleamount.

Plan Facility: Any facility listedin the Provider
Directoryon ourwebsiteat kp.org/facilities. Plan
FacilitiesincludePlanHospitals PlanMedical Offices,
andotherfacilities thatwe designatén thedirectory.
Thedirectoryis updatedperiodically. The availability of
PlanFacilitiesmaychangelf you havequestionsplease
call our MemberServiceContactCenter.
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Plan Hospital: Any hospitallistedin the Provider
Directoryon ourwebsiteat kp.org/facilities. In the
directory,somePlanHospitalsarelistedasKaiser
Permanent&ledical CentersThedirectoryis updated
periodically. The availability of PlanHospitalsmay
changelf you havequestionspleasecall our Member
ServiceContactCenter.

Plan Medical Office: Any medicaloffice listedin the
ProviderDirectoryon our websiteat kp.org/facilities. In
thedirectory,KaiserPermanentdedical Centeramay
includePlanMedical Offices. Thedirectoryis updated
periodically. The availability of PlanMedical Offices
maychangelf you havequestionspleasecall our
MemberServiceContactCenter.

Plan Optical SalesOffice: An opticalsalesoffice
ownedandoperatedy KaiserPermanenter another
opticalsalesoffice thatwe designateReferto the
ProviderDirectoryon our websiteat kp.org/facilities for
locationsof PlanOptical SalesOffices.In thedirectory,
PlanOptical SalesOfficesmaybecalled“Vision
Essentials. Thedirectoryis updatedperiodically.The
availability of PlanOptical SalesOfficesmay changelf
you havequestionspleasecall our MemberService
ContactCenter.

Plan Optometrist: An optometristwhois aPlan
Provider.

Plan Out-of-Pocket Maximum: Thetotalamountof
CostShareyou mustpay underthis EOCin the
AccumulationPeriodfor certaincoveredServiceghat
you receivein thesameAccumulationPeriod.Please
referto the“Cost ShareSummary”sectionto find your
PlanOut-of-PocketMaximumamountandto learn
which Servicesapplyto the PlanOut-of-Pocket
Maximum.

Plan Pharmacy: A pharmacyownedandoperatedy
KaiserPermanenter anothempharmacythatwe
designateReferto the ProviderDirectoryon our website
atkp.org/facilities for locationsof PlanPharmaciesThe
directoryis updatedperiodically. The availability of Plan
Pharmaciesnay changelf you havequestionsplease
call our MemberServiceContactCenter.

Plan Physician: Any licensedphysicianwhois an
employeeof the Medical Group,or anylicensed
physicianwho contractgo provideServiceso Members
(butnotincluding physicianswvho contractonly to
providereferralServices).

Plan Provider: A PlanHospital,a PlanPhysicianthe
Medical Group,a PlanPharmacyor any otherhealth
careproviderthatHealthPlandesignateasa Plan
Provider.

Plan Skilled Nursing Facility: A Skilled Nursing
Facility approvedby HealthPlan.

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
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Post-Stabilization Care: Medically Necessaryservices
relatedto your EmergencyMedical Conditionthatyou
receivein ahospital(includingthe Emergency
Departmenthpfteryour treatingphysiciandetermineghat
this conditionis Stabilized.

Premiums: The periodicamountghatyour Groupis
responsibldor payingfor your membershipunderthis
EOC, exceptthatyou areresponsibldor paying
Premiumsf you haveCalCOBRA coverage'Full
Premiums”’meansl00percentof Premiumsor all of the
coveragassuedo eachenrolledMember,assetforthin
the“Premiums”sectionof HealthPlan’sAgreementvith
your Group.

Preventive Services:CoveredServiceghatpreventor
detectilinessanddo oneor moreof thefollowing:

Protectagainstdiseaseinddisability or further
progressiorof adisease

Detectdiseaseén its earlieststagedeforenoticeable
symptomsdevelop

Primary Care Physicians:Generalistsn internal
medicine pediatrics andfamily practice andspecialists
in obstetrics/gynecologywhomthe Medical Group
designatessPrimaryCarePhysiciansReferto the
ProviderDirectoryon ourwebsiteatkp.org for alist of
physicianghatareavailableasPrimaryCarePhysicians.
Thedirectoryis updatedperiodically. The availability of
PrimaryCarePhysiciansmay changelf you have
guestionspleasecall our MemberServiceContact
Center.

Primary Care Visits: Evaluationsandtreatment
providedby PrimaryCarePhysiciansandprimary care
PlanProviderswho arenot physiciangsuchasnurse
practitioners).

Provider Directory: A directoryof PlanPhysiciansand
PlanFacilitiesin your HomeRegion.This directoryis
availableon ourwebsiteat kp.org/facilities. To obtaina
printedcopy, call our MemberServiceContactCenter.
Thedirectoryis updatedoeriodically. The availability of
PlanPhysiciansandPlanFacilitiesmaychangelf you
havequestionspleasecall our MemberServiceContact
Center.

Region: A KaiserFoundatiorHealthPlanorganization
or allied planthatconductsa direct-servicenealthcare
program.Regionsmay changeon Januaryl of eachyear
andarecurrentlythe District of Columbiaandpartsof
NorthernCalifornia, SouthernCalifornia, Colorado,
GeorgiaHawaii, Idaho,Maryland,Oregon Virginia,
andWashingtonForthecurrentlist of Regionlocations,
pleasevisit our websiteatkp.org or call our Member
ServiceContactCenter.

SeriousEmotional Disturbance of a Child Under Age
18: A conditionidentifiedasa “mentaldisorder”in the
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mostrecentedition of the Diagnosticand Statistical
Manualof Mental Disorders otherthana primary
substanceisedisorderor developmentatlisorder that
resultsin behaviorinappropriateo thechild’s age
accordingto expectedlevelopmentahorms,if thechild
alsomeetsatleastoneof thefollowing threecriteria:

As aresultof the mentaldisorder,(1) thechild has
substantiaimpairmentin atleasttwo of thefollowing
areasself-care schoolfunctioning,family
relationshipsor ability to functionin the community;
and(2) either(a) thechild is at risk of removalfrom
thehomeor hasalreadybeenremovedrom the
home,or (b) the mentaldisorderandimpairments
havebeenpresenfor morethansix monthsor are
likely to continuefor morethanoneyearwithout
treatment

Thechild displayspsychoticfeaturespr risk of
suicideor violencedueto amentaldisorder

The child meetsspecialeducatioreligibility
requirementsinderSection5600.3(a)(2)(Chf the
WelfareandInstitutionsCode

ServiceArea: TheZIP codeshelowfor eachcountyare
in our ServiceArea:

All ZIP codesn AlamedaCountyareinsideour
ServiceArea: 94501-0294505,94514,94536-46,
94550-5294555,94557,94560,94566,94568,
94577-8094586-8894601-1594617-2194622-24,
94649,94659-6294666,94701-1094712,94720,
95377,95391

Thefollowing ZIP codesn AmadorCountyare
insideour ServiceArea: 95640,95669

All ZIP codesin ContraCostaCountyareinsideour
ServiceArea: 94505-0794509,94511,94513-14,
94516-3194547-4994551,94553,94556,94561,
94563-6594569-7094572,94575,94582-83,
94595-9894706-0894801-0894820,94850

Thefollowing ZIP codesin El DoradoCountyare
insideour ServiceArea:95613-1495619,95623,
95633-3595651,95664,95667,95672,95682,
95762

Thefollowing ZIP codesin FresnoCountyareinside
our ServiceArea:93242,93602,93606-07 93609,
93611-1393616,93618-1993624-2793630-31,
93646,93648-5293654,93656-5793660,93662,
93667-6893675,93701-1293714-1893720-30,
93737,93740-4193744-4593747,93750,93755,
93760-6193764-6593771-7993786,93790-94,
93844,93888

Thefollowing ZIP codesin Kings Countyareinside
our ServiceArea:93230,93232,93242,93631,
93656
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Thefollowing ZIP codesn MaderaCountyareinside
our ServiceArea: 93601-0293604,93614,93623,
93626,93636-3993643-4593653,93669,93720

All ZIP codesin Marin Countyareinsideour Service
Area:94901,94903-0494912-1594920,94924-25,
94929-3094933,94937-4294945-5094956-57,
94960,94963-6694970-7194973-7494976-79

Thefollowing ZIP codesin MariposaCountyare
insideour ServiceArea: 93601,93623,93653

All ZIP codesin NapaCountyareinsideour Service
Area:94503,94508,94515,94558-5994562,94567,
94573-7494576,94581,94599,95476

Thefollowing ZIP codesin PlacerCountyareinside
our ServiceArea: 95602-0495610,95626,95648,
95650,95658,95661,95663,95668,95677-78,
95681,95703,95722,95736,95746-47 95765

All ZIP codesn Sacrament&€ountyareinsideour
ServiceArea:94203-0994211,94229-3094232,
94234-3794239-4094244,94247-5094252,
94254,94256-5994261-6394267-6994271,
94273-7494277-8094282-8594287-9194293-98,
94571,95608-1195615,95621,95624,95626,
95628,95630,95632,95638-3995641,95652,
95655,95660,95662,95670-7195673,95678,
95680,95683,95690,95693,95741-4295757-59,
95763,95811-3895840-4395851-5395860,
95864-6795894,95899

All ZIP codesn SanFranciscaCountyareinsideour
ServiceArea:94102-0594107-1294114-3494137,
94139-4794151,94158-6194163-6494172,
94177,94188

All ZIP codesn SanJoaquinCountyareinsideour
ServiceArea: 94514,95201-1595219-2095227,
95230-3195234,95236-3795240-4295253,
95258,95267,95269,95296-97 95304,95320,
95330,95336-3795361,95366,95376-7895385,
95391,95632,95686,95690

All ZIP codesin SanMateoCountyareinsideour
ServiceArea: 94002,94005,94010-1194014-21,
94025-2894030,94037-3894044,94060-66,
94070,94074,94080,94083,94128,94303,94401-
04,94497

Thefollowing ZIP codesin SantaClaraCountyare
insideour ServiceArea:94022-2494035,94039-43,
94085-8994301-0694309,94550,95002,95008-
09,95011,95013-1595020-2195026,95030-33,
95035-3895042,95044,95046,95050-56 95070-
71,95076,95101,95103,95106,95108-1395115-
36,95138-4195148,95150-6195164,95170,
95172-7395190-9495196
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All ZIP codesin SantaCruz Countyareinsideour
ServiceArea:95001,95003,95005-7,95010,95017-
19,95033,95041,95060-6795073,95076-77

All ZIP codesin SolanoCountyareinsideour
ServiceArea: 94503,94510,94512,94533-35,
94571,94585,94589-9295616,95618,95620,
95625,95687-8895690,95694,95696

Thefollowing ZIP codesin SonomaCountyare
insideour ServiceArea: 94515,94922-2394926-28,
94931,94951-5594972,94975,94999,95401-07,
95409,95416,95419,95421,95425,95430-31,
95433,95436,95439,95441-4295444,95446,
95448,95450,95452,95462,95465,95471-73,
95476,95486-87 95492

All ZIP codesn StanislausCountyareinsideour
ServiceArea: 95230,95304,95307,95313,95316,
95319,95322-2395326,95328-2995350-58,
95360-6195363,95367-6895380-8295385-87,
95397

Thefollowing ZIP codesin SutterCountyareinside
our ServiceArea: 95626,95645,95659,95668,
95674,95676,95692,95836-37

Thefollowing ZIP codesn TulareCountyareinside
our ServiceArea: 93618,93631,93646,93654,
93666,93673

Thefollowing ZIP codesin Yolo Countyareinside
our ServiceArea:95605,95607,95612,95615-18,
95645,95691,95694-9595697-9895776,95798-99

Thefollowing ZIP codesin YubaCountyareinside
our ServiceArea: 95692,95903,95961

ForeachZIP codelistedfor acounty,our ServiceArea
includesonly the partof thatZIP codethatis in that
county.WhenaZIP codespangnorethanonecounty,
thepartof thatZIP codethatis in anothercountyis not
insideour ServiceAreaunlesshatothercountyis listed
aboveandthatZIP codeis alsolistedfor thatother
county.

If you havea questioraboutwhethera ZIP codeis in our
ServiceArea,pleasecall our MemberServiceContact
Center.

Note: We may expandour ServiceAreaatanytime by
giving written noticeto your Group.ZIP codesare
subjectto changeby theU.S. PostalService.

Services:Healthcareservicesor items(“healthcare”
includesbothphysicalhealthcareandmentalhealth
care),behaviorahealthtreatmentoveredunder
“BehavioralHealthTreatmenfor Pervasive
DevelopmentaDisorderor Autism” in the “Benefits”
section,andservicedo treatSeriousEmotional
Disturbanceof a Child UnderAge 18 or SevereMental
lliness.
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SevereMental lliness: Thefollowing mentaldisorders:
schizophreniaschizoaffectivadisorder bipolardisorder
(manic-depressiviliness),majordepressivelisorders,
panicdisorder,obsessive-compulsivdisorder pervasive
developmentadlisorderor autism,anorexianervosapr
bulimia nervosa.

Skilled Nursing Facility: A facility thatprovides
inpatientskilled nursingcare rehabilitationservicespr
otherrelatedhealthservicesandis licensedby the state
of California. Thefacility’s primarybusinessnustbethe
provisionof 24-hour-a-dayicensedskilled nursingcare.
Theterm*“Skilled NursingFacility” doesnotinclude
convalescemursinghomesyestfacilities, or facilities
for theaged,|f thosefacilities furnish primarily custodial
care,includingtrainingin routinesof daily living. A
“Skilled NursingFacility” mayalsobea unit or section
within anotherfacility (for example ahospital)aslong
asit continuego meetthis definition.

Spouse:The personto whomthe Subscribeis legally
marriedunderapplicabldaw. For the purpose®f this
EOC, theterm“Spouse”includesthe Subscriber’s
domestigpartner.‘Domesticpartners’aretwo people
who areregisterecandlegally recognizechsdomestic
partnerdy California(if your Groupallowsenrollment
of domesticpartnersotlegally recognizecasdomestic
partnersy California,“Spouse”alsoincludesthe
Subscriber'silomestigpartnerwho meetsyour Group’s
eligibility requirement$or domestigpartners).

Stabilize: To providethe medicaltreatmenbf the
EmergencyMedical Conditionthatis necessaryo
assurewithin reasonablenedicalprobability,thatno
materialdeterioratiorof the conditionis likely to result
from or occurduringthe transferof the persorfrom the
facility. With respecto a pregnanivomanwhois having
contractionsyhenthereis inadequat¢ime to safely
transferherto anotherospitalbeforedelivery (or the
transfermay posea threatto the healthor safetyof the
womanor unbornchild), “Stabilize” meando deliver
(includingtheplacenta).

Subscriber: A Memberwhoiis eligible for membership
ontheir own behalfandnot by virtue of Dependent
statusandwho meetsgtheeligibility requirementasa
Subscribeffor Subscribeeligibility requirementssee
“Who Is Eligible” in the“Premiums Eligibility, and
Enrollment”section).

TelehealthVisits: Interactivevideovisits andscheduled
telephonevisits betweenyou andyour provider.

Urgent Care: Medically Necessangervicedor a
conditionthatrequirespromptmedicalattentionbut is
notanEmergencyMedical Condition.
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Premiums, Eligibility, and
Enrollment

Premiums

Your Groupis responsibldor payingFull Premiums,
exceptthatyou areresponsibldor payingFull Premiums
asdescribedn the“Continuationof Membership”
sectionif you haveCal-COBRAcoveragainderthis
EOC If you areresponsibldor any contributionto the
Premiumghatyour Grouppays,your Groupwill tell you
theamountwhenPremiumsareeffective,andhowto
payyour Group(throughpayroll deduction for
example).

Who Is Eligible

To enrollandto continueenrollment,you mustmeetall
of theeligibility requirementslescribedn this “Who Is
Eligible” section,ncludingyour Group’seligibility
requirementandour ServiceAreaeligibility
requirements.

Group eligibility requirements

You mustmeetyour Group’seligibility requirements,
suchasthe minimumnumberof hoursthatemployees
mustwork. Your Groupis requiredto inform Subscribers
of its eligibility requirements.

Service Area eligibility requirements

The“Definitions” sectiondescribe®ur ServiceAreaand
how it maychange.

Subscribersnustlive or work insideour ServiceAreaat
thetime theyenroll. If afterenrollmentthe Subscribeno
longerlives or worksinsideour ServiceArea, the
Subscribercancontinuemembershipnlesg(1) theylive
insideor moveto the serviceareaof anotheRegionand
do notwork insideour ServiceArea,or (2) your Group
doesnotallow continuedenrollmentof Subscribersvho
do notlive or work insideour ServiceArea.

Dependenthildrenof the Subscribeor of the
Subscriber'sSpousenaylive anywhereansideor outside
our ServiceArea.OtherDependentsnay live anywhere,
exceptthattheyarenot eligible to enroll or to continue
enrollmentif theylive in or moveto the serviceareaof
anotherRegion.
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If youarenoteligible to continueenrollmentbecause
you live in or moveto the serviceareaof another
Region,pleasecontactyour Groupto learnaboutyour
Grouphealthcareoptions:

Regionsoutside California. You maybeableto
enrollin theserviceareaof anotheRegionif thereis
anagreemenbetweeryour GroupandthatRegion,
buttheplan,including coveragepremiumsand
eligibility requirementsmight notbethesameas
underthisEOC

Southern California Region’sservicearea. Your
Groupmayhaveanarrangemenivith usthatpermits
membershipn the SouthernCaliforniaRegion,but
theplan,including coveragepremiumsand
eligibility requirementsmightnotbethesameas
underthis EOC. All termsandconditionsin your
applicationfor enrollmentin the NorthernCalifornia
Region,includingthe Arbitration Agreementwill
continueto applyif the Subscribedoesnot submita
newenrolimentform

For moreinformationaboutthe serviceareasof the other
Regionspleasecall our MemberServiceContactCenter.

Eligibility as a Subscriber

You maybeeligible to enrollandcontinueenrolimentas
a Subscribeif you are:

An employeeof your Group
A proprietoror partnerof your Group

Otherwiseentitledto coveragaunderatrust
agreementietirementenefitprogram,or
employmentontract(unlessthe InternalRevenue
Serviceconsiders/ou self-employed)

Eligibility as a Dependent

Enrolling a Dependent

Dependentligibility is subjectto your Group’s
eligibility requirementswhich arenotdescribedn this
EOC. You canobtainyour Group’seligibility
requirementslirectly from your Group.If youarea
Subscribeunderthis EOCandif your Groupallows
enrolimentof DependentsealthPlanallowsthe
following persongo enroll asyour Dependentsinder
thiseOC,

Your Spouse

Your or your Spouse’Dependenthildren,who meet
therequirementslescribedunder‘Age limit of
Dependenthildren,”if theyareany of thefollowing:

sons,daughtersor stepchildren
adoptecthildren
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childrenplacedwith you for adoption,but not
including childrenplacedwith you for fostercare

childrenfor whomyou or your Spouses the
court-appointedjuardian(or waswhenthe child
reachechgel8)

Childrenwhoseparentis a Dependentinderyour
family coveragdincludingadoptecchildrenand
childrenplacedwith your Dependentor adoption,
but notincluding childrenplacedwith your
Dependentor fostercare)if theymeetall of the
following requirements:

theyarenot marriedanddo not havea domestic
partner(for the purpose®f this requiremenbnly,
“domesticpartner’'meanssomeonavhois
registerecandlegally recognizechsa domestic
partnerby California)

theymeettherequirementslescribedinder‘Age
limit of Dependenthildren”

theyreceiveall of their supportandmaintenance
from you or your Spouse

theypermanentlyesidewith you or your Spouse

CertainDependentsnay continuetheir memberships

for alimited time aftermembershipvould otherwise
terminateasa resultof the Subscriber'sleathif
permittedby your Group(pleaseaskyour Groupfor
details)

If youhavea baby

If you havea babywhile enrolledunderthis EOC, the
babyis notautomaticallyenrolledin this plan.The
Subscribemustrequesenrollmentof thebabyas
describedunder“Specialenrollment”in the“How to
Enroll andWhenCoverageBegins”sectionbelow. If the
Subscribedoesnot requesenrolimentwithin this
specialenrollmentperiod,the babywill only be covered
underthis planfor 31 days(includingthe dateof birth),
or until the datethe babyis enrolledin othercoverage,
whicheverhappendirst.

Agelimit of Dependenthildren
Childrenmustbeunderage26 asof the effectivedateto
enrollasa Dependentnderyour plan.

Dependenthildrenareeligible to remainon the plan
throughthe endof the calendarear,aslong astheyare
undertheagelimit onthe effectivedateof thisEOC.
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Dependenthildrenof the Subscribeor Spouse
(includingadoptedchildrenandchildrenplacedwith you
for adoption but notincluding childrenplacedwith you
for fostercare)who reachthe agelimit maycontinue
coveragaunderthis EOCIf all of thefollowing
conditionsaremet:

Theymeetall requirementso be a Dependenéexcept
for theagelimit

Your Grouppermitsenrolimentof Dependents

Theyareincapableof self-sustainingemployment
becausef a physically-or mentally-disablingnjury,
illness,or conditionthatoccurrecbeforetheyreached
theagelimit for Dependents

Theyreceive50 percentor moreof their supportand
maintenancéom you or your Spouse

You give usproof of theirincapacityanddependency
within 60 daysafterwe requesit (see“Disabled
Dependentertification” belowin this “Eligibility as
aDependent’section)

DisabledDependentertification

Oneof therequirementgor a Dependento beeligible to
continuecoverageasadisabledDependents thatthe
Subscribemustprovideusdocumentatiomf the
dependent’incapacityanddependencyasfollows:

If thechild is a Member,we will sendthe Subscriber
anoticeof the Dependent’snembershigermination
dueto lossof eligibility atleast90 daysbeforethe
datecoveragewill enddueto reachingtheagelimit.
The Dependent'snembershipill terminateas
describedn our noticeunlessthe Subscribeprovides
usdocumentatiomf the Dependent’sncapacityand
dependencyvithin 60 daysof receiptof our notice
andwe determinghatthe Dependenis eligible asa
disableddependentf the Subscribeprovidesusthis
documentatiorn the specifiedtime periodandwe do
not makea determinatiorabouteligibility beforethe
terminationdate,coveragewill continueuntil we
makea determinationlf we determinethatthe
Dependentoesnot meettheeligibility requirements
asadisableddependentyve will notify the Subscriber
thatthe Dependenis noteligible andlet the
Subscribeknow the membershigerminationdate.If
we determinghatthe Dependenis eligible asa
disableddependentherewill beno lapsein
coverageAlso, startingtwo yearsafterthe datethat
the Dependenteachedheagelimit, the Subscriber
mustprovideusdocumentatiorf the Dependent’s
incapacityanddependencgnnuallywithin 60 days
afterwe requesit sothatwe candeterminef the
Dependentontinuedo beeligible asa disabled
dependent
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If thechild is notaMemberbecausegou arechanging
coverageyou mustgive usproof, within 60 days
afterwe requesit, of thechild’s incapacityand
dependencwgswell asproof of the child’s coverage
underyour prior coverageln thefuture,you must
provideproof of thechild’s continuedncapacityand
dependencyvithin 60 daysafteryou receiveour
requestput not morefrequentlythanannually

If the Subscriberis enrolledunder a Kaiser
PermanenteMedicareplan

Thedependeneligibility rulesdescribedn the
“Eligibility asaDependent’sectionalsoapplyif youare
asubscribeundera KaiserPermanent®edicareplan
offeredby your Group(pleaseaskyour Groupabout
your membershipptions).All of yourdependentsvho
areenrolledunderthis or any othernon-Medicare
evidenceof coveragefferedby your Groupmustbe
enrolledunderthe samenon-Medicaresvidenceof
coverageA “non-Medicare”evidenceof coveragds one
thatdoesnotrequirememberdo haveMedicare.

Persons barred from enrolling

You cannotenrollif you havehadyour entitlemento
receiveServiceghroughHealthPlanterminatedor
cause.

Members with Medicare and retirees

This EOCis notintendedfor mostMedicare
beneficiarieandsomeGroupsdo not offer coverageo
retireeslIf, duringthetermof thisEOC, you are(or
becomekligible for Medicareor you retire,pleaseask
your Groupaboutyour membershipptionsasfollows:

If aSubscribewho hasMedicarePartB retiresand
the Subscriber'sGrouphasa KaiserPermanente
SeniorAdvantageplanfor retireesthe Subscriber
shouldenrollin the planif eligible

If the Subscribehasdependents/ho haveMedicare
andyour Grouphasa KaiserPermanent&enior
Advantageplan (or of oneour otherplansthatrequire
membergo haveMedicare) the Subscribemaybe
ableto enrollthemasdependentanderthatplan

If the Subscriberetiresandyour Groupdoesnot
offer coveragedo retireesyou maybeeligible to
continuemembershi@sdescribedn the
“Continuationof Membership“section

If federallaw requiresthatyour Group’shealthcare
coveragebe primaryandMedicarecoveragebe
secondaryyour coveragaunderthis EOCwill bethe
sameasit would beif you hadnotbecomeeligible for
Medicare However,you mayalsobeeligible to
enrollin KaiserPermanent&eniorAdvantage
throughyour Groupif you haveMedicarePartB
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If you are(or becomekligible for Medicareandare
in a classof beneficiariesor which your Group’s
healthcarecoveragéds secondaryo Medicare,you
shouldconsiderenrollmentin KaiserPermanente
SeniorAdvantagehroughyour Groupif you are
eligible

If noneof theaboveappliesto you andyou are
eligible for Medicareor youretire, pleaseaskyour
Groupaboutyour membershimptions

Note:If you areenrolledin a Medicareplanandlose
Medicareeligibility, you maybeableto enroll underthis
EOCIif permittedby your Group(pleaseaskyour Group
for details).

WhenMedicareis primary

Your Group’sPremiumamayincreasef you are(or
becomekligible for MedicarePartA or B asprimary
coverageandyou arenot enrolledthroughyour Group
in KaiserPermanent&eniorAdvantageor anyreason
(evenif you arenoteligible to enroll or theplanis not
availableto you).

WhenMedicareis secondary

Medicareis the primary coverageexceptwhenfederal
law requiresthatyour Group’shealthcarecoveragebe
primaryandMedicarecoveragehe secondaryMembers
who haveMedicarewhenMedicareis secondarypy law
aresubjectto thesamePremiumsandreceivethe same
benefitsasMemberswho areunderage65 anddo not
haveMedicare.In addition,any suchMemberfor whom
Medicareis secondarypy law andwho meetsthe
eligibility requirementgor the KaiserPermanent&enior
AdvantageplanapplicablewhenMedicareis secondary
mayalsoenrollin thatplanif it is available. These
Membergreceivethe benefitsandcoveragedescribedn
this EOCandthe KaiserPermanent&eniorAdvantage
evidenceof coverageapplicablevhenMedicareis
secondary.

Medicare late enroliment penalties

If youbecomeeligible for MedicarePartB anddo not
enroll, Medicaremayrequireyouto payalate
enrolimentpenaltyif you laterenrollin MedicarePartB.
However,if youdelayenrollmentin PartB becausegou
or your spouserestill working andhavecoverage
throughanemployergrouphealthplan,you may not
haveto paythe penalty.Also, if youare(or become)
eligible for Medicareandgo without creditable
prescriptiondrug coveraggdrug coveragehatis atleast
asgoodasthe standardviedicarePartD prescription
drugcoveragefor a continuousperiodof 63 daysor
more,you mayhaveto paya late enrolimentpenaltyif
you latersignup for Medicareprescriptiondrug
coveragelf you are(or becomekligible for Medicare,
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your Groupis responsibldor informing you about
whetheryour drugcoveragainderthis EOCis creditable
prescriptiondrug coveragetthetimesrequiredby the
Centerdor Medicare& MedicaidServicesandupon
your request.

How to Enroll and When Coverage
Begins

Your Groupis requiredto inform youwhenyou are
eligible to enrollandwhatyour effectivedateof
coveragas. If youareeligible to enrollasdescribed
under“Who Is Eligible” in this “Premiums Eligibility,
andEnrollment”section.enrolimentis permittedas
describedelowandmembershipeginsat the beginning
(12:00a.m.)of the effectivedateof coveragendicated
below,exceptthatyour Groupmay haveadditional
requirementswhich allow enrollmentin othersituations.

If you areeligible to bea Dependentinderthis EOCbut
thesubscribein your family is enrolledundera Kaiser
Permanent&eniorAdvantageevidenceof coverage
offeredby your Group,therulesfor enrolimentof
Dependentn this “How to Enroll andWhenCoverage
Begins”sectionapply,nottherulesfor enrollmentof
dependentm the subscriber'svidenceof coverage.

New employees

Whenyour Groupinformsyou thatyou areeligible to
enrollasa Subscriberyou mayenroll yourselfandany
eligible Dependentby submittinga HealthPlan-
approvecenrollmentapplicationto your Groupwithin 31
days.

Effective dateof coverage

The effectivedateof coveragdor newemployeesand
their eligible family Dependentss determineddy your
Groupin accordwith waiting periodrequirementn
stateandfederallaw. Your Groupis requiredto inform
the Subscribeof the dateyour membershipecomes
effective.Forexamplejf the hire dateof anotherwise-
eligible employeeas Januaryl9, the waiting period
beginson Januaryl9 andthe effectivedateof coverage
cannotbeanylaterthanApril 19. Note: If theeffective
dateof your Group’scoverages alwayson thefirst day
of themonth,in this examplethe effectivedatecannotbe
anylaterthanApril 1.

Open enroliment

You mayenrollasa Subscribefalongwith anyeligible
DependentsandexistingSubscribersnayaddeligible
Dependentsyy submittinga HealthPlan-approved
enrollmentapplicationto your Groupduringyour
Group’sopenenrolimentperiod.Your Groupwill letyou
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know whenthe openenrollmentperiodbeginsandends
andthe effectivedateof coverage.

Special enroliment

If you donotenrollwhenyou arefirst eligible andlater
wantto enroll, you canenroll only duringopen
enrollmentunlessoneof thefollowing is true:

You becomeeligible becausgou experience
qualifying event(sometime<alleda “triggering
event”)asdescribedn this “Specialenrollment”
section

You did notenrollin any coverageofferedby your
Groupwhenyou werefirst eligible andyour Group
doesnot give usawritten statementhatverifiesyou
signeda documenthatexplainedrestrictionsabout
enrollingin thefuture. The effectivedateof an
enrollmentresultingfrom this provisionis no later
thanthefirst day of the monthfollowing the dateyour
Groupreceivesa HealthPlan-approvedenrolimentor
changeof enrolimentapplicationfrom the Subscriber

Specialenrollmentdueto newDependents

You mayenrollasa Subscribefalongwith eligible
DependentsandexistingSubscribersnayaddeligible
Dependentsyithin 30 daysaftermarriage gstablishment
of domestigpartnershipbirth, adoption,or placementor
adoptionby submittingto your Groupa HealthPlan-
approvecenrollmentapplication.

The effectivedateof anenrollmentresultingfrom
marriageor establishmenof domestigpartnershipgs no
laterthanthefirst day of themonthfollowing the date
your Groupreceivesanenrollmentapplicationfrom the
SubscriberEnrolimentsdueto birth, adoption,or
placemenfor adoptionareeffectiveon the dateof birth,
dateof adoption,or thedateyou or your Spousehave
newly assumed legalright to controlhealthcarein
anticipationof adoption.

Specialenrollmentdueto lossof other coverage

You mayenrollasa Subscribefalongwith anyeligible
DependentsandexistingSubscribersnayaddeligible
Dependentsf all of thefollowing aretrue:

The Subscribeor atleastoneof the Dependenttad
othercoveragaevhentheypreviouslydeclinedall
coverageahroughyour Group

Thelossof theothercoverages dueto oneof the
following:

exhaustiorof COBRA coverage

terminationof employercontributionsfor non-
COBRAcoverage

lossof eligibility for non-COBRAcoveragebut
notterminationfor causeor terminationfrom an
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individual (nongroup)planfor nonpaymentkor
examplethislossof eligibility maybedueto legal
separatioror divorce,movingout of theplan’s
serviceareareachingtheagelimit for dependent
children,or the subscriber'sleath terminationof
employmentpr reductionin hoursof employment

lossof eligibility (butnotterminationfor cause)
for coveragehroughCoveredCalifornia,
MedicaidcoveraggknownasMedi-Calin
California), Children’sHealthinsuranceProgram
coverageor Medi-Cal AccessProgramcoverage

reachinga lifetime maximumon all benefits

Note:If you areenrollingyourselfasa Subscribealong
with atleastoneeligible Dependentpnly oneof you
mustmeettherequirementstatedabove.

To requesenrollmentthe Subscribemustsubmita
HealthPlan-approvecdenrolimentor changeof
enrolimentapplicationto your Groupwithin 30 days
afterlossof othercoverageexceptthatthetimeframefor
submittingthe applicationis 60 daysif youare
requestingenrolimentdueto lossof eligibility for
coverageahroughCoveredCalifornia,Medicaid,
Children’sHealthinsuranceProgrampor Medi-Cal
AccessProgramcoverageThe effectivedateof an
enrollmentresultingfrom lossof othercoveragas no
laterthanthefirst day of themonthfollowing the date
your Groupreceivesanenrollmentor changeof
enrollmentapplicationfrom the Subscriber.

Specialenrollmentdueto court or administrativeorder
Within 30 daysafterthedateof a courtor administrative
orderrequiringa Subscribeto providehealthcare
coveragdor a Spouseor child who meetsthe eligibility
requirementasa Dependentthe Subscribemayaddthe
Spouseor child asa Dependenby submittingto your
Groupa HealthPlar-approvedenrollmentor changeof
enrollmentapplication.

Theeffectivedateof coverageesultingfrom acourtor
administrativeorderis thefirst of the monthfollowing
the datewe receivethe enrollmentrequestunlessyour
Groupspecifiesa differenteffectivedate(if your Group
specifiesa differenteffectivedate the effectivedate
cannotbe earlierthanthe dateof the order).

Specialenrolimentdueto eligibility for premium
assistance

You mayenrollasa Subscribefalongwith eligible
DependentsandexistingSubscribersnayaddeligible
Dependentsf you or adependenbecomeeligible for
premiumassistancéhroughthe Medi-Cal program.
Premiumassistancés whenthe Medi-Cal programpays
all or partof premiumsfor employergroupcoverageor
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aMedi-Calbeneficiary.To requesenrollmentin your
Group’shealthcarecoveragethe Subscribemust
submita HealthPlan-approvedenrollmentor changeof
enrollmentapplicationto your Groupwithin 30 days
afteryouor adependenbecomeeligible for premium
assistancePleasecontactthe California Departmenbf
HealthCareServicedo find outif premiumassistances
availableandtheeligibility requirements.

Specialenrolimentdueto reemploymentfter military
service

If youterminatedyour healthcarecoveragebecauseou
werecalledto activeduty in themilitary service you
may be ableto reenrollin your Group’shealthplanif
requiredby stateor federallaw. Pleaseaskyour Group
for moreinformation.

Other specialenrollmentevents

You mayenrollasa Subscribefalongwith anyeligible
Dependentsif you or your Dependentsverenot
previouslyenrolled,andexistingSubscribersnayadd
eligible Dependentsiot previouslyenrolled,if anyof the
following aretrue:

You loseemploymenfor areasorotherthangross
misconduct

Your employmenhoursarereduced

You area Dependenbf someonavho becomes
entitledto Medicare

You becomedivorcedor legally separated
You area Dependenbf someonavho dies

A HealthBenefitExchanggsuchasCovered
California) determineghatoneof thefollowing
occurredbecaus@f misconducbnthepartof anon-
Exchangeentity thatprovidedenrollmentassistance
or conductecdenrolimentactivities:

aqualifiedindividual wasnotenrolledin a
qualified healthplan

aqualifiedindividual wasnot enrolledin the
qualifiedhealthplanthattheindividual selected

aqualifiedindividualis eligible for, butis not
receiving,advancgaymentof the premiumtax
creditor costsharereductions

To requesspecialenroliment,you mustsubmita Health
Plan-approve@nrollmentapplicationto your Group
within 30 daysafterlossof othercoverageYou maybe
requiredto providedocumentationthatyou have
experiencea qualifying event.Membershigbecomes
effectiveeitheron thefirst day of the nextmonth(for
applicationghatarereceivedby thefifteenthdayof a
month)or onthefirst day of the monthfollowing the
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nextmonth(for applicationghatarereceivedafterthe
fifteenthdayof amonth).

Note:If you areenrollingasa Subscribealongwith at
leastoneeligible Dependentpnly oneof you mustmeet
oneof therequirementstatedabove.

How to Obtain Services

As aMember,you areselectingour medicalcare
programto provideyour healthcare.You mustreceive
all coveredcarefrom PlanProvidersinsideour Service
Area,exceptasdescribedn the sectiondisted belowfor
thefollowing Services:

Authorizedreferralsasdescribedinder‘Getting a
Referral”in this “How to ObtainServices"section

EmergencyambulanceServicesasdescribedunder
“AmbulanceServices’in the“Benefits” section

EmergencyServicesPost-StabilizatiorCare,and
Out-of-AreaUrgentCareasdescribedn the
“EmergencyServicesandUrgentCare”section

Hospicecareasdescribedinder‘HospiceCare”in
the“Benefits” section

Visiting MemberServicesasdescribedunder
“ReceivingCareOutsideof Your HomeRegion”in
this “How to ObtainServices’section

Our medicalcareprogramgivesyou accesso all of the
coveredServicesyou mayneed suchasroutinecare
with your own personaPlanPhysicianhospitalcare,
laboratoryandpharmacyServicesEmergencyservices,
UrgentCare,andotherbenefitsdescribedn this EOC.

Routine Care

If youneedthefollowing Servicesyou shouldschedule
anappointment:

PreventiveServices

Periodicfollow-up care(regularlyscheduledollow-
up care,suchasvisits to monitora chroniccondition)

Othercarethatis notUrgentCare

To requesi hon-urgenappointmentyou cancall your
local PlanFacility or requesthe appointmenbnline. For
appointmenphonenumberspleasereferto our Provider
Directoryor call our MemberServiceContactCenter.To
requestinappointmenbnline,go to our websiteat
kp.org.
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Urgent Care

An UrgentCareneedis onethatrequirespromptmedical
attentionbutis notan EmergencyMedical Condition. If
you think you mayneedUrgentCare,call the
appropriateappointmenbr advicephonenumberat a
PlanFacility. For phonenumberspleasereferto our
ProviderDirectoryor call our MemberServiceContact
Center.

ForinformationaboutOut-of-AreaUrgentCare,please

referto “Urgent Care”in the“EmergencyServicesand
UrgentCare”section.

Not Sure What Kind of Care You Need?

Sometimest’s difficult to knowwhatkind of careyou
need sowe havelicensedhealthcareprofessionals
availableto assistyou by phone24 hoursa day,seven
daysaweek.Herearesomeof thewaystheycanhelp
you:

Theycananswemuestionsabouta healthconcern,
andinstructyou on self-careat homeif appropriate

Theycanadviseyou aboutwhetheryou shouldget
medicalcare,andhow andwhereto getcare(for
examplejf you arenot surewhetheryour conditionis
anEmergencyMedical Condition,theycanhelpyou
decidewhetheryou needEmergencyserviceor
UrgentCare,andhow andwhereto getthatcare)

Theycantell youwhatto doif you needcareanda
PlanMedical Office is closedor you areoutsideour
ServiceArea

You canreachoneof thesdicensedhealthcare
professionaldy calling theappointmenbr advicephone
number(for phonenumbersyeferto our Provider
Directoryor call our MemberServiceContactCenter).
Whenyou call, atrainedsupportpersonmay askyou
guestiongo helpdetermineéhowto directyour call.

Your Personal Plan Physician

PersonaPlanPhysiciangrovideprimary careandplay
animportantrole in coordinatingcare,including hospital
staysandreferralsto specialists.

We encourageg/ou to choosea personaPlanPhysician.
You maychooseanyavailablepersonaPlanPhysician.
Parentsnaychoosea pediatricianasthe personaPlan
Physicianfor their child. Most personaPlanPhysicians
arePrimaryCarePhysicianggeneralistsn internal
medicine pediatricsor family practice,or specialistsn
obstetrics/gynecologwhomthe Medical Group
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designatessPrimaryCarePhysicians)Somespecialists

who arenot designatedsPrimaryCarePhysiciandut
who alsoprovideprimary caremay beavailableas
personaPlanPhysiciansFor example somespecialists
in internalmedicineandobstetrics/gynecologyho are
notdesignate@sPrimaryCarePhysiciansnaybe
availableaspersonaPlanPhysiciansHowever,if you
choosea specialistvhois notdesignatecsa Primary
CarePhysiciamasyour personaPlanPhysicianthe Cost
Sharefor a PhysicianSpecialistVisit will applyto all
visits with the specialistexceptfor routinepreventive
visits listedunder‘PreventiveServices’in the
“Benefits” section.

To learnhowto selector changeo a differentpersonal
PlanPhysicianyisit our websiteatkp.org or call our
MemberServiceContactCenter Referto our Provider
Directoryfor alist of physicianghatareavailableas
PrimaryCarePhysiciansThedirectoryis updated
periodically. Theavailability of PrimaryCarePhysicians
maychangelf you havequestionspleasecall our
MemberServiceContactCenter.You canchangeyour
personaPlanPhysicianat anytime for anyreason.

Getting a Referral

Referrals to Plan Providers

A PlanPhysicianmustreferyou beforeyou canreceive
carefrom specialistssuchasspecialistsn surgery,
orthopedicsgardiology,oncology,dermatologyand
physical,occupationalandspeechherapiesAlso, a
PlanPhysicianmustreferyou beforeyou cangetcare
from Qualified Autism ServiceProviderscoveredunder
“BehavioralHealthTreatmenfor Pervasive
DevelopmentabDisorderor Autism” in the “Benefits”
section However,you do not needareferralor prior
authorizatiorto receivemostcarefrom any of the
following PlanProviders:

Your personaPlanPhysician

Generalistsn internalmedicine pediatricsand
family practice

Specialistsn optometry mentalhealthServices,
substanceisedisordertreatmentand
obstetrics/gynecology

A PlanPhysicianmustreferyou beforeyou cangetcare
from a specialistin urology exceptthatyou do notneeda
referralto receiveServicegelatedto sexualor
reproductivehealth,suchasavasectomy.
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Althoughareferralor prior authorizatioris notrequired
to receivemostcarefrom theseproviders areferralmay
berequiredin thefollowing situations:

Theprovidermayhaveto getprior authorizatiorfor
certainServicedn accordwith “Medical Group
authorizatiorprocedurdor certainreferrals”in this
“Getting a Referral”section

Theprovidermayhaveto referyouto a specialist
who hasa clinical backgroundelatedto yourillness
or condition

Standing referrals

If aPlanPhysicianrefersyouto aspecialistthereferral
will befor aspecifictreatmenplan.Your treatmenplan
may includeastandingreferralif ongoingcarefrom the
specialists prescribedFor examplejf you havea life-
threateningdegenerativegr disablingcondition,you can
getastandingreferralto a specialisif ongoingcarefrom
the specialists required.

Medical Group authorization procedure for
certain referrals

Thefollowing areexamplef Serviceghatrequireprior
authorizatiorby the Medical Groupfor the Servicego
be covered(“prior authorization’meanghatthe Medical
Groupmustapprovethe Servicesn advance):

Durablemedicalequipment
Ostomyandurologicalsupplies
Servicemot availablefrom PlanProviders
Transplants

Utilization Managemen(‘UM”) is a procesghat
determinesvhethera Servicerecommendedly your
treatingprovideris Medically Necessaryor you. Prior
authorizatioris aUM procesghatdeterminesvhether
therequestedervicesareMedically Necessarpefore
careis provided.If it is Medically Necessarythenyou
will receiveauthorizatiorto obtainthatcarein a
clinically appropriatglaceconsistentvith thetermsof
your healthcoverageDecisionsregardingrequestg$or
authorizatiorwill be madeonly by licensedphysicians
or otherappropriatelyicensedmedicalprofessionals.

Forthecompletdist of Serviceghatrequireprior
authorizationandthe criteriathatareusedto make
authorizatiordecisionspleasevisit our websiteat
kp.org/UM or call our MemberServiceContactCenter
to request printedcopy.

Pleaseeferto “Post-StabilizatiorCare” under
“EmergencyServices’in the"EmergencyServicesand
UrgentCare”sectionfor authorizatiorrequirementshat
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applyto Post-StabilizatiotCarefrom Non-Plan
Providers.

Additional information aboutprior authorizationfor
durable medicalequipmentand ostomyand urological
supplies

Theprior authorizatiorprocesgor durablemedical
equipmenendostomyandurologicalsuppliesincludes
theuseof formularyguidelines Theseguidelineswere
developedyy a multidisciplinaryclinical andoperational
work groupwith reviewandinput from PlanPhysicians
andmedicalprofessionalsvith clinical expertiseThe
formularyguidelinesareperiodicallyupdatedo keep
pacewith changesn medicaltechnologyandclinical
practice.

If your PlanPhysicianprescribe®neof theseitems,they
will submitawritten referralin accordwith the UM
processlescribedn this “Medical Groupauthorization
procedurdor certainreferrals”section.f theformulary
guidelinesdo not specifythatthe prescribedtemis
appropriatgor your medicalcondition,thereferralwill
be submittecto the Medical Group’sdesignedlan
Physicianwho will makeanauthorizatiordecisionas
describedunder‘Medical Group’sdecisiontime frames”
in this “Medical Groupauthorizatiorprocedurdor
certainreferrals”section.

Medical Group’s decisiontime frames
TheapplicableMedical Groupdesigneavill makethe
authorizatiordecisionwithin thetime frameappropriate
for your condition,but no laterthanfive businesglays
afterreceivingall of theinformation(including
additionalexaminatiorandtestresults)reasonably
necessaryo makethedecisionexceptthatdecisions
abouturgentServiceswill bemadeno laterthan72
hoursafterreceiptof theinformationreasonably
necessaryo makethedecision.If the MedicalGroup
needamoretime to makethe decisionbecausét doesn't
haveinformationreasonablynecessaryo makethe
decision,or becausét hasrequestedonsultatiorby a
particularspecialistyou andyour treatingphysicianwill
beinformedaboutthe additionalinformation,testing,or
specialisthatis neededandthe datethatthe Medical
Groupexpectdo makea decision.

Your treatingphysicianwill beinformedof thedecision
within 24 hoursafterthedecisionis made.If the Services
areauthorizedyour physicianwill beinformedof the
scopeof theauthorizedServiceslf the Medical Group
doesnot authorizeall of the ServicesHealthPlanwill
sendyou awritten decisionandexplanatiorwithin two
businesslaysafterthe decisionis made Any written
criteriathatthe Medical Groupusesto makethe decision
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to authorize modify, delay,or denytherequesfor
authorizatiorwill be madeavailableto you uponrequest.

If the Medical Groupdoesnotauthorizeall of the
Servicegequesteé@ndyou wantto appeakthedecision,
you canfile agrievanceasdescribedinder‘Grievances
in the “Dispute Resolution”section.

ForthesereferralServicesyou paythe CostShare
requiredfor Servicegrovidedby a PlanProvideras
describedn thisEOC.

Travel and lodging for certain referrals

Thefollowing areexamplesf whenwe will arrangeor
providereimbursemenfor certaintravelandlodging
expensed accordwith our TravelandLodging
ProgramDescription:

If Medical Grouprefersyouto a providerthatis more
than50 milesfrom whereyou live for certain
specialtyServicessuchasbariatricsurgery,complex
thoracicsurgery transplannephrectomyor inpatient
chemotherapyor leukemiaandlymphoma

If Medical Grouprefersyouto a providerthatis
outsideour ServiceAreafor certainspecialtyServices
suchasatransplanbr transgendesurgery

Forthecompletdist of specialtyServicedor whichwe
will arrangeor providereimbursementor traveland
lodging expenseghe amountof reimbursement,
limitationsandexclusionsandhowto request
reimbursemenfpleasereferto the TravelandLodging
ProgramDescription.The TravelandLodging Program
Descriptionis availableonlineat kp.org/specialty-
care/travel-reimbursementsor by calling our Member
ServiceContactCenter.

Completion of Services from Non-Plan
Providers

NewMember

If youarecurrentlyreceivingServicesrom a Non-Plan
Providerin oneof the casedistedbelowunder
“Eligibility” andyour prior plan’scoverageof the
provider'sServiceshasendedor will endwhenyour
coveragevith usbecomesffective,youmaybeeligible
for limited coverageof thatNon-PlanProvider’s
Services.

Terminatedprovider

If you arecurrentlyreceivingcoveredServicesn oneof
the casedisted belowunder“Eligibility” from aPlan
Hospitalor a PlanPhysician(or certainotherproviders)
whenour contractwith the providerends(for reasons
otherthanmedicaldisciplinarycauseor criminal
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activity), you maybeeligible for limited coverageof that
terminatedorovider'sServices.

Eligibility
The casedhataresubjectto this completionof Services
provisionare:

coverageaf you areanewMemberor within 180days
of theterminationdateof theterminatedprovider

To qualify for this completionof Servicescoverageall
of thefollowing requirementsnustbe met:

Your HealthPlancoveragas in effecton thedateyou

Acute conditionswhich aremedicalconditionsthat
involve a sudderonsetof symptomsdueto anillness,
injury, or othermedicalproblemthatrequiresprompt
medicalattentionandhasa limited duration.We may
covertheseServiceauntil theacuteconditionends

Seriouschronicconditionsuntil theearlierof (1) 12
monthsfrom your effectivedateof coveragef you
areanewMember,(2) 12 monthsfrom the
terminationdateof theterminatedprovider,or (3) the
first dayaftera courseof treatmenis completewhen
it would be safeto transferyour careto a Plan
Provider,asdeterminedy KaiserPermanentafter
consultatiorwith the MemberandNon-PlanProvider
andconsistentvith goodprofessionapractice.
Seriouschronicconditionsareillnessesor other
medicalconditionsthatareseriousjf oneof the
following is true aboutthe condition:

it persistawithoutfull cure
it worsensoveranextendederiodof time

it requiresongoingtreatmento maintain
remissionor preventdeterioration

Pregnancyndimmediatepostpartuncare.We may
covertheseServicedor the durationof the pregnancy
andimmediatepostpartuncare

Mentalhealthconditionsin pregnanMembersthat
occur,or canimpactthe Member,duringpregnancy
or duringthe postpartunperiodincluding,but not
limited to, postpartundepressionWe may cover
completionof theseServicesor upto 12 months
from the mentalhealthdiagnosisor from the endof
pregnancywhicheveroccurslater

Terminalillnesseswhich areincurableor irreversible
illnesseghathavea high probability of causingdeath
within ayearor less.We may covercompletionof
theseServicedor the durationof theillness

Childrenunderage3. We may covercompletionof
theseServiceauntil the earlierof (1) 12 monthsfrom
thechild’s effectivedateof coveragdf thechildis a
newMember,(2) 12 monthsfrom thetermination
dateof theterminatedprovider,or (3) thechild’s third
birthday

Surgeryor anotherprocedurdhatis documenteds
partof a courseof treatmentindhasbeen
recommendednddocumentedby the providerto
occurwithin 180daysof your effectivedateof

receivethe Services

FornewMembersyour prior plan’s coverageof the
provider'sServiceshasendedor will endwhenyour
coveragevith usbecome=ffective

You arereceivingServicesn oneof the casedisted
abovefrom a Non-PlanProvideron your effective
dateof coveragéef you areanewMember,or from
theterminatedPlanProviderontheprovider’'s
terminationdate

FornewMemberswhenyou enrolledin HealthPlan,
you did not havethe optionto continuewith your
previoushealthplanor to chooseanothemplan
(includingan out-of-networkoption) thatwould cover
the Servicef your currentNon-PlanProvider

Theprovideragreeso our standarccontractuaterms
andconditions,suchasconditionspertainingto
paymentandto providing Servicesnsideour Service
Area(therequirementhatthe provideragreeto
providing Servicednsideour ServiceAreadoesn't
applyif youwerereceivingcoveredServicedrom the
provideroutsidethe ServiceAreawhenthe provider’'s
contractterminated)

The Servicego beprovidedto youwould becovered
Servicesunderthis EOCif providedby a Plan
Provider

You requestompletionof Serviceswithin 30 days
(or assoonasreasonablyossible)rom your
effectivedateof coveragef you areanewMember
or from theterminationdateof the PlanProvider

For completionof Servicesyou paythe CostShare
requiredfor Servicesprovidedby a PlanProvideras
describedn thisEOC.

More information

For moreinformationaboutthis provision,or to request
the Servicesor a copyof our “Completionof Covered
Services"policy, pleasecall our MemberService
ContactCenter.

Second Opinions

If youwanta secondpinion,you canaskMember
Servicedo helpyou arrangeonewith a PlanPhysician
whois anappropriatelyqualified medicalprofessional
for your condition.If thereisn’t a PlanPhysiciarwhois
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anappropriatelygualified medicalprofessionafor your
condition,MemberServiceswill helpyouarrangea
consultatiorwith a Non-PlanPhysicianfor a second
opinion.For purpose®f this “SecondOpinions”
provision,an“appropriatelyqualified medical
professional’is a physicianwhois actingwithin their
scopeof practiceandwho possessesclinical
backgroundincludingtrainingandexpertiserelatedto
theillnessor conditionassociateavith therequesfor a
secondnedicalopinion.

Herearesomeexamplef whena secondpinionmay
be providedor authorized:

Your PlanPhysicianhasrecommended procedure
andyou areunsureaboutwhetherthe proceduras
reasonabler necessary

You questiona diagnosisor planof carefor a
conditionthatthreatensubstantialmpairmentor loss
of life, limb, or bodily functions

Theclinical indicationsarenot clearor arecomplex
andconfusing

A diagnosidgs in doubtdueto conflicting testresults

ThePlanPhysicianis unableto diagnosehe
condition

Thetreatmenplanin progresss notimprovingyour
medicalconditionwithin anappropriateperiodof
time, giventhe diagnosisandplanof care

You haveconcernsaboutthe diagnosisor planof care

An authorizatioror denialof your requesfor asecond
opinionwill beprovidedin anexpeditiouamanneras
appropriatgor your condition.If yourrequesfor a
seconcdopinionis denied,youwill be notified in writing
of thereasongor the denialandof yourright to file a
grievanceasdescribedinder‘Grievances’in the
“Dispute Resolution”section.

ForthesereferralServicesyou paythe CostShare
requiredfor Servicesprovidedby a PlanProvideras
describedn thisEOC.

Contracts with Plan Providers

How Plan Providers are paid

HealthPlanandPlanProvidersareindependent
contractorsPlanProvidersarepaidin a numberof ways,
suchassalary,capitation perdiemrates caserates fee
for service,andincentivepaymentsTo learnmoreabout
how PlanPhysiciansarepaidto provideor arrange
medicalandhospitalcarefor Members pleasevisit our
websiteat kp.org or call our MemberServiceContact
Center.
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Financial liability

Our contractswith PlanProvidersprovidethatyou are
notliable for anyamountsve owe.However,you may
haveto paythefull price of noncoveredervicesyou
obtainfrom PlanProvidersor Non-PlanProviders.

Whenyou arereferredto a PlanProviderfor covered
Servicesyou paythe CostSharerequiredfor Services
from thatproviderasdescribedn thisEOC.

Termination of a Plan Provider’s contract

If our contractwith anyPlanProviderterminateswhile
you areunderthe careof thatprovider,we will retain
financialresponsibilityfor the coveredServices/ou
receivefrom thatprovideruntil we makearrangements
for the Servicedo be providedby anotherPlanProvider
andnotify you of thearrangementsyou maybeeligible
to receiveServicesdrom aterminatedorovider;please
referto “Completionof Servicefrom Non-Plan
Providers”under‘Getting a Referral”in this “How to
ObtainServices"section.

Providergroupsand hospitals

If you areassignedo a providergroupor hospitalwhose
contractwith usterminatespr if you live within 15 miles
of ahospitalwhosecontractwith usterminatesye will
give you written noticeat least60 daysbeforethe
termination(or assoonasreasonablyossible).

Receiving Care Outside of Your Home
Region

If you havequestionsaboutyour coveragevhenyou are
awayfrom home,call the Away from HomeTravelline
at1-951-268-390024 hoursa day, sevendaysa week
(exceptclosedholidays).For example call this number
for thefollowing concerns:

Whatyou shoulddo to preparefor your trip

What Servicesarecoveredvhenyou areoutsideour
ServiceArea

How to getcarein anotheRegion

How to requesteimbursemenif you paidfor
coveredServicesoutsideour ServiceArea

You canalsogetinformationon our websiteat
kp.org/travel.

Receiving care in the Service Area of another
Region

If you arevisiting in the serviceareaof anotherRegion,
you mayreceiveVisiting MemberServicedrom
designategbrovidersin thatRegion.“Visiting Member
Services"areServiceghatarecoveredunderyour Home
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Regionplanthatyou receivein anotheRegion,subject
to exclusionslimitations, prior authorizatioror approval
requirementsandreductionsgdescribedn this EOCor
the Visiting MemberBrochure which is availableonline
atkp.org. CertainServicesarenot coveredasVisiting
MemberServicesFor moreinformationaboutreceiving
Visiting MemberServicesn anotherRegion,including
providerandfacility locations,or to obtaina copy of the
Visiting MemberBrochure pleasecall our Away from
HomeTravelLine at 1-951-268-390@4 hoursa day,
sevendaysaweek(exceptclosedholidays).Information
is alsoavailableonlineatkp.org/travel.

For Visiting MemberServicesyou paythe CostShare
requiredfor Servicegprovidedby a PlanProviderinside
our ServiceAreaasdescribedn thisEOC.

Receiving care outside of any Region

If you aretravelingoutsideof a KaiserPermanente
Region,we coverEmergencyservicesaandUrgentCare
asdescribedn the“EmergencyServicesandUrgent
Care”section.

Your ID Card

EachMember’sKaiserPermanentéD cardhasa
medicalrecordnumberon it, which youwill needwhen
you call for advice,makeanappointmentpr goto a
providerfor coveredcare.Whenyou getcare,please
bringyourID cardanda photolD. Your medicalrecord
numberis usedto identify your medicalrecordsand
membershipnformation.Your medicalrecordnumber
shouldneverchangePleasecall our MemberService
ContactCenterif we everinadvertentlyissueyou more
thanonemedicalrecordnumberor if you needto replace
your ID card.

Your ID cardis for identificationonly. To receive
coveredServicesyou mustbeacurrentMember.
Anyonewho is notaMemberwill bebilled asanon-
Memberfor any Servicegheyreceive lf youlet
someoneelseuseyour ID card,we maykeepyour ID
cardandterminateyour membershi@asdescribedinder
“Terminationfor Cause’in the“Terminationof
Membership”section.

Timely Access to Care

Standards for appointment availability

The CaliforniaDepartmenbf ManagedHealthCare
(“DMHC") developedhefollowing standards$or
appointmenavailability. Thisinformationcanhelpyou
know whatto expectwhenyou requestinappointment.

UrgentCare:within 48 hours
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NonurgentPrimaryCareVisit or Non-Physician
SpecialistVisit: within 10 businesslays

PhysicianSpecialisiisit: within 15 businesglays

If you preferto wait for alaterappointmenthatwill
betterfit your scheduleor to seethe PlanProviderof
your choice,we will respectour preferenceln some
casesyour wait maybelongerthanthetime listedif a
licensedhealthcareprofessionatiecideghata later
appointmentvon’t havea negativeeffecton your health.

The standard$or appointmentwvailability do notapply
to PreventiveServicesYour PlanProvidermay
recommenda specificscheduldor PreventiveServices,
dependingon your needsThestandardslsodo not
applyto periodicfollow-up carefor ongoingconditions
or standingreferralsto specialists.

Timely access to telephone assistance

DMHC developedhefollowing standard$or answering
telephonegjuestions:

Fortelephoneadviceaboutwhetheryou needto get
careandwhereto getcare:within 30 minutes,24
hoursa day, 7 daysaweek

For generalguestionswithin 10 minutesduring
normalbusines$ours

Interpreter services

If you needinterpreterservicesvhenyou call usor when
you getcoveredServicespleasdet usknow. Interpreter
servicesjncludingsignlanguageareavailableduringall
busines$oursat no costto you. For moreinformation
ontheinterpreterserviceswve offer, pleasecall our
MemberServiceContactCenter.

Getting Assistance

We wantyou to be satisfiedwith the healthcareyou
receivefrom KaiserPermanentdf you haveany
guestionr concernspleasediscusshemwith your
personaPlanPhysicianor with otherPlanProviders
who aretreatingyou. Theyarecommittedto your
satisfactiorandwantto helpyou with your questions.

Member Services

MemberServicegepresentativesananswerany
guestiong/ou haveaboutyour benefits,available
Servicesandthefacilities whereyou canreceivecare.
Forexampletheycanexplainthefollowing:

Your HealthPlanbenefits
How to makeyour first medicalappointment
Whatto doif youmove
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How to replaceyour KaiserPermanentéD card

You canreachMemberServicesn thefollowing ways:

Call (Englishandmorethan150
languagesisinginterpreterservice$
1-800-788-061§Spanish
1-800-757-758%Chinesedialecty
TTY userscall 711

24 hoursaday,sevendaysaweek(except
closedholidays)

Visit MemberServicedDepartmenata Plan
Facility (for addressesgferto our Provider
Directoryor call our MemberServiceContact
Center)

Write MemberServiceDepartmenataPlan
Facility (for addressesgferto our Provider
Directoryor call our MemberServiceContact
Center)

Website kp.org

Cost Share estimates

Forinformationaboutestimatessee“Getting an
estimateof your CostShare”under“Your CostShare”in
the“Benefits” section.

Plan Facilities

PlanMedical OfficesandPlanHospitalsarelistedin the
ProviderDirectoryfor your HomeRegion.Thedirectory
describeshetypesof coveredServiceghatareavailable
from eachPlanFacility, becaussomefacilities provide
only specifictypesof coveredServicesThis directoryis
availableon our websiteat kp.org/facilities. To obtaina
printedcopy,call our MemberServiceContactCenter.
Thedirectoryis updatedperiodically. The availability of
PlanFacilitiesmaychangelf you havequestionsplease
call our MemberServiceContactCenter.

At mostof our PlanFacilities,you canusuallyreceiveall
of thecoveredServicesyou need,ncluding specialty
care,pharmacyandlabwork. You arenot restrictedto a
particularPlanFacility, andwe encouraggouto usethe
facility thatwill be mostconvenienfor you:

All PlanHospitalsprovideinpatientServicesandare
open24 hoursa day,sevendaysa week

EmergencyServicesareavailablefrom PlanHospital
EmergencyDepartmentgfor EmergencyDepartment
locations referto our ProviderDirectoryor call our
MemberServiceContactCenter)
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Sameday UrgentCareappointmentsreavailableat
manylocations(for UrgentCarelocations referto
our ProviderDirectoryor call our MemberService
ContactCenter)

Many PlanMedical Officeshaveeveningand
weekendappointments

Many PlanFacilitieshavea MemberServices
Departmentfor locations referto our Provider
Directoryor call our MemberServiceContactCenter)

Note: Statelaw requiresevidenceof coveragelocuments
to includethefollowing notice:

Somehospitalsand other providers do not
provide oneor more of the following services
that may be coveredunder your plan
contract and that you or your family
member might need:family planning;
contraceptive services,ncluding 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 prospectivedoctor, medical
group, independentpractice association,or
clinic, or call the Kaiser Permanente
Member ServiceContact Center, to ensure
that you can obtain the health care services
that you need.

Pleasébe awarethatif a Serviceis coveredbut not
availableat a particularPlanFacility, we will makeit
availableto you at anotheffacility.

Emergency Services and Urgent
Care

Emergency Services

If you havean EmergencyMedical Condition,call 911
(whereavailable)or go to the neareshospital
EmergencyDepartmentYou do not needprior
authorizatiorfor EmergencyservicesWhenyou have
anEmergencyedical Condition,we coverEmergency
Servicesyou receivefrom PlanProvidersor Non-Plan
Providersanywherdn theworld.

EmergencyServicesareavailablefrom PlanHospital

EmergencyDepartment®4 hoursa day,sevendaysa
week.
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Post-Stabilization Care

Post-StabilizatiorCareis Medically Necessarnpervices
relatedto your EmergencyMedical Conditionthatyou
receivein ahospital(includingthe Emergency
Departmenthfteryour treatingphysiciandetermineghat
this conditionis Stabilized Post-StabilizatiorCarealso
includesdurablemedicalequipmentoveredunderthis
EOC, if it is Medically Necessanafterdischargdrom a
hospital,andrelatedto the sameEmergencyMedical
Condition.For moreinformationaboutdurablemedical
equipmentoveredunderthis EOC, see“Durable
MedicalEquipment(“DME”") for HomeUse”in the
“Benefits” section.We coverPost-StabilizatiorCare
from a Non-PlanProvideronly if we provideprior
authorizatiorfor the careor if otherwiserequiredby
applicabldaw (“prior authorization"meanghatwe must
approvethe Servicesn advance).

To requestprior authorizationthe Non-PlanProvider
mustcall 1-800-225-8883r the notificationphone
numberon your KaiserPermanent¢D cardbeforeyou
receivethecare.We will discussyour conditionwith the
Non-PlanProvider.If we determinghatyourequire
Post-StabilizatiorCareandthatthis careis partof your
coveredbenefitswe will authorizeyour carefrom the
Non-PlanProvideror arrangeto havea PlanProvider(or
otherdesignategbrovider)providethecare.lf we decide
to havea PlanHospital,PlanSkilled NursingFacility, or
designatedNon-PlanProviderprovideyour care,we
may authorizespecialtransportatiorserviceghatare
medicallyrequiredto getyouto the provider.This may
includetransportationthatis otherwisenot covered.

Be sureto askthe Non-PlanProviderto tell you what
care(includinganytransportationyve haveauthorized
becauseve will notcoverPost-StabilizatiorCareor
relatedtransportatiorprovidedby Non-PlanProviders
thathasnotbeenauthorizedlIf youreceivecarefrom a
Non-PlanProviderthatwe havenot authorizedyou may
haveto paythefull costof thatcare.If you areadmitted
to a Non-PlanHospital,pleasenotify usassoonas
possibleby calling 1-800-225-888r the notification
phonenumberonyourID card.

Your Cost Share

Your CostSharefor coveredEmergencyServicesand
Post-StabilizatiorCareis describedn the“Cost Share
Summary”sectionof this EOC. Your CostShareis the
samewhetheryou receivethe Servicesfrom a Plan
Provideror aNon-PlanProvider.For example:

If youreceiveEmergencyServicedn the Emergency
Departmenbf a Non-PlanHospital,you paythe Cost
Sharefor anEmergencyDepartmentisit as
describedn the“Cost ShareSummary”under
“EmergencyandUrgentCarevisits”
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If we gaveprior authorizatiorfor inpatientPost-
StabilizationCarein a Non-PlanHospital,you pay
the CostSharefor hospitalinpatientcareasdescribed
in the“Cost ShareSummary”under‘Hospital
inpatientcare”

If we gaveprior authorizatiorfor durablemedical
equipmengfterdischarggrom a Non-PlanHospital,
you paythe CostSharefor durablemedical
equipmentsdescribedn the“Cost ShareSummary”
under“Durable Medical Equipment(*"DME”) for
homeuse”

Urgent Care

Inside the Service Area

An UrgentCareneedis onethatrequirespromptmedical
attentionbut is notan EmergencyMedical Condition.If
you think you mayneedUrgentCare,call the
appropriateappointmenbr advicephonenumberat a
PlanFacility. For appointmentandadvicephone
numbersreferto our ProviderDirectoryor call our
MemberServiceContactCenter.

Out-of-Area Urgent Care

If youneedUrgentCaredueto anunforeseeiillness,
unforeseerinjury, or unforeseerromplicationof an
existingcondition(including pregnancy)we cover
Medically Necessanpervicego preventserious
deterioratiorof your (or your unbornchild’s) health
from aNon-PlanProviderif all of thefollowing aretrue:

You receivethe Servicesrom Non-PlanProviders
while you aretemporarilyoutsideour ServiceArea

A reasonabl@ersonwould havebelievedthatyour
(or yourunbornchild’s) healthwould seriously
deteriorataf you delayedreatmenuntil youreturned
to our ServiceArea

You do not needprior authorizatiorfor Out-of-Area
UrgentCare.We coverOut-of-AreaUrgentCareyou
receivefrom Non-PlanProvidersf the Servicesvould
havebeencoveredunderthis EOCif you hadreceived
themfrom PlanProviders.

To obtainfollow-up carefrom a PlanProvider,call the
appointmenbr advicephonenumberat a PlanFacility.
For phonenumbersreferto our ProviderDirectoryor
call our MemberServiceContactCenter We do not
coverfollow-up carefrom Non-PlanProvidersafteryou
nolongerneedUrgentCarg exceptfor durablemedical
equipmentoveredunderthis EOC. For more
informationaboutdurablemedicalequipmentovered
underthis EOC, see“Durable Medical Equipment
(“DME”) for HomeUse”in the“Benefits” section.If
you requiredurablemedicalequipmentelatedto your
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UrgentCareafterreceivingOut-of-AreaUrgentCare,
your providermustobtainprior authorizatioras
describedunder‘Getting a Referral”in the“How to
ObtainServices’section

Your Cost Share

Your CostSharefor coveredUrgentCareis the Cost
Sharerequiredfor Servicegrovidedby PlanProviders
asdescribedn the“Cost ShareSummary”sectionof this
EOC. Forexample:

If youreceiveanUrgentCareevaluatiomaspartof
coveredOut-of-AreaUrgentCarefrom a Non-Plan
Provider,you paythe CostSharefor UrgentCare
consultationsevaluationsandtreatmentsdescribed
in the“Cost ShareSummary”under‘Emergencyand
UrgentCarevisits”

If the Out-of-AreaUrgentCareyou receiveincludes
an X-ray, you paythe CostSharefor an X-ray as
describedn the“Cost ShareSummary”under
“Outpatientimaging,laboratory,andotherdiagnostic
andtreatmentServices,'in additionto the CostShare
for theUrgentCareevaluation

If we gaveprior authorizatiorfor durablemedical
equipmenprovidedaspartof Out-of-AreaUrgent
Care,you paythe CostSharefor durablemedical
equipmentsdescribedn the“Cost ShareSummary”
under‘Durable Medical Equipment(*"DME") for
homeuse”

Note:If youreceiveUrgentCarein anEmergency
Departmentyou paythe CostSharefor anEmergency
Departmentisit asdescribedn the“Cost Share
Summary”under‘EmergencyandUrgentCarevisits.”

Payment and Reimbursement

If youreceiveEmergencyServicesPost-Stabilization
Care,or Out-of-AreaUrgentCarefrom a Non-Plan
Providerasdescribedn this “EmergencyServicesand
UrgentCare”section,or emergencyambulanceservices
describedunder‘AmbulanceServices’in the “Benefits”
section,you arenotresponsibldor anyamountseyond
your CostSharefor coveredEmergencyservices.
However,if theproviderdoesnotagreeto bill us,you
may haveto payfor the Servicesandfile a claim for
reimbursementAlso, you mayberequiredto payand
file aclaimfor any Servicesrescribedy a Non-Plan
Provideraspartof coveredEmergencyServicesPost-
StabilizationCare,andOut-of-AreaUrgentCareevenif
you receivethe Servicedrom a PlanProvider,suchasa
PlanPharmacy.

Forinformationon howto file aclaim, pleaseseethe
“Post-ServiceClaimsandAppeals”section.
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Benefits

This sectiondescribeshe Serviceghatarecovered
underthisEOC.

Servicesarecoveredunderthis EOCasspecifically
describedn this EOC. Serviceghatarenot specifically
describedn this EOCarenot coveredexceptasrequired
by stateor federallaw. Servicesaresubjectto exclusions
andlimitationsdescribedn the “Exclusions,Limitations,
Coordinationof Benefits,andReductions’section.
Exceptasotherwisedescribedn this EOC, all of the
following conditionsmustbe satisfied:

You areaMemberon thedatethatyou receivethe
Services

The ServicesareMedically Necessary
The Servicesareoneof thefollowing:
PreventiveServices

healthcareitemsandservicedor diagnosis,
assessmendr treatment

healtheducatiorcoveredunder‘Health
Education”in this “Benefits” section

otherhealthcareitemsandservices

otherservicedo treatSeriousEmotional
Disturbanceof a Child UnderAge 18 or Severe
Mentallllness

The Servicesareprovided,prescribedauthorizedor
directedby a PlanPhysiciangxceptfor:

drugsprescribedy dentists asdescribedinder
“OutpatientPrescriptiorDrugs,Suppliesand
Supplementsbelow

emergencyambulanceServicesasdescribed
under“‘AmbulanceServicesbelow

EmergencyServicesPost-StabilizatiorCare,and
Out-of-AreaUrgentCare,asdescribedn the
“EmergencyServicesandUrgentCare”section

Visiting MemberServicesasdescribedunder
“ReceivingCareOutsideof Your HomeRegion”
in the“How to ObtainServices"section

You receivethe Servicedrom PlanProvidersinside
our ServiceArea, excepffor:

authorizedreferrals,asdescribedunder‘Getting a
Referral”in the“How to ObtainServices”section

emergencyambulanceServicesasdescribed
under*AmbulanceServices’below

EmergencyServicesPost-StabilizatiorCare,and
Out-of-AreaUrgentCare,asdescribedn the
“EmergencyServicesandUrgentCare”section

Page 38



hospicecare,asdescribedinder‘HospiceCare”
below

Visiting MemberServicesasdescribedunder
“ReceivingCareOutsideof Your HomeRegion”
in the“How to ObtainServices"section

The Medical Grouphasgiven prior authorizatiorfor
the Servicesijf required,asdescribedinder“Medical
Groupauthorizatiorprocedurdor certainreferrals”
in the“How to ObtainServices"section

Pleasalsoreferto:

The“EmergencyServicesandUrgentCare”section
for informationabouthow to obtaincovered
EmergencyServicesPost-StabilizatiorCare,and
Out-of-AreaUrgentCare

Our ProviderDirectoryfor thetypesof covered
Serviceghatareavailablefrom eachPlanFacility,
becausesomefacilities provideonly specifictypesof
coveredServices

Your Cost Share

Your CostShareis theamountyou arerequiredto pay
for coveredServicesFor example your CostSharemay
bea Copaymenbr Coinsurance.

If your coveragencludesa PlanDeductibleandyou
receiveServiceghataresubjectto the PlanDeductible,
your CostSharefor thoseServiceswill be Chargeauntil
you reachthe PlanDeductible Similarly, if your
coveragancludesa Drug Deductible andyou receive
Serviceghataresubjectto the Drug Deductible your
CostSharefor thoseServiceswill be Chargesuntil you
reachthe Drug Deductible.

Pleaseeferto the“Cost ShareSummary”sectionof this
EOCfor theamountyouwill payfor Services.

General rules, examples, and exceptions

Your CostSharefor coveredServiceswill bethe Cost
Sharein effectonthe dateyou receivethe Services,
exceptasfollows:

If you arereceivingcoverednpatienthospitalor
Skilled NursingFacility Serviceon the effectivedate
of this EOC, you paythe CostSharen effectonyour
admissiordateuntil you aredischargedf the
Servicesverecoveredunderyour prior HealthPlan
evidenceof coverageandtherehasbeenno breakin
coverageHowever,if the Serviceswverenot covered
underyour prior HealthPlanevidenceof coverageor
if therehasbeena breakin coverageyou paythe
CostSharein effectonthedateyoureceivethe
Services
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Foritemsorderedn advanceyou paythe CostShare
in effecton the orderdate(althoughwe will notcover
theitem unlessyou still havecoveragdor it onthe
dateyou receiveit) andyou may berequiredto pay
the CostSharewhentheitemis ordered For
outpatientprescriptiondrugs,the orderdateis the
datethatthe pharmacyprocessethe orderafter
receivingall of theinformationtheyneedto fill the
prescription

CostSharefor Servicegeceivedby newbornchildren
of a Member

During the 31 daysof automaticcoveragdor newborn
childrendescribedinder‘Newborncoverage’under
“Who Is Eligible” in the“Premiums Eligibility, and
Enrollment”section the parentor guardianof the
newbornmustpaythe CostShareindicatedin the“Cost
ShareSummary”sectionof this EOCfor any Services
thatthe newbornreceiveswhetheror notthenewbornis
enrolled.Whenthe“Cost ShareSummary”indicatesthe
Servicesaresubjectto the PlanDeductible the Cost
Sharefor thoseServiceawill be Chargesf thenewborn
hasnot metthe PlanDeductible.

Paymenttowardyour CostShare(and whenyou may
bebilled)

In mostcasesyour providerwill askyouto makea
paymentowardyour CostShareatthetime you receive
Serviceslf youreceivemorethanonetype of Services
(suchasaroutinephysicalmaintenancexamand
laboratorytests),you mayberequiredto pay separate
CostSharefor eachof thoseServicesKeepin mind that
your paymenttowardyour CostSharemay coveronly a
portionof your total CostSharefor the Servicesyou
receive andyouwill bebilled for anyadditional
amountghataredue.Thefollowing areexampleof
whenyou maybe askedo pay (or you may be billed for)
CostShareamountdn additionto theamountyou pay at
check-in:

You receivenon-preventiveservicesduringa
preventivevisit. Forexampleyou goin for aroutine
physicalmaintenancexam,andat check-inyou pay
your CostSharefor the preventiveexam(your Cost
Sharemaybe“no charge”).However,duringyour
preventiveexamyour providerfinds a problemwith
your healthandordersnon-preventiveéservicego
diagnoseyour problem(suchaslaboratorytests).You
may be askedo pay (or youwill bebilled for) your
CostSharefor theseadditionalnon-preventive
diagnosticServices

You receivediagnosticServicedduringa treatment
visit. Forexampleyou goin for treatmenbf an
existinghealthcondition,andat check-inyou pay
your CostSharefor atreatmentisit. However,
duringthevisit your providerfinds a newproblem
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with your healthandperformsor ordersdiagnostic
Serviceqsuchaslaboratorytests).You maybeasked
to pay (or youwill bebilled for) your CostSharefor
theseadditionaldiagnosticServices

You receivetreatmentServicesduringa diagnostic
visit. Forexampleyou goin for adiagnosticexam,
andat check-inyou payyour CostSharefor a
diagnosticexam.However,duringthe diagnostic
examyour providerconfirmsa problemwith your
healthandperformstreatmentServicegsuchasan
outpatienfprocedure)You maybeaskedo pay (or
youwill bebilled for) your CostSharefor these
additionaltreatmentServices

You receiveServicedrom a secondproviderduring
your visit. Forexampleyou goin for a diagnostic
exam,andat check-inyou payyour CostSharefor a
diagnosticexam.However,duringthe diagnostic
examyour providerrequests consultationwith a
specialistYou maybeaskedo pay (or youwill be
billed for) your CostSharefor the consultatiorwith
the specialist

In somecasesyour providerwill notaskyouto makea
paymenftatthetime you receiveServicesandyou will
bebilled for your CostShare(for examplesome
LaboratoryDepartmentsarenot ableto collect Cost
Share pr your PlanProvideris notableto collect Cost
Sharejf any,for TelehealthVisits you receiveathome).

Whenwe sendyou abill, it will list Chargedor the
Servicesgyou received paymentsandcreditsappliedto
your accountandanyamountsyou still owe.Your
currentbill maynotalwaysreflectyour mostrecent
ChargesandpaymentsAny Chargesandpaymentghat
arenotonthecurrentbill will appeaion afuturebill.
Sometimesyou may seea paymentbut nottherelated
Chargedor ServicesThatcouldbebecausegour
paymentwasrecordecdbeforethe Chargedor the
Servicesvereprocessedf so,the Chargeswill appear
onafuturebill. Also, youmayreceivemorethanonebill
for a singleoutpatientvisit or inpatientstay.For
exampleyou mayreceiveabill for physicianservices
anda separatdill for hospitalserviceslf youdon't see
all the Chargedor Serviceson onebill, theywill appear
onafuturebill. If we determinghatyou overpaidand
areduearefund,thenwe will sendarefundto you
within four weeksafterwe makethatdeterminationlf
you havequestionsabouta bill, pleasecall thephone
numberon the bill.

In somecasesa Non-PlanProvidermaybeinvolvedin
the provisionof coveredServicesata PlanFacility or a
contractedacility wherewe haveauthorizedyou to
receivecare.You arenot responsibldor anyamounts
beyondyour CostSharefor the coveredServicesyou
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receiveat PlanFacilitiesor at contractedacilities where
we haveauthorizedyou to receivecare.However,if the
providerdoesnotagreeto bill us,you mayhaveto pay
for the Servicesandfile a claimfor reimbursement-or
informationon howto file a claim, pleaseseethe “Post-
ServiceClaimsandAppeals”section.

Primary Care Visits, Non-PhysicianSpecialistVisits,
and PhysicianSpecialistVisits

The CostSharefor a PrimaryCareVisit appliesto
evaluationsandtreatmenprovidedby generalistsn
internalmedicine pediatrics pr family practice,andby
specialistsn obstetrics/gynecologywhomthe Medical
GroupdesignatessPrimaryCarePhysiciansSome
physicianspecialistgprovideprimary carein additionto
specialtycarebut arenot designate@sPrimaryCare
Physicianslf youreceiveServicesdrom oneof these
specialiststhe CostSharefor a PhysicianSpecialistVisit
will applyto all consultationsevaluationsandtreatment
providedby the specialistexceptfor routinepreventive
counselingandexamdistedunder‘PreventiveServices”
in this “Benefits” section.For examplejf your personal
PlanPhysicianis a specialistin internalmedicineor
obstetrics/gynecologyhois nota PrimaryCare
Physicianyou will paythe CostSharefor a Physician
SpecialistVvisit for all consultationsevaluationsand
treatmenby the specialisiexceptroutinepreventive
counselingandexamdistedunder‘PreventiveServices”
in this “Benefits” section.The Non-PhysiciarSpecialist
Visit CostShareappliesto consultationsevaluations,
andtreatmenprovidedby non-physiciarspecialists
(suchasnursepractitionersphysicianassistants,
optometristspodiatrists andaudiologists).

NoncoveredServices

If youreceiveServiceghatarenot coveredunderthis
EOC, you mayhaveto paythefull priceof those
ServicesPaymentyou makefor noncoveredservices
do notapplyto anydeductibleor out-of-pocket
maximum.

Benefitlimits

Somebenefitsmayincludealimit onthenumberof
visits, days,or dollar amountthatwill be coveredunder
your planduringa specifiedtime period.If abenefit
includesalimit, thiswill beindicatedin the“Cost Share
Summary”sectionof this EOC. Thetime period
associateavith abenefitlimit maynotbethesameasthe
termof this EOC. We will countall Servicesyoureceive
duringthe benefitlimit periodtowardthe benefitlimit,
including Servicesyoureceivedundera prior Health
PlanEOC (aslong asyou havecontinuouscoveragewith
HealthPlan).Note: We will notcountServicesyou
receivedundera prior HealthPlanEOCwhenyoufirst
enrollin individual plancoverageor anewemployer
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group’splan,whenyou movefrom groupto individual
plancoverag€or vice versa),or whenyou received
Servicesundera KaiserPermanent&eniorAdvantage
evidenceof coveragelf you areenrolledin theKaiser
Permanent®OSPlan,referto your KPIC Certificateof
InsuranceandSchedulef Coveragefor benefitlimits
thatapplyto your separaténdemnitycoverageprovided
by the KaiserPermanenténsuranceCompany(“KPIC”).

Getting an estimate of your Cost Share

If you havequestionsaboutthe CostSharefor specific
Serviceghatyou expectto receiveor thatyour provider
ordersduringavisit or procedurepleasevisit our
websiteat kp.org/memberestimateso useour cost

estimatetool or call our MemberServiceContactCenter.

If you havea PlanDeductibleandwould like an
estimatefor Serviceghataresubjectto the Plan
Deductible pleasecall QO ({TTY users
call 711) MondaythroughFriday7 a.m.to 7 p.m.
Referto the“Cost ShareSummary”sectionof this
EOCto find outif you havea PlanDeductible

Forall otherCostShareestimatespleasecall
464-4000(TTY userscall 711) 24 hoursa day,seven
daysaweek(exceptclosedholidays)

CostShareestimatesarebasedn your benefitsandthe
Servicesyou expectto receive. Theyarea predictionof
costandnot a guaranteef thefinal costof Services.
Your final costmaybehigheror lower thanthe estimate
sincenot everythingaboutyour carecanbeknownin
advance.

Explanation of benefits

After youreceiveServiceswe will sendyouan
explanatiorof benefitsstatementThe explanatiorof
benefitsis notabill. It showsyour totalaccumulation
towardthe PlanDeductibleandPlanOut-of-Pocket
Maximum.You canalsoview a copy of your
explanatiorof benefitson kp.org or you mayrequest
copyhby calling our MemberServiceContactCenterat

QO ({TTY userscall 711) Mondaythrough
Friday7 a.m.to 7 p.m.

Drug Deductible
This EOCdoesnotincludea Drug Deductible.

Plan Deductible

In any AccumulationPeriod,you mustpay Chargedor
Servicessubjectto the PlanDeductibleuntil youreach
oneof the PlanDeductibleamountdistedin the“Cost

ShareSummary”sectionof this EOC.

If youareaMemberin a Family of two or more
Membersyou reachthe PlanDeductibleeitherwhenyou
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reachtheamountfor anyoneMember,or whenyour
entireFamily reacheshe Family amount.For example,
supposeg/ou havereachedhedeductibleamountfor any
oneMember.For Servicessubjectto the Plan
Deductible youwill notpayChargesluringthe
remaindeiof the AccumulationPeriod,but everyother
Memberin your Family mustcontinueto pay Charges
duringtheremaindeiof the AccumulationPerioduntil
eithertheyreachthe deductibleamountfor anyone
Member,or the entireFamily reacheghe Family
amount.

After youreachthe PlanDeductibleandfor the
remaindeiof the AccumulationPeriod,you paythe
applicableCopaymenbr Coinsuranceubjectto the
limits describedunder“Plan Out-of-PockeMaximum”
in this “Benefits” section.

Serviceghat are subjectto the Plan Deductible

The CostSharethatyou mustpayfor coveredServicess
describedn the“Cost ShareSummary”sectionof this
EOC. Whenthe“Cost ShareSummary’indicatesthe
Servicesaresubjectto the PlanDeductible your Cost
Sharefor thoseServiceswill be Chargesuntil youreach
the PlanDeductible Note: Whenthe CostSharefor the
Serviceds “no charge”andthe“Cost ShareSummary”
indicateshe Servicesaresubjectto the PlanDeductible,
your CostSharefor thoseServiceswill be Chargeauntil
you reachthe PlanDeductible Also, if you payaPlan
Deductibleamountfor a Servicethathasalimit, suchas
avisit limit, the Servicescounttowardreachingthe limit.

Theonly paymentghatcounttowardthePlan
Deductiblearethoseyou makefor coveredServiceshat
aresubjectto this PlanDeductibleunderthis EOC.

Keepingtrack of the Plan Deductible

Whenyou payanamounttowardyour PlanDeductible,
we will give you areceiptthatshowshow muchyou
paid.To seehow closeyou areto reachingyour Plan
Deductible useour online Out-of-PocketSummarytool
atkp.org/outofpocket, referto your summaryor
explanatiorof benefits,or call our MemberService
ContactCenter.

Copayments and Coinsurance

The Copaymenbr Coinsuranceou mustpayfor each
coveredService afteryou meetanyapplicable
deductiblejs describedn thisEOC.

Note:If Chargedor Servicesarelessthanthe
Copaymentescribedn this EOC, you will paythe
lesseramount,subjectto anyapplicabledeductibleor
out-of-pocketmaximum.
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Plan Out-of-Pocket Maximum

Thereis alimit to thetotal amountof CostShareyou
mustpay underthis EOCin the AccumulationPeriodfor
coveredServiceghatyou receivein thesame
AccumulationPeriod.The Serviceghatapplyto thePlan
Out-of-PockeMaximumaredescribedinderthe
“Paymentghatcounttowardthe PlanOut-of-Pocket
Maximum” sectionbelow.Pleaseeferto the“Cost
ShareSummary”sectionof this EOCfor your applicable
PlanOut-of-PockeMaximumamounts.

If youareaMemberin a Family of two or more
Membersyou reachthe PlanOut-of-PocketMaximum
eitherwhenyou reachthe maximumfor anyone
Member,or whenyour Family reacheshe Family
maximum.For example suppose/ou havereachedhe
PlanOut-of-PockeMaximumfor anyoneMember.For
Servicessubjectto the PlanOut-of-PocketMaximum,
youwill notpayanymoreCostShareduringthe
remaindeiof the AccumulationPeriod,but everyother
Memberin your Family mustcontinueto pay CostShare
duringtheremaindeiof the AccumulationPerioduntil
eithertheyreachthe maximumfor anyoneMemberor
your Family reacheghe Family maximum.

Paymentghat count towardthe Plan Out-of-Pocket
Maximum

Any payments/ou maketowardthe PlanDeductibleor
Drug Deductible jf applicable applytowardthe
maximum.

Most CopaymentandCoinsurancegou payfor covered
Servicesapplyto the maximum,howeversomemay not.
To find outwhethera Copaymenbr Coinsurancdor a
coveredServicewill applyto the maximumpleaserefer
to the“Cost ShareSummary”sectionof this EOC

If your planincludespediatricdentalServicesdescribed
in a PediatricDentalServicesAmendmento thisEOC,
thoseServiceswill applytowardthe maximum.If your
planhasa PediatricDental ServicesAmendmentit will
beattachedo this EOC, andit will belistedin the
EOC’sTableof Contents.

Keepingtrack of the Plan Out-of-PocketMaximum
Whenyou receiveServiceswe will give youareceipt
thatshowshow muchyou paid. To seehow closeyou
areto reachingyour PlanOut-of-PocketMaximum, use
our online Out-of-PocketSummarytool at
kp.org/outofpocket or call our MemberServiceContact
Center.
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Administered Drugs and Products

Administereddrugsandproductsaremedicationsand
productsthatrequireadministratioror observatiorby
medicalpersonnelsuchas:

Wholeblood,redbloodcells,plasmaandplatelets
Allergy antigengincludingadministration)
Cancerchemotherapygrugsandadjuncts

Drugsandproductsthatareadministeredria
intravenougherapyor injectionthatarenot for
cancerchemotherapyincludingbloodfactor products
andbiological productg(“biologics”) derivedfrom
tissue cells,or blood

Otheradministeredairugsandproducts

We coverthesetemswhenprescribedy aPlan
Provider,in accordwith our drugformularyguidelines,
andtheyareadministeredo youin a PlanFacility or
duringhomevisits.

CertainadministeredirugsarePreventiveServices.
Pleaseeferto “Family PlanningServices’for
informationaboutadministereadcontraceptivesindrefer
to “PreventiveServices’for informationon
immunizations.

Ambulance Services

Emergency

We coverServiceof alicensedambulanceanywherdn
theworld without prior authorization(including
transportatiorthroughthe 911 emergencyesponse
systemwhereavailable)in thefollowing situations:

You reasonablyelievedthatthe medicalcondition
wasanEmergencyedical Conditionwhich required
ambulancéervices

Your treatingphysiciandetermineshatyou mustbe
transportedo anotheffacility becauseour
EmergencyMedical Conditionis not Stabilizedand
thecareyou needis not availableat thetreating
facility

If youreceiveemergencyambulanceServiceghatare
notorderedby a PlanProvider,you arenotresponsible
for anyamountseyondyour CostSharefor covered
emergencyambulanceservicesHowever,if the provider
doesnotagreeto bill us,you mayhaveto payfor the
Servicesandfile aclaimfor reimbursement-or
informationon howto file aclaim, pleaseseethe “Post-
ServiceClaimsandAppeals”section.
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Nonemergency

Insideour ServiceArea,we covernonemergency
ambulancendpsychiatrictransportvan Servicesf a
PlanPhysiciandetermineshatyour conditionrequires
theuseof Serviceghatonly alicensedambulancdor
psychiatrictransportvan) canprovideandthatthe useof
othermeanf transportatiowould endangeyour
health.TheseServicesarecoveredonly whenthevehicle
transports/ou to or from coveredServices.

Ambulance Services exclusion(s)

Transportatiorby car,taxi, bus,gurneyvan,
wheelchaivan,andanyothertype of transportation
(otherthanalicensedambulanceor psychiatric
transportvan),evenif it is theonly wayto travelto a
PlanProvider

Bariatric Surgery

We coverhospitalinpatientcarerelatedto bariatric
surgicalproceduregincludingroomandboard,imaging,
laboratory otherdiagnosticandtreatmentServicesand
PlanPhysicianServiceswhenperformedo treatobesity
by modificationof the gastrointestinatractto reduce
nutrientintakeandabsorptionif all of thefollowing
requirementsremet:

You completethe Medical Group-approvedre-
surgicaleducationapreparatoryprogramregarding
lifestyle changesiecessaryor long termbariatric
surgerysuccess

A PlanPhysiciarwhois a specialistin bariatriccare
determineghatthe surgeryis Medically Necessary

For coveredServicegelatedto bariatricsurgical
procedureshatyou receive youwill paythe CostShare
youwould payif the Servicesverenotrelatedto a
bariatricsurgicalprocedureFor example see“Hospital
inpatientcare”in the “Cost ShareSummary”sectionof
this EOCfor the CostSharethatappliesfor hospital
inpatientcare.

For the following Services related to “Bariatric
Surgery,” refer to these sections

Outpatientprescriptiondrugs(referto “Outpatient
PrescriptiorDrugs,SuppliesandSupplements”)

Outpatienadministeredirugs(referto “Administered
DrugsandProducts”)
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Behavioral Health Treatment for
Pervasive Developmental Disorder or
Autism

Thefollowing termshavespeciaimeaningwvhen
capitalizedandusedin this “BehavioralHealth
Treatmenfor PervasiveDevelopmentaDisorderor
Autism” section:

“Quialified Autism ServiceProvider’meansa
providerwho hasthe experienceandcompetencéo
design superviseprovide,or administertreatmenfor
pervasivadevelopmentatlisorderor autismandis
eitherof thefollowing:

apersorwhois certified by a nationalentity (such
asthe BehaviorAnalystCertificationBoard)with
a certificationthatis accreditedy the National
Commissiorfor Certifying Agencies

apersonlicensedn Californiaasa physician,
physicaltherapistpccupationatherapist,
psychologistmarriageandfamily therapist,
educationapsychologistglinical socialworker,
professionatlinical counselorspeech-language
pathologistor audiologist

“Quialified Autism ServiceProfessionalmeansan
individualwho meetsall of thefollowing criteria:

providesbehaviorahealthtreatmentwhich may
includeclinical casemanagemerdndcase
supervisiorunderthe directionandsupervisiorof
aqualifiedautismserviceprovider

is supervisedy a Qualified Autism Service
Provider

providestreatmenpursuanto a treatmenplan
developedandapproveddy the Qualified Autism
ServiceProvider

is abehaviorahealthtreatmenproviderwho
meetsthe educatiorandexperiencejualifications
describedn Section543420f Title 17 of the
CaliforniaCodeof Regulationdor an Associate
BehaviorAnalyst,BehaviorAnalyst,Behavior
ManagemenAssistantBehaviorManagement
Consultantpr BehaviorManagemenProgram

hastrainingandexperiencen providing Services
for pervasivedevelopmentadlisorderor autism
pursuanto Division 4.5 (commencingwith
Section4500)of the WelfareandInstitutionsCode
or Title 14 (commencingvith Section95000)of
the GovernmenCode

is employedby the Qualified Autism Service
Provideror anentity or groupthatemploys
Qualified Autism ServiceProvidersresponsible
for theautismtreatmenplan
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“Qualified Autism ServiceParaprofessionafheans
anunlicensedcanduncertifiedindividual who meets
all of thefollowing criteria:

is supervisedy a Qualified Autism Service
Provideror Qualified Autism ServiceProfessional
atalevel of clinical supervisiorthatmeets
professionallyrecognizedstandard®f practice

providestreatmentandimplementsServices
pursuanto atreatmenplandevelopedind
approveddy the Qualified Autism Service
Provider

meetsthe educatiorandtraining qualifications
describedn Section54342of Title 17 of the
CaliforniaCodeof Regulations

hasadequateducationfraining,andexperience,
ascertified by a Qualified Autism Service
Provideror anentity or groupthatemploys
Qualified Autism ServiceProviders

is employedby the Qualified Autism Service
Provideror anentity or groupthatemploys
Qualified Autism ServiceProvidersresponsible
for theautismtreatmenplan

We coverbehaviorahealthtreatmenfor pervasive
developmentadlisorderor autism(includingapplied
behavioranalysisandevidence-baselbehavior
interventionprograms}hatdevelopsor restoresto the
maximumextentpracticablethefunctioningof a person
with pervasivedevelopmentatlisorderor autismandthat
meetsall of thefollowing criteria:

The Servicesareprovidedinsideour ServiceArea

Thetreatmenis prescribedy a PlanPhysicianpor is
developedy aPlanProviderwho s a psychologist

Thetreatmenis providedunderatreatmenplan
prescribedy a PlanProviderwho is a Qualified
Autism ServiceProvider

Thetreatmenis administeredy a PlanProviderwho
is oneof thefollowing:

a Qualified Autism ServiceProvider

a Qualified Autism ServiceProfessional
supervisedy the Qualified Autism Service
Provider

a Qualified Autism ServiceParaprofessional
supervisedy a Qualified Autism ServiceProvider
or Qualified Autism ServiceProfessional

Thetreatmenplanhasmeasurablgoalsovera
specifictimelinethatis developedandapprovedy
the Qualified Autism ServiceProviderfor the
Memberbeingtreated

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
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Thetreatmenplanis reviewedno lessthanonce
everysix monthsby the Qualified Autism Service
Providerandmodifiedwhenevemppropriate

Thetreatmenplanrequireshe Qualified Autism
ServiceProviderto do all of the following:

describehe Member’'sbehaviorahealth
impairmentdo betreated

designaninterventionplanthatincludesthe
servicetype,numberof hours,andparent
participationneededo achievethe plan’sgoaland
objectivesandthefrequencyatwhichthe
Member’'sprogresss evaluatedandreported

provideinterventionplansthatutilize evidence-
basedpracticeswith demonstratedlinical
efficacyin treatingpervasivedevelopmental
disorderor autism

discontinuentensivebehavioraintervention
Servicesvhenthetreatmengoalsandobjectives
areachievedr nolongerappropriate

Thetreatmenplanis not usedfor eitherof the
following:

for purpose®f providing(or for the
reimbursemenof) respitecare,daycare,or
educationakervices

to reimbursea parentfor participatingin the
treatmenfprogram

For the following Services related to “Behavioral
Health Treatment for Pervasive Developmental
Disorder or Autism,” refer to these sections

Behavioralhealthtreatmenfor pervasive
developmentatlisorderor autismprovidedduringa
coveredstayin a PlanHospitalor Skilled Nursing
Facility (referto “Hospital InpatientCare”and
“Skilled NursingFacility Care”)

Outpatiendrugs,suppliesandsupplementgreferto
“OutpatientPrescriptiorDrugs,Suppliesand
Supplements”)

Outpatientaboratory(referto “Outpatientimaging,
Laboratory,andOtherDiagnosticand Treatment
Services”)

Outpatientphysical,occupationalandspeechherapy
visits (referto “RehabilitativeandHabilitative
Services”)

Servicedo diagnosepervasivedevelopmental
disorderor autismandServicedo developandrevise
thetreatmenplan (referto “Mental HealthServices”)
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Dental and Orthodontic Services

We do not covermostdentalandorthodonticServices
underthis EOC, butwe do coversomedentaland
orthodonticServicesasdescribedn this “Dental and
OrthodonticServicessection.

For covereddentalandorthodonticprocedureshatyou
may receive youwill paythe CostShareyouwould pay
if the Serviceswverenotrelatedto dentalandorthodontic
ServicesFor example see*Hospitalinpatientcare”in
the“Cost ShareSummary”sectionof this EOCfor the
CostSharethatappliesfor hospitalinpatientcare.

Dental Services for radiation treatment

We coverdentalevaluation X-rays, fluoride treatment,
andextractionmecessaryo prepareyour jaw for
radiationtherapyof cancerin your heador neckif aPlan
Physicianprovidesthe Servicesor if the Medical Group
authorizesareferralto adentist(asdescribedn
“Medical Groupauthorizatiorprocedurdor certain
referrals”under‘Getting a Referral”in the“How to
ObtainServices’section).

Dental anesthesia

Fordentalproceduresta PlanFacility, we provide
generaknesthesiandthefacility’s Servicesassociated
with theanesthesi# all of thefollowing aretrue:

You areunderage?, or you aredevelopmentally
disabledpr your healthis compromised

Your clinical statusor underlyingmedicalcondition
requiresthatthe dentalprocedureébe providedin a
hospitalor outpatientsurgerycenter

Thedentalprocedurevould notordinarily require
generabnesthesia

We do not coveranyotherServicegelatedto the dental
proceduresuchasthedentist’sServices.

Dental and orthodontic Services for cleft palate

We coverdentalextractionsdentalproceduresiecessary

to preparehe mouthfor anextraction,andorthodontic
Servicesjf theymeetall of thefollowing requirements:

The Servicesareanintegralpartof areconstructive
surgeryfor cleft palatethatwe arecoveringunder
“Reconstructivesurgery”in this “Benefits” section
(“cleft palate”includescleft palate cleft lip, or other
craniofacialanomaliesassociatedvith cleft palate)

A PlanProviderprovidesthe Servicesor the Medical
Groupauthorizesareferralto aNon-PlanProvider
whois adentistor orthodontist(asdescribedn
“Medical Groupauthorizatiorprocedurdor certain
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referrals”under“Getting a Referral”in the“How to
ObtainServices”section)

For the following Services related to “Dental and
Orthodontic Services,” refer to these sections

Accidentalinjury to teeth(referto “Injury to Teeth”)

Office visits not describedn the“Dental and
OrthodonticServices"section(referto “Office
Visits”)
Outpatienimaging,laboratory,andotherdiagnostic
andtreatmentServiceqreferto “Outpatientimaging,
Laboratory,andOtherDiagnosticand Treatment
Services”)

Outpatientadministeredirugs(referto “Administered
DrugsandProducts”) exceptthatwe coveroutpatient
administeredirugsunder‘Dental anesthesiain this
“Dental andOrthodonticServices”section

Outpatientprescriptiondrugs(referto “Outpatient
PrescriptiorDrugs,SuppliesandSupplements”)

TelehealthVisits (referto “TelehealthVisits™)

Dialysis Care

We coveracuteandchronicdialysisServicedf all of the
following requirementsremet:

The Servicesareprovidedinsideour ServiceArea

You satisfyall medicalcriteriadevelopedy the
Medical Groupandby thefacility providingthe
dialysis

A PlanPhysicianprovidesawrittenreferralfor care
atthefacility

After you receiveappropriatdrainingat a dialysis
facility we designatewe alsocoverequipmengnd
medicalsuppliesrequiredfor homehemodialysisand
homeperitonealdialysisinsideour ServiceArea.
Coveragas limited to the standardtem of equipmenbr
supplieghatadequatelyneetsyour medicalneedsWe
decidewhetherto rentor purchasehe equipmentind
suppliesandwe selectthevendor.You mustreturnthe
equipmentndanyunusedsuppliesto usor payusthe
fair marketprice of theequipmentindanyunused
supplywhenwe areno longercoveringthem.

For the following Services related to “Dialysis
Care,” refer to these sections

Durablemedicalequipmenfor homeuse(referto
“Durable Medical Equipment(“"DME”") for Home
Use”)

Hospitalinpatientcare(referto “Hospital Inpatient
Care”)
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Office visits not describedn the“Dialysis Care”
section(referto “Office Visits”")

Outpatientaboratory(referto “Outpatientimaging,
Laboratory,andOtherDiagnosticand Treatment
Services”)

Outpatientprescriptiondrugs(referto “Outpatient
PrescriptiorDrugs,SuppliesandSupplements”)

Outpatientadministeredirugs(referto “Administered
DrugsandProducts”)

TelehealthVisits (referto “TelehealthVisits”")

Dialysis care exclusion(s)

Comfort,conveniencegr luxury equipmentsupplies
andfeatures

Nonmedicaitems,suchasgenerator®r accessories
to makehomedialysisequipmenportablefor travel

Durable Medical Equipment (“DME™) for
Home Use

DME coverage rules

DME for homeuseis anitem thatmeetsthefollowing
criteria:

Theitemis intendedfor repeatedise

Theitemis primarily andcustomarilyusedto servea
medicalpurpose

Theitemis generallyusefulonly to anindividual
with anillnessor injury

Theitemis appropriatdor usein thehome

Fora DME itemto becoveredall of thefollowing
requirementsnustbe met:

Your EOCincludescoveragdor therequestedME
item

A PlanPhysiciarhasprescribedhe DME item for
your medicalcondition

Theitem hasbeenapprovedor you throughthe
Plan’sprior authorizatiomprocessasdescribedn
“Medical Groupauthorizatiorprocedurédor certain
referrals”under‘Getting a Referral”in the“How to
ObtainServices’section

The Servicesareprovidedinsideour ServiceArea

Coverages limited to the standardtem of equipment
thatadequatelyneetsyour medicalneedsWe decide
whetherto rentor purchasehe equipmentandwe select
thevendor.You mustreturnthe equipmento usor pay
usthefair marketprice of the equipmentwhenwe areno
longercoveringit.
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Base DME Items

We coverBaseDME Items(includingrepairor
replacementf coveredequipmentjf all of the
requirementsiescribedunder'DME coverageules”in
this “Durable Medical Equipment(“"DME”") for Home
Use”sectionaremet.“Base DME Items” meanshe
following items:

Blood glucosemonitorsfor diabetedbloodtestingand
their supplieg(suchasbloodglucosemonitortest
strips,lancetsandlancetdevices)

Bonestimulator

Caneqstandarcturvedhandleor quad)and
replacemensupplies

Cervicaltraction(overdoor)

Crutchegstandardr forearm)andreplacement
supplies

Dry pressurgadfor amattress

Infusion pumps(suchasinsulin pumps)andsupplies
to operatethe pump

IV pole
Nebulizerandsupplies
Peakflow meters

Phototherapyplanketsfor treatmenbf jaundicein
newborns

Supplemental DME items

We cover DME that is not described under
“Base DME Iltems” or “Breastfeeding supplies,”
including repair and replacement of covered
equipment, if all of the requirements described
under “DME coverage rules” in this “Durable
Medical Equipment (“DME”) for Home Use”
section are met.

Breastfeeding supplies

We coveroneretail-gradebreastpumpper pregnhancy
andthenecessarguppliesto operatdt, suchasoneset
of bottles.We will decidewhetherto rentor purchasehe
item andwe choosethe vendor.We coverthis pumpfor
conveniencg@urposesThe pumpis not subjectto prior
authorizatiorrequirements.

If you or your babyhasa medicalconditionthatrequires
theuseof a breastpump,we coverahospital-grade
breasppumpandthe necessarguppliesto operatet, in
accordwith the coverageulesdescribedinder'DME
coverageules”in this “Durable Medical Equipment
(“DME”") for HomeUse” section.
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Outside our Service Area

We do not covermostDME for homeuseoutsideour
ServiceArea.However,if you live outsideour Service
Area,we coverthefollowing DME (subjectto the Cost
Shareandall othercoverageequirementshatapplyto
DME for homeuseinsideour ServiceArea)whenthe
itemis dispensedta PlanFacility:

Blood glucosemonitorsfor diabetedbloodtestingand
their supplieg(suchasbloodglucosemonitortest
strips,lancetsandlancetdevices)from a Plan
Pharmacy

Caneqstandarccurvedhandle)
Crutchegqstandard)

Insulin pumpsandsuppliesto operatehe pump,after
completionof trainingandeducatioron theuseof the

pump
Nebulizersandtheir suppliesfor thetreatmenbf
pediatricasthma

Peakflow metersrom a PlanPharmacy

For the following Services related to “Durable
Medical Equipment (“DME") for Home Use,”
refer to these sections

Dialysisequipmentndsuppliesrequiredfor home
hemodialysissndhomeperitonealdialysis(referto
“Dialysis Care”)

Diabeteaurinetestingsuppliesandinsulin-
administratiordevicesotherthaninsulin pumps(refer
to “OutpatientPrescriptiorDrugs,Suppliesand
Supplements”)

Durablemedicalequipmentelatedto anEmergency
Medical Conditionor UrgentCareepisodgreferto
“Post-StabilizatiorCare”and“Out-of-AreaUrgent
Care”)

Durablemedicalequipmentelatedto theterminal
illnessfor Memberswho arereceivingcovered
hospicecare(referto “HospiceCare”)

Insulin andanyotherdrugsadministeredvith an
infusionpump(referto “OutpatientPrescription
Drugs,SuppliesandSupplements”)

DME for home use exclusion(s)

Comfort,conveniencegr luxury equipmenbr
featuresexceptfor retail-gradebreastpumpsas
describedunder‘Breastfeedingsupplies”in this
“Durable Medical Equipment(“"DME”") for Home
Use” section

Itemsnotintendedfor maintainingnormalactivities
of daily living, suchasexerciseequipmen{including
devicesintendedo provideadditionalsupportfor
recreationabr sportsactivities)
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Hygieneequipment
Nonmedicaitems,suchassaunabathsor elevators
Modificationsto your homeor car

Devicesfor testingbloodor otherbody substances
(exceptdiabetedlood glucosemonitorsandtheir
supplies)

Electronicmonitorsof the heartor lungsexceptinfant
apneamonitors

Repairor replacemenof equipmentdueto loss,theft,
or misuse

Emergency and Urgent Care Visits

We coverthefollowing EmergencyandUrgentCare
visits:
EmergencyDepartmentisits
UrgentCareconsultationsevaluationsandtreatment

Family Planning Services

We coverthefollowing family planningServices:
Family planningcounseling

Injectablecontraceptivesnternallyimplantedtime-
releasecontraceptivesr intrauterinedevices
(“lUDs") andoffice visits relatedto their
administratiorandmanagement

Femalesterilizationprocedures
Male sterilizationprocedures
Terminationof pregnancy

For the following Services related to “Family
Planning Services,” refer to these sections

Servicedo diagnoseor treatinfertility (referto
“Fertility Services”)

Outpatieniadministeredirugsthatarenot
contraceptiveg¢referto “AdministeredDrugsand
Products”)

Outpatientaboratoryandimagingservicesassociated
with family planningserviceqreferto “Outpatient
Imaging,Laboratory,andOtherDiagnosticand
TreatmentServices”)

Outpatientcontraceptivelrugsanddevicegreferto
“OutpatientPrescriptiorDrugs,Suppliesand
Supplements”)

Family planning Services exclusion(s)

Reversabf voluntarysterilization
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Fertility Services

“Fertility Services’'meandreatment@andprocedures$o
helpyou becomepregnant.

Beforestartingor continuinga courseof fertility
Servicesyou mayberequiredto payinitial and
subsequendepositdowardyour CostSharefor someor
all of theentirecourseof Servicesalongwith anypast-
duefertility-relatedCostShare Any unusedoortion of
your depositwill bereturnedo you. Whena depositis
not required,you mustpaythe CostSharefor the
procedurealongwith any past-dudertility-relatedCost
Share peforeyou canscheduleafertility procedure.

Diagnosis and treatment of infertility

For purpose®f this “Diagnosisandtreatmenpf
infertility” section, infertility” meansotbeingableto
getpregnanbr carryapregnancyto alive birth aftera
yearor moreof regularsexualrelationswithout
contraceptioror havinga medicalor otherdemonstrated
conditionthatis recognizedy a PlanPhysicianasa
causeof infertility.

We coverthefollowing Servicedor thediagnosisand
treatmenbf infertility:

Office visits
Outpatientsurgeryandprocedures

Outpatienimaging,laboratory,anddiagnostic
Services

Outpatientadministeredirugsthatrequire
administratioror observatiorby medicalpersonnel.
We covertheseitemswhentheyareprescribedy a
PlanProvider,in accordwith our drugformulary
guidelinesandtheyareadministeredo youin aPlan
Facility

Inpatienthospitalstaydirectly relatedto diagnosis
andtreatmenbf infertility

Artificial insemination

We coverthefollowing Servicedor artificial
insemination:

Office visits
Outpatientsurgeryandprocedures

Outpatienimaging,laboratory,anddiagnostic
Services

Outpatieniadministeredirugsthatrequire
administratioror observatiorby medicalpersonnel.
We covertheseitemswhentheyareprescribedy a
PlanProvider,in accordwith ourdrugformulary
guidelinesandtheyareadministeredo youin aPlan
Facility
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Inpatienthospitalstaysdirectly relatedto diagnosis
andtreatmenbf infertility

Assisted reproductive technology (‘ART”)
Services

ART Servicessuchasin vitro fertilization (“IVF"),
gametantra-fallopiantransfer(“GIFT"), or zygote
intrafallopiantransfer(“ZIFT") arenotcoveredunder
thiseOC.

For the following Services related to “Fertility
Services,” refer to these sections

Outpatiendrugs,suppliesandsupplementgreferto
“OutpatientPrescriptiorDrugs,Suppliesand
Supplements”)

Fertility Services exclusion(s)

Servicedo reversevoluntary,surgicallyinduced
infertility

Semerandeggs(andServicegelatedto their
procuremenandstorage)

ART ServicessuchasovumtransplantsGIFT, IVF,
andZIFT

Health Education

We coveravariety of healtheducatiorcounseling,
programsandmaterialshatyour personaPlan
Physicianor otherPlanProvidersprovideduringa visit
coveredunderanothempartof thisEOC

We alsocoveravariety of healtheducatiorcounseling,
programsandmaterialsto helpyoutakeanactiverole in
protectingandimprovingyour health,including
programdor tobaccocessationstressmanagemengnd
chronicconditions(suchasdiabetesandasthma)Kaiser
Permanentalsooffershealtheducatiorcounseling,
programsandmaterialshatarenot covered andyou
may berequiredto payafee.

For moreinformationaboutour healtheducation
counselingprogramsandmaterials pleasecontacta
HealthEducationDepartmenbr our MemberService
ContactCenteror goto our websiteatkp.org.

Hearing Services

We coverthefollowing:

Hearingexamswith anaudiologistto determinethe
needfor hearingcorrection

PhysicianSpecialisiisits to diagnoseandtreat
hearingproblems

Page 48



Hearing aids
HearingaidsandrelatedServicesarenot coveredunder
thisEOC. Forinternallyimplanteddevicessee
“Prostheticand Orthotic Devices”in this “Benefits”
section.

For the following Services related to “Hearing
Services,” refer to these sections

Routinehearingscreeningsvhenperformedaspart of
aroutinephysicalmaintenancexam(referto
“PreventiveServices”)

Servicegelatedto theearor hearingotherthanthose
describedn this section,suchasoutpatientcareto
treatanearinfectionor outpatientprescriptiondrugs,
suppliesandsupplementg¢referto theapplicable
headingn this “Benefits” section)

Cochlearimplantsandosseointegratelearing
deviceqreferto “ProstheticandOrthotic Devices”)
Hearing Services exclusion(s)

Hearingaidsandteststo determineheir efficacy,and
hearingteststo determineanappropriatéhearingaid

Home Health Care

“Home healthcare”meansServicegprovidedin the
homeby nursesmedicalsocialworkers,homehealth
aides,andphysical,occupationalandspeecttherapists.

We coverhomehealthcareonly if all of thefollowing
aretrue:

You aresubstantiallyconfinedto your home(or a
friend’s or relative’shome)

Your conditionrequiresthe Servicef anurse,
physicaltherapistoccupationatherapistor speech
therapisthomehealthaideServicesarenot covered
unlessyou arealsogettingcoveredhomehealthcare
from anurse physicaltherapistoccupational
therapistor speechtherapisthatonly alicensed
providercanprovide)

A PlanPhysiciandetermineghatit is feasibleto
maintaineffectivesupervisiorandcontrolof your
carein your homeandthatthe Servicesanbe safely
andeffectively providedin your home

The Servicesareprovidedinsideour ServiceArea

We coveronly part-timeor intermittenthomehealth
care,asfollows:

Up to two hourspervisit for visits by anurse,
medicalsocialworker, or physical,occupationalpr
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speechherapistandup to four hourspervisit for
visits by ahomehealthaide

Up to threevisits perday (countingall homehealth
Visits)

Up to 100visits per AccumulationPeriod(counting
all homehealthvisits)

Note:If avisit by anurse medicalsocialworker,or
physical,occupationalpr speecttherapistastslonger
thantwo hours,theneachadditionalincrementof two
hourscountsasa separateisit. If avisit by ahome
healthaidelastslongerthanfour hours,theneach
additionalincrementof four hourscountsasa separate
visit. Forexamplejf a nursecomesto your homefor
threehoursandthenleavesthatcountsastwo visits.
Also, eachpersonproviding Servicescountstoward
thesevisit limits. For example jf a homehealthaideand
anursearebothat your homeduringthe sametwo hours,
thatcountsastwo visits.

For the following Services related to “Home
Health Care,” refer to these sections

Behavioralhealthtreatmenfor pervasive
developmentadlisorderor autism(referto
“BehavioralHealthTreatmenfor Pervasive
DevelopmentaDisorderor Autism”)

Dialysiscare(referto “Dialysis Care”)

Durablemedicalequipmen{referto “Durable
Medical Equipment("DME") for HomeUse”)

Ostomyandurologicalsupplieg(referto “Ostomyand
Urological Supplies”)

Outpatientdrugs,suppliesandsupplementgreferto
“OutpatientPrescriptiorDrugs,Suppliesand
Supplements”)

Outpatientphysical,occupationalandspeechherapy
visits (referto “RehabilitativeandHabilitative
Services”)

Prosthetiandorthoticdevicedreferto “Prosthetic
andOrthotic Devices”)

Home health care exclusion(s)

Careof atypethatanunlicensedamily memberor
otherlaypersorcould providesafelyandeffectively

in thehomesettingafterreceivingappropriate
training. This careis excludedevenif we would cover
thecareif it wereprovidedby a qualified medical
professionailn a hospitalor a Skilled NursingFacility

Carein thehomeif thehomeis not a safeand
effectivetreatmensetting
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Hospice Care

Hospicecareis a specializedorm of interdisciplinary
healthcaredesignedo providepalliative careandto
alleviatethe physical,emotional andspiritual
discomfortsof a Memberexperiencinghelastphaseof
life dueto aterminaliliness.It alsoprovidessupportto
theprimary caregiverandthe Member’'sfamily. A
Memberwho choosehospicecareis choosingto receive
palliative carefor painandothersymptomsassociated
with theterminalillness,but notto receivecareto try to
curetheterminalillness.You maychangeyour decision
to receivehospicecarebenefitsatanytime.

We coverthe hospiceServicedisted belowonly if all of
thefollowing requirementaremet:

A PlanPhysiciarhasdiagnosedou with aterminal
illnessanddetermineghatyour life expectancys 12
monthsor less

The Servicesareprovidedinsideour ServiceAreaor
insideCaliforniabut within 15 milesor 30 minutes
from our ServiceArea(includingafriend’s or
relative’shomeevenif youlive theretemporarily)

The Servicesareprovidedby alicensedhospice
agencythatis a PlanProvider

A PlanPhysiciandetermineghatthe Servicesare
necessaryor the palliationandmanagemendf your
terminalillnessandrelatedconditions

If all of theaboverequirementaremet,we coverthe
following hospiceServicesjf necessaryor your hospice
care:

PlanPhysicianServices

Skilled nursingcare,includingassessment,
evaluationandcasemanagemermf nursingneeds,
treatmenfor painandsymptomcontrol, provisionof
emotionalsupportto you andyour family, and
instructionto caregivers

Physical,occupationalandspeecttherapyfor
purpose®f symptomcontrolor to enableyou to
maintainactivitiesof daily living

Respiratontherapy
Medicalsocialservices
Homehealthaideandhomemakeservices

Palliativedrugsprescribedor paincontroland
symptommanagemenf theterminalillnessfor up to
a 100-daysupplyin accordwith our drugformulary
guidelines.You mustobtainthesedrugsfrom a Plan
PharmacyCertaindrugsarelimited to amaximum
30-daysupplyin any 30-dayperiod(pleasecall our
MemberServiceContactCenterfor the currentlist of
thesedrugs)

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21-12/31/21
Date: September 28, 2020

Durablemedicalequipment

Respitecarewhennecessaryo relieveyour
caregiversRespitecareis occasionashort-term
inpatientcarelimited to no morethanfive
consecutivelaysatatime

Counselingandbereavemergervices
Dietarycounseling

We alsocoverthefollowing hospiceServiceonly
during periodsof crisiswhentheyareMedically
Necessaryo achievepalliationor managementf acute
medicalsymptoms:

Nursingcareon a continuoushasisfor asmuchas24
hoursa dayasnecessaryo maintainyou athome

Short-terminpatientcarerequiredat alevel that
cannotbe providedathome

Hospital Inpatient Care

We coverthefollowing inpatientServicesn aPlan
Hospital,whenthe Servicesaregenerallyand
customarilyprovidedby acutecaregenerahospitals
insideour ServiceArea:

Roomandboard,includinga privateroomif
Medically Necessary

Specializectareandcritical careunits
Generalndspecialnursingcare
Operatingandrecoveryrooms

Servicef PlanPhysiciansincluding consultation
andtreatmenby specialists

Anesthesia

Drugsprescribedn accordwith our drugformulary
guidelineq(for dischargedrugsprescribedvhenyou
arereleasedrom the hospital,pleasereferto
“OutpatientPrescriptiorDrugs,Suppliesand
Supplementstn this “Benefits” section)

Radioactivanaterialsusedfor therapeutiqurposes
Durablemedicalequipmentindmedicalsupplies

Imaging,laboratory,andotherdiagnosticand
treatmenServicesjncludingMRI, CT,andPET
scans

Wholeblood,redbloodcells, plasmaplatelets and
theiradministration

Obstetricalkcareanddelivery (includingcesarean
section).Note: If you aredischargedvithin 48 hours
afterdelivery (or within 96 hoursif deliveryis by
cesareasection) your PlanPhysicianmayordera
follow-up visit for you andyour newbornto take
placewithin 48 hoursafterdischarggfor visits after
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you arereleasedrom the hospital,pleasereferto
“Office Visits” in this “Benefits” section)

Behavioralhealthtreatmenfor pervasive
developmentadlisorderor autism

Respiratontherapy

Physical,occupationalandspeechherapy(including
treatmenin our organizedmultidisciplinary
rehabilitationprogram)

Medicalsocialservicesanddischargeglanning

For Services related to “Hospital Inpatient
Care,” refer to these sections

Bariatric Surgery
DentalandOrthodonticServices
DialysisCare

Fertility Services

HospiceCare
MentalHealthServices
ProsthetiandOrthotic Devices
ReconstructiveSurgery

Servicedn Connectiorwith a Clinical Trial
Skilled NursingFacility Care
SubstancéJseDisorderTreatment
TransplanServices

Injury to Teeth

Servicedor accidentalnjury to teetharenot covered
underthiseOC.

Mental Health Services

We coverServicesspecifiedin this “Mental Health
Services’sectiononly whenthe Servicesarefor the
diagnosigor treatmenbf Mental Disorders A “Mental
Disorder”is amentalhealthconditionidentifiedasa
“mentaldisorder”in the Diagnosticand Statistical
Manual of Mental Disorders,Fourth Edition, Text
Revisionasamendedn the mostrecentlyissuededition,
(“DSM”) thatresultsin clinically significantdistressor
impairmentof mental,emotional,or behavioral
functioning.We do not coverservicedor conditionsthat
the DSMidentifiesassomethingotherthana “mental
disorder.”For examplethe DSMidentifiesrelational
problemsassomethingotherthana “mentaldisorder,”so
we do not coverservicegsuchascouplescounselingor
family counseling¥or relationalproblems.
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“Mental Disorders”includethefollowing conditions:
SevereMentalllinessof a personof anyage

SeriousEmotionalDisturbanceof a Child UnderAge
18

In additionto the Servicesdescribedn this Mental
HealthServicessectionwe alsocoverotherServices
thatareMedically Necessaryo treatSeriousEmotional
Disturbanceof a Child UnderAge 18 or SevereMental
lliness,if the Medical Groupauthorizesa written referral
(asdescribedn “Medical Groupauthorizatiomprocedure
for certainreferrals”under‘Getting a Referral”in the
“How to ObtainServices”section).

Outpatient mental health Services

We coverthefollowing Servicesvhenprovidedby Plan
Physiciansr otherPlanProviderswvho arelicensed
healthcareprofessionalsctingwithin the scopeof their
license:

Individualandgroupmentalhealthevaluationand
treatment

Psychologicatestingwhennecessaryo evaluatea
Mental Disorder

OutpatientServicedor the purposeof monitoring
drugtherapy

Intensivepsychiatrictreatmentprograms
We coverthefollowing intensivepsychiatrictreatment
programsata PlanFacility:

Partialhospitalization

Multidisciplinary treatmenin anintensiveoutpatient
program

Psychiatricobservatiorfor anacutepsychiatriccrisis

Residential treatment

Insideour ServiceArea,we coverthefollowing Services
whenthe Servicesareprovidedin alicensedresidential
treatmenfacility thatprovides24-hourindividualized
mentalhealthtreatmentthe Servicesaregenerallyand
customarilyprovidedby a mentalhealthresidential
treatmenprogramin alicensedresidentiatreatment
facility, andthe Servicesareabovethelevel of custodial
care;

Individualandgroupmentalhealthevaluationand
treatment

Medicalservices
Medicationmonitoring
Roomandboard

Socialservices
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Drugsprescribedy a PlanProvideraspartof your
planof carein theresidentiatreatmenfacility in
accordwith our drugformularyguidelinesif theyare
administeredo youin thefacility by medical
personne(for dischargedrugsprescribedvhenyou
arereleasedrom theresidentiakreatmenfacility,
pleasaeferto “OutpatientPrescriptiorDrugs,
SuppliesandSupplementsin this “Benefits”
section)

Dischargeplanning

Inpatient psychiatric hospitalization

We coverinpatientpsychiatrichospitalizatiorin aPlan
Hospital.Coverageancludesroomandboard,drugs,and
Servicef PlanPhysicianandotherPlanProviders
who arelicensedchealthcareprofessionalsctingwithin
thescopeof theirlicense.

For the following Services related to “Mental
Health Services,” refer to these sections

Outpatiendrugs,suppliesandsupplementgreferto
“OutpatientPrescriptiorDrugs,Suppliesand
Supplements”)

Outpatientaboratory(referto “Outpatientimaging,
Laboratory,andOtherDiagnosticand Treatment
Services”)

TelehealthVisits (referto “TelehealthVisits”)

Office Visits

We coverthefollowing:
PrimaryCareVisits andNon-PhysiciarSpecialist
Visits
PhysicianSpecialistVisits
Groupappointments
AcupunctureServiceqtypically providedonly for the
treatmenbf nausear aspartof acomprehensive

painmanagemerprogramfor thetreatmenbf
chronicpain)

Housecallsby a PlanPhysician(or a PlanProvider
who s aregisterechurse)insideour ServiceArea
whencarecanbestbe providedin yourhomeas
determinedy a PlanPhysician

Ostomy and Urological Supplies

We coverostomyandurologicalsuppliesif the
following requirementsremet:

A PlanPhysicianhasprescribedstomyand
urologicalsuppliesfor your medicalcondition

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21-12/31/21
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Theitem hasbeenapprovedor you throughthe
Plan’sprior authorizatiorprocessasdescribedn
“Medical Groupauthorizatiorprocedurédor certain
referrals”under‘Getting a Referral”’in the“How to
ObtainServices"section

The Servicesareprovidedinsideour ServiceArea

Coveragas limited to the standardtem of equipment
thatadequatelyneetsyour medicalneedsWe decide
whetherto rentor purchasehe equipmentandwe select
thevendor.

Ostomy and urological supplies exclusion(s)

Comfort,convenienceor luxury equipmenbor
features

Outpatient Imaging, Laboratory, and
Other Diagnostic and Treatment
Services

We coverthefollowing Servicesonly whenpartof care
coveredunderotherheadingsn this “Benefits” section.
The Serviceanustbe prescribedy a PlanProvider.

Compleximaging(otherthanpreventive)suchasCT
scansMRIs, andPET scans

BasicimagingServicessuchasdiagnosticand
therapeuticX-rays,mammogramsandultrasounds

Nuclearmedicine
Routineretinal photographyscreenings

Laboratorytests(includingteststo monitorthe
effectivenes®f dialysisandtestsfor specificgenetic
disorderdor which geneticcounselings available)

DiagnosticServicegrovidedby PlanProvidersvho
arenot physiciangsuchasEKGsandEEGS)

Radiationtherapy
Ultravioletlight treatments

For the following Services related to “Outpatient
Imaging, Laboratory, and Other Diagnostic and
Treatment Services,” refer to these sections

OutpatienimagingandlaboratoryServiceghatare
PreventiveServicessuchasroutinemammograms,
bonedensityscansandlaboratoryscreeningests
(referto “PreventiveServices”)

Outpatientprocedureshatincludeimagingand
diagnosticServiceqreferto “OutpatientSurgeryand
OutpatientProcedures”)

Servicegelatedto diagnosisandtreatmenbf
infertility, artificial inseminationpr assisted
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reproductivaechnology(“ART”) Serviceqreferto
“Fertility Services”)

Outpatient Prescription Drugs, Supplies,
and Supplements

We coveroutpatientdrugs,suppliesandsupplements
specifiedin this “OutpatientPrescriptiorDrugs,
SuppliesandSupplementssection,in accordwith our
drugformularyguidelines subjectto anyapplicable
exclusionsor limitationsunderthis EOC. We cover
itemsdescribedn this sectionwhenprescribedas
follows:

Itemsprescribedy PlanProviderswithin thescope
of theirlicensureandpractice

Itemsprescribedy thefollowing Non-Plan
Providers:

Dentistsif thedrugis for dentalcare

Non-PlanPhysiciangf the Medical Group
authorizesawritten referralto the Non-Plan
Physician(in accordwith “Medical Group
authorizatiorprocedurdor certainreferrals”
under‘Getting a Referral”in the“How to Obtain
Services"section)andthe drug, supply,or
supplements coveredaspartof thatreferral

Non-PlanPhysiciansf theprescriptionrwas
obtainedaspartof coveredEmergencyservices,
Post-StabilizatiorCare,or Out-of-AreaUrgent
Caredescribedn the“EmergencyServicesand
UrgentCare”section(if youfill the prescriptionat
aPlanPharmacyyou mayhaveto pay Charges
for theitem andfile aclaim for reimbursemenas
describedunder‘PaymentandReimbursementih
the“EmergencyServicesandUrgentCare”
section)

How to obtain covered items

You mustobtaincoveredtemsata PlanPharmacyor
throughour mail-orderserviceunlessyou obtaintheitem
aspartof coveredEmergencyservicesPost-
StabilizationCare,or Out-of-AreaUrgentCaredescribed
in the“EmergencyServicesandUrgentCare”section.

Forthelocationsof PlanPharmacieseferto our
ProviderDirectoryor call our MemberServiceContact
Center.

Refills

You maybeableto orderrefills ata PlanPharmacy,
throughour mail-orderserviceor throughour websiteat
kp.org/rxrefill . A PlanPharmacycangive youmore
informationaboutobtainingrefills, includingthe options
availableto youfor obtainingrefills. Forexample afew

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21-12/31/21
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PlanPharmacieslon’t dispenseefills andnotall drugs
canbe mailedthroughour mail-orderservice Please
checkwith a PlanPharmacyf you havea questionabout
whetheryour prescriptioncanbe mailedor obtainedata
PlanPharmacyltemsavailablethroughour mail-order
servicearesubjectto changeat anytime without notice.

Day supply limit

The prescribingphysicianor dentistdeterminesow
muchof adrug,supply,or supplemento prescribe For
purpose®f daysupplycoveragdimits, PlanPhysicians
determinghe amountof anitem thatconstitutes
Medically Necessang0- or 100-daysupply(or 365-day
supplyif theitemis ahormonalcontraceptivejor you.
Uponpaymentof the CostSharespecifiedin the
“Outpatientprescriptiondrugs,suppliesand
supplementséectionof the“Cost ShareSummary,”you
will receivethe supplyprescribedip to theday supply
limit alsospecifiedin this section.The maximumyou
may receiveat onetime of a coveredtem, otherthana
hormonalcontraceptiveis eitherone30-daysupplyin a
30-dayperiodor one100-daysupplyin a 100-day
period.If youwishto receivemorethanthecoveredday
supplylimit, thenyou mustpay Chargedor any
prescribedjuantitieshatexceedheday supplylimit.

If your planincludescoveragdor hormonal
contraceptiveghe maximumyou mayreceiveatone
time of contraceptivelrugsis a 365-daysupply.Referto
the“Cost ShareSummary”sectionof this EOCto find
outif your planincludescoveragdor hormonal
contraceptives.

If your planincludescoveragdor sexualdysfunction
drugs,the maximumyou may receiveat onetime of
episodicdrugsprescribedor thetreatmenbf sexual
dysfunctiondisorderss eightdosesn any 30-dayperiod
or upto 27 dosesn any100-dayperiod.Referto the
“Cost ShareSummary”sectionof this EOCto find out if
your planincludescoveragedor sexualdysfunction
drugs.

The pharmacymayreducethe day supplydispensedt
the CostSharespecifiedin the “Outpatientprescription
drugs,suppliesandsupplementséectionof the“Cost
ShareSummary”to a 30-daysupplyin any 30-day
periodif the pharmacydetermineghattheitemis in
limited supplyin the marketor for specificdrugs(your
PlanPharmacycantell youif adrugyoutakeis oneof
thesedrugs).

About the drug formulary

Thedrugformularyincludesalist of drugsthatour
PharmacyandTherapeutic€ommitteehasapprovedor
our MembersOur PharmacyandTherapeutics
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Committeewhich s primarily composeaf Plan
Physiciansaandpharmacistsselectsdrugsfor thedrug
formularybasecdbn severafactors,including safetyand
effectivenesasdeterminedrom areviewof medical
literature.Thedrugformularyis updatednonthly based
on newinformationor newdrugsthatbecomeavailable.
To find outwhich drugsareon the formularyfor your
plan, pleasevisit our websiteat kp.org/formulary . If
youwould like to request copy of the drugformulary
for your plan, pleasecall our MemberServiceContact
Center Note: The presencef adrugonthedrug
formularydoesnot necessarilyneanthatit will be
prescribedor a particularmedicalcondition.

Formulary exceptionprocess

Drug formularyguidelinesallow you to obtaina non-
formulary prescriptiondrug (thosenot listed on our drug
formularyfor your condition)if it would otherwisebe
coveredby your plan,asdescribedabove andit is
Medically Necessaryif youdisagreewith a HealthPlan
determinatiorthata non-formularyprescriptiondrugis
not coveredyou mayfile agrievanceasdescribedn the
“Dispute Resolution”section.

Continuity drugs

If this EOCis amendedo excludeadrugthatwe have
beencoveringandprovidingto you underthis EOC, we
will continueto providethedrugif aprescriptions
requiredby law anda PlanPhysiciancontinueso
prescribeghedrugfor the sameconditionandfor ause
approvedy the FederaFFoodandDrug Administration.

About drug tiers

Drugsonthedrugformularyarecategorizednto oneof
threetiers,asdescribedn thetablebelow. Your Cost
Sharefor coveredtemsmayvary basedonthetier.
Pleaseeferto “Outpatientprescriptiondrugs,supplies,
andsupplementsin the“Cost ShareSummary”section
of this EOCfor CostSharefor itemscoveredunderthis
section.

Drug Tier Description

Genericdrugs | Genericdrugs,suppliesand
(Tier1) supplementsandsomelow-cost
brand-namelrugs,suppliesand
supplements

Branddrugs Most brand-namelrugs,supplies,
(Tier 2)* andsupplements
Specialty Specialtydrugs(see“About

drugs(Tier4) | specialtydrugs”)

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
Contract: 1 Version: 71 EOC# 10 Effective: 1/1/21-12/31/21
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*Note: This plandoesnot haveatier for non-formulary
drugs(“Tier 3”). You will paythe sameCostSharefor
non-formularydrugsasyou would for formularydrugs,
whenapprovedhroughtheformulary exceptionprocess
describedabove(the genericdrugs,branddrugs,or
specialtydrugsCostSharewill apply,asapplicable).

About specialtydrugs

Specialtydrugs(Tier 4) arehigh-costdrugsthatareon
our specialtydruglist. To obtainalist of specialtydrugs
thatareon our formulary,or to find outif anon-
formularydrugis onthe specialtydrugstier, pleasecall
our MemberServiceContactCenter If yourPlan
Physicianprescribesnorethana 30-daysupplyfor an
outpatientdrug,you maybeableto obtainmorethana
30-daysupplyat onetime, up to theday supplylimit for
thatdrug.However,mostspecialtydrugsarelimited to a
30-daysupplyin any 30-dayperiod.Your Plan
Pharmacycantell you if adrugyoutakeis oneof these
drugs.

General rules about coverage and your Cost
Share

We coverthefollowing outpatientdrugs,suppliesand
supplementasdescribedn this “OutpatientPrescription
Drugs,SuppliesandSupplements$ection:

Drugsfor which a prescriptionis requiredby law. We
alsocovercertaindrugsthatdo notrequirea
prescriptionby law if theyarelistedon ourdrug
formulary

Disposableneedlesandsyringesneededor injecting
covereddrugsandsupplements

Inhalerspacersieededo inhalecovereddrugs

Note:

If Chargedor thedrug,supply,or supplemenareless
thanthe Copaymentyouwill paythelesseramount,
subjectto any applicabledeductibleor out-of-pocket
maximum

Itemscanchangsier atanytime,in accordwith
formulary guidelineswhich mayimpactyour Cost
Share(for examplejf abrand-namelrugis addedo
thespecialtydruglist, youwill paythe CostShare
thatappliesto drugson the specialtydrugstier (Tier
4), notthe CostSharefor drugsonthe branddrugs
tier (Tier 2))

Schedulell drugs

You or the prescribingprovidercanrequesthatthe
pharmacydispenséessthanthe prescribecamountof a
coveredoral, solid dosagdorm of a Scheduldl drug
(your PlanPharmacycantell youif adrugyoutakeis
oneof thesedrugs).Your CostSharewill beprorated
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basedn theamountof thedrugthatis dispensedif the
pharmacydoesnot prorateyour CostSharewe will send
you arefundfor thedifference.

Mail-order service

Prescriptiorrefills canbe mailedwithin 7 to 10 daysat
no extracostfor standardJ.S. postageTheappropriate
CostShare(accordingto your drugcoveragewill apply
andmustbechargedo avalid creditcard.

You mayrequesimail-orderservicein thefollowing
ways:

To orderonline,visit kp.org/rxrefill (you canregister
for asecureaccountatkp.org/registernow) or use
the KP appfrom your smartphon@r othermobile
device

Call the pharmacyphonenumberhighlightedon your
prescriptionlabelandselectthe mail deliveryoption

Onyour nextvisit to a KaiserPermanentpharmacy,
askour staff how you canhaveyour prescriptions
mailedto you

Note: Not all drugscanbe mailed;restrictionsand
limitationsapply.

Basedrugs, supplies,and supplements

CostSharefor thefollowing itemsmaybedifferentthan
otherdrugs,suppliesandsupplementsReferto “Base
drugs,suppliesandsupplementsin the“Cost Share
Summary”sectionof this EOC.

Certaindrugsfor thetreatmenbf life-threatening
ventriculararrhythmia

Drugsfor thetreatmenbf tuberculosis

Elementaldietaryenterafformulawhenusedasa
primarytherapyfor regionalenteritis

Hematopoietiagentdor dialysis

Hematopoieti@agentdor the treatmenbf anemian
chronicrenalinsufficiency

Humangrowth hormonefor long-termtreatmenbf
pediatricpatientswith growthfailure from lack of
adequatendogenougrowthhormonesecretion

Immunosuppressangdganciclovirandganciclovir
prodrugsfor thetreatmenbf cytomegalovirusvhen
prescribedn connectiorwith atransplant

Phosphatéindersfor dialysispatientsfor the
treatmenbf hyperphosphatemia endstagerenal
disease
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For the following Services related to “Outpatient
Prescription Drugs, Supplies, and
Supplements,” refer to these sections

Administeredcontraceptives¢referto “Family
PlanningServices”)

Diabeteslood-testingequipmentandtheir supplies,
andinsulin pumpsandtheir supplieg(referto
“Durable Medical Equipment(“"DME”") for Home
Use”)

Drugscoveredduringacoveredstayin aPlan
Hospitalor Skilled NursingFacility (referto
“Hospital InpatientCare”and“Skilled Nursing
Facility Care”)

Drugsprescribedor paincontrolandsymptom
managemenmf theterminalillnessfor Membersvho
arereceivingcoveredhospicecare(referto “Hospice
Care”)

Durablemedicalequipmenusedto administerdrugs
(referto “Durable Medical Equipment“DME”) for
HomeUse")

Outpatieniadministeredirugsthatarenot
contraceptivegreferto “AdministeredDrugsand
Products”)

Outpatient prescription drugs, supplies, and
supplements exclusion(s)

Any requestegbackaging'suchasdosepackaging)
otherthanthedispensingpharmacy’sstandard
packaging

Compoundegbroductsunlessthedrugis listedon our
drugformularyor oneof theingredientsequiresa
prescriptionby law

Drugsprescribedo shorterthe durationof the
commoncold

Prescriptiordrugsfor which thereis anover-the-
counterequivalentthe sameactiveingredient,
strengthanddosagegorm asthe prescriptiondrug).
This exclusiondoesnotapplyto:

insulin
over-the-countedrugscoveredunder‘Preventive

Services'in this “Benefits” section(this includes
tobaccocessatiordrugsandcontraceptivalrugs)

anentireclassof prescriptiondrugswhenonedrug
within thatclassbecomesavailableover-the-
counter

All drugs,suppliesandsupplementselatedto
assistedeproductivaechnology(“ART") Services

Page 55



Qutpatient Surgery and Outpatient
Procedures

We coverthefollowing outpatientcareServices:
Outpatientsurgery

Outpatientproceduregincludingimagingand
diagnosticServices)whenprovidedin anoutpatient
or ambulatorysurgerycenteror in a hospital
operatingroom,or in anysettingwherealicensed
staff membemonitorsyour vital signsasyou regain
sensatiorafterreceivingdrugsto reducesensatioror
to minimize discomfort

For the following Services related to “Outpatient
Surgery and Outpatient Procedures,” refer to
these sections

Outpatientproceduregincludingimagingand
diagnosticServicesthatdo notrequirealicensed
staff memberto monitoryour vital signs(referto the
sectionthatwould otherwiseapplyfor theprocedure;
for examplefor radiologyprocedureshatdo not
requirea licensedstaff memberto monitoryour vital
signs,referto “Outpatientimaging,Laboratory,and
OtherDiagnosticandTreatmenServices”)

Preventive Services

We coveravariety of PreventiveServicesaslistedon
our websiteat kp.org/prevention, includingthe
following:

Servicesecommendedly the United States
PreventiveServicesTaskForcewith ratingof “A” or
“B.” Thecompletdist of theseservicesanbefound
atuspreventiveservicestaskforce.org

Immunizationdistedonthe Recommended
ChildhoodimmunizationSchedule/Unitectates,
jointly adoptedby the AmericanAcademyof
Pediatricsthe Advisory Committeeon Immunization
Practicesandthe AmericanAcademyof Family
Physicians

Preventiveservicefor womenrecommendedy the
HealthResourceandServicesAdministrationand
incorporatednto the Affordable CareAct. The
completdist of theseservicescanbefoundat
www.hrsa.gov/iwomens-guidelines

Thelist of PreventiveServicesecommendedy the
aboveorganizationss subjectto changeThese
PreventiveServicesaresubjectto all coverage
requirementslescribedn this “Benefits” sectionandall
provisionsin the“Exclusions,Limitations,Coordination
of Benefits,andReductions’section.

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
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If youareenrolledin agrandfatheregblan,certain
preventivetemslisted on our website suchasover-the-
counterdrugs,maynotbe covered Pleaseaeferto the
“Certainpreventiveitems” tablein the“Cost Share
Summary”sectionof this EOCfor coveraganformation.
If you havequestionsaboutPreventiveServicesplease
call our MemberServiceContactCenter.

Note: If youreceiveanyothercoveredServiceghatare
not PreventiveServicesduringor subsequertb a visit
thatincludesPreventiveServicesonthelist, you will pay
theapplicableCostSharefor thoseotherServicesFor
examplejf laboratorytestsor imagingServicesrdered
duringa preventiveoffice visit arenot Preventive
Servicesyouwill paytheapplicableCostSharefor
thoseServices.

For the following Services related to “Preventive
Services,” refer to these sections

Breastpumpsandbreastfeedingupplies(referto
“Breastfeedingupplies”under‘Durable Medical
Equipment(*DME") for HomeUse")

Healtheducatiorprogramgreferto “Health
Education”)

Outpatiendrugs,suppliesandsupplementshatare
PreventiveServiceqreferto “OutpatientPrescription
Drugs,SuppliesandSupplements”)

Women'sfamily planningcounselingconsultations,
andsterilizationServiceqreferto “Family Planning
Services”)

Prosthetic and Orthotic Devices

Prosthetic and orthotic devices coverage rules
We coverthe prostheticandorthoticdevicesspecifiedin
this “ProstheticandOrthotic Devices”sectionif all of
thefollowing requirementaremet:

Thedeviceis in generaluse,intendedfor repeated
use,andprimarily andcustomarilyusedfor medical
purposes

Thedeviceis the standardlevicethatadequately
meetsyour medicalneeds

You receivethe devicefrom the provideror vendor
thatwe select

Theitem hasbeenapprovedor you throughthe
Plan’sprior authorizatiomprocessasdescribedn
“Medical Groupauthorizatiomprocedurédor certain
referrals”under‘Getting a Referral”’in the“How to
ObtainServices’section

The Servicesareprovidedinsideour ServiceArea
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Coveragencludesfitting andadjustmenbf these
devicestheir repairor replacementandServicedo
determinewvhetheryou needa prostheticor orthotic
device.lf we coverareplacementlevice thenyou pay
the CostSharethatyou would payfor obtainingthat
device.

Base prosthetic and orthotic devices

If all of therequirementslescribedunder‘Prostheticand
orthoticcoverageules”in this “ProstheticsandOrthotic
Devices”sectionaremet,we covertheitemsdescribed
in this “Baseprostheticandorthoticdevices section.

Internally implanteddevices

We coverprostheticandorthoticdevicessuchas
pacemakersntraoculadensescochlearimplants,
osseointegrateldearingdevicesandhip joints, if they
areimplantedduringa surgerythatwe arecovering
underanothersectionof this “Benefits” section.

External devices
We coverthefollowing externalprostheticandorthotic
devices:

Prosthetiadevicesandinstallationaccessoriet®
restorea methodof speakingollowing theremoval
of all or partof thelarynx (this coveragedoesnot
includeelectronicvoice-producingnachinesyhich
arenot prostheticdevices)

After Medically Necessaryemovalof all or partof a
breast:

prosthesesdncluding custom-mad@rostheses
whenMedically Necessary

up to threebrassieresequiredto hold a prosthesis
in any 12-monthperiod

Podiatricdeviceg(includingfootwear)to preventor
treatdiabetes-relatedomplicationsvhenprescribed
by a PlanPhysicianor by a PlanProviderwho is a
podiatrist

Compressiourngarmentsandlymphedemavraps
andgarments

Enteralformulafor Memberswho requiretube
feedingin accordwith Medicareguidelines

Enteralpumpandsupplies
Tracheostomyubeandsupplies

Prostheseto replaceall or partof anexternalfacial
bodypartthathasbeenremovedor impairedasa
resultof diseaseinjury, or congenitadefect

Group ID: 39425 Kaiser Permanente Deductible HMO Plan
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Supplemental prosthetic and orthotic devices

If all of therequirementslescribedunder‘Prostheticand
orthoticcoverageules”in this “ProstheticsandOrthotic
Devices”sectionaremet,we coverthefollowing items:

Prosthetialevicesrequiredto replaceall or partof an
organor extremity,butonly if theyalsoreplacethe
functionof the organor extremity

Rigid andsemi-rigidorthotic devicesrequiredto
supportor correcta defectivebody part

Coveredspecialfootwearwhencustommadefor foot
disfigurementdueto diseaseinjury, or
developmentatlisability

For the following Services related to “Prosthetic
and Orthotic Devices,” refer to these sections

Eyeglasseandcontactiensesjncludingcontact
lensego treataniridiaor aphakiareferto “Vision
Servicedor Adult Members”and“Vision Services
for PediatricMembers”)

Hearingaidsotherthaninternallyimplanteddevices
describedn this section(referto “Hearing Services”)

Injectableimplants(referto “AdministeredDrugsand
Products”)

Prosthetic and orthotic devices exclusion(s)

Multifocal intraoculadensesandintraoculadenseso
correctastigmatism

Nonrigid supplies suchaselasticstockingsandwigs,
exceptasotherwisedescribedabovein this
“ProstheticandOrthotic Devices”section

Comfort,convenienceor luxury equipmenbor
features

Repairor replacemenof devicedueto loss,theft, or
misuse

Shoesshoeinserts,archsupportspr anyother
footwear,evenif custom-madegxceptfootwear
describedhbovein this “ProstheticandOrthotic
Devices"sectionfor diabetes-relatedomplications
andfoot disfigurement

Prosthetiandorthoticdevicesnotintendedfor
maintainingnormalactivitiesof daily living
(includingdevicesintendedo provideadditional
supportfor recreationabr sportsactivities)

Reconstructive Surgery

We coverthefollowing reconstructivesurgeryServices:

Reconstructivesurgeryto corrector repairabnormal
structureof the body causedy congenitaldefects,
developmentahbnormalitiestfrauma,infection,
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tumors,or diseaseif a PlanPhysiciandetermineghat
it is necessaryo improvefunction,or createa normal
appearancdp theextentpossible

Following Medically Necessaryemovalof all or part
of abreastwe coverreconstructiorof the breast,
surgeryandreconstructiorof the otherbreasto
producea symmetricabppearancegndtreatmenif
physicalcomplicationsjncludinglymphedemas

For coveredServicegelatedto reconstructivesurgery
thatyoureceive youwill paythe CostShareyouwould
payif the Servicesverenotrelatedto reconstructive
surgery Forexample see“Hospital inpatientcare”in the
“Cost ShareSummary”sectionof this EOCfor the Cost
Sharethatappliesfor hospitalinpatientcare,andsee
“Outpatientsurgeryandoutpatieniproceduresin the
“Cost ShareSummary”for the CostSharethatapplies
for outpatientsurgery.

For the following Services related to
“Reconstructive  Surgery,” refer to these
sections

DentalandorthodonticServiceghatareanintegral
partof reconstructivesurgeryfor cleft palate(referto
“Dental andOrthodonticServices”)

Office visits not describedn the “Reconstructive
Surgery”section(referto “Office Visits”")

Outpatienimagingandlaboratory(referto
“Outpatientimaging,Laboratory,andOther
Diagnosticand TreatmentServices”)

Outpatientprescriptiondrugs(referto “Outpatient
PrescriptiorDrugs,SuppliesandSupplements”)

Outpatientadministeredirugs(referto “Administered
DrugsandProducts”)

Prostheticandorthotics(referto “Prostheticand
OrthoticDevices”)

TelehealthVisits (referto “TelehealthVisits”)

Reconstructive surgery exclusion(s)

Surgerythat,in thejudgmentof a PlanPhysician
specializingn reconstructivesurgery offersonly a
minimal improvemenin appearance

Rehabilitative and Habilitative Services

We coverthe Servicesdescribedn this “Rehabilitative
andHabilitative Services”sectionif all of thefollowing
requirementsremet:

The Servicesareto address healthcondition

The Servicesareto helpyou keep,learn,or improve
skills andfunctioningfor daily living
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You receivethe Servicesat a PlanFacility unlessa
PlanPhysiciandetermineghatit is Medically
Necessaryor youto receivethe Servicesn another
location

We coverthefollowing Services:

Individual outpatientphysical,occupationaland
speechherapy

Groupoutpatientphysical,occupationalandspeech
therapy

Physical,occupationalandspeechherapyprovided
in anorganizedmultidisciplinaryrehabilitationday-
treatmenprogram

For the following Services related to
“Rehabilitative and Habilitative Services,” refer
to these sections

Behavioralhealthtreatmenfor pervasive
developmentadlisorderor autism(referto
“BehavioralHealthTreatmenfor Pervasive
DevelopmentaDisorderor Autism”)

Homehealthcare(referto “Home HealthCare”)

Durablemedicalequipmen{referto “Durable
Medical Equipment(“DME”") for HomeUse")

Ostomyandurologicalsupplieg(referto “Ostomyand
Urological Supplies”)

Prosthetiandorthoticdevicegreferto “Prosthetic
andOrthotic Devices”)

Physical,occupationalandspeechtherapyprovided
duringacoveredstayin a PlanHospitalor Skilled
NursingFacility (referto “Hospital InpatientCare”
and“Skilled NursingFacility Care”)

Rehabilitative and habilitative Services
exclusion(s)

Itemsandserviceghatarenot healthcareitemsand
serviceqfor examplerespitecare,daycare,
recreationatare,residentiatreatmentsocial
servicesgustodialcare,or educatiorservicesof any
kind, includingvocationaltraining)

Services in Connection with a Clinical
Trial

We coverServicesyou receivein connectiorwith a
clinical trial if all of thefollowing requirementsremet:

Wewould havecoveredthe Servicesf theywerenot
relatedto aclinical trial

You areeligible to participatein theclinical trial
accordingto thetrial protocolwith respecto
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treatmenbf canceror otherlife-threateningcondition
(aconditionfrom which thelikelihood of deathis
probableunlessthe courseof the conditionis
interrupted) asdeterminedn oneof thefollowing
ways:

aPlanProvidermakesthis determination

you provideuswith medicalandscientific
informationestablishinghis determination

If anyPlanProvidersparticipatein theclinical trial
andwill acceptyou asa participantin theclinical
trial, you mustparticipatein theclinical trial through
aPlanProviderunlesstheclinical trial is outsidethe
statewhereyou live

Theclinical trial is an ApprovedClinical Trial

“ApprovedClinical Trial” meansaphasd, phasdl,
phasdll, or phasdV clinical trial relatedto the
preventiondetectionor treatmenbf canceror other
life-threateningcondition,andthatmeetsoneof the
following requirements:

Thestudyor investigationis conductedinderan
investigationahewdrugapplicationreviewedby the
U.S.FoodandDrug Administration

Thestudyor investigationis adrugtrial thatis
exemptfrom havinganinvestigationahewdrug
application

Thestudyor investigationis approvecr fundedby at
leastoneof thefollowing:

the Nationallnstitutesof Health

the Centerdor DiseaseControlandPrevention
the Agencyfor HealthCareResearctandQuality
the Centerdor Medicare& MedicaidServices

acooperativegroupor centerof anyof theabove
entitiesor of the Departmenbdf Defenseor the
Departmenbf VeteransAffairs

aqualifiednon-governmentalesearctentity
identifiedin the guidelinesssuedby the National
Institutesof Healthfor centersupportgrants

the Departmenbf VeteransAffairs or the
Departmenof Defenseor the Departmenbdf
Energy,butonly if the studyor investigationhas
beenreviewedandapprovedhougha systemof
peerreviewthattheU.S. Secretaryof Healthand
HumanServicedeterminesneetsall of the
following requirements(1) It is comparabléo the
Nationallnstitutesof Healthsystemof peerreview
of studiesandinvestigationsand(2) it assures
unbiasedeviewof the highestscientificstandards
by qualified peoplewho havenointerestin the
outcomeof thereview
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For coveredServicegelatedto a clinical trial, you will
paythe CostShareyouwould payif the Servicesvere
notrelatedto aclinical trial. For example see“Hospital
inpatientcare”in the “Cost ShareSummary”sectionof
this EOCfor the CostSharethatappliesfor hospital
inpatientcare.

Services in connection with a clinical trial
exclusion(s)

TheinvestigationalService

Serviceghatareprovidedsolelyto satisfydata
collectionandanalysisneedsandarenot usedin your
clinical management

Skilled Nursing Facility Care

Insideour ServiceArea,we coverskilled inpatient
Servicedn aPlanSkilled NursingFacility. The skilled
inpatientServiceanustbe customarilyprovidedby a

Skilled NursingFacility, andabovethe level of custodial

or intermediatecare.

We coverthefollowing Services:
PhysiciamandnursingServices
Roomandboard

Drugsprescribedy a PlanPhysicianaspartof your
planof carein the PlanSkilled NursingFacility in
accordwith our drugformularyguidelinesf theyare
administeredo you in the PlanSkilled Nursing
Facility by medicalpersonnel

Durablemedicalequipmenin accordwith our prior
authorizatiorprocedureaf Skilled NursingFacilities
ordinarily furnishthe equipmen{referto “Medical
Groupauthorizatiorprocedurdor certainreferrals”
under‘Getting a Referral”in the“How to Obtain
Services"section)

ImagingandlaboratoryServiceghat Skilled Nursing
Facilitiesordinarily provide

Medicalsocialservices

Wholeblood,redbloodcells, plasmaplateletsand
theiradministration

Medicalsupplies

Behavioralhealthtreatmenfor pervasive
developmentadlisorderor autism

Physical,occupationalandspeechtherapy
Respiratorntherapy
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For the following Services related to “Skilled
Nursing Facility Care,” refer to these sections

Outpatienimaging,laboratory,andotherdiagnostic
andtreatmentServiceqreferto “Outpatientimaging,
Laboratory,andOtherDiagnosticand Treatment
Services”)

Outpatientphysical,occupationalandspeechherapy
(referto “RehabilitativeandHabilitative Services”)

Substance Use Disorder Treatment

We coverServicesspecifiedin this “SubstancdJse
DisorderTreatment’sectiononly whenthe Servicesare
for thediagnosisor treatmenbf Substancé&Jse
DisordersA “SubstancéJseDisorder”is a condition
identifiedasa “substanceisedisorder”in themost
recentlyissuededition of the Diagnosticand Statistical
Manualof Mental Disorders(“DSM”) .

Outpatient substance use disorder treatment

We coverthefollowing Servicedor treatmenbf
substanceisedisorders:

Day-treatmenprograms

Individual andgroupsubstanceisedisorder
counseling

Intensiveoutpatientprograms
Medicaltreatmenfor withdrawalsymptoms

Residential treatment

Insideour ServiceArea,we coverthefollowing Services
whenthe Servicesareprovidedin alicensedresidential
treatmenfacility thatprovides24-hourindividualized
substanceisedisordertreatmentthe Servicesare
generallyandcustomarilyprovidedby a substanceise
disordermesidentiatreatmenfprogramin alicensed
residentiatreatmenfacility, andthe Servicesareabove
thelevel of custodialcare:

Individualandgroupsubstanceisedisorder
counseling

Medicalservices
Medicationmonitoring
Roomandboard
Socialservices

Drugsprescribedyy a PlanProvideraspartof your
planof carein theresidentiakreatmenfacility in
accordwith our drugformularyguidelinesf theyare
administeredo you in thefacility by medical
personne(for dischargedrugsprescribedvhenyou
arereleasedrom theresidentiakreatmenftacility,
pleaseaeferto “OutpatientPrescriptiorDrugs,
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SuppliesandSupplementsin this “Benefits”
section)

Dischargeplanning

Inpatient detoxification

We coverhospitalizatiorin a PlanHospitalonly for
medicalmanagemenf withdrawalsymptomsjncluding
roomandboard,PlanPhysicianServicesdrugs,
dependencyecoveryServicesgducationand
counseling.

For the following Services related to “Substance
Use Disorder Treatment,” refer to these sections

Outpatientaboratory(referto “Outpatientimaging,
Laboratory,andOtherDiagnosticand Treatment
Services”)

Outpatientself-administeredrugs(referto
“OutpatientPrescriptiorDrugs,Suppliesand
Supplements”)

TelehealthVisits (referto “TelehealthVisits”)

Telehealth Visits

TelehealthVisits areintendedio makeit more
convenienfor youto receivecoveredServiceswhena
PlanProviderdeterminest is medicallyappropriateor
your medicalcondition.You mayreceivecovered
Servicesvia TelehealthVisits, whenavailableandif the
Servicesvould havebeencoveredunderthis EOCif
providedin person.You arenotrequiredto use
TelehealthVisits.

We coverthefollowing typesof TelehealthVisits with
PrimaryCarePhysiciansNon-PhysiciarSpecialistsand
PhysicianSpecialists:

Interactivevideovisits
Scheduledelephonevrisits

Transplant Services

We covertransplant®f organstissue,or bonemarrowif
the Medical Groupprovidesawritten referralfor careto
atransplanfacility asdescribedn “Medical Group
authorizatiorprocedurdor certainreferrals”under
“Getting a Referral”in the“How to ObtainServices”
section.

After thereferralto a transplanfacility, thefollowing
applies:

If eitherthe Medical Groupor thereferralfacility
determineghatyou do not satisfyits respective
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criteriafor atransplantwe will only coverServices
you receivebeforethatdeterminatioris made

HealthPlan,PlanHospitals the Medical Group,and
PlanPhysiciansarenotresponsibldor finding,
furnishing,or ensuringthe availability of anorgan,
tissue,or bonemarrowdonor

In accordwith our guidelinesfor Servicedor living
transplantdonors we providecertaindonation-related
Servicedor adonor,or anindividual identified by the
Medical Groupasa potentialdonor,whetheror not
thedonoris aMember.TheseServicesnustbe
directly relatedto a coveredtransplanfor you,which
may includecertainServicedor harvestingheorgan,
tissue,or bonemarrowandfor treatmenof
complicationsPleasecall our MemberService
ContactCenterfor questionsaboutdonorServices

For coveredransplanServiceghatyou receive you
will paythe CostShareyouwould payif the Services
werenot relatedto atransplantFor example see
“Hospital inpatientcare”in the“Cost ShareSummary”
sectionof this EOCfor the CostSharethatappliesfor
hospitalinpatientcare.We provideor payfor donation-
relatedServicedor actualor potentialdonors(whether
or nottheyareMembers)n accordwith our guidelines
for donorServicesat no charge (not subjectto the Plan
Deductible).

For the following Services related to “Transplant
Services,” refer to these sections

Outpatienimagingandlaboratory(referto
“Outpatientimaging,Laboratory,andOther
Diagnosticand TreatmentServices”)

Outpatientprescriptiondrugs(referto “Outpatient
PrescriptiorDrugs,SuppliesandSupplements”)

Outpatientadministeredirugs(referto “Administered
DrugsandProducts”)

Vision Services for Adult Members

We coverthefollowing for Adult Members:

Routineeyeexamswith a PlanOptometristo
determingheneedfor vision correction(including
dilation ServicesvhenMedically Necessaryandto
providea prescriptionfor eyeglassenses

PhysicianSpecialisiVisits to diagnoseandtreat
injuriesor diseasesf theeye

Non-PhysiciarSpecialisiVisits to diagnoseandtreat
injuriesor diseasesf theeye
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Optical Services

We coverthe Servicedescribedn this “Optical
Services’sectionat PlanMedical Offices or PlanOptical
SalesOffices.

We do not covereyeglassesr contactiensesunderthis
EOC (exceptfor specialcontactiensesdescribedn this
“Vision Servicedor Adult Members”section).

Specialcontactlenses
We coverthefollowing:

For aniridia(missingiris), we coverup to two
Medically Necessargontactiensepereye
(includingfitting anddispensing)n any 12-month
periodwhenprescribedy a PlanPhysicianor Plan
Optometrist

Foraphakia(absencef the crystallinelensof the
eye),we coverup to six Medically Necessaraphakic
contactlensegereye(includingfitting and
dispensing)n any 12-monthperiodwhenprescribed
by a PlanPhysicianor PlanOptometrist

Low vision devices
Low vision deviced(includingfitting anddispensingpre
not coveredunderthis EOC.

For the following Services related to “Vision
Services for Adult Members,” refer to these
sections

Routinevision screeningsvhenperformedaspartof
aroutinephysicalexam(referto “Preventive
Services”)

Servicegelatedto theeyeor vision otherthan
Servicexoveredunderthis “Vision Servicegor
Adult Members”section,suchasoutpatientsurgery
andoutpatientprescriptiondrugs,suppliesand
supplementgreferto theapplicableheadingn this
“Benefits” section)

Vision Services for Adult Members exclusion(s)

Contactiensesjncludingfitting anddispensing,
exceptasdescribedunderthis “Vision Servicedor
Adult Members”section

Eyeglasdensesandframes

Eyeexamsfor the purposeof obtainingor
maintainingcontactienses

Industrialframesor safetyeyeglassesyhenrequired
asaconditionof employment

Low visiondevices
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Vision Services for Pediatric Members

We coverthefollowing for PediatricMembers:

Routineeyeexamswith a PlanOptometristo
determingheneedfor vision correction(including
dilation ServicesvhenMedically Necessaryandto
providea prescriptionfor eyeglassenses

PhysicianSpecialistVisits to diagnoseandtreat
injuriesor diseasesf theeye

Non-PhysiciarSpecialisiVisits to diagnoseandtreat
injuriesor diseasesf theeye

Optical Services

We coverthe Servicedescribedn this “Optical
Services”sectionat PlanMedical Officesor PlanOptical
SalesOffices.

We do not covereyeglassesr contactiensesunderthis
EOC (excepftfor specialcontactiensesdescribedn this
“Vision Servicedor PediatricMembers”section).

Specialcontactlenses
We coverthefollowing:

For aniridia(missingiris), we coverupto two
Medically Necessargontactiensepereye
(includingfitting anddispensing)n any 12-month
periodwhenprescribedyy a PlanPhysicianor Plan
Optometrist

For aphakialabsencef thecrystallinelensof the
eye),we coverup to six Medically Necessargphakic
contactlensegereye(includingfitting and
dispensing)n any 12-monthperiodwhenprescribed
by a PlanPhysicianor PlanOptometrist

Low vision devices
Low vision deviceg(includingfitting anddispensingpre
not coveredunderthisEOC

For the following Services related to “Vision
Services for Pediatric Members,” refer to these
sections

Routinevision screeningsvhenperformedaspartof
aroutinephysicalexam(referto “Preventive
Services”)

Servicegelatedto theeyeor vision otherthan
Servicesoveredunderthis “Vision Servicedor
PediatricMembers”section suchasoutpatient
surgeryandoutpatientprescriptiondrugs,supplies,
andsupplementgreferto theapplicableheadingn
this “Benefits” section)
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Vision Services for Pediatric Members
exclusion(s)

Contactlensesjncludingfitting anddispensing,
exceptasdescribedunderthis “Vision Servicedor
PediatricMembers”section

Eyeglasdensesandframes

Eyeexamsfor the purposeof obtainingor
maintainingcontactienses

Industrialframesor safetyeyeglassesyhenrequired
asaconditionof employment

Low visiondevices

Exclusions, Limitations,
Coordination of Benefits, and
Reductions

Exclusions

Theitemsandservicedistedin this “Exclusions”section
areexcludedirom coverageTheseexclusionsapplyto
all Serviceghatwould otherwisebe coveredunderthis
EOCregardles®sf whetherthe servicesarewithin the
scopeof a provider’slicenseor certificate. These
exclusion9or limitationsdo notapplyto Serviceghatare
Medically Necessaryo treatSeriousEmotional
Disturbanceof a Child UnderAge 18 or SevereMental
lliness.

Certain exams and Services
PhysicalexamsandotherServiceq1) requiredfor
obtainingor maintainingemploymenbr participationin
employeeprograms(2) requiredfor insuranceor
licensing,or (3) on courtorderor requiredfor paroleor
probation.This exclusiondoesnot applyif aPlan
Physiciandetermineghatthe ServicesareMedically
Necessary.

Chiropractic Services

ChiropracticServicesandthe Servicesof a chiropractor,
unlessyou havecoveragdor supplementathiropractic
Servicesasdescribedn anamendmento thisEOC.

Cosmetic Services
Serviceghatareintendedprimarily to changeor
maintainyour appearancéncluding CosmeticSurgery,
whichis definedassurgerythatis performedo alteror
reshapenormalstructuresof thebodyin orderto
improveappearancegxceptthatthis exclusiondoesnot
applyto any of thefollowing:

Servicexoveredunder‘ReconstructiveSurgery”in
the“Benefits” section
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Thefollowing devicescoveredunder“Prostheticand
OrthoticDevices”in the “Benefits” sectiontesticular
implantsimplantedaspartof a coveredreconstructive
surgery breastprostheseaeededftera mastectomy,
andprostheseto replaceall or partof anexternal
facial bodypart

Custodial care

Assistancavith activitiesof daily living (for example:
walking, gettingin andout of bed,bathing,dressing,
feeding,toileting, andtakingmedicine).

This exclusiondoesnot applyto assistancavith
activitiesof daily living thatis providedaspartof
coveredhospice Skilled NursingFacility, or inpatient
hospitalcare.

Dental and orthodontic Services

DentalandorthodonticServicessuchasX-rays,
appliancesimplants,Servicegrovidedby dentistsor
orthodontistsdentalServicedollowing accidentalnjury
to teeth,anddentalServicegesultingfrom medical
treatmensuchassurgeryon thejawboneandradiation
treatment.

This exclusiondoesnot applyto thefollowing Services:

Servicessoveredunder‘Dental andOrthodontic
Services’in the“Benefits” section

Servicedescribedinder‘Injury to Teeth”in the
“Benefits” section

PediatricdentalServicesdescribedn a Pediatric
DentalServicesAmendmento this EOC, if any.If
your planhasa PediatricDentalServices
Amendmentijt will beattachedo this EOC, andit
will belistedin theEOC’s Tableof Contents

Disposable supplies

Disposablesuppliesfor homeuse,suchasbandages,
gauzetape,antisepticsdressingsAce-typebandages,
anddiapersunderpadsandotherincontinencesupplies.

This exclusiondoesnot applyto disposablesupplies
coveredunder‘Durable Medical Equipment(*"DME")
for HomeUse,”*Home HealthCare,”*HospiceCare,”
“OstomyandUrological Supplies,’and“Outpatient
PrescriptiorDrugs,SuppliesandSupplementsin the
“Benefits” section.
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Experimental or investigational Services

A Serviceis experimentabr investigationalf we,in
consultatiorwith the Medical Group,determinghatone
of thefollowing is true:

Generallyacceptednedicalstandardslio not
recognizdt assafeandeffectivefor treatingthe
conditionin question(evenif it hasbeenauthorized
by law for usein testingor otherstudieson human
patients)

It requiresgovernmentpprovalthathasnotbeen
obtainedwhenthe Serviceis to be provided

This exclusiondoesnot applyto anyof thefollowing:

Experimentabr investigationalServicesvhenan
investigationabpplicationhasbeenfiled with the
federalFoodandDrug Administration(“*FDA") and
themanufactureor othersourcemakesthe Services
availableto you or KaiserPermanentéhroughan
FDA-authorizedoroceduregxceptthatwe do not
coverServiceghatarecustomarilyprovidedby
researctsponsorgreeof chargeto enrolleesn a
clinical trial or otherinvestigationatreatment
protocol

Servicescoveredunder‘Servicesin Connectiorwith
aClinical Trial” in the“Benefits” section

Pleaseeferto the “Dispute Resolution”sectionfor
informationaboutindependeniedical Reviewrelated
to deniedrequestdor experimentabr investigational
Services.

Hair loss or growth treatment

Itemsandservicedor the promotion,preventionor
othertreatmenof hairlossor hair growth.

Intermediate care

Carein alicensedntermediatecarefacility. This
exclusiondoesnotapplyto Servicesoveredunder
“Durable Medical Equipment(“"DME”") for HomeUse,”
“Home HealthCare,”and“HospiceCare”in the
“Benefits” section.

Items and services that are not health care items
and services

Forexamplewe do not cover:
Teachingmannersaandetiquette

Teachingandsupportservicego developplanning
skills suchasdaily activity planningandprojector
taskplanning

ltemsandservicedor the purposeof increasing
academidknowledgeor skills

Teachingandsupportservicedo increasentelligence
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Academiccoachingor tutoringfor skills suchas
grammarmath,andtime management

Teachingyou howto read,whetheror notyou have
dyslexia

Educationatesting

Teachingart,dance horseriding, music,play or
swimming,exceptthatthis exclusionfor “teaching
play” doesnotapplyto Serviceghatarepartof a
behaviorahealththerapytreatmenplanandcovered
under“BehavioralHealthTreatmenfor Pervasive
DevelopmentaDisorderor Autism” in the “Benefits”
section

Teachingskills for employmenor vocational
purposes

Vocationaltraining or teachingvocationalskills
Professionagrowthcourses
Trainingfor a specificjob or employmentounseling

Aquatictherapyandotherwatertherapy exceptthat
this exclusionfor aquatictherapyandotherwater
therapydoesnot applyto therapyServiceghatare
partof a physicaltherapytreatmenplanandcovered
under‘Home HealthCare,”“HospiceServices,”
“Hospital InpatientCare,”“Rehabilitativeand
Habilitative Services, or “Skilled NursingFacility
Care”in the“Benefits” section

ltems and services to correct refractive defects
of the eye

Itemsandserviceqsuchaseyesurgeryor contactienses
to reshapeheeye)for the purposeof correcting
refractivedefectsof the eyesuchasmyopia,hyperopia,
or astigmatism.

Massage therapy

Massagéherapy exceptthatthis exclusiondoesnot
applyto therapyServiceghatarepartof a physical
therapytreatmenplanandcoveredunder‘Home Health
Care,""HospiceServices,™Hospital InpatientCare,”
“RehabilitativeandHabilitative Services, or “Skilled
NursingFacility Care”in the “Benefits” section.

Oral nutrition

Outpatientral nutrition, suchasdietarysupplements,
herbalsupplementsyeightlossaids,formulas,andfood.

This exclusiondoesnot applyto any of thefollowing:

Amino acid-modified productsandelementabietary
enterafformulacoveredunder‘Outpatient
PrescriptiorDrugs,SuppliesandSupplementsin
the“Benefits” section
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Enteralformulacoveredunder‘Prostheticand
OrthoticDevices”in the“Benefits” section

Residential care

Carein afacility whereyou stayovernight,exceptthat
this exclusiondoesnot applywhenthe overnightstayis
partof coveredcarein a hospital,a Skilled Nursing
Facility, inpatientrespitecarecoveredn the “Hospice
Care”section,or residentiatreatmenprogramServices
coveredn the“SubstanceaJseDisorderTreatment’and
“Mental HealthServices”sections.

Routine foot care items and services

Routinefoot careitemsandserviceghatarenot
Medically Necessary.

Services not approved by the federal Food and
Drug Administration

Drugs,supplementgests,vaccinesdevicesradioactive
materialsandanyotherServiceghatby law require
federalFoodandDrug Administration(*FDA”) approval
in orderto besoldin theU.S. butarenot approvecby the
FDA. This exclusionappliesto Servicesprovided
anywheregvenoutsidethe U.S.

This exclusiondoesnot applyto any of thefollowing:

Servicexoveredunderthe “EmergencyServicesand
UrgentCare”sectionthatyou receiveoutsidethe U.S.

Experimentabr investigationaServicesvhenan
investigationahpplicationhasbeenfiled with the
FDA andthe manufactureor othersourcemakesthe
Servicesavailableto you or KaiserPermanente
throughan FDA-authorizedporoceduregxceptthatwe
do not coverServiceghatarecustomarilyprovided
by researctsponsordree of chargeto enrolleesn a
clinical trial or otherinvestigationatreatment
protocol

Servicesoveredunder‘Servicesin Connectionwith
aClinical Trial” in the“Benefits” section

Pleaseeferto the “Dispute Resolution”sectionfor
informationaboutindependeniMedical Reviewrelated
to deniedrequestdor experimentabr investigational
Services.

Services performed by unlicensed people
Serviceghatareperformedsafelyandeffectively by
peoplewho do notrequirelicensesor certificateshy the
stateto providehealthcareservicesandwherethe
Member’'sconditiondoesnotrequirethatthe servicesbe
providedby alicensedhealthcareprovider.

This exclusiondoesnot applyto Servicesoveredunder
“BehavioralHealthTreatmenfor Pervasive
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DevelopmentaDisorderor Autism” in the “Benefits”
section.

Services related to a noncovered Service

Whena Serviceis notcoveredall Servicegelatedto the
noncovered®erviceareexcluded exceptfor Servicesve
would otherwisecoverto treatcomplicationsof the
noncoveredervice For examplejf you havea
noncovereaosmeticsurgery,we would not cover
Servicesyou receivein preparatiorfor the surgeryor for
follow-up care.If you latersuffera life-threatening
complicationsuchasa seriousinfection, this exclusion
would not applyandwe would coverany Serviceghat
we would otherwisecoverto treatthatcomplication.

Surrogacy

Servicedor anyonein connectiorwith a Surrogacy
Arrangementexceptfor otherwise-covere8ervices
providedto a Memberwho is a surrogateA “Surrogacy
Arrangement’is onein which awoman(the surrogate)
agreego becomepregnantindto surrendethebaby(or
babies}o anothempersonor personsvho intendto raise
thechild (or children),whetheror notthewoman
receivegpaymentor beinga surrogatePleasaeferto
“Surrogacyarrangementstinder‘Reductions”in this
“Exclusions,Limitations, Coordinationof Benefits,and
Reductions’sectionfor informationaboutyour
obligationsto usin connectiorwith a Surrogacy
Arrangementincluding your obligationsto reimburseus
for any Servicesve coverandto provideinformation
aboutanyonewho maybefinancially responsibldor
Serviceghebaby(or babiesyeceive.

Travel and lodging expenses

Travelandlodgingexpensesxceptasdescribedn our
TravelandLodging ProgramDescription.The Travel
andLodging ProgramDescriptionis availableonline at
kp.org/specialty-care/travel-reimbursementsor by
calling our MemberServiceContactCenter.

Limitations

Wewill makea goodfaith effort to provideor arrange
for coveredServiceswithin theremainingavailability of
facilities or personnein the eventof unusual
circumstancethatdelayor renderimpracticalthe
provisionof Servicesunderthis EOC, suchasa major
disastergpidemicwar,riot, civil insurrectiondisability
of alargeshareof personnebta PlanFacility, complete
or partialdestructiorof facilities, andlabordispute.
Underthesecircumstancesf you haveanEmergency
Medical Condition,call 911 or goto the neareshospital
asdescribedinder“EmergencyServices’in the
“EmergencyServicesandUrgentCare” section,andwe
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will providecoverageandreimbursemenasdescribedn
thatsection.

Coordination of Benefits

The Servicescoveredunderthis EOCaresubjectto
coordinationof benefitsrules.

Coverage other than Medicare coverage

If youhavemedicalor dentalcoverageunderanother
planthatis subjectto coordinationof benefits we will
coordinatebenefitswith the othercoveragaunderthe
coordinationof benefitsrulesof the California
Departmenbf ManagedHealthCare.Thoserulesare
incorporatednto thisEOC,

If boththe othercoverageandwe coverthesame
Service theothercoverageandwe will seethatupto
100percentof your coveredmedicalexpensesrepaid
for thatService.The coordinationof benefitsrules
determinewhich coveragepaysfirst, or is “primary,” and
which coveraggpayssecondpr is “secondary."The
secondarygoveraganayreduceits paymento takeinto
accountpaymentby the primary coverageYou must
give usanyinformationwe requesto helpuscoordinate
benefits.

If your coveragainderthis EOCis secondaryywe may
beableto establisha BenefitReserveAccountfor you.
You maydrawonthe BenefitReserveAccountduringa
calendarwyearto payfor your out-of-pocketexpensesor
Serviceghatarepartially coveredby eitheryour other
coverageor usduringthatcalendaryear.If youare
entitledto a BenefitReserveAccount,we will provide
you with detailedinformationaboutthis account.

If you haveanyquestionsaboutcoordinationof benefits,
pleasecall our MemberServiceContactCenter.

Medicare coverage

If youhaveMedicarecoveragewe will coordinate
benefitswith the MedicarecoveragainderMedicare
rules.Medicarerulesdeterminewhich coveragepays
first, or is “primary,” andwhich coveraggpayssecond,
or is “secondary.”You mustgive usanyinformationwe
requesto helpuscoordinateébenefits.Pleasecall our
MemberServiceContactCenterto find outwhich
Medicarerulesapplyto your situation,andhow payment
will behandled.
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Reductions

Employer responsibility

Forany Serviceghatthelaw requiresanemployerto
provide,we will not paytheemployer,andwhenwe
coveranysuchServicesve mayrecoverthevalueof the
Servicedrom theemployer.

Government agency responsibility

Forany Serviceghatthelaw requiresbe providedonly
by or receivedonly from a governmentgencywe will
not paythe governmentgency andwhenwe coverany
suchServicesve mayrecoverthevalueof the Services
from thegovernmentgency.

Injuries or illnesses alleged to be caused by
third parties

If you obtainajudgmentor settlemenfrom or on behalf
of athird partywho allegedlycausedaninjury or illness
for whichyou receivedcoveredServicesyou must
reimburseusto the maximumextentallowedunder
CaliforniaCivil CodeSection3040.Note: This “Injuries
orillnessesllegedto be causedy third parties”section
doesnot affectyour obligationto payyour CostShare
for theseServices.

To the extentpermittedor requiredby law, we havethe
optionof becomingsubrogatedo all claims,cause®f
action,andotherrightsyou mayhaveagainstathird
party or aninsurer,governmenprogram,or othersource
of coveragdor monetarydamagesgompensationpr
indemnificationon accountof theinjury orillness
allegedlycausedy thethird party. We will beso
subrogatedsof thetime we mail or deliverawritten
noticeof our exerciseof this optionto you or your
attorney.

To secureourrights,we will havealien ontheproceeds
of anyjudgmentor settlementou or we obtainagainsia
third party. The proceed®f anyjudgmentor settlement
thatyou or we obtainshallfirst be appliedto satisfyour
lien, regardles®f whetherthetotal amountof the
proceedss lessthanthe actuallossesanddamagegou
incurred.

Within 30 daysafter submittingor filing aclaim or legal
actionagainsta third party,you mustsendwritten notice
of theclaim or legalactionto:

Equian

KaiserPermanente NorthernCaliforniaRegion

SubrogatiorMailbox

P.0.Box 36380

Louisville, KY 40233

Fax:1-502-214-1137
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In orderfor usto determingheexistenceof anyrights
we may haveandto satisfythoserights,you must
completeandsendusall consentsteleases,
authorizationsassignmentsaandotherdocuments,
includinglien formsdirectingyour attorney thethird
party,andthethird party’sliability insurerto payus
directly. You maynot agreeto waive,releasepr reduce
our rightsunderthis provisionwithout our prior, written
consent.

If your estateparentguardianor conservatonsserta
claim againstathird partybasednyourinjury or
illness,your estateparent,guardianor conservatoand
anysettlemenbr judgmentrecoveredyy the estate,
parentguardianor conservatoshallbe subjectto our
liensandotherrightsto the sameextentasif you had
assertedhe claim againsthethird party. We mayassign
our rightsto enforceour liensandotherrights.

If youhaveMedicare Medicarelaw may applywith
respecto Servicesoveredby Medicare.

Someprovidershavecontractedvith KaiserPermanente
to providecertainServicego Membersat ratesthatare
typically lessthanthefeesthatthe providersordinarily
chargeto thegenerabublic (“GeneralFees”).However,
thesecontractamayallow the providersto recoverall or
aportionof thedifferencebetweerthefeespaidby
KaiserPermanentandtheir GeneraFeesy meansf a
lien claim underCaliforniaCivil CodeSections3045.1+
3045.6againstajudgmentor settlementhatyou receive
from or on behalfof athird party.For Serviceghe
providerfurnished,our recoveryandthe provider’s
recoverytogethewill notexceedheprovider'sGeneral
Fees.

Surrogacy arrangements

If you enterinto a SurrogacyArrangemenandyou or
anyotherpayeeareentitledto receivepaymentsor other
compensatiomnderthe SurrogacyArrangementyou
mustreimburseusfor coveredServicesyou receive
relatedto conceptionpregnancygelivery,or postpartum
carein connectiorwith thatarrangement‘Surrogacy
HealthServices”)to the maximumextentallowedunder
CaliforniaCivil CodeSection3040.A “Surrogacy
Arrangement’is onein which awomanagreego
becomepregnantindto surrendethe baby(or babies)}o
anothermpersonor personaho intendto raisethe child
(or children),whetheror notthewomanreceives
paymentfor beinga surrogateNote: This “Surrogacy
arrangements8ectiondoesnot affectyour obligationto
payyour CostSharefor theseServicesAfter you
surrendea babyto thelegalparentsyou arenot
obligatedto reimburseusfor any Serviceghatthe baby
receiveqthelegal parentsarefinancially responsibldor
any Serviceghatthebabyreceives).
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By acceptingSurrogacyHealthServicesyou
automaticallyassignto usyour right to receivepayments
thatarepayableto you or any otherpayeeunderthe
SurrogacyArrangementregardles®f whetherthose
paymentsarecharacterize@sbeingfor medical
expensesTo secureour rights,we will alsohavealien
onthosepaymentsandon any escrowaccountfrust,or
anyotheraccounthatholdsthosepaymentsThose
paymentgandamountsn anyescrowaccounttrust,or
otheraccounthatholdsthosepaymentskhallfirst be
appliedto satisfyour lien. Theassignmenandour lien
will notexceedhetotal amountof your obligationto us
underthe precedingparagraph.

Within 30 daysafterenteringinto a Surrogacy
Arrangementyou mustsendwritten noticeof the
arrangemenincludingall of thefollowing information:

Namesaddresseandphonenumbersof the other
partiesto thearrangement

Namesaddresseandphonenumbersof anyescrow
agentor trustee

Namesaddresseandphonenumberf theintended
parentsandany otherpartieswho arefinancially
responsibldor Serviceghebaby(or babiesyeceive,
includingnamesaddressessndphonenumberdor
anyhealthinsurancehatwill coverServiceghatthe
baby(or babiesyeceive

A signedcopy of any contractsandotherdocuments
explainingthearrangement

Any otherinformationwe requesin orderto satisfy
ourrights

You mustsendthis informationto:
Equian
KaiserPermanente NorthernCaliforniaRegion
SurrogacyMailbox
P.0.Box 36380
Louisville, KY 40233
Fax:1-502-214-1137

You mustcompleteandsendusall consentsteleases,
authorizationslien forms,andotherdocumentshatare
reasonablynecessaryor usto determinethe existenceof
anyrightswe may haveunderthis “Surrogacy
arrangementssectionandto satisfythoserights.You
may not agreeto waive, releasepr reduceour rights
underthis “Surrogacyarrangementssectionwithout our
prior, written consent.

If your estateparentguardianor conservatoasserta
claim againstathird partybasedn the surrogacy
arrangementyour estateparent,guardian or
conservatoandany settlemenbr judgmentrecoveredy
theestateparent,guardianpr conservatoshallbe
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subjectto our liensandotherrightsto the sameextentas
if you hadassertedhe claim againsthethird party. We
may assignour rightsto enforceour liensandother
rights.

If you havequestionsaboutyour obligationsunderthis
provision,pleasecontactour MemberServiceContact
Center.

U.S. Department of Veterans Affairs

Forany Servicedor conditionsarisingfrom military
servicethatthelaw requireshe Departmenbf Veterans
Affairs to provide,we will notpaythe Departmentf
VeteransAffairs, andwhenwe coverany suchServices
we mayrecoverthevalueof the Servicefrom the
Departmenbf VeteransAffairs.

Workers’ compensation or employer’s liability
benefits

You maybeeligible for paymentsr otherbenefits,
includingamountseceivedasa settlementcollectively
referredto as“Financial Benefit”), underworkers’
compensatiolr employer’sliability law. We will
providecoveredServicesvenif it is unclearwhether
you areentitledto a FinancialBenefit, but we may
recoverthevalueof any coveredServicesrom the
following sources:

Fromanysourceprovidinga FinancialBenefitor
from whoma FinancialBenefitis due

Fromyou, to the extentthata FinancialBenefitis
providedor payableor would havebeenrequiredto
be providedor payablef you haddiligently soughtto
establishyourrightsto the FinancialBenefitunder
anyworkers’compensatior employer’sliability
law

Post-Service Claims and Appeals

This “Post-ServiceClaimsandAppeals’sectionexplains
howto file aclaimfor paymentor reimbursemenfor
Serviceghatyou havealreadyreceived Pleasaisethe
proceduresn this sectionin thefollowing situations:

You havereceivedEmergencyservicesPost-
StabilizationCare,Out-of-AreaUrgentCare,or
emergencyambulanceservicedrom a Non-Plan
Providerandyou wantusto payfor the Services

You havereceivedServicedrom aNon-Plan
Providerthatwe did not authorize(otherthan
EmergencyServicesQut-of-AreaUrgentCare,Post-
StabilizationCare,or emergencyambulanceServices)
andyou wantusto payfor the Services
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You wantto appeak denialof aninitial claim for
payment

Pleasdollow the proceduresinder‘Grievances’in the
“Dispute Resolution”sectionin thefollowing situations:

You wantusto coverServiceghatyou havenot yet
received

You wantusto continueto coveranongoingcourse
of coveredireatment

You wantto appeakl written denialof arequesfor
Serviceghatrequireprior authorizationasdescribed
under‘Medical Groupauthorizatiorprocedureor
certainreferrals”)

Who May File

Thefollowing peoplemayfile claims:
You mayfile for yourself

You canaskafriend, relative,attorney,or anyother
individualto file a claimfor you by appointingthem
in writing asyour authorizedrepresentative

A parentmayfile for their child underagel8, except
thatthe child mustappointthe parentasauthorized
representativé thechild hasthelegalright to control
releaseof informationthatis relevantto the claim

A court-appointedjuardianmayfile for theirward,
exceptthatthe ward mustappointthe court-appointed
guardianasauthorizedepresentativéd thewardhas
thelegalright to controlreleaseof informationthatis
relevantto theclaim

A court-appointeadtonservatomayfile for their
conservatee

An agentundera currentlyeffectivehealthcare
proxy, to the extentprovidedunderstatelaw, mayfile
for their principal

Authorizedrepresentativesiustbe appointedn writing
usingeitherour authorizatiorform or someotherform of
written notification. Theauthorizatiorform is available
from the MemberServicesDepartmenata PlanFacility,
on ourwebsiteatkp.org, or by calling our Member
ServiceContactCenter.Your written authorizatiormust
accompanyheclaim. You mustpaythe costof anyone
you hireto represenbr helpyou.

Supporting Documents

You canrequespaymentor reimbursemenorally or in
writing. Your requesfor paymentor reimbursemen@nd
anyrelateddocumentghatyou give us, constituteyour
claim.
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Claim forms for Emergency Services, Post-
Stabilization Care, Out-of-Area Urgent Care, and
emergency ambulance Services

To file aclaimin writing for EmergencyServicesPost-
StabilizationCare,Out-of-AreaUrgentCare,and
emergencyambulanceServicespleaseuseour claim
form. You canobtaina claim form in thefollowing
ways:

By visiting our websiteatkp.org

In personfrom any MemberServiceoffice ataPlan

Facility andfrom PlanProviderg(for addressesgefer

to our ProviderDirectoryor call our MemberService
ContactCenter)

By calling our MemberServiceContactCenterat
(TTY userscall 711

Claims forms for all other Services

To file aclaimin writing for all otherServicesyou may
useour Complaintor BenefitClaim/Requestorm. You
canobtainthis form in thefollowing ways:

By visiting our websiteatkp.org

In personfrom any MemberServicesffice ata Plan

Facility andfrom PlanProviderg(for addressesefer

to our ProviderDirectoryor call our MemberService
ContactCenter)

By calling our MemberServiceContactCenterat
(TTY userscall 711)

Other supporting information

Whenyoufile aclaim, pleasdncludeanyinformation
thatclarifiesor supportsyour position.For examplejf
you havepaidfor Servicespleasencludeanybills and
receiptsthatsupportyour claim. To requesthatwe paya
Non-PlanProviderfor Servicesjncludeanyhbills from
the Non-PlanProvider.If the Non-PlanProviderstates
thattheywill file the claim, you arestill responsibldor
makingsurethatwe receiveeverythingwe needto
procesgherequesfor paymentWhenappropriateye
will requesimedicalrecordsfrom PlanProvidersonyour
behalf.If youtell usthatyou haveconsultedvith aNon-
PlanProviderandareunableto providecopiesof
relevantmedicalrecordswe will contactthe providerto
request copy of your relevantmedicalrecords We will
askyouto provideusawritten authorizatiorsothatwe
canrequestour records.

If youwantto reviewtheinformationthatwe have
collectedregardingyour claim,you mayrequestandwe
will providewithout charge copiesof all relevant
documentstecordsandotherinformation.You also
havetheright to requesinydiagnosisandtreatment
codesandtheir meaningghatarethe subjectof your
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claim. To makearequestyou shouldfollow the stepsin
thewritten noticesentto you aboutyour claim.

Initial Claims

To requesthatwe paya provider(or reimburseyou) for
Serviceghatyou havealreadyreceived you mustfile a
claim. If you haveanyquestionsabouttheclaims
processpleasecall our MemberServiceContactCenter.

Submitting a claim for Emergency Services,
Post-Stabilization Care, Out-of-Area Urgent
Care, and emergency ambulance Services

If you havereceivedEmergencyservicesPost-
StabilizationCare,Out-of-AreaUrgentCare,or
emergencyambulanceservicesrom aNonPlan
Provider thenassoonaspossibleafteryoureceivedhe
Servicesyou mustfile your claim by mailing a
completedclaim form andsupportingnformationto the
following address:

KaiserPermanente
ClaimsAdministration- NCAL
P.0.Box 12923

Oakland,CA 94604-2923

Pleasecall our MemberServiceContactCenterif you
needhelpfiling your claim.

Submitting a claim for all other Services

If you havereceivedServicesrom aNon-PlanProvider
thatwe did not authorize(otherthanEmergency
ServicesPost-StabilizatiorCare,Out-of-AreaUrgent
Care,or emergencymbulanceservices)thenassoonas
possibleafteryou receivethe Servicesyou mustfile
your claimin oneof thefollowing ways:

By deliveringyour claimto a MemberServicesoffice
ataPlanFacility (for addressesgferto our Provider
Directory or call our MemberServiceContactCenter)

By mailing your claim to aMemberServicesffice at
aPlanFacility (for addressesgferto our Provider
Directoryor call our MemberServiceContactCenter)

By calling our MemberServiceContactCenterat
(TTY userscall 717)

By visiting our websiteatkp.org

Pleasecall our MemberServiceContactCenterif you
needhelpfiling your claim.

After we receive your claim

We will sendyou anacknowledgmenietterwithin five
daysafterwe receiveyour claim.
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After we reviewyour claim, we will respondasfollows:

If we haveall theinformationwe needwe will send
you awritten decisionwithin 30 daysafterwe receive
your claim. We may extendthetime for makinga
decisionfor anadditionall5 daysif circumstances
beyondour controldelayour decision|if we notify
you within 30 daysafterwe receiveyour claim

If we needmoreinformation,we will askyou for the
informationbeforetheendof theinitial 30-day
decisionperiod.We will sendour written decisionno
laterthan15 daysafterthe datewe receivethe
additionalinformation.If we do notreceivethe
necessarynformationwithin thetimeframespecified
in our letter,we will makeour decisionbasecnthe
informationwe havewithin 15 daysafterthe endof
thattimeframe

If we payany partof your claim,we will subtract
applicableCostSharefrom any paymentwve maketo you
or theNon-PlanProvider.You arenot responsibldor
anyamountseyondyour CostSharefor covered
EmergencyServiceslf we denyyour claim (if we donot
agreeto payfor all the Servicesyou requesteatherthan
theapplicableCostShare)our letterwill explainwhy
we deniedyour claim andhow you canappeal.

If you laterreceiveanybills from the Non-PlanProvider
for coveredServicegotherthanbills for your Cost
Share) pleasecall our MemberServiceContactCenter
for assistance.

Appeals

Claims for Emergency Services, Post-
Stabilization Care, Out-of-Area Urgent Care, or
emergency ambulance Services from a Non—
Plan Provider

If we did notdecidefully in yourfavor andyouwantto
appealbur decision,you may submityour appealn one
of thefollowing ways:

By mailing your appeato the ClaimsDepartmenat
thefollowing address:
KaiserFoundatiorHealthPlan,Inc.
SpecialServicedJnit
P.0O.Box 23280
Oakland,CA 94623

By calling our MemberServiceContactCenterat
(TTY userscall 711)

By visiting our websiteatkp.org
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