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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026

090, .. .
Y% KAISER PERMANENTE.,: Covered CA_Minimum Coverage HMO Coverage for: Individual/Family | Plan Type: HMO

: The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
n would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see

https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call
1-800-278-3296 (TTY: 711) to request a copy.

important Questions. | Answers | Whythis Matiers

Wh " 0 bGe}neralrl]y, y<|>u ng)ust pay all of tlr]le coshts fromhpro]yidelrs up tobthe dedtrJ]ctiblle amou}qt

at is the overa - - efore this plan begins to pay. If you have other family members on the plan, eac

deductible? $10,600 Individual / $21,200 Family family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your

Are there services
covered before you meet

Yes. Preventive care and services indicated in

your deductible? chart starting on page 2. deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for specific  No. You don’t have to meet deductibles for specific services.

services?

. f. The out-of-pocket limit is the most you could pay in a year for covered services. If
xvn!l‘ﬁtf:,ttg?soﬁta:f, ocket $10,600 Individual / $21,200 Family you have other family members in this plan, they have to meet their own out-of-
- pan pocket limits until the overall family out-of-pocket limit has been met.

Premiums, and health care services this plan
doesn’t cover, indicated in chart starting on
page 2.

What is not included in

k ot included in Even though you pay these expenses, they don't count toward the out-of-pocket
the out-of-pocket limit?

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you
Will you pay less if you  Yes. See www.kp.org or call 1-800-278-3296 might receive a bill from a provider for the difference between the provider’s charge
use a network provider?  (TTY: 711) for a list of network providers. and what your plan pays (balance billing). Be aware, your network provider might
use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

Do you need a referral to  Yes, but you may self-refer to certain This plan will pay some or all of the costs to see a specialist for covered services but
see a specialist? specialists. only if you have a referral before you see the specialist.
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May W?,alt Y%u ng Pay \KthatPTougV ll !:jay Limitations, Exceptions & Other Important
Medical Event Need an Frovicer on-r {dh Froviger Information
(You will pay the least) (You will pay the most)

Primary care visit to . , , . .

v Deductible waived for first three visits combined
}ﬁﬁgtsgn njury or MO BIETES Notcovered for non-preventive primary care and urgent care.

If you visit a health olict vigi

care provider's Specialist visit No charge Not covered None |

office or clinic You may have to pay for services that aren’t

Preventive care/

No charge, deductible does not preventive. Ask your provider if the services

m{i i apply NMISEEEIE needed are preventive. Then check what your
plan will pay for.
rDai;' &ggt(ijcvsgzt()(x- No charge Not covered None
If you have a test I L p—
srgaar?én?\/l(Rl's) No charge Not covered None
, , Up to a 30-day supply (retail); up to a 100-day
%enerlc arugs (Tier | No charge / prescription Not covered supply (mail order). Contraceptives are no
If you need drugs to charge. Subject to formulary guidelines.
treat your illness or Preferred brand o Up to a 30-day supply (retail); up to a 100-day
condition drugs (Tier 2) No charge / prescription Not covered supply (mail order). Subject to formulary
uidelines.
More information : :
about prescription The cost-sharing for non-preferred brand drugs
drug coveraae is Non-preferred brand . under this plan aligns with the cost-sharing for
%%Mg‘ drugs (Tier 2) No charge / prescription Not covered preferred brand drugs (Tier 2), when approved
www.kp.ora/formulary through the formulary exception process.
Specialty drugs (Tier L Up to a 30-day supply (retail). Subject to
4) No charge / prescription Not covered formulary guidelines.
Facility fee (e.g.,
ambulatory surgery | No charge Not covered None
If you have center)
outpatient surgery Phvsician
o e};sman SUMGeON — 'No charge Not covered None
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What You Will Pay What You Will Pay
Plan Provider Non-Plan Provider
(You will pay the least) (You will pay the most)

Common Services You May

Limitations, Exceptions & Other Important

Medical Event Need Information

Copayment waived if admitted directly to the
hospital as an inpatient.

Emergency room
care

No charge No charge

Emergency medical
If you need /
immediate medical | 1ansportation

attention Deductible waived for first three visits combined
for non-preventive primary care and urgent
care. Non-Plan providers covered when
temporarily outside the service area: No charge

No charge No charge None

Urgent care No charge Not covered

Facility fee (e.g.,

oA hospital room) No charge Not covered None
hospital sta ici
> 4 ]Ic:’er;ysmlan/ surgeon g charge Not covered None
No charge, deductible does not
If vou need mental apply for individual or group visit.
heyalth, behavioral  Outpatient services | No charge for other outpatient | Not covered None
health, or substance services, deductible does not
abuse services apply.
Inpatient services No charge Not covered None
Depending on the type of services, a
: copayment, coinsurance, or deductible may
Office visits 2‘0 (lzharge, deductible does not Not covered apply. Maternity care may include tests and
PPYy- services described elsewhere in the SBC (i.e.

ultrasound.)

If you are pregnant
Childbirth/delivery
professional services

Childbirth/delivery
facility services

No charge Not covered None

No charge Not covered None
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Common Services You May WI;aI;: %L::\\,’,Ig ePray ‘,flv::tPT:: ggg!&?{, Limitations, Exceptions & Other Important
Medical Event Need : ’ Information
(You will pay the least) (You will pay the most)

Up to 2 hours / visit, up to 3 visits / day, up to

Home health care No charge Not covered

100 visits / year.
Rehabilitation Outpatient: No charge; Inpatient:
i d hel services No charge. Not covered None
you need help — : —
recovering or have  Hapiitation services Sutpﬁtlent. No charge; Inpatient: Not covered None
other special health 0 charge.
needs Skilled nursing care | No charge Not covered 100-day limit / year.
Durable medical , - .
equioment No charge Not covered Prior authorization required
Hospice service No charge Not covered None
Children's eye exam la\lgpflzyarge, deductible does not Not covered None
If your child needs : . Limited to one pair of glasses / year from select
dental or eye care Children's glasses | No charge Not covered R [
Children’s dental No charge Not covered Limited to two check-ups / year.

check-up

Excluded Services & Other Covered Services:

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

® Chiropractic Care ® |nfertility Treatment ® Routine Eye Care (Adult)
® Cosmetic Surgery ® |ong-Term Care ® Routine Foot Care
®Dental Care (Adult) ® Non-Emergency Care when Traveling Outside ® Weight Loss Programs
®Hearing Aids the U.S.

® Private-Duty Nursing

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion ® Acupuncture (plan provider referred) ® Bariatric Surgery
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agency in the chart below. Additionally, a consumer assistance program can help you file your appeal. Contact the California Department of
Managed Health Care and Department of Insurance at 980 9th St, Suite #500 Sacramento, CA 95814, 1-888-466-2219 or www.dmhc.ca.gov.

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

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.dmhc.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.

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

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

Language Access Services:

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

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)

TRADITIONAL CHINESE (H132): AR FRZE AR » 16T TX 1515 1-800-757-7585 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff

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

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-278-3296 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-800-278-3296 (TTY: 711)

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

Sl

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-controlled

Mia's Simple Fracture
(in-network emergency room visit and follow up care)

delivery) condition)
B The plan's overall deductible $21,200 m The plan's overall deductible $10,600 m The plan's overall deductible $10,600
B Specialist copayment $0 M Specialist copayment $0 M Specialist copayment $0
W Hospital (facility) copayment $0 MW Hospital (facility) copayment $0 MW Hospital (facility) copayment $0
M Other (blood work) copayment $0 M Other (blood work) copayment $0 M Other (x-ray) copayment $0
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $9,800 Deductibles $5,200 Deductibles $2,800
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $9,850 The total Joe would pay is $5,200 The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services.
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https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan

Nondiscrimination Notice

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical
Group, Inc., and the Southern California Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not discriminate, exclude people, or treat them differently because of age, race, ethnic group identification, color, national origin, cultural background,
ancestry, religion, sex, gender, gender identity, gender expression, sexual orientation, marital status, physical or mental disability, medical condition, source
of payment, genetic information, citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services:
® No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
® No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages
If you need these services, call our Member Services department at the numbers below. The call is free. Member services is closed on major holidays.

® Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
o Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
e All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

Upon request, this document can be made available to you in braille, large print, audio, or electronic formats. To obtain a copy in one of these alternative
formats, or another format, call our Member Services department and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these services or unlawfully discriminated in another way. You can file
a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage or Cerftificate of Insurance for details. You can call Member
Services for more information on the options that apply to you, or for help filing a grievance. You may file a discrimination grievance in the following ways:

e By phone: Call our Member Services department. Phone numbers are listed above.
® By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

® 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


http://www.kp.org
http://www.kp.org
http://www.kp.org/facilities
http://www.kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Med/-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone or by email:
® By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
e By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms are available at:
http://www.dhcs.ca.gov/Pages/Language_Access.aspX

® Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office of Civil Rights. You can file your complaint in writing,
by phone, or online:

e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)
e By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

U.S. Department of Health and Human Services Office for Civil Rights Complaint forms are available at: https://www.hhs.gov/ocr/office/file/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Notice of Language Assistance

English: ATTENTION. Language assistance is available at no cost to you.
You can ask for interpreter services, including sign language interpreters. You
can ask for materials translated into your language or alternative formats,
such as braille, audio, or large print. You can also request auxiliary aids

and devices at our facilities. Call our Member Services department for help.
Member services is closed on major holidays.

. Medicare, including D-SNP: 1-800-443-0815 (TTY 711),8a.m.to8 p.m., 7
days a week

. Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week

. All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week

MJ)LJM&L@@}\MMJM@J\J}JLJAS@ aJL»Y\A:JGA;)MJAbALucm‘)J\u\AhulL«JJSM &u&u}mbﬁ}umﬂ\amw\ 4.\.\.1.1 :Arabic
DLM\‘;;J}AJ@A]‘;LA:Y\‘_M;;?@@J@\ M\f@bd&hbﬁ\}amm&h}dkw\dd& aﬁuyb@w\}\@}am}\uﬁj@dﬂ}
A_xum‘)l\ u).kﬂ\é;hac?\ a_\\.ai;d.v_ay

g sl 3ol 7 3L 8 N lalia 8 ((TTY 711) 1-800-443-0815 :l= D-SNP <l i L <Medicare o
gl ol 7 sl 33eW24 (TTY 711) 1-855-839-7613 L= :Medi-Cal o
g sl (8oL 7 casll 3delu 24 (TTY 711) 1-800-464-4000 :Lusex 039! @

Armenian: NhTUTINPESNPUL: LEiquljut wpwljgnipiniup hwuwbbh E dkq middwp: Inip Jupnn tp uunpt) putwdnp
pupgUuunipjul Swnwnipniubtp, wn pynd dtunkph (kqyh pupgdwhsubp: dnip upnn Gp jpungpk) dkp 1Eqyny
pupguuiuydws ynipbp jud wyptnputpuyht dbwswthkp, htiswhuhp Bt ppuyp, dwgimgpnipiniup jud junonp nunwnbuwlp:
“Inip Jupny tp twb nhut] odwtinul] wewlgnipjut b uwppbph hwdwp, npnup welw kb dkp hwunwwnnipniuttpnid: Oqunipjut
hwdwp quuquhwptp dkp Gunuwdubph uvyuwuwpldwt pudh: Gunudubph vywuwpldwt pudhp thwl Ehhdbwlju wnint
opknpht:

e Medicare, ukpwunju D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-pn, pwpwpn 7 on

¢ Medi-Cal’ 1-855-839-7613 (TTY 711), opp 24 dwd, owpwpn 7 on
e Ujniu pnnpp 1-800-464-4000 (TTY 711), opp 24 dwd, owpwpen 7 op

Chinese: ISR » Sl TAERAZ B - (STTLSCRAAN TRILLI VRS » (03 ABIIE 5 - o USRI YORLB R ST 1
LA A © WS~ BRI » A5 T UK I e A 1 D T LRIt « 1A 2 b R B0 LAY
B - ST e SR R P -

8% KAISER PERMANENTE.



e Medicare, 1% D-SNP : 1-800-443-0815 (TTY 711) » 55 7 % » 47 8 S E0G | 8 15
e Medi-Cal : 1-855-839-7613 (TTY 711) » 55 7 K » &K 24 /it
o P HAIRE TR ¢ 1-800-757-7585 (TTY 711) » 55 7 K » 5K 24 /\Nf

Oinar o LS () e sie e ) i€ Caul & 50 1) (ol des i ladd 3l e 3l 2 s el o) s OG5k 4y L) aels i saiee s (ISl L4255 tFarsi
5 LS il i e inan b3 Ciga b la b e Jib o o alen ) eani€ il a1 G 8ls Gl o b liasd () 40 eades i ldae il i
al sy ans ) hand 3 celime) ladd 58 Gl Lo slime ] ciland Uy oSS <l )3 gy LS ol g Lo 381 e 3 1 LSS slaol&inn

2,80 i 4ia 55,57 2 ¢ pac 8 Uimaa 8 J(TTY 711) 1-800-443-0815 »_lei Lt : D-SNP JsLi <Medicare
2,80 el asia 55, 7 il el 24 58 ((TTY 711) 1-855-839-7613 »_leis s :Medi-Cal o
2,80 el aiia 55, 7 ¢yl Gl 24 53 ((TTY 711) 1-800-464-4000 o lei L Koo 3l e 4sr @

Hindi: &a7eT &1 ST FeTddm 3deh fow fo=m fhell eosh & 3uciets §1 39 gHIiNar a3t & fov 3 X T ©, forad
1S olardst & Iy off e &1 3T WA T 3= o a1 dwfeus gy, S 9w, 3ifEa, @1 93 e & neee
G & TIT 8T g Tord g AT §AR FideT-chal W FeTeh AL 3T 3YHON T 8 3T T Fehod 81 TGHAT & forw
§AN ek QaT AT &l il Y| Ge&d Qa1 qermer qeg ol ard & dg W@ &

e Medicare, f@# D-SNP enf&e & 1-800-443-0815 (TTY 711), &g 8 §of ¥ U 8 § dh, Ivdig & 7 &
e Medi-Cal: 1-855-839-7613 (TTY 711), = & @idrg =2, dva & 7 R+
o ST T 1-800-464-4000 (TTY 711), ot & =iy ©e, Teag & 7 oo

Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom pab txhais lus, suav nrog kws txhais
lus piav tes. Koj muaj peev xwm thov kom muab cov ntaub ntawv no txhais ua koj yam lus los sis ua lwm hom, xws li hom ntawv
rau neeg dig muag xuas, tso ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab dawb thiab
tej khoom siv txhawb tau rau ntawm peb cov chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub Chaw Pab Tswv Cuab. Lub
chaw pab tswv cuab kaw rau cov hnub so uas tseem ceeb.

e Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev tsaus ntuj, 7 hnub hauv ib lub vij
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij
e Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

Japanese: ZHEE, SiEV A — MIEEICIRHAWEZ T ET, HAIEFREERESLERY —ERAAKE X ET, AT K
G, EF@EEEAERLE. HRTEOFHICHRSNIZERLHIO 7 +—< vy hOBERERD L Z N TIEY, Ui T
(TAfB R OB D ERE bk o TR Y £9, PV ERITIE, MAEFY —EZFMIBEFEL Z3 0, MAFERT Y — 23+
BERRHTIIEELTBY £H¥ A,

e D-SNP %%t Medicare: 1-800-443-0815 (TTY 711). Fil 8 WA 2R1% 8 WE T, fEPME(L
e Medi-Cal: 1-855-839-7613 (TTY 711). 24 #[i], 4EH (K
o ZDfh4AT: 1-800-464-4000 (TTY 711). 24 W[, 4FrpaE(k

Khmer (Cambodian): WHGHGHINHAS WM ANANSIENU SAMG UNUHRY HRMGIATIUNERUATY jJENRERURTDM &
FUEMEHTETT RN GIANAANRE VRN SUMDMM ANUIHA YSBRIGRIG) A GMHARANU A8/ URARG I HRRMGIaga

8% KAISER PERMANENTE.



BSwuigy ShgunnNGSISTMBRIGMIUATIENEHINY AUgIUNISTRRIINUNERMUAIDTRUTNUE ST N HERTEIMS
BeisligutanaI8 99

« Medicare, jE§1i D-SNP: 1-800-443-0815 (TTY 711) NiEtNY 8 {fIfi &7 8 WU 7 IGARYWAMU)
e Medi-Cal: 1-855-839-7613 (TTY 711) 24 {WMAUYWIG 7 i3AUGW MU
o IEUING)52 1-800-464-4000 (TTY 711) 24 TENUANYURG 7 IGANYWAIGL

Korean: ¢FU] A3}, 32 o] (Y A&, &
2}, QU] Q = HE IFX e e oA &2 9
oh ZFY A A B2 A EwS 8517

e Medicare(D-SNP 23}), 5= 79 27 8A]~2 5 84|l 1-800-443-0815 (TTY 711) Hl o2 -2
e Medi-Cal: 1-855-839-7613 (TTY 711), 5+ 7Y, 3} 244 7F
e 7]E}: 1-800-464-4000 (TTY 711), 5= 7Y, &7 241 7F

Laotian: Yupgaw. Tnaugosfisaavwasglomauiosdgens. nausaua0sdSnauuagwaga, asudiquiswagal. gaugauaosla
cdonegauliduwagazegnay § sucuuSuiBudnaesyyy, 1J9, 3 navdogzmaolng. vensniunauggauInse9Eioggo
¥ uar gvenounaugoylie lysrnautizegwonda. Wt tundSnaugzuadnzeguwon@adisgaoaugouifie. weaundINa
sruasnuludolududingigasiunage).

e Medicare, aouidly D-SNP: 1-800-443-0815 (TTY 711), %Euguéq ;9 8 Tw9Ka9, 7 Subeakio
Q

o Medi-Cal: 1-855-839-7613 (TTY 711), 24 £0}y90,7 Ddeati
9]

2
R

o Sue): 1-800-464-4000 (TTY 711), 24 £0%w9dD, 7 Soea

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun meih muangx mv zuqc heuc meih ndorqv
nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx.
Meih aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan,
fiev benx domh nzangc-pokc bun hluo, bungx waac-qiez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc haih tov longc
benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz
taux yie mbuo dinc zangc domh gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux
baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei hnoi-nyieqc oc.

e Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx, yietc norm leiz
baaix zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

¢ Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz
baaix zoux gong 7 hnoi

Navajo: GIHA. Ts¢é’ naalkaah sidd’igii éi doo tt’éé’ iil’j” dah sidaa’igii. TH'é¢’god ttizi’igii éi tséé’ naalkaah sida’igii bikaa’ dah sidaaigii,
t’a’ii bik’eh dah na’atkaigii. T*4’1i éi t’é€’g60 th’izi’igii bik’eh dah deidiyos, t’a’ii éi bi’é¢’ bik’eh dah na’atkaigii bik’eh dah deidiyos. T’4’ii
bik’eh dah na’atkaigii bikda’ dah na’atkaigii t’aa attso bik’eh dah deidiyods. Bi’é¢’ naalkaah sida’igii bik’eh ha’a’aah. T 4’11 bik’eh dah
na’atkaigii éi bik’eh dah naazhjaa’igii bik’eh dah na’atkaigii.

8% KAISER PERMANENTE.



e Medicare, bikaa’ dah deidiyoés D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. g66 8 p.m., 7 jj t’aata’i damoo
¢ Medi-Cal: 1-855-839-7613 (TTY 711), 24 tI’ohch’ooli t’aata’i ji, 7 ji t’aata’i damoo
e T’4a al’3a: 1-800-464-4000 (TTY 711), 24 tf’ohch’ooli t’aata’i jj, 7 ji t’aata’i damoo

Punjabi: ﬁZMF?SﬂE’@IsH' Age3 3973 58 faat fan 8913 © GUseEd J| 3A e3fHe @ AT i3 7E 39 afg Age J, fAr K9
oe SdeT @ IR < AHE TS| IH ANAIGMIT & wingel 3T QY i oA J9sfUs Ighc R wgefes d96 34 & Jfd Ao JI
3ﬂ°rﬂ13°rY»FHd¢5:s' '3 AT 230 W3 GuagIat ﬁééﬁ%ﬂ&éél%@ﬂ‘?ﬂ&?%m@é|qsd|6qesa?rlﬂ8?éw'
Heret g fagrdl HY g &8 fos se Jfder J)

e Medicare, A f&9 D-SNP & HHS 3:1-800-443-0815 (TTY 711), FR3 8 SR S AWH 8 A 3, Ie3 2 7 fud
e Medi-Cal: 1-855-839-7613 (TTY 711), foa © 24 W2, ge3 ° 7 i
o TSt AS: 1-800-464-4000 (TTY 711), fos @ 24 w2, g23 2 7 fs

Russian: BHUMAHUE! [1na Bac goctynHbl 6ecnnatHblie ycrnyru nepesoga. Bl MoxeTe 3anpocuTb YCryri YCTHOrO nepesoaa,

B TOM YymChne ycrnyrn nepesBogyrka sisblka XecToB. Bbl Takke MOXeTe 3anpocuTb Matepuansl, nepeBedeHHble Ha Ball A3bIK UK

B anbTepHaTUBHbIX popmaTax, Hanpumep wpndtom bpanns, KpynHeiM LWPpU@TOM 1nu B aygmodopmare. Bl Takke moxeTe
3anpocuTb JOMNOMHUTENbHbIE NPUCNOCOBNeHNst U BCnoMoraTeribHble YCTPONCTBA B HALWWMX yypexaeHusax. Ecnn Bam HyxHa
NMOMOLLIb, NO3BOHUTE B OTAEN 06CNyXMBaHUSA y4acTHUKOB. OTaen obcnymBaHst yHaCTHUKOB He paboTaeT B AHW rocyAapCTBEHHbIX
npasgHUKOB.

e Medicare, Bkntodaa D-SNP: 1-800-443-0815 (TTY 711), 6e3 BbixogHbix ¢ 8:00 go 20:00.
e Medi-Cal: 1-855-839-7613 (TTY 711), KpyrnocyTo4HO 6e3 BbIXOOHbIX.
¢ Jlio6ble gpyrue noctasmku yenyr: 1-800-464-4000 (TTY 711), KpyrnocyTo4HO 6€3 BbIXOAHbIX.

Spanish: ATENCION. Se ofrece ayuda en otros idiomas sin ningun costo para usted. Puede solicitar servicios de interpretacion,
incluyendo intérpretes de lengua de sefias. Puede solicitar materiales traducidos a su idioma o en formatos alternativos, como
braille, audio o letra grande. También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencion.
Llame al Departamento de Servicio a los Miembros para pedir ayuda. Servicio a los Miembros esta cerrado los dias festivos
principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), de 8 a. m. a 8 p. m., los 7 dias de la semana.
e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.
e Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari kang humiling ng mga serbisyo ng
interpreter, kasama ang mga interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong
wika 0 sa mga alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang
tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa Miyembro para sa tulong. Ang
mga serbisyo sa miyembro ay sarado sa mga pangunahing holiday.

e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa isang linggo
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo
¢ Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

8% KAISER PERMANENTE.



Thai: svéiv dusn1sliianNuHandasiun1s=n Lanuimu"Luum’t?jam YNURINITAADSUUIANTAN FAUHIR A= Ha'le vihugusaua
Wudatanas uar=raasvinu ma‘lusﬂunnaus] fudnesiusad TWaLRa wiamianusuuinine mummsnmasngﬂnsm Aeida
wazalnsaligiu'le f0uludnsuads Wshasafausnisaundnuadisiiauanuaanda’le Hhausnisaudnasilavinnstuiunes
$12AANTHII

e Medicare 53uéia D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. éiv 20.00 u.»3a 7 Jusaddanv
e Medi-Cal: 1-855-839-7613 (TTY 711) anan 24 1 1ug w3a 7 Jusaddevi
e Auq Meniuam: 1-800-464-4000 (TTY 711) aran 24 1 1u9 wia 7 Jusaddau

Ukrainian: YBATA! lNocnyru nepeknagada HagatoTbcs 6e3kowToBHO. B1 MoxeTe 3anuwnTi 3anuT Ha NOCyrn yCHOro nepeknagy,
30KpeMa MOBOH) XecCTiB. Bu MmoxeTe 3pobutn 3annT Ha OTPUMaHHA MaTepianis, nepeknageHnx Ballo MoBow, abo B
anbTepHaTUBHUX (popmaTax, SK-0T HagpYKOBaHUM WPUGTOM Bpannga ym Benvkum WpngToMm, a Takox y 3ByKoBoMy chopmarTi. Kpim
TOro, BU MOXeTe 3p0buTn 3anuT Ha OTPUMAaHHSA JONOMIDKHMX 3acobiB i NPUCTPOIB Y 3aknagax Hawol Mepexi KoMnaHin. AKLWwo Bam
notpibHa gonomora, 3atenedoHynTe y Bigain obcnyroByBaHHS KMieHTIB. Bigain ob6crnyroByBaHHS KIMiEHTIB 3a4MHEHUN Y AepXKaBHi
cBATa.

e Medicare, 3okpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 go 20:00, 6e3 BuxigHux.
e Medi-Cal: 1-855-839-7613 (TTY 711), uinogo6oBo, 6e3 BUXigHWX.
e Yci iHWi Hagaeayi nocnyr: 1-800-464-4000 (TTY 711), uinogo6oBo, 6e3 BUXigHWX.

Vietnamese: LUU Y. Chung téi cung cép dich vu hd trg' ngdn ngw | mién phi cho quy vi. Quy vj c6 thé yéu cau dich vu théng dich,
bao gom ca thdng dich vién ngdn ng ky hiéu. Quy vi cé thé yéu cau tai liéu dugc dich sang ngon ngir clia quy vi hay dinh dang
thay thé, chang han nhw chi noi braille, bang dia thu am hay ban in khd chw I&n. Quy vi cling c6 thé yéu cau cac phwong tién va
thiét bi phu tro’ tai cac co' s& clia chiing tdi. Goi cho ban Dich Vu Hai Vién clia chiing t6i dé dwoc tro gitip. Ban dich vu hdi vién
khéng lam viéc vao nhirng ngay lé I&n.

e Medicare, bao gébm ca D-SNP: 1-800-443-0815 (TTY 711) 8 gib’ sang dén 8 gi® t6i, 7 ngay trong tuan.

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gi& trong ngay, 7 ngay trong tuan.
e Moi chwong trinh khac: 1-800-464-4000 (TTY 711), 24 gid trong ngay, 7 ngay trong tuan.

8% KAISER PERMANENTE.
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Combined Membership Agreement, Evidence of Coverage,
and Disclosure Form for

Kaiser Permanente for Individuals and Families
(EOC)



&% KAISER PERMANENTE.

Kaiser Foundation Health Plan, Inc.
Northern and Southern California Regions

A nonprofit corporation

2026 Combined Membership Agreement,

Evidence of Coverage, and Disclosure Form for
Kaiser Permanente for Individuals and Families

Kaiser Permanente - Minimum Coverage HMO

A plan for members who enroll through Covered California or
directly with Kaiser Permanente

Member Services

24 hours a day, seven days a week (closed holidays)
1-800-464-4000 (TTY users call 711)

kp.org

800222-01-24-10


http://kp.org/

coaccum NGF ACA HIX p19710



TABLE OF CONTENTS

COSt SRATE SUIMIMATY ...ttt ettt s e e b et e e bt et e e ateeh e et e et e em bt em b e eseeeseesaee bt e et emeeeaeeeseenseebeenbeenseenaesneenae 1
ACCUMUIALION PEITOM. ....c.uitiitiiiieiiettet ettt b e bbbt e st ettt b e s bt ebe e bt eat e be st e e besbeeaeeneeneen 1
Deductibles and Out-0f-POCKEt IMAXIIUINIS ......ccueeruieiieiieiiestiestieste et et ste st st e e bt et eateeaeesaeesbeenbeenteeneesmeesseesaeenseenseeneeans 1
Cost Share Summary Tables DY BeNeTit.......cccooviiiiiiiiiiiiiieiieries ettt et esea et ebeenseensesaneens 1
(07N 2 E o - o OO USSR 17
Health Care Treatment Following Rape or Sexual ASSAUIL..........cccvevierieiiieiieiie ettt es 17

INEEOQUCTION ..ottt b e bbbt e h et b e s bt bt eb e eht e st et e b sb e eb e e bt eaten b et e b e sbeebe bt ennenee 19
AbOUL KaISET PEOIMANEGITE. ......cueiitiiiieii ettt ettt ettt e et e s et e sb e e s bt et e et e eateeaeeebeebeenbeemteenaeeneesaeenae 19
Term of this EOC, Renewal, and AMENAIMENT ..............ooouiiiiiiiieieiiie et eeeee e e e et eeeeaae e e eeaeeeeeareeeeenneeeeenaeees 19

L3 51 1113 o) o OO UURR 20

Premiums, Eligibility, and ENIOIIMENT........c.cccviiiiiiiiiiiiieit ettt ste et ebe s e ssaessaesssessaesaesseensesssesssenes 28
PIOIMIUITIS. ... .eiiiiecieee ettt ettt e st e ettt e st eeetaeestbeesabeessbeeasseessaesseesssaessseesssaesseesssaensse e sseansseesssaansseesseensseesseeses 28
WO IS EIIZIDIC...c.ueiiieiieie ettt ettt sttt ettt e e et e et e et e e b e e s beessesssesssesssesaeeseesseenseesseessesssenseenseenseensennsesanenses 29
How to Enroll and When Coverage BEGINS. ......c..uiiiiiiiiiieieeeeie ettt sttt ettt ettt et et e et enteeneesneeenes 31

HOW 10 ODEAIN SEIVICES.c..c.vtteitieuienteieite sttt ettt et et e sbe sttt e st es et et e s bt eb e e st esteas et e bt abeebeeb e eates s e s e b e sbeeb e e bt enten s e b e nbesbeebeeneennenee 32
ROULINE CATC.....viiiiieiiieeieeeie ettt et e st e e ettt e st eeetbeestbeessaeessseeasseesssaessseesssaaasseesssaasseesssaesseesseesseesssaansseessseensseessseenses 33
UTEENLE CATC ..euvvieiieeiiteete ettt s e et e st e sttt e sttt e s abeeseteesateessteeaabeeess e e sbeesss e e st eesaseenateessseensbeensbeesseessbeensseesaseensseennseenns 33
2531 1S3 g3 1 16y N 1<) 4 (oL OSSR 33
Not Sure What Kind of Care YOU NEEA? ......cc.couiiiiiiiiiieieeteeeeteee ettt ettt be st be st 34
Your Personal P1an PRYSICIAN .......cco.iiiiiiiiiieie ettt ettt e ettt et e st e ete e bt et e enteeneesneesneeens 35
GEttiNG @ RETEITAL......oouiiiiiiiiecieeee ettt et e bt e b e e st e e st e ste e seessaesseessesssesseesseesseenseenseassenssensaensannsens 35
Travel and Lodging fOr Certain SE@IVICES ........cueiieiierieriieie et eieet et et et eteeetesaeesaeeseeete e et eneeeseesseenseeseenseensesneesneenns 38
SCCONA OPINIONS ....vvieuvieeiieeieetiesiieteeteeteetestesseesseesseasseassesssessaesseessaassesssesssesseesseessesssesssesssesseessesssesssesssesseesssesseesseessenss 38
Contracts With P1an PrOVIAETS .........cocuiiiiiiiiiiciie ettt et e et e et e eteeestaeeteeesbaeessaeesseeessaeensaeassseensseensseeseas 38
Receiving Care Outside of Your HOme REGION .......ccouieiiiiiiiiiiieiieciieitete ettt staese b e esseessesnsesnneens 39
YOUL ID CArd....oiociiieiiiecie ettt ettt ettt e e e et e e et eeetaeestbeeeabeestbeeasseessbaaasseesssaasseesssaensseesseansseesssaansseesssaensseessseesss 39
TIMELY ACCESS 10 CATE .....eeieieiietieie ettt ettt e st et et e e e at e e s et e et e et e easeee s e emeesseesseenseenseenseeneeeseenseenseenseenseeneesneennes 39
GEUTING ASSISTANCE ... veevvieirietieitieiteeteeteeteeteeteesteesteesseesseassesssesssesseesseasseasseassasssasssessaesseassesssesssesssesseenseesseessenssenssessennses 40

PIaN FACIIITIES ..veeiuviiiiiecieeetie et et e et et e et e et e e ettt eeabeeebeessbeeesbaeasbeeasseesssaeasseeessaeasseesssaeassaeassaaassaesssaaasseesasasansaesnseeanseennns 41

BENETIES ...ttt ekttt ettt bt bt h e a e a et bbbt bt e a e ea e et e bbbt e bt eaten b et e bt sbeebeeneentenes 41
YOUL COSE SNATE ....veiiiieeeiiecie ettt et e et e et e st e e e tteestbeestaeestbeessseesssaeasseessseasseesssaasseesssaesseessseansseessaansseesssaensseessseesss 42
Administered Drugs and PrOQUCES..........ccuiiiiiiiiiiiiieieeie ettt et teebeebessaeseaesteesseesseesseessesssesssesssesseesseessesssesseesses 46
ATNDULAINCE SEIVICES ...vieiutiiiiiieiieeitieeteesteeeteesbee ettt esbee sttt estbeaasseesssaessseesssaessseesssaassseesssaessssessseasseesseensseessseensseessseensses 46
BaATTAIIIC SULGETY ...viiviiiiiiieiieeteetteste et e et e ebeeetestte st e teesseesseesseassesseesseesseassaessesssesasesseeseesseenseesseessanssanssesseessenssenssesssesses 47
Dental and OrthOAONTIC SEIVICES......ccuiiiiieeiieiiieeieecte et et e ete e sbeeeteestbeestbeestbaessseesesaessseesssaessseessseasssessssaessseessseensses 47
DHALYSIS CATE ...cuvvevieiieiieete et eteete et esteesbeesteestesteesteesseesseasseasseassaessesseesseessaessesssesssesaeesseesseenseesseesseessenssenseesseessesssesnsesses 48
Durable Medical Equipment (“DME”) for HOME USE ....c..cceoeriiiiiiiiniiiiiieieteteetese sttt 48
Emergency Services and UTZENT Care........cccveiiieeiiieiiiieeiieiieeeteeetee ettt estteestteessseessseessseessseesssessssessssesssseessseensseesssesnsees 50
FITIIIEY SETVICES .veutiutititiieiteeie ettt ettt ettt b e bt a et et sttt s bt s bt e heeb e st et et s et eb e e bt eb e eaten b et e st e besbeebeeneeneene 51
Fertility Preservation Services for Iatrogenic INTErtility ........c.eevvviiiiieriiiiiiieeieceeee e 51
HeEAIth EQUCATION ....ecuviiiiiiciiccie ettt ettt e st e e et e e s tbeeetbeestbe e aaeessbaesaseessseessseessseesseesseansseessseensseessseesnas 52
HEATINE SEIVICES ..eveeiiiieiiieiiieiie et eet e st e et e sttt e ettt e sttt eetaeessbeesaseeassaeasseessseesseesssaensseesssaesseessaesseessaansseessseensseesssesnsees 53
HOME HEAITM CAT€...c..viiiiiiiiiiiciie ettt ettt s e e et e e s tbeeetaeestbe e taeestbeeeaseessbaessseessseessseassseassseessseensseassseesnas 53
HOSPICE CAT .....eeivieiiieeieeeteeete ettt st e et e st eebe e s tteeetbeessbeeaaseesssaeasseessseeasseeassaensseesssaensseessaesseesssaensseesnseensseenssesnses 54
HOSPItal INPALIENE SEIVICES.....eoverueiieeiietitentesteeteeiteit et et st sttt ettt et et st bbbt ebeebt e st et et s bt bt s bt ebeeatentenbe st e benbeebeeneensenee 54
TNJUTY £0 TOELN...ceutieiiieetieeeeee ettt et e e e st e e s aae e s tbeestbeessbe e saeesssaeasseesssaesseesssaansseesssaensseesnseensseensseennes 55

MENLAl HEAItH SEIVICES ....cneeviiiiiieieeieeeee et e ettt e e e e e e et a e e e e e e seeaaaeeeeeeeeeseataeeeeeseesensaaareeeeessensanees 55



(O 5 R ToTIA YA T3 1IN 57

Ostomy and Urological SUPPLIES ......cocueeuiiiiieieieee ettt ettt ettt et et et e se e saeesaeesbeenaeenteenteeseesbeenbeennean 57
Outpatient Imaging, Laboratory, and Other Diagnostic and Treatment SErVICes........c.covererererereeieneneneneeeeeeeenne 57
Outpatient PRArmMaCy SEIVICES. .....ccoutiiiiiiiiieiietiete ettt ettt ettt ee e et e st e bt et emtesseesbeesbee bt e et eaeeeneeeseenbeenseennean 58
Outpatient Surgery and Outpatient PrOCEAUIES ...........coouiiiiiiiiieiieie ettt sttt et sbeesbeeaeas 61
PLEVENTIVE SEIVICES ...uteutititiitieiieiteitet ettt ettt ettt b e a et e e st be s b e e bt e bt eb e e st et e bt s bt e bt e bt eb e eaten b et e st e e b e sbeebeeseensenee 62
Prosthetic and OTthotic DIEVICES ........eeitiiiiiiieiieitie ettt ettt ettt aeesbe e s bt e bt et e eateeseesbeebeenbeemteeneesneesaeenaes 62
RECONSIIUCLIVE SUIZETY ..evviiivieiieetieiiete et eiteetesttesttesteeseeseesseessessaeseesseassesssesssesssesseesseanseanseassesssenssenseensennsennsesnsesnsenses 63
Rehabilitative and HabilitatiVe SE@IVICES........eiuiiiiiieriiettett et ettt sttt e sttt et eate e st e sbe et e e beenbeenaesneesaeenaes 64
ReEProduCtIVE HEAIth SEIVICES ....eouviriiiiieiieieeiesie et ettt et et et e e et e esbesssesaaesseesseesseenseassesssenssenseensennsennsesssesnsenses 64
Services in Connection with @ Clnical TTial.......cccoooiiiiiiiiiee ettt 65
Skilled NUILSING FACIILY CAIC ......eevievieieiieiiesierie et eteeteete it e teestessbessaessaesseesseesseasseessesssessaenseessesssesssesssesseeseenseansenns 66
Substance Use DiSOrder TTEAMENT .........cc.uiiiiiiirieiie ettt ettt et e st e ettt e et e etee bt e beenbeembesntesreesseenaeenaeeneeans 66
TEIENEAITI VISIES .....eutiuieiiteite ettt ettt b e bbbt bttt e bbbt b e e bt ea b et et e st b sbeebeene et enee 67
TIANSPIANTE SEIVICES ....eenteeiieeiie ettt ettt ettt ettt et ea e et e et e et e ea et eaeeeeeeeaeesaeesee e et emeeemeeemee st enseenseenseensesneesneenns 67
Vision Services fOr AdUIt MEMDETS .......cc.oiiiiiiiieieieert ettt ettt st eb et eb et et e bbbt bt ebe et eneenee 68
Vision Services for Pediatric MEMDETS ......cccuiiiiiieiieiiieeie sttt st eteeseteesaeestbeesaaeesebeestseessseesseesssaessseessseensseessseensss 68
Exclusions, Limitations, Coordination of Benefits, and RedUCHONS ...........cccoeiivviiiiiiiiiieie e 70
EXCIUSIONS ...vieuitieeiieeiiieete et e et e et e ettt e s beeetbeestbeeesaeessbeaasseesssaeasseessaeasseesssaesseesssaansseesssaensseesssaansseessseansseesseesseesseesss 70
LIIMITEATIONS ..ttt ettt ettt a et ettt b e bt e bt e bt e st em s e st e bt e bt e bt e heea e e st et et e e bt eh e e bt eb e es b en b et e b e benbeebe st entenee 74
CoOordination O BENETILS ......cciiiiiiiiiiiecie ettt ettt et e et e e e e e teeeteeestaeessaeessaeessseesseeansaeensseesseensseessseeses 74
REAUCTIONS ...ttt h bt a e bt e st e e st bt b e e bt e bt eh b e st e e e bt s bt eb e bt eb e esten s et et e b e sbeebeeneeneenee 74
Post-Service Claims and APPEALS.......cc.eeiuieiieieiiei ettt et ettt et e et e s h e e saeente e bttt et e e n e et e et e et e enteeaneeneeeneeenes 76
WHO MAY FlC....uiiiiiiiiiicie ettt ettt sttt et e et et eeat et e e s e e s bees s e essesssessaesseeseesseenseasseesseassensaenseensaansennsesanenses 76
SUPPOTING DOCUMENLS .....c.vievieiieiieetieitesiestesteste et eteettesteesseeseesseassesssesseesseesseessessseessesssessaessesssesssesssesseesssesseesseessenss 76
TITEIAL CLAIIMIS ...vieeiiieiiieeie ettt ettt e et e et e sttt e e b e e stbeeeabeessbeeesae e ssaessseesssaeasseesssaasseesseansseesssaansseesssaansseesssaensseessseesss 77
F N o) 0T Y ORI 78
EXTEINAL REVIEW ....viiiiiiciiiieiiecie ettt ettt e ettt e st e e et e e s et e e eabeestbeeesseessbe e sseesssaasseesssaasseesseensseessaansseeassaensseessseeses 79
AQAIEHONAL REVIBW ...ttt ettt b e a e bt e e et et s bt e bt e bt e st e st et e bt s bt eb e e bt eb e esten e e be st e ebesbeebeeneeneenes 79
LD Ll AT o) L1 o) PSSR 79
GTIEVANICES ...ttt ettt ettt ettt et e at e bbbttt e et e bt e ebe e s bt e bt e bt oot sat e eb et eb e e bt em bt ea bt eabesbbesbeesbe e bt emaeeateebtesbeenbeenbeennean 79
Independent Review Organization for Non-Formulary Outpatient Prescription Drug Requests ..........ccccoevveivnienenne. 82
Department of Managed Health Care COmPIaintS.........cc.eevviieiieiieienieiieieeie ettt ste e e eseeeesteesseesseesseessesssesaneses 82
Independent Medical REVIEW (“IIMR™) .....oouiiiiiiiieiieii ettt ettt ettt et e et e s e b e enteenseeneesneeens 83
Office Of Civil RIGhtS COMPIAINTS.......eccvieiiiiieiieitieiteete e eteste st e steeteesteettesteesseesseesseessesssesseesseesseesseesseessenssenssessennses 84
AQIEONAL REVIEW.....uiiiiiiiiiiiecie ettt ettt e e et e e st e e s abe e s tbeeesbeesebe e sseesssaessseesssaesseesseensseasssaansseesssaensseessseensss 84
BinNdiNg ATDITIATION ....eeuviiiiiieiiiiectieie ettt et e st e st et e be et e esteesteeseesse e seesseessesssesssesaeesseesseenseassesssanssesseesseesseessesssesssenses 84
Termination Of MEMBDETSIIP.......ooiiiiei ettt ettt e e st e sa e et e e bt et e et e eneeeseenteenseenseenseeneesneenne 86
How You May Terminate Your MemDEISIID ........cccoiieriiiriiiiieiieieeitesitete ettt sttt ettt staesraesbeesseessesssesanenes 86
Termination Due t0 LSS Of EIZIDIIIEY .....ocouieiiiiiiiieieieie ettt sttt ettt ettt et e b e e enaeeneesneeenes 87
TermMINAtION 0T CAUSE........eiiuiiiiiitieiieieet ettt et ettt ettt e bt et e bt e st sb b e s bt e sbe e s bt et e eae e eateebe e bt e bt enbeenbeemnesaeesaeenaee 87
Termination for Nonpayment of PIEMIUIMS. .......cocceouiriiiiiriniiriniitecenee sttt ettt 88
Termination for Discontinuance of a Product or all Products ..........c..cooieiiiiiiiiiiiiiiiiceeeeeceeee e 88
Payments after TETMINATION ......cc.ceouiiiriiiiiririiececet ettt sttt ettt ettt et et ettt eb et e b e st et e sbeebeeaeensenee 88
ReSCISSION OF MEIMDETSIIP ..c..eviiiiiieiiiiiieist ettt sttt ettt ettt a e bbbt ettt et et e s bt bt eneeneenee 88
Appealing Membership Termination OF RESCISSION .......cccuiiiiieriieiiienieeiiieeieesteesteesveesteesreessreessseessseessseessseessseensees 89
State Review of Membership TermiNation. . .....c..cceeeeteieriinienineneetetest sttt ettt et e bbb e ennen 89
MISCEIIANEOUS PTOVISIONS ... .eittiiiiiietieiieeite sttt ettt et et ee e ea e sbe e s bt e sb e e bt emte e st e sateeb e e bt enbeenbeembeemteesaesaeenaee 89
AdmINIStration OF thiS FOC .........ccuieiiiiieieeiee ettt ettt et e et e bt et e e atesaeesseessee st enseenseensenseenseenseensesnsesnnennes 89
Advance Health Care DITECTIVES ....c..coouiiiiiiirieiieitertett ettt ettt ettt sttt e s bt et e et e et e eatesbeesbee bt enbeenaesaeesaeenaee 89

ApPPLications and STALBIMEINLS .........eeutiiiiiitirtirii ettt ettt et ettt sb e ebe bt e et et be s bt ebe e bt e st et et et e nbeebesbeenaennens 89



BN e 030 LRSS 89

Attorney and Advocate Fees and EXPENSES. ......cc.uiiuiiriiiiiiieieeieeiest ettt ettt ettt ettt et et 89
ClaimS REVIEW AUTNOTIEY .....veviiiieiieie ettt ettt e st e st et esaeesteesseestesse et eenseesseensesssesseesseesseenseenseassesssensaensannsenn 89
EOC Binding 0N MEIMDETS ......couiiiiiiiieiiietieit ettt ettt ettt ettt et sa e e sb e e ae e bt e aeeese e et e eebe et e enteemsesatesueesaeenseeneeentens 90
GOVETIING LLAW ...ttt ettt ettt e bt e b et e e bt e et eateeh e e eh e e b e et e em b e em b e eseesbeeabee bt e bt enteenteeseenbeenseennean 90
Member Rights and ReSPONSIDIIITIES ......cc.eecvirieiieiierierieete et eieetee st et eteetesaesaesseesseesseesseessesssesssessaenseensesnsesssesnsesses 90
INO WLV ...ttt ettt ettt ettt e e e e et e e a e e eb e e bt e bt e a et ea e e ea e e b e em bt em b e emtesaeeeheeebe e et emteemeeeae e s e enbeenteemteeneesaeenae 91
Notices Regarding YOUT COVEIAZE. ... .cueruieiueererierierieerteesteeteetesseesseeseessesssesssesssesseesseesseensesssesssesssesseenseessesssesssessesses 91
OVEIPAYMENE RECOVETY ...ttt ettt h e bt et e bt e a et ea e et e e b e et e emteembeeseesbeesbee bt eneeemteeneeeseenseanseennean 92
PLIVACY PIACHICES ...vvevieiiiiieieeieeiteie et et ete et e st e st e s st esseeseeesseesee s eenseenseesseessesssesssesseesseanseanseasseessenseesaenseensennsesnsesnnenees 92
PUbLic POLiCY PartiCIPAtiON ........ceiuieiieiieiie ettt ettt et ettt et e et s a e sbe e s bt e bt et e eat e e st e ebe et e enbeemteemeesmeesaeenae 92
HeElPTUL INFOIMALION. ......eieiiiiecieciieit ettt sttt ettt et e et eeteeste e teesseesseessesssessaesseenseenseanseessenssenseensaenseenseensenssesnsennes 93
How to Obtain this EOC in Other FOIMALS .......c.ooiiiiiiiiiiieieieee ettt ettt ettt ettt seee e e 93
PrOVIAET DATCCIOTY ..cuvieuiieiiieieeieettet ettt st e st e st et e e e e st e e st et e et e enseessesssesssesssesseesseenseenseasseessenseensaenseensennsennsesnnenees 93
Online TOOIS ANA RESOUICTES ......c..eiiuiiiieiieie ettt ettt ettt et e st e bt e bt emteeseesaeesaeense e st enseeneeeneenseanseennean 93
DocumeEnt DEliVery PreferENCeS. ... .c.viiiiiiiiiieieiie ettt ettt et e saaesteesaeebeesseesseessesseessaenseessesssesssesaeenses 93
3 (o) o T = o] s U RS SR 93
How to Reach Covered CalifOrNia .........cceiiiiiiirieieiieresese ettt ettt ettt bbbt bt et e enee 95
Payment REeSPONSIDIIIEY ... .eoueiiuiiiiieiei ettt ettt et e et et e e et e e st e saeesae et e emeeeneeeneeeseenseenseenteensesneesneenns 95
Pediatric Dental Services AMENAMENT .........ccueiiriiriiiiitieiiet ettt ettt ettt eb e est et et e b e s bt bt e st eat e b e stesbesbeebeeseennenee 96
5L Ce TG To7 5 T 1 RS SR 97
DIETINITIONS ...ttt h e a ettt h e bt bt e bt e st e s et e bt e bt e bt e bt eh e e st et e bt bt ekt bt bt es b e st et et e bbbt eneeneenee 97
How to Obtain Pediatric Dental SEIVICES ........c.eiiiiiiiieieit ettt ettt sttt et este et e st et ebeeteenaeeneesneeens 98
Benefits, Limitations and EXCIUSIONS .......cc..oiiiiiiiiiiieie it ettt ettt e et e e e e eeaaeeeeenteeeseaeeeesenaeeesenareseennneeesenneens 99
CONEINUILY OF CAIC....viiuiieiiiiiieitieiieete ettt et e et et e bt e beebeseaesteesteesseesseesseasseassesssasseessaesseessesssesssesseesseenseanseasseessenssensennsenn 99
EMergency Dental SEIVICES. ......coouiiiiiiieiieieetie ettt ettt et e bt e bttt eeeeeaeesaeesae e et e et enteeneeeseeseenseenteeneesneesneenns 99
UTZENT DENLAL SEIVICES.....uviiuieriietieiietietesteste st et eteeeeetteeseeteesseesseassesssesseesseesseasseasseasseseessaessesssesssesssesssessesnseessenss 100
TIMELY ACCESS 10 CATE ....eeieieiieteeiteee ettt ettt ettt et e bt et et e et e eaeeeseesseesseeneeemseeaeeeseeseenseenseenseeneesneesneenseenseenseans 100
Language ASSISTANCE SEIVICES.....cuuiitieirirereiieiierteesteeiteeteestesseesteesseesseassessaesseesseesseasseassesssesseesseessesssesssesssesseessessseessenss 100
N 0eTed E 1§ S NS (7RSSR 101
Claims fOr REIMDUISEIMENL. .......eotiitiitiiiiitieieet ettt ettt ettt b e bt bt es e et et e st e et e sbeebeesten b e besbeebeabeeneeneenean 101
Cost Share and Other CRATEES. .......c.eoouieiieiiertieie ettt ettt et e st et et e e teeseesseessee st enseenseeneeeseanseenseenseeneesneeenee 101
SECONA OPINION ....eeuvieerieiiieiteetieettesteesteebeeteetesttesteesseesseasseesseasseassasseesseessaassasssesssesssesseesseessessseassanssesssensesssesssesssesseesses 101
Special Health Care INEEAS .......cc.eeiuieiieiieieeieee ettt ettt et et e e e s et e s et e sae e et eneeeneeeneeese e seenseenteenseeneeeneeenee 102
FaCIlItY ACCESSIDILITY ..euviiviiiiiiitietieteeteete ettt ettt e et e et e e bt e teesbeesbessbessaesseeseesseesseessesssanseesseesseessesssesssesssesseenseassenns 102
DentiSt COMPENSALION ......eeitieiietieiieeieette et teetteste et e et eateeseessee st e seaaseameesseesseesseanseenseenseeseenseanseenseensesneesneesneenseenseenseans 102
PrOCESSING POLICIES ... .iviieiiitieiietiet ettt ettt et et e e et e bt esbeesseesbeessessaesseesseesseasseessesssanseessaesseessesssesssesasesseenseansenns 102
T RlCACNEISIIY SEIVICES ...eeneiuietietieteete et te et e et e ste et et et e eaee st e bt e teamteemeesseesseesseenseamseeaeeeseeseenseenseensesmeesneesneenseenseenseans 102
CoordiNation O BENETILS .....c.ceuiriiiiiiiietie ettt b bt i et et s e e s bbbt e st et et e st e ebesbeeneeneenean 103
Enrollee Complaint PrOCEAUIE ........c.oeuieieiieiieitiee ettt ettt ettt et e et e bt e e enteeneesmeesneesneenseeneeenseans 103
SCHEDULE A - Description of Benefits and Cost Share for Pediatric Enrollees...........ccccoooeviiniiniininninnciieneee 105
SCHEDULE B - Limitations and Exclusions 0f BENefits ...........cccooieiieiiriiiiieieceeet e 131

SCHEDULE C - Information Concerning Benefits Under The DeltaCare USA Program..........cccceeveeveevienieneeneene. 136



Cost Share Summary

This “Cost Share Summary” is part of your Evidence of Coverage (“£OC”) and is meant to explain the amount you will pay
for covered Services under this plan. It does not provide a full description of your benefits. For a full description of your
benefits, including any limitations and exclusions, please read this entire EOC, including any amendments, carefully.

Accumulation Period

The Accumulation Period for this plan is January 1 through December 31.

Deductibles and Out-of-Pocket Maximums

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

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services you
receive during the Accumulation Period until you reach the deductible amounts listed below. All payments you make
toward your deductibles apply to the Plan Out-of-Pocket Maximum amounts listed below.

Family Coverage Family Coverage
. . Self-Only Coverage . . . .
Amounts Per Accumulation Period . Each Member in a Family | Entire Family of two or
(a Family of one Member)
of two or more Members more Members
Plan Deductible $10,600 $10,600 $21,200
Drug Deductible None None None
Plan Out-of-Pocket Maximum (“OOPM”) $10,600 $10,600 $21,200

Cost Share Summary Tables by Benefit

How to read the Cost Share summary tables

Each table below explains the Cost Share for a category of benefits. Specific Services related to the benefit are described in
the first column of each table. For a detailed description of coverage for a particular benefit, refer to the same benefit heading
in the “Benefits” section of this EOC.

e Copayment / Coinsurance. This column describes the Cost Share you will pay for Services after you have met your
Plan Deductible or Drug Deductible, if applicable. (Please see the “Deductibles and Out-of-Pocket Maximums”
section above to determine if your plan includes deductibles.) If the Services are not covered in your plan, this
column will read “Not covered.” If we provide an Allowance that you can use toward the cost of the Services, this
column will include the Allowance.

e Subject to Deductible. This column explains whether the Cost Share you pay for Services is subject to a Plan
Deductible or Drug Deductible. If the Services are subject to a deductible, you will pay Charges for those Services
until you have met your deductible. If the Services are subject to a deductible, there will be a “¥” or “D” in this
column, depending on which deductible applies (“v” for Plan Deductible, “D” for Drug Deductible). If the Services
do not apply to a deductible, or if your plan does not include a deductible, this column will be blank. For a more
detailed explanation of deductibles, refer to “Plan Deductible” and “Drug Deductible” in the “Benefits” section of
this EOC.

e Applies to OOPM. This column explains whether the Cost Share you pay for Services counts toward the Plan Out-
of-Pocket Maximum (“OOPM”) after you have met any applicable deductible. If the Services count toward the Plan
OOPM, there will be a “¥” in this column. If the Services do not count toward the Plan OOPM, this column will be
blank. For a more detailed explanation of the Plan OOPM, refer to “Plan Out-of-Pocket Maximum” in the
“Benefits” section of this EOC.
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Administered drugs and products

Copayment / Subject to Applies to
Description of Administered Drugs and Products Services Coinsurance Deductible | OOPM
Whole blood, red blood cells, plasma, and platelets No charge v v
Allergy antigens (including administration) No charge v v
Cancer chemotherapy drugs and adjuncts No charge v v
Drugs and products that are administered via intravenous therapy or | No charge
injection that are not for cancer chemotherapy, including blood factor v v
products and biological products (“biologics”) derived from tissue,
cells, or blood
Administered COVID-19 therapeutics from Plan Providers No charge v
Administered COVID-19 therapeutics from Non-Plan Providers 50% Coinsurance v
All other administered drugs and products No charge v v
Drugs and products administered to you during a home visit No charge v v
Ambulance Services
Copayment / Subject to Applies to
Description of Ambulance Services Coinsurance Deductible | OOPM
Emergency ambulance Services No charge v v
Nonemergency ambulance and psychiatric transport van Services No charge v v
Dialysis care
Copayment / Subject to Applies to
Description of Dialysis Care Services Coinsurance Deductible | OOPM
Equipment and supplies for home hemodialysis and home peritoneal | No charge v v
dialysis
One routine outpatient visit per month with the multidisciplinary No charge v v
nephrology team for a consultation, evaluation, or treatment
Hemodialysis and peritoneal dialysis treatment at a Plan Facility No charge v v
Kaiser Permanente for Individuals and Families
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Durable Medical Equipment (“DME”) for home use

Copayment / Subject to Applies to
Description of DME Services Coinsurance Deductible | OOPM
Glucose monitors for diabetes blood testing and their supplies No charge v
Peak flow meters No charge v
Insulin pumps and supplies to operate the pump No charge v v
Other Base DME Items as described in this EOC No charge v v
Supplemental DME items as described in this EOC Not covered
Retail-grade milk pumps No charge v
Hospital-grade milk pumps No charge v
Emergency Services and Urgent Care
Copayment / Subject to Applies to
Description of Emergency Services and Urgent Care Coinsurance Deductible | OOPM
Emergency department visits No charge v v
Urgent Care visits No charge v v

*The Plan Deductible doesn’t apply to your first three visits combined for primary care and urgent care Services as described

in this EOC.

Note: If you are admitted to the hospital as an inpatient from the emergency department, the emergency department visits
Cost Share above does not apply. Instead, the Services you received in the emergency department, including any observation
stay, if applicable, will be considered part of your hospital inpatient stay. For the Cost Share for inpatient Services, refer to
“Hospital inpatient Services” in this “Cost Share Summary.” The emergency department Cost Share does apply if you are

admitted for observation but are not admitted as an inpatient.

Fertility Services

Copayment / Subject to Applies to
Description of Fertility Services Coinsurance Deductible | OOPM
Fertility Services Not covered
Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025 Page 3




Health education

Copayment / Subject to Applies to
Description of Health Education Services Coinsurance Deductible | OOPM
Covered health education programs, which may include programs No charge v
provided online and counseling over the phone
Individual counseling during an office visit related to tobacco No charge v
cessation
Individual counseling during an office visit related to diabetes No charge v
management
Other covered individual counseling when the office visit is solely for | No charge v
health education
Covered health education materials No charge v
Hearing Services
Copayment / Subject to Applies to
Description of Hearing Services Coinsurance Deductible | OOPM
Hearing exams with an audiologist to determine the need for hearing | No charge v v
correction
Physician Specialist Visits to diagnose and treat hearing problems No charge v v
Hearing aids, including, fitting, counseling, adjustment, cleaning, and | Not covered
inspection
Home health care
Copayment / Subject to Applies to
Description of Home Health Care Services Coinsurance Deductible | OOPM
Home health care Services (100 visits per Accumulation Period) No charge v v
Hospice care
Copayment / Subject to Applies to
Description of Hospice Care Services Coinsurance Deductible | OOPM
Hospice Services No charge v v
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Hospital inpatient Services

Copayment / Subject to Applies to
Description of Hospital Inpatient Services Coinsurance Deductible | OOPM
Hospital inpatient stays No charge v v
Injury to teeth
Copayment / Subject to Applies to
Description of Injury to Teeth Services Coinsurance Deductible | OOPM
Accidental injury to teeth Not covered
Mental health Services
Copayment / Subject to Applies to
Description of Mental Health Services Coinsurance Deductible | OOPM
Inpatient mental health hospital stays No charge v v
Individual mental health evaluation and treatment No charge v
Group mental health treatment No charge v
Partial hospitalization No charge v
Other intensive psychiatric treatment programs No charge v
Residential mental health treatment Services No charge v v
Behavioral Health Treatment for Autism Spectrum Disorder No charge v
Electroconvulsive therapy No charge v
Transcranial magnetic stimulation No charge v
Office visits
Copayment / Subject to Applies to
Description of Office Visit Services Coinsurance Deductible | OOPM
Primary Care Visits and Non-Physician Specialist Visits that are not | No charge I v
described elsewhere in this “Cost Share Summary”
Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025 Page 5




Copayment / Subject to Applies to

Description of Office Visit Services Coinsurance Deductible | OOPM
Physician Specialist Visits that are not described elsewhere in this No charge

‘c b5 J J

Cost Share Summary

Group appointments that are not described elsewhere in this “Cost No charge v v
Share Summary”

Acupuncture Services No charge v v

*The Plan Deductible doesn’t apply to your first three visits combined for primary care and urgent care Services as described

in this EOC.

Ostomy and urological supplies

Copayment / Subject to Applies to

Description of Ostomy and Urological Services Coinsurance Deductible | OOPM
Ostomy and urological supplies as described in this EOC No charge v v

Outpatient imaging, laboratory, and other diagnostic and treatment Services
Description of Outpatient Imaging, Laboratory, and Other Diagnostic | Copayment / Subject to Applies to
and Treatment Services Coinsurance Deductible | OOPM
Complex imaging (other than preventive) such as CT scans, MRIs, No charge

v v

and PET scans
Basic imaging Services, such as diagnostic and therapeutic X-rays, No charge v v
mammograms, and ultrasounds
Nuclear medicine No charge v v
Routine retinal photography screenings No charge v
Routine laboratory tests to monitor the effectiveness of dialysis No charge v v
Over-the-counter COVID-19 tests obtained from Plan Providers as No charge
described in this EOC (up to a total of 8 tests from Plan Providers and v
Non-Plan Providers per calendar month)
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equipment as described in this £EOC)

Description of Outpatient Imaging, Laboratory, and Other Diagnostic | Copayment / Subject to Applies to
and Treatment Services Coinsurance Deductible | OOPM
Over-the-counter COVID-19 tests obtained from Non-Plan Providers | 50% Coinsurance
as described in this EOC (up to a total of 8 tests from Plan Providers
and Non-Plan Providers per calendar month, not to exceed $12 per v
test, including all fees and taxes, if you obtain the test from a Non-
Plan Provider)
Laboratory tests to diagnose or screen for COVID-19 obtained from | No charge v
Plan Providers
Laboratory tests to diagnose or screen for COVID-19 obtained from | 50% Coinsurance
Non-Plan Providers (except for providers of Emergency Services or v
Out-of-Area Urgent Care)
All other laboratory tests (including tests for specific genetic No charge

. . ) . . v v
disorders for which genetic counseling is available)
Diagnostic Services provided by Plan Providers who are not No charge v v
physicians (such as EKGs and EEGs)
Radiation therapy No charge v v
Ultraviolet light treatments (including ultraviolet light therapy No charge v v

Outpatient pharmacy Services

If the “Cost Share at a Plan Pharmacy” column in this section provides Cost Share for a 30-day supply and your Plan

Physician prescribes more than this, you may be able to obtain more than a 30-day supply at one time up to the day supply
limit for that drug. Applicable Cost Share will apply. For example, two 30-day copayments may be due when picking up a
60-day prescription, three copayments may be due when picking up a 100-day prescription at the pharmacy.

Most items
Cost Share Cost Share Subject to Applies to
Description of Most Items at a Plan Pharmacy by Mail Deductible | OOPM
Items on Tier 1 not described elsewhere in | No charge for up to a No charge for up to a v v
this “Cost Share Summary” 30-day supply 30-day supply
Items on Tier 2 not described elsewhere in | No charge forup to a No charge forup to a v v
this “Cost Share Summary” 30-day supply 30-day supply
Items on Tier 4 not described elsewhere in | No charge for up to a Availability for mail
this “Cost Share Summary” 30-day supply order varies by item.
v v
Talk to your local
pharmacy
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Base drugs, supplies, and supplements

Talk to your local
pharmacy

Description of Base Drugs, Supplies and Cost Share Cost Share Subject to Applies to
Supplements at a Plan Pharmacy by Mail Deductible | OOPM
Hematopoietic agents for dialysis No charge forup to a Not available v v
30-day supply
Elemental dietary enteral formula when No charge for up to a Not available
used as a primary therapy for regional 30-day supply v v
enteritis
All other items on Tier 1 as described in No charge for up to a Availability for mail
this EOC 30-day supply order varies by item.
v v
Talk to your local
pharmacy
All other items on Tier 2 as described in No charge forup to a Availability for mail
this EOC 30-day supply order varies by item.
v v
Talk to your local
pharmacy
All other items on Tier 4 as described in No charge forup to a Availability for mail
this EOC 30-day supply order varies by item.
v v
Talk to your local
pharmacy
Anticancer drugs and certain critical adjuncts following a diagnosis of cancer
Description of Anticancer Drugs and Cost Share Cost Share Subject to Applies to
Certain Critical Adjuncts at a Plan Pharmacy by Mail Deductible | OOPM
Oral anticancer drugs on Tier 1 No charge for up to a Availability for mail
30-day supply order varies by item. v
Talk to your local
pharmacy
Oral anticancer drugs on Tier 2 No charge for up to a Availability for mail
30-day supply order varies by item. v
Talk to your local
pharmacy
Oral anticancer drugs on Tier 4 No charge for up to a Availability for mail
30-day supply order varies by item. v
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home infusion drugs

Description of Anticancer Drugs and Cost Share Cost Share Subject to Applies to
Certain Critical Adjuncts at a Plan Pharmacy by Mail Deductible | OOPM
Non-oral anticancer drugs on Tier 1 No charge forup to a Availability for mail
30-day supply order varies by item. v v
Talk to your local
pharmacy
Non-oral anticancer drugs on Tier 2 No charge forup to a Availability for mail
30-day supply order varies by item. v v
Talk to your local
pharmacy
Non-oral anticancer drugs on Tier 4 No charge forup to a Availability for mail
30-day supply order varies by item. v v
Talk to your local
pharmacy
Home infusion drugs
Cost Share Cost Share Subject to Applies to
Description of Home Infusion Drugs at a Plan Pharmacy by Mail Deductible | OOPM
Home infusion drugs No charge forup to a Not available
v v
30-day supply
Supplies necessary for administration of | No charge No charge v v

Home infusion drugs are self-administered intravenous drugs, fluids, additives, and nutrients that require specific types of
parenteral-infusion, such as an intravenous or intraspinal-infusion.

Certain state-mandated items

Description of Certain State-Mandated Cost Share Cost Share Subject to Applies to
Items at a Plan Pharmacy by Mail Deductible | OOPM
Amino acid—modified products used to No charge for up to a Not available
treat congenital errors of amino acid 30-day supply v v
metabolism (such as phenylketonuria)
Therapeutics for COVID-19 obtained No charge forup to a Availability for mail
from Plan Providers 30-day supply order varies by item.
v
Talk to your local
pharmacy
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Description of Certain State-Mandated Cost Share Cost Share Subject to Applies to
Items at a Plan Pharmacy by Mail Deductible | OOPM
Therapeutics for COVID-19 obtained 50% Coinsurance for up | Not available
from Non-Plan Providers (except for to a 30-day supply
. . v

providers of Emergency Services or Out-
of-Area Urgent Care)
Ketone test strips and sugar or acetone test | No charge for up to a Not available v v
tablets or tapes for diabetes urine testing 30-day supply
Insulin-administration devices: pen No charge forup to a Availability for mail
delivery devices, disposable needles and 30-day supply order varies by item.

. . . . v v
syringes, and visual aids required to Talk to your local
ensure proper dosage (except eyewear) pharmacy

Human milk as described in this EOC

No charge

Not available

For drugs related to the treatment of diabetes (for example, insulin), and for continuous insulin delivery devices that use
disposable items such as patches or pods, refer to the “Most items” table above. For insulin pumps, refer to the “Durable
Medical Equipment (“DME”) for home use” table above.

Contraceptive drugs and devices

e Oral contraceptives

Talk to your local
pharmacy

Description of Contraceptive Drugs and Cost Share Cost Share Subject to Applies to
Devices at a Plan Pharmacy by Mail Deductible | OOPM
The following hormonal contraceptive No charge for up to a No charge forup to a
items on Tier 1: 365-day supply 365-day supply
e Rings Availability for mail v
e Patches order varies by item.

) Talk to your local
e Oral contraceptives pharmacy
The following contraceptive items on No charge for up to a Not available
Tier 1: 30-day supply
e Spermicide v
e Sponges
e Contraceptive gel
The following hormonal contraceptive No charge forup to a No charge forup to a
items on Tier 2: 365-day supply 365-day supply
e Rings Availability for mail v
e Patches order varies by item.
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Description of Contraceptive Drugs and Cost Share Cost Share Subject to Applies to
Devices at a Plan Pharmacy by Mail Deductible | OOPM
The following contraceptive items on No charge forup to a Not available
Tier 2: 30-day supply
e Spermicide v
e Sponges
¢ Contraceptive gel
Emergency contraception No charge Not available v
Diaphragms, cervical caps, and up to a 30- | No charge Not available v
day supply of condoms

Certain preventive items

Cost Share Cost Share Subject to Applies to

Description of Certain Preventive Items at a Plan Pharmacy by Mail Deductible | OOPM
Items on our Preventive Services list on No charge for up to a Not available
our website at kp.org/prevention when 30-day supply v
prescribed by a Plan Provider

Fertility and sexual dysfunction drugs
Description of Fertility and Sexual Cost Share Cost Share Subject to Applies to
Dysfunction Drugs at a Plan Pharmacy by Mail Deductible | OOPM
Drugs on Tier 1 prescribed in connection | Not covered Not covered
with Fertility Services
Drugs on Tier 2 prescribed in connection | Not covered Not covered
with Fertility Services
Drugs on Tier 4 prescribed in connection | Not covered Not covered
with Fertility Services
Drugs on Tier 1 prescribed for sexual No charge for up to a No charge for up to a v v
dysfunction disorders 30-day supply 30-day supply
Drugs on Tier 2 and Tier 4 prescribed for | No charge for up to a No charge for up to a v v
sexual dysfunction disorders 30-day supply 30-day supply
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http://kp.org/prevention

Outpatient surgery and outpatient procedures

Copayment / Subject to Applies to
Description of Outpatient Surgery and Outpatient Procedure Services | Coinsurance Deductible | OOPM
Outpatient surgery and outpatient procedures (including imaging and | No charge
diagnostic Services) when provided in an outpatient or ambulatory
surgery center or in a hospital operating room, or any setting where a v v
licensed staff member monitors your vital signs as you regain
sensation after receiving drugs to reduce sensation or minimize
discomfort
Any other outpatient surgery that does not require a licensed staff No charge
. . . v v
member to monitor your vital signs as described above
Preventive Services
Copayment / Subject to Applies to
Description of Preventive Services Coinsurance Deductible | OOPM
Routine physical exams, including well-woman, postpartum follow- | No charge v
up, and preventive exams for Members age 2 and older
Well-child preventive exams for Members through age 23 months No charge v
Normal series of regularly scheduled preventive prenatal care exams | No charge v
after confirmation of pregnancy
Immunizations (including the vaccine) administered to you in a Plan | No charge
. v
Medical Office
Immunizations (including the vaccine) for COVID-19 administered 50% Coinsurance
by Non-Plan Providers (except for providers of Emergency Services v
or Out-of-Area Urgent Care)
Tuberculosis skin tests No charge v
Screening and counseling Services when provided during a routine No charge
physical exam or a well-child preventive exam, such as obesity
counseling, routine vision and hearing screenings, alcohol and
. . ) . v
substance abuse screenings, health education, depression screening,
and developmental screenings to diagnose and assess potential
developmental delays
Screening colonoscopies No charge v
Screening flexible sigmoidoscopies No charge v
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Copayment / Subject to Applies to
Description of Preventive Services Coinsurance Deductible | OOPM
Routine imaging screenings such as mammograms No charge v
Bone density CT scans No charge v
Bone density DEXA scans No charge v
Routine laboratory tests and screenings, such as cancer screening No charge
tests, sexually transmitted infection (“STI”) tests, cholesterol v
screening tests, and glucose tolerance tests
Other laboratory screening tests, such as fecal occult blood tests and | No charge v
hepatitis B screening tests
Prosthetic and orthotic devices
Copayment / Subject to Applies to
Description of Prosthetic and Orthotic Device Services Coinsurance Deductible | OOPM
External prosthetic and orthotic devices as described in this EOC No charge v v
Supplemental prosthetic and orthotic devices as described in this Not covered
EOC
Rehabilitative and habilitative Services
Copayment / Subject to Applies to
Description of Rehabilitative and Habilitative Services Coinsurance Deductible | OOPM
Individual outpatient physical, occupational, and speech therapy No charge v v
Group outpatient physical, occupational, and speech therapy No charge v v
Physical, occupational, and speech therapy provided in an organized, | No charge
e el v v
multidisciplinary rehabilitation day-treatment program
Reproductive Health Services
Family planning Services
Copayment / Subject to Applies to
Description of Family Planning Services Coinsurance Deductible [ OOPM
Family planning counseling No charge v
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Copayment / Subject to Applies to
Description of Family Planning Services Coinsurance Deductible | OOPM
Injectable contraceptives, internally implanted time-release No charge
contraceptives or intrauterine devices (“IUDs”) and office visits v
related to their insertion, removal, and management when provided to
prevent pregnancy
Sterilization procedures for Members assigned female at birth if No charge
performed in an outpatient or ambulatory surgery center or in a v
hospital operating room
All other sterilization procedures for Members assigned female at No charge v
birth
Sterilization procedures for Members assigned male at birth if No charge
performed in an outpatient or ambulatory surgery center or in a v
hospital operating room
All other sterilization procedures for Members assigned male at birth | No charge v
Abortion and abortion-related Services
Copayment / Subject to Applies to
Description of abortion and abortion-related Services Coinsurance Deductible OOPM
Surgical abortion No charge v
Outpatient Prescription Drugs, in accord with our drug formulary No charge v
guidelines
Other abortion-related Services No charge v
Plan Doula services
Copayment / Subject to Applies to
Description of Plan Doula services Coinsurance Deductible | OOPM
Initial, prenatal, or postpartum visits No charge v
Support during labor and delivery No charge v
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Skilled nursing facility care

Copayment / Subject to Applies to
Description of Skilled Nursing Facility Care Services Coinsurance Deductible | OOPM
Skilled nursing facility Services up to 100 days per benefit period* No charge v v

* A benefit period begins on the date you are admitted to a hospital or Skilled Nursing Facility at a skilled level of care. A
benefit period ends on the date you have not been an inpatient in a hospital or Skilled Nursing Facility, receiving a skilled
level of care, for 60 consecutive days. A new benefit period can begin only after any existing benefit period ends. A prior

three-day stay in an acute care hospital is not required.

Substance use disorder treatment

Copayment / Subject to Applies to
Description of Substance Use Disorder Treatment Services Coinsurance Deductible | OOPM
Inpatient detoxification No charge v v
Individual substance use disorder evaluation and treatment No charge v
Group substance use disorder treatment No charge v
Intensive outpatient and day-treatment programs No charge v
Methadone maintenance treatment No charge v
Residential substance use disorder treatment No charge v v
Telehealth visits
Interactive video visits
Copayment / Subject to Applies to
Description of Interactive Video Visit Services Coinsurance Deductible | OOPM
Primary Care Visits and Non-Physician Specialist Visits No charge v
Physician Specialist Visits No charge v
Scheduled telephone visits
Copayment / Subject to Applies to
Description of Scheduled Telephone Visit Services Coinsurance Deductible | OOPM
Primary Care Visits and Non-Physician Specialist Visits No charge v
Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025 Page 15




Copayment / Subject to Applies to
Description of Scheduled Telephone Visit Services Coinsurance Deductible | OOPM
Physician Specialist Visits No charge v
Vision Services for Adult Members
Copayment / Subject to Applies to
Description of Vision Services for Adult Members Coinsurance Deductible | OOPM
Routine eye exams with a Plan Optometrist to determine the need for | Not covered
vision correction and to provide a prescription for eyeglass lenses
Physician Specialist Visits to diagnose and treat injuries or diseases No charge v v
of the eye
Non-Physician Specialist Visits to diagnose and treat injuries or No charge v v
diseases of the eye
Aniridia lenses: up to two Medically Necessary contact lenses per eye | No charge
(including fitting and dispensing) in any 12-month period
Aphakia lenses: up to six Medically Necessary aphakic contact lenses | No charge v
per eye (including fitting and dispensing) in any 12-month period
Low vision devices (including fitting and dispensing) Not covered
Vision Services for Pediatric Members
Copayment / Subject to Applies to
Description of Vision Services for Pediatric Members Coinsurance Deductible | OOPM
Routine eye exams with a Plan Optometrist to determine the need for | No charge v
vision correction and to provide a prescription for eyeglass lenses
Physician Specialist Visits to diagnose and treat injuries or diseases | No charge v v
of the eye
Non-Physician Specialist Visits to diagnose and treat injuries or No charge v v
diseases of the eye
Aniridia lenses: up to two Medically Necessary contact lenses per eye | No charge
(including fitting and dispensing) in any 12-month period
Aphakia lenses: up to six Medically Necessary aphakic contact lenses | No charge
per eye (including fitting and dispensing) in any 12-month period
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Copayment / Subject to Applies to
Description of Vision Services for Pediatric Members Coinsurance Deductible | OOPM

Specialty contact lenses (other than aniridia and aphakia lenses) that | No charge
will provide a significant improvement in vision not obtainable with
eyeglass lenses: either one pair of contact lenses (including fitting

and dispensing) or an initial supply of disposable contact lenses (up v v
to six months, including fitting and dispensing) in any 12-month

period

One complete pair of eyeglasses in any 12-month period, or contact | No charge v v
lenses as described in this FOC, in any 12-month period

One low vision device (including fitting and dispensing) per No charge v v

Accumulation Period

CARE Plan

The California Community Assistance, Recovery, and Empowerment (“CARE”) Act established a system for individuals
with severe mental illness to be evaluated and given a treatment plan developed by a county behavioral health agency
(“CARE Plan”). If a Member has a court-approved CARE Plan, we cover the Services required under that plan when
provided by Plan Providers or Non-Plan Providers at no charge (not subject to the Plan Deductible), with the exception of
Prescription Drugs. Prescription Drugs required under a court-approved CARE Plan are subject to the same Cost Share as
drugs prescribed by Plan Providers, as described in this Cost Share Summary, and are also subject to prior authorization by
Health Plan. To inform us that you have a court-approved CARE Plan, please call Member Services.

Health Care Treatment Following Rape or Sexual Assault

As required by state law, for a period of nine months after a Member initiates treatment after a rape or sexual assault, Cost
Share for the following Services is no charge (not subject to the Plan Deductible):

e Emergency Services related to the rape or sexual assault that are received from Plan Providers or Non-Plan Providers

o Related follow-up Services that are received from Plan Providers
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Introduction

This Combined Membership Agreement, Evidence of
Coverage, and Disclosure Form (“EOC”) describes the
health care coverage of the Kaiser Permanente -
Minimum Coverage HMO plan. This EOC, your
Premiums included in your renewal materials, and which
are incorporated into this EOC by reference, and any
amendments, constitute the legally binding contract
between Kaiser Foundation Health Plan, Inc. (“Health
Plan”) and the Subscriber.

For benefits provided under any other program, refer to
that other plan’s evidence of coverage.

Once enrolled in other coverage made available through
Health Plan, that other plan’s evidence of coverage
cannot be cancelled without cancelling coverage under
this EOC, unless the change is made during open
enrollment or a special enrollment period.

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

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

About Kaiser Permanente

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

Our medical care program

Kaiser Permanente provides Services directly to our
Members through an integrated medical care program.
Health Plan, Plan Hospitals, and the Medical Group
work together to provide our Members with quality care.
Our medical care program gives you access to Covered
Benefits, such as routine care with your own personal
Plan Physician, hospital Services, laboratory and
pharmacy Services, Emergency Services, Urgent Care,
and other benefits described in this EOC. Plus, our health
education programs offer you great ways to protect and
improve your health.
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We provide Covered Benefits to Members using Plan
Providers located in your Service Area. You must
receive all covered care from Plan Providers inside your
Service Area, except as described in the sections listed
below for the following Services:

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

e Covered Services received outside of your Service
Area as described under “Receiving Care Outside of
Your Home Region” in the “How to Obtain Services”
section

e COVID-19 Services as described under “Outpatient
Imaging, Laboratory, and Other Diagnostic and
Treatment Services,” “Outpatient Pharmacy
Services,” and “Preventive Services” in the
“Benefits” section

e Emergency ambulance Services as described under
“Ambulance Services” in the “Benefits” section

e Emergency Services, Post-Stabilization Care, and
Out-of-Area Urgent Care as described in the “How to
Obtain Services” section

e Hospice care as described under “Hospice Care” in
the “Benefits” section

Your Service Area

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

Term of this EOC, Renewal, and
Amendment

Term of this EOC

This EOC becomes effective on the membership
effective date in the Subscriber’s acceptance letter and
will remain in effect until one of the following occurs:

e The EOC is amended as described under
“Amendment of EOC” in this “Introduction” section

e There are no longer any Members in your Family who
are covered under this EOC
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Note: Your membership may terminate or be rescinded
even if this EOC remains in effect for other covered
Members of your Family. The “Termination of
Membership” section explains how membership may
terminate or be rescinded.

Renewal

If you comply with all of the terms of this FOC, we will
automatically renew this EOC each year, effective
January 1. Terms of the EOC will remain the same when
we renew it unless we have amended the £OC as
described under “Amendment of EOC” in this “Term of
this EFOC, Renewal, and Amendment” section.

Amendment of EOC

In accord with “Notices Regarding Your Coverage” in
the “Miscellaneous Provisions” section, we may amend
this EOC (including Premiums and benefits) at any
time by sending written notice to the Subscriber at
least 15 days prior to the start of the annual open
enrollment period or 60 days before the effective date
of the amendment.

An amendment may become effective earlier than the
end of the period for which you have already paid your
Premiums, and it may require you to pay additional
Premiums for that period. All amendments are deemed
accepted by the Subscriber unless the Subscriber gives us
written notice of non-acceptance within 30 days of the
date of the notice, in which case this EOC terminates the
day before the effective date of the amendment.

If we notified the Subscriber that we have not received
all necessary governmental approvals related to this
EOC, we may amend this EOC by giving written notice
to the Subscriber after receiving all necessary
governmental approval, in accord with “Notices
Regarding Your Coverage” in the “Miscellaneous
Provisions” section. Any such government-approved
provisions go into effect on January 1, 2026 (unless the
government requires a later effective date).

Definitions

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

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

Advance Health Care Directive: A legal document that
tells your doctor, family, and friends about the health
care you want if you can no longer make decisions for
yourself. It explains the types of special treatment you
want or do not want. For more information, see
“Advance Directives” in the “Miscellaneous Provisions”
section.

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

Ancillary Coverage: Optional benefits such as
acupuncture, chiropractic, or dental coverage that may be
available to Members enrolled under this £OC. If your
plan includes Ancillary Coverage, this coverage will be
described in an amendment to this EOC or a separate
agreement from the issuer of the coverage. Note:
Pediatric dental coverage is not considered to be optional
Ancillary Coverage.

Appropriately Qualified Health Care Professional: A
Health Care Provider who is acting within his or her
scope of practice and who possesses a clinical
background, including training and expertise, related to
the particular illness, disease, condition or conditions
associated with the request for a second opinion.

Approved Clinical Trial: A phase I, phase II, phase 111,
or phase IV clinical trial conducted in relation to the
prevention, detection, or treatment of cancer or another
Life-Threatening disease or condition that meets at least
one of the following:

o The study or investigation is approved or funded,

which may include funding through in-kind
donations, by one or more of the following:

¢ The National Institutes of Health

¢ The federal Centers for Disease Control and
Prevention
The Agency for Healthcare Research and Quality
The federal Centers for Medicare and Medicaid
Services

¢ A cooperative group or center of the National
Institutes of Health, the federal Centers for
Disease Control and Prevention, the Agency for
Healthcare Research and Quality, the federal
Centers for Medicare and Medicaid Services, the
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Department of Defense, or the United States
Department of Veterans Affairs

¢ A qualified nongovernmental research entity
identified in the guidelines issued by the National
Institutes of Health for center support grants

¢ One of the following departments, if the study or
investigation has been reviewed and approved
through a system of peer review that the Secretary
of the United States Department of Health and
Human Services determines is comparable to the
system of peer review used by the National
Institutes of Health and ensures unbiased review
of the highest scientific standards by qualified

individuals who have no interest in the outcome of

the review:

— The United States Department of Veterans
Affairs

— The United States Department of Defense
— The United States Department of Energy
The study or investigation is conducted under an

investigational new drug application reviewed by the
United States Food and Drug Administration

The study or investigation is a drug trial that is
exempt from an investigational new drug application
reviewed by the United States Food and Drug
Administration

Behavioral Health Treatment for Autism Spectrum

Disorder: Professional Services and treatment programs,

including applied behavior analysis and evidence-based
behavior intervention programs, that develop or restore,
to the maximum extent practicable, the functioning of a
person with autism spectrum disorder (or treat mental
health conditions other than autism spectrum disorder
when this treatment is clinically indicated) that meet the
following criteria:

The treatment is prescribed by a Plan Physician, or is
developed by a Plan Provider who is a psychologist

The treatment is administered by a Plan Provider who
is a qualified autism service provider, qualified
autism service professional, or qualified autism
service paraprofessional, as defined in California
Health and Safety Code section 1374.73(c)

Charges: “Charges” means the following:

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

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

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

e For air ambulance Services received from Non-Plan
Providers when you have an Emergency Medical
Condition or Psychiatric Emergency Medical
Condition, the amount required to be paid by Health
Plan pursuant to federal law

e For other Emergency Services and Care received
from Non-Plan Providers (including Post-
Stabilization Care that constitutes Emergency
Services and Care under federal law), the amount
required to be paid by Health Plan pursuant to state
law, when it is applicable, or federal law

e For all other Services received from Non-Plan
Providers (including Post-Stabilization Services that
are not Emergency Services and Care under federal
law), the amount (1) required to be paid pursuant to
state law, when it is applicable, or federal law, or (2)
in the event that neither state or federal law
prohibiting balance billing apply, then the amount
agreed to by the Non-Plan Provider and Health Plan
or, absent such an agreement, the usual, customary
and reasonable rate for those services as determined
by Health Plan based on objective criteria

o For all other Services, the payments that Kaiser
Permanente makes for the Services or, if Kaiser
Permanente subtracts your Cost Share from its
payment, the amount Kaiser Permanente would have
paid if it did not subtract your Cost Share

Cigna Healthcare PPO Network: The Cigna
Healthcare PPO Network refers to the health care
providers (doctors, hospitals, specialists) contracted as
part of a shared administration network arrangement
called Cigna Healthcare PPO for Shared Administration.

Cigna Healthcare is an independent company and not
affiliated with Kaiser Foundation Health Plan, Inc., and
its subsidiary health plans. Access to the Cigna
Healthcare PPO Network is available through Cigna
Healthcare’s contractual relationship with the Kaiser
Permanente health plans. The Cigna Healthcare PPO

Page 21



Network is provided exclusively by or through operating
subsidiaries of The Cigna Group, including Cigna Health
and Life Insurance Company. The Cigna Healthcare
name, logo, and other marks are owned by Cigna
Intellectual Property, Inc.

Coinsurance: A percentage of Charges that you must
pay when you receive a covered Service under this EOC.

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

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

Covered Benefits: Those Medically Necessary Services
and supplies that you are entitled to receive under a
group agreement and which are described in this EOC or
under California health plan law.

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

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

Drug Deductible: The amount you must pay under this
EOC in the Accumulation Period for certain drugs,
supplies, and supplements before we will cover those
Services at the applicable Copayment or Coinsurance in
that Accumulation Period. Refer to the “Cost Share
Summary” section to learn whether your coverage
includes a Drug Deductible, the Services that are subject
to the Drug Deductible, and the Drug Deductible
amount.

Emergency Medical Condition: A medical condition
manifesting itself by acute symptoms of sufficient
severity, including severe pain, such that the absence of
immediate medical attention could reasonably be
expected to result in any of the following:

e Placing the patient’s health in serious jeopardy
e Serious impairment to bodily functions

e Serious dysfunction of any bodily organ or part
Kaiser Permanente for Individuals and Families
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Emergency Services and Care: Either of the following:

e Medical screening, examination, and evaluation by a
physician and surgeon, or, to the extent permitted by
applicable law, by other appropriate personnel under
the supervision of a physician and surgeon, to
determine if an Emergency Medical Condition or
active labor exists and, if it does, the care, treatment,
and surgery, within the scope of that person’s license,
if necessary to relieve or eliminate the Emergency
Medical Condition, within the capability of the
facility

e An additional screening, examination, and evaluation
by a physician, or other personnel to the extent
permitted by applicable law and within the scope of
their licensure and clinical privileges, to determine if
a Psychiatric Emergency Medical Condition exists,
and the care and treatment necessary to relieve or
eliminate the Psychiatric Emergency Medical
Condition within the capability of the facility

EOC: This Combined Membership Agreement, Evidence
of Coverage, and Disclosure Form document, which
describes your Health Plan coverage. This EOC, your
Premiums, which are included in your renewal materials
and incorporated into this EOC by reference, and any
amendments, constitute the legally binding contract
between Health Plan and the Subscriber.

Evidence of Coverage: Any certificate, agreement,
contract, brochure, or letter of entitlement issued to a
Member setting forth the coverage to which the Member
is entitled.

Experimental Services: Drugs, equipment, procedures
or services that are in a testing phase undergoing
laboratory and/or animal studies prior to testing in
humans. Experimental Services are not undergoing a
clinical investigation.

Family: A Subscriber and all of their Dependents.

Health Care Provider: Any professional person,
medical group, independent practice association,
organization, health care facility, or other person or
institution licensed or authorized by the state to deliver
or furnish health care services.

Health Plan: Kaiser Foundation Health Plan, Inc., a
California nonprofit corporation. Health Plan is a health
care service plan licensed to offer health care coverage
by the Department of Managed Health Care.

Home Region: The Region where you enrolled (either
the Northern California Region or the Southern
California Region). Note: We may expand the Service
Area of your Home Region at any time by giving written
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notice to the Subscriber. ZIP codes are subject to change
by the U.S. Postal Service.

Northern California Region Service Area

If you are enrolled in the Northern California Region, the

ZIP codes below for each county are in the Service Area
of your Home Region:

Alameda County (whole county): 94501-02, 94505,
94514, 94536-46, 94550-52, 94555, 94557, 94560,
94566, 94568, 94577-80, 94586-88, 94601-15,
94617-21, 94622-24, 94649, 94659-62, 94666,
94701-10, 94712, 94720, 95377, 95391

Amador County: 95640, 95669

Contra Costa County (whole county): 94505-07,
94509, 94511, 94513-14, 94516-31, 94547-49,
94551, 94553, 94556, 94561, 94563-65, 94569-70,
94572, 94575, 94582-83, 94595-98, 94706-08,
94801-08, 94820, 94850

El Dorado County: 95613-14, 95619, 95623, 95633-
35, 95651, 95664, 95667, 95672, 95682, 95762

Fresno County: 93242, 93602, 93606-07, 93609,
93611-13, 93616, 93618-19, 93624-27, 93630-31,
93646, 93648-52, 93654, 93656-57, 93660, 93662,
93667-68, 93675, 93701-12, 93714-18, 93720-30,
93737, 93740-41, 93744-45, 93747, 93750, 93755,
93760-61, 93764-65, 93771-79, 93786, 93790-94,
93844, 93888

Kings County: 93230, 93232, 93242, 93631, 93656

Madera County: 93601-02, 93604, 93614, 93623,
93626, 93636-39, 93643-45, 93653, 93669, 93720

Marin County (whole county): 94901, 94903-04,
94912-15, 94920, 94924-25, 94929-30, 94933,
94937-42, 94945-50, 94952, 94956-57, 94960,
94963-66, 94970-71, 94973-74, 94976-79

Mariposa County: 93601, 93623, 93653

Monterey County: 93901, 93902, 93905, 93906,
93907, 93912, 93915, 93933, 93955, 93962, 95004,
95012, 95039, 95076

Napa County (whole county): 94503, 94508, 94515,
94558-59, 94562, 94567, 94573-74, 94576, 94581,
94599, 95476

Placer County: 95602-04, 95610, 95626, 95648,
95650, 95658, 95661, 95663, 95668, 95677-78,
95681, 95703, 95722, 95736, 95746-47, 95765

Sacramento County (whole county): 94203-06,
94209, 94229-30, 94232, 94235-37, 94239-40,
94244, 94247-50, 94252, 94254, 94256-59, 94261-
63, 94267-69, 94271, 94273-74, 94277-80, 94283-85,
94287-90, 94293-98, 94571, 95608-11, 95615,
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95621, 95624, 95626, 95628, 95630, 95632, 95638-
39, 95641, 95652, 95655, 95660, 95662, 95670-71,
95673, 95678, 95680, 95683, 95690, 95693, 95741-
42, 95757-59, 95763, 95811-38, 95840-43, 95851-53,
95860, 95864-67, 95894, 95899

San Francisco County (whole county): 94102-05,
94107-12, 94114-34, 94137, 94139-47, 94151,
94158-61, 94163-64, 94172, 94177, 94188

San Joaquin County (whole county): 94514, 95201-
13, 95215, 95219-20, 95227, 95230-31, 95234,
95236-37, 95240-42, 95253, 95258, 95267, 95269,
95296-97, 95304, 95320, 95330, 95336-37, 95361,
95366, 95376-78, 95385, 95391, 95632, 95686,
95690

San Mateo County (whole county): 94002, 94005,
94010-11, 94014-21, 94025-28, 94030, 94037-38,
94044, 94060-66, 94070, 94074, 94080, 94083,
94128, 94303, 94401-04, 94497

Santa Clara County: 94022-24, 94035, 94039-43,
94085-89, 94301-06, 94309, 94550, 95002, 95008-
09, 95011, 95013-15, 95020-21, 95026, 95030-33,
95035-38, 95042, 95044, 95046, 95050-56, 95070-
71, 95076,95101, 95103, 95106, 95108-13, 95115-
36, 95138-41, 95148, 95150-61, 95164, 95170,
95172-73, 95190-94, 95196

Santa Cruz County (whole county): 95001, 95003,
95005-7, 95010, 95017-19, 95033, 95041, 95060-67,
95073, 95076-77

Solano County (whole county): 94503, 94510, 94512,
94533-35, 94571, 94585, 94589-92, 95616, 95618,
95620, 95625, 95687-88, 95690, 95694, 95696

Sonoma County: 94515, 94922-23, 94926-28, 94931,
94951-55, 94972, 94975, 94999, 95401-07, 95409,
95416, 95419, 95421, 95425, 95430-31, 95433,
95436, 95439, 95441-42, 95444, 95446, 95448,
95450, 95452, 95462, 95465, 95471-73, 95476,
95486-87, 95492

Stanislaus County (whole county): 95230, 95304,
95307, 95313, 95316, 95319, 95322-23, 95326,
95328-29, 95350-58, 95360-61, 95363, 95367-68,
95380-82, 95385-87, 95397

Sutter County: 95626, 95645, 95659, 95668, 95674,
95676, 95692, 95836-7

Tulare County: 93618, 93631, 93646, 93654, 93666,
93673

Yolo County: 95605, 95607, 95612, 95615-18,
95620, 95645, 95691, 95694-95, 95697-98, 95776,
95798-99

Yuba County: 95692, 95903, 95961
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Southern California Region Service Area

If you are enrolled in the Southern California Region, the
ZIP codes below for each county are in the Service Area
of your Home Region:

e Imperial County: 92274-75

e Kern County: 93203, 93205-06, 93215-16, 93220,
93222, 93224-26, 93238, 93240-41, 93243, 93249-
52,93263, 93268, 93276, 93280, 93285, 93287,
93301-09, 93311-14, 93380, 93383-90, 93501-02,
93504-05, 93518-19, 93531, 93536, 93560-61, 93581

o Los Angeles County: 90001-84, 90086-89, 90091,
90093-96, 90099, 90134, 90140, 90189, 90201-02,
90205, 90209-13, 90220-24, 90230-32, 90239-42,
90245, 90247-51, 90254-55, 90260, 90262-67,
90270, 90272, 90274-75, 90277-78, 90280, 90290-
96, 90301-12,90401-11, 90501-10, 90601-10, 90623,
90630-31, 90637-40, 90650-52, 90660-62, 90670-71,
90701-03, 90706-07, 90710-17, 90723, 90731-34,
90744-49, 90755, 90801-10, 90813-15, 90822,
90831-33, 90840, 90842, 90844, 90846-48, 90853,
90895, 91001, 91003, 91006-12, 91016-17, 91020-
21,91023-25,91030-31, 91040-43, 91046, 91066,
91077,91101-10,91114-18, 91121, 91123-26,
91129, 91182, 91184-85,91188-89, 91199, 91201-
10, 91214, 91221-22, 91224-26, 91301-11, 91313,
91316, 91321-22, 91324-28, 91330-31, 91333-35,
91337, 91340-46, 91350-57, 91361-62, 91364-65,
91367, 91371-72, 91376, 91380-87, 91390, 91392-
96,91401-13, 91416, 91423, 91426, 91436, 91470,
91482, 91499, 91501-08, 91510, 91521-23, 91601-
10,91614-18, 91702, 91706, 91711, 91714-16,
91722-24, 91731-35, 91740-41, 91744-50, 91754-56,
91759, 91765-73, 91775-76, 91778, 91780, 91788-
93, 91801-04, 91896, 91899, 93243, 93510, 93532,
93534-36, 93539, 93543-44, 93550-53, 93560,
93563, 93584, 93586, 93590-91, 93599

e Orange County (whole county): 90620-24, 90630-33,
90638, 90680, 90720-21, 90740, 90742-43, 92602-
07, 92609-10, 92612, 92614-20, 92623-30, 92637,
92646-63, 92672-79, 92683-85, 92688, 92690-94,
92697-98, 92701-08, 92711, 92728, 92735, 92780-
82, 92799, 92801-09, 92811-12, 92814-17, 92821-23,
92825, 92831-38, 92840-46, 92856-57, 92859,
92861-71, 92885-87, 92899

e Riverside County: 91752, 92028, 92201-03, 92210-
11, 92220, 92223, 92230, 92234-36, 92240-41,
92247-48, 92253-55, 92258, 92260-64, 92270,
92274, 92276, 92282, 92320, 92324, 92373, 92399,
92501-09, 92513-14, 92516-19, 92521-22, 92530-32,
92543-46, 92548, 92551-57, 92562-64, 92567,
92570-72, 92581-87, 92589-93, 92595-96, 92599,
92860, 92877-83
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e San Bernardino County: 91701, 91708-10, 91729-30,
91737, 91739, 91743, 91758-59, 91761-64, 91766,
91784-86, 92252, 92256, 92268, 92277-78, 92284-
86, 92305, 92307-08, 92313-18, 92321-22, 92324-25,
92329, 92331, 92333-37, 92339-41, 92344-46,
92350, 92352, 92354, 92357-59, 92369, 92371-78,
92382, 92385-86, 92391-95, 92397, 92399, 92401-
08, 92410-11, 92413, 92415, 92418, 92423, 92427,
92880

e San Diego County: 91901-03, 91908-17, 91921,
91931-33, 91935, 91941-46, 91950-51, 91962-63,
91976-80, 91987, 92003, 92007-11, 92013-14,
92018-30, 92033, 92037-40, 92046, 92049, 92051-
52,92054-61, 92064-65, 92067-69, 92071-72, 92074-
75, 92078-79, 92081-86, 92088, 92091-93, 92096,
92101-24, 92126-32, 92134-40, 92142-43, 92145,
92147, 92149-50, 92152-55, 92158-61, 92163,
92165-79, 92182, 92186-87, 92191-93, 92195-99

o Tulare County: 93238, 93261

e Ventura County: 90265, 91304, 91307, 91311,
91319-20, 91358-62, 91377, 93001-07, 93009-12,
93015-16, 93020-22, 93030-36, 93040-44, 93060-66,
93094, 93099, 93252

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

If you have a question about whether a ZIP code is in
your Service Area, please call Member Services.

Independent Medical Review (“IMR”): A review of
your health plans denial, modification, or delay of your
request for health care services or treatment. The review
is provided by the Department of Managed Health Care
and conducted by independent medical experts. If you
are eligible for an IMR, the IMR process will provide an
impartial review of medical decisions made by your
health plan related to medical necessity of a proposed
service or treatment, coverage decisions for treatments
that are experimental or investigational in nature, and
payment disputes for emergency or urgent medical
services. Your health plan must pay for the services if an
IMR decides you need it.

Infertility: A condition or status characterized by any of
the following:

e A Plan Physician’s findings, based on a patient’s
medical, sexual, and reproductive history, age,
physical findings, diagnostic testing, or any
combination of those factors. This definition does not
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prevent testing and diagnosis of infertility before the
12-month or 6-month period to establish infertility in
the third bullet

e A person’s inability to reproduce either as an
individual or with their partner without medical
intervention

o The failure to establish a pregnancy or to carry a
pregnancy to live birth after regular, unprotected
sexual intercourse. For purposes of this section,
“regular, unprotected sexual intercourse” means no
more than 12 months of unprotected sexual
intercourse for a person under 35 years of age or no
more than 6 months of unprotected sexual intercourse
for a person 35 years of age or older. Pregnancy
resulting in miscarriage does not restart the 12-month
or 6-month time period to qualify as having infertility

Investigational Services: Those drugs, equipment,
procedures or services for which laboratory and/or
animal studies have been completed and for which
human studies are in progress and all of the following are
true:

e Testing is not complete

o The efficacy and safety of such services in human
subjects are not yet established

o The service is not in wide usage

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

Kaiser Permanente State: California, Colorado, District
of Columbia, Georgia, Hawaii, Maryland, Oregon,
Virginia, and Washington.

Life-Threatening: Either or both of the following:

e Diseases or conditions where the likelihood of death
is high unless the course of the disease is interrupted

o Diseases or conditions with potentially fatal
outcomes, where the end point of clinical intervention
is survival

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

Medically Necessary: A service or product addressing
the specific needs of that patient, for the purpose of
preventing, diagnosing, or treating an illness, injury,
condition, or its symptoms, including minimizing the
progression of that illness, injury, condition, or its
symptoms, in a manner that is all of the following:
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e In accordance with the generally accepted standards
of care, including generally accepted standards of
Mental Health or Substance Use Disorder care

o Clinically appropriate in terms of type, frequency,
extent, site, and duration

e Not primarily for the economic benefit of the health
care service plan and Members or for the convenience
of the patient, treating physician, or other Health Care
Provider

Medicare: The federal health insurance program for
people 65 years of age or older, some people under age
65 with certain disabilities, and people with end-stage
renal disease (generally those with permanent kidney
failure who need dialysis or a kidney transplant).

Member: A Subscriber or Dependent of a Subscriber,
who has enrolled in this Kaiser Permanente for
Individuals and Families plan, and whose coverage is
active.

Mental Health or Substance Use Disorder: A mental
health condition or substance use disorder that falls
under any of the diagnostic categories listed in the
mental and behavioral disorders chapter of the most
recent edition of the International Classification of
Diseases or that is listed in the most recent version of the
Diagnostic and Statistical Manual of Mental Disorders.

Non-Physician Specialist Visits: Consultations,
evaluations, and treatment by non-physician specialists
(such as nurse practitioners, physician assistants,
optometrists, podiatrists, and audiologists). For Services
described under “Dental and Orthodontic Services” in
the “Benefits” section, non-physician specialists include
dentists and orthodontists.

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

Non-Plan Pharmacy: A pharmacy other than a Plan
Pharmacy.

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

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

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

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

e You are temporarily outside your Service Area

e A reasonable person would have believed that your
(or your unborn child’s) health would seriously
deteriorate if you delayed treatment until you returned
to your Service Area

Outpatient Prescription Drug: A self-administered
drug that is approved by the federal Food and Drug
Administration for sale to the public through a retail or
mail order pharmacy, requires a prescription, and has not
been provided for use on an inpatient basis.

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

Plan Deductible: The amount you must pay under this
EOC in the Accumulation Period for certain Services
before we will cover those Services at the applicable
Copayment or Coinsurance in that Accumulation Period.
Refer to the “Cost Share Summary” section to learn
whether your coverage includes a Plan Deductible, the
Services that are subject to the Plan Deductible, and the
Plan Deductible amount.

Plan Doula: A contracted birth worker who provides
physical, emotional, and non-medical support for
pregnant and postpartum persons before, during, and
after childbirth.

Plan Facility: Any facility listed in the Provider
Directory on our website at kp.org/facilities. Plan
Facilities include Plan Hospitals, Plan Medical Offices,
and other facilities that we designate in the directory.
The directory is updated periodically. The availability of
Plan Facilities may change. If you have questions, please
call Member Services.

Plan Hospital: Any hospital listed in the Provider
Directory on our website at kp.org/facilities. In the
directory, some Plan Hospitals are listed as Kaiser
Permanente Medical Centers. The directory is updated
periodically. The availability of Plan Hospitals may
change. If you have questions, please call Member
Services.

Plan Medical Office: Any medical office listed in the
Provider Directory on our website at kp.org/facilities. In
the directory, Kaiser Permanente Medical Centers may
include Plan Medical Offices. The directory is updated
periodically. The availability of Plan Medical Offices
may change. If you have questions, please call Member
Services.
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Plan Optical Sales Office: An optical sales office
owned and operated by Kaiser Permanente or another
optical sales office that we designate. Refer to the
Provider Directory on our website at kp.org/facilities for
locations of Plan Optical Sales Offices. In the directory,
Plan Optical Sales Offices may be called “Vision
Essentials.” The directory is updated periodically. The
availability of Plan Optical Sales Offices may change. If
you have questions, please call Member Services.

Plan Optometrist: An optometrist who is a Plan
Provider.

Plan Out-of-Pocket Maximum: The total amount of
Cost Share you must pay under this EOC in the
Accumulation Period for certain covered Services that
you receive in the same Accumulation Period. Refer to
the “Cost Share Summary” section to find your Plan Out-
of-Pocket Maximum amount and to learn which Services
apply to the Plan Out-of-Pocket Maximum.

Plan Pharmacy: A pharmacy owned and operated by
Kaiser Permanente or another pharmacy that we
designate. Refer to the Provider Directory on our website
at kp.org/facilities for locations of Plan Pharmacies. The
directory is updated periodically. The availability of Plan
Pharmacies may change. If you have questions, please
call Member Services.

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

Plan Provider: A Plan Hospital, a Plan Physician, the
Medical Group, a Plan Pharmacy, or any other Health
Care Provider that Health Plan designates as a Plan
Provider.

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

Post-Stabilization Care: Medically Necessary Services
related to your Emergency Medical Condition or
Psychiatric Emergency Medical Condition that you
receive in a hospital (including the emergency
department), an independent freestanding emergency
department, or a skilled nursing facility after your
treating physician determines that this condition is
Stabilized. Post-Stabilization Care also includes durable
medical equipment covered under this £OC, if it is
Medically Necessary after discharge from an emergency
department and related to the same Emergency Medical
Condition. For more information about durable medical
equipment covered under this EOC, see “Durable
Medical Equipment (“DME”) for Home Use” in the
“Benefits” section.
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Premiums: Periodic membership charges paid by or on
behalf of each Member. Premiums are in addition to any
Cost Share. Your Premium is sometimes referred to as
your “rate.” “Full Premiums” means 100 percent of
Premiums for all of the coverage issued to each enrolled
Member.

Prescription Drug: A drug approved by the federal
Food and Drug Administration (“FDA”) for sale to
consumers that requires a prescription and is not
provided for use on an inpatient basis. The term “drug”
or “prescription drug” includes the following:

e Disposable devices that are medically necessary for
the administration of a covered prescription drug,
such as spacers and inhalers for the administration of
aerosol outpatient prescription drugs

o Syringes for self-injectable prescription drugs that are
not dispensed in pre-filled syringes

e Drugs, devices, and FDA-approved products covered
under the prescription drug benefit of the product
pursuant to sections 1367.002, 1367.25, and 1367.51
of the Health and Safety Code, including any such
over-the-counter drugs, devices, and FDA-approved
products

e Any vaccines or other health care benefits covered
under “Outpatient Pharmacy Services” in the EOC for
this Kaiser Permanente - Minimum Coverage HMO
plan

Preventive Services: Covered Services listed on our
website at kp.org/prevention that prevent or detect
illness and do one or more of the following:

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

o Detect disease in its earliest stages before noticeable
symptoms develop

Primary Care Physicians: Generalists in internal
medicine, pediatrics, and family practice, and specialists
in obstetrics/gynecology whom the Medical Group
designates as Primary Care Physicians. Refer to the
Provider Directory on our website at kp.org/facilities for
a list of physicians that are available as Primary Care
Physicians. The directory is updated periodically. The
availability of Primary Care Physicians may change. If
you have questions, please call Member Services.

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

Provider Directory: A directory of Plan Physicians and
Plan Facilities in your Service Area. This directory is
available on our website at kp.org/facilities. To obtain a
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printed copy, call Member Services. The directory is
updated periodically. The availability of Plan Physicians
and Plan Facilities may change. If you have questions,
please call Member Services.

Psychiatric Emergency Medical Condition: A mental
disorder that manifests itself by acute symptoms of
sufficient severity that renders the patient as being either:
an immediate danger to himself or herself or to others, or
immediately unable to provide for, or utilize, food,
shelter, or clothing, due to the mental disorder.

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

Seriously Debilitating: Diseases or conditions that cause
major irreversible morbidity.

Service Area: The geographic area designated by the
plan within which a plan shall provide health care
services.

Services: Health care services or items (“health care”
includes physical health care, mental health care, and
substance use disorder treatment), and Behavioral Health
Treatment for Autism Spectrum Disorder covered under
“Mental Health Services” in the “Benefits” section.

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

Spouse: The person to whom the Subscriber is legally
married under applicable law. For the purposes of this
EOC, the term “Spouse” includes the Subscriber’s
domestic partner. “Domestic partners” are two people
who are registered and legally recognized as domestic
partners by California.

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

Standard Fertility Preservation Services: Procedures
that are consistent with the established medical practices
and professional guidelines published by the American
Society of Clinical Oncology or the American Society
for Reproductive Medicine.

Subscriber: A Member who is eligible for membership
on their own behalf and not by virtue of Dependent
status and for whom we have received applicable
Premiums.

Surrogacy Arrangement: An arrangement in which an
individual agrees to become pregnant and to surrender
the baby (or babies) to another person or persons who
intend to raise the child (or children). The person may be
impregnated in any manner including, but not limited to,
artificial insemination, intrauterine insemination, in vitro
fertilization, or through the surgical implantation of a
fertilized egg of another person. For the purposes of this
EOC, “Surrogacy Arrangements” includes all types of
surrogacy arrangements, including traditional surrogacy
arrangements and gestational surrogacy arrangements.

Telehealth Visits: Interactive video visits and scheduled
telephone visits between you and your provider.

Trans-Inclusive Health Care: Comprehensive health
care that is consistent with the standards of care for
individuals who identify as transgender, gender diverse,
or intersex; honors an individual’s personal bodily
autonomy; does not make assumptions about an
individual’s gender; accepts gender fluidity and
nontraditional gender presentation; and treats everyone
with compassion, understanding, and respect.

Urgent Care: Medically Necessary Services for a
condition that requires prompt medical attention but is
not an Emergency Medical Condition or Psychiatric
Emergency Medical Condition.
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Premiums, Eligibility, and
Enrollment

Premiums

Only Members for whom we have received Full
Premiums are entitled to coverage under this EOC, and
then only for the period for which we have received the
required Premium payment. You must prepay the
Premiums included in your renewal materials for each
month on or before the last day of the preceding month.
You may be assessed a charge for a Premium payment
that is declined by your financial institution. If we do not
receive your Premium payment by the due date, we may
terminate your membership as described under
“Termination for Nonpayment of Premiums” in the
“Termination of Membership” section.

Effective date of Premiums for new Members

Premiums are effective on the same day that the new
Member’s coverage is effective. For effective dates for
open enrollment, see “Open enrollment period” under
“How to Enroll and When Coverage Begins” in this
“Premiums, Eligibility, and Enrollment” section. For
information about effective dates for special enrollment,
visit kp.org/specialenrollment or call Member Services.

When your Premiums may change

We may amend the Premiums included in your renewal
materials by sending written notice at least 60 days
before the effective date of the amendment, as described
under “Amendment of EOC” under “Term of this EOC,
Renewal, and Amendment” in the “Introduction” section.

Also, your Premiums may change as follows:

e When you add a new Dependent, Premiums are
effective as described under “Effective date of
Premiums for new Members” in this “Premiums”
section

e  When you drop Dependents or move to a new rate
area, any change in Premiums will take effect at the
same time the change becomes effective

e When you progress to a new age band, any change in
Premiums will take effect upon renewal. Note: If your
application for health coverage provided an incorrect
birth date, Premiums will be adjusted to reflect the
correct age as of the effective date of coverage for the
current plan year

To see how these types of changes may impact your rate,
please see kp.org/compareplans or call Member
Services.
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If a government agency or other taxing authority imposes
or increases a tax or other charge (other than a tax on or
measured by net income) upon Health Plan or Plan
Providers (or any of their activities), we may increase
Premiums to include your share of the new or increased
tax or charge by sending written notice to the Subscriber
at least 30 days prior to the effective date of the change.
Your share is determined by dividing the number of
enrolled Members in your Family by the total number of
Members enrolled in your Service Area.

Premiums for Ancillary Coverage

If you have selected Ancillary Coverage provided under
any other program, the Premium for that Ancillary
Coverage will be billed together with required Premiums
for coverage under this FOC. Full Premiums will then
also include Premium for Ancillary Coverage. This
means if you do not pay the Full Premiums owed by the
due date, we may terminate your membership under this
EOC and any Ancillary Coverage, as described in the
“Termination for Nonpayment of Premiums” section.

Who Is Eligible

To enroll and to continue enrollment, you must meet all
of the eligibility requirements described in this “Who Is
Eligible” section.

Eligibility for the Kaiser Permanente - Minimum
Coverage plan

Only applicants under age 30, or who provide a
certificate of exemption from Covered California
demonstrating hardship or lack of affordable coverage,
are eligible to enroll or continue enrollment in this plan:

e To be eligible based on age, you must not have
reached age 30 before January 1, 2026. You meet this
requirement if you reach age 30 on or after January 1,
2026 but before January 1, 2027, but you will not
meet this requirement for the contract year that begins
January 1, 2027, or

e To be eligible due to hardship or lack of affordable
coverage, Covered California must certify that for the
contract year beginning January 1, 2026, you are
exempt from the shared responsibility payment

Service Area eligibility requirements if you are
enrolled through Covered California

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

Service Area eligibility requirements if you are
enrolled directly with Kaiser Permanente

When you join Kaiser Permanente, you are enrolling in
one of two Health Plan Regions in California (either our
Northern California Region or Southern California
Region), which we call your “Home Region.” The
Subscriber must live in the Service Area of one of our
California Regions at the time they enroll. The coverage
information in this EOC applies when you obtain care in
the Service Area of your Home Region. When you visit
the other California Region, you may receive care as
described in “Receiving Care Outside of Your Home
Region” in the “How to Obtain Services” section of this
EOC.

If the Subscriber moves from the Service Area of their
Home Region to the other California Region, we will
transfer the membership of the Subscriber and all
Dependents to the Individuals and Families Plan in that
Region that is most similar to this plan. All terms and
conditions in your application for health coverage,
including the Conditions of Acceptance and Arbitration
Agreement, will continue to apply. We will provide the
Subscriber with the effective date of coverage and a
Kaiser Permanente ID card for each Member of the
Family with a new medical record number on it. For
more information about premiums that apply in the other
California Region, refer to kp.org/compareplans or call
Member Services.

If the Subscriber moves to the Service Area of a Region
outside California, they may be able to apply for
membership for the Subscriber and all Dependents in
that Region by contacting the member or customer
service department there, but the plan, including
coverage, premiums, and eligibility requirements, might
not be the same as under this EOC.

If the Subscriber moves anywhere else outside their
Service Area after enrollment, the Subscriber and all
Dependents can continue membership as long as they
meet all other eligibility requirements. However, you
must receive covered Services from Plan Providers
inside your Service Area, except as described in the
sections listed below for the following Services:

o Authorized referrals as described under “Getting a
Referral” in the “How to Obtain Services” section
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e Covered Services received outside of your Service
Area as described under “Receiving Care Outside of
Your Home Region” in the “How to Obtain Services”
section

e COVID-19 Services as described under “Outpatient
Imaging, Laboratory, and Other Diagnostic and
Treatment Services,” “Outpatient Pharmacy
Services,” and “Preventive Services” in the
“Benefits” section

e Emergency ambulance Services as described under
“Ambulance Services” in the “Benefits” section

e Emergency Services, Post-Stabilization Care, and
Out-of-Area Urgent Care as described in the “How to
Obtain Services” section

e Hospice care as described under “Hospice Care” in
the “Benefits” section

Eligibility as a Dependent

Enrolling a Dependent
If you are a Subscriber, the following persons are eligible
to enroll as your Dependents:

e Your Spouse

e Your or your Spouse’s Dependent children, who meet
the requirements described under “Age limit of
Dependent children,” if they are any of the following:

¢ Dbiological children

stepchildren

adopted children

children placed with you for adoption

* & & o

foster children if you or your Spouse have the
legal authority to direct their care

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

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

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

¢ they meet the requirements described under “Age
limit of Dependent children”
¢ they receive all of their support and maintenance
from you or your Spouse
¢ they permanently reside with you or your Spouse
Kaiser Permanente for Individuals and Families
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e Parents or stepparents who meet the definition of a
qualifying relative under Section 152(d) of Title 26 of
the United States Code and who live or reside within
your Service Area

If you have a baby

If you have a baby while enrolled under this EOC, the
baby is not automatically enrolled in this plan. The
Subscriber must request enrollment of the baby as
described under “Special enrollment” in the “How to
Enroll and When Coverage Begins” section below. If the
Subscriber does not request enrollment within this
special enrollment period, the baby will only be covered
under this plan for 31 days (including the date of birth).

Age limit of Dependent children
Children must be under age 26 as of the effective date of
this EOC to enroll as a Dependent under your plan.

Dependent children are eligible to remain on the plan
through the end of the calendar year, as long as they are
under the age limit on the effective date of this EOC.

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

e They meet all requirements to be a Dependent except
for the age limit

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

e They receive 50 percent or more of their support and
maintenance from you or your Spouse

e Ifrequested, you give us proof of their incapacity and
dependency within 60 days after receiving our request
(see “Overage Dependent certification” below in this
“Eligibility as a Dependent” section)

Overage Dependent certification

Proof may be required for a Dependent to be eligible to
continue coverage as an overage Dependent. If we
request it, the Subscriber must provide us documentation
of the dependent’s incapacity and dependency as
follows:

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

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

Persons barred from enrolling

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

Members with Medicare

This plan is not intended for most Medicare
beneficiaries. If you are (or become) eligible for
Medicare during the term of this EOC, you may be able
to enroll in Kaiser Permanente Senior Advantage. The
premiums and coverage under our Senior Advantage
plan are different from those under this EOC. For
information about how to apply for a plan through
Medicare, visit kp.org/medicare.

Medicare late enrollment penalties

If you become eligible for Medicare Part B and do not
enroll, Medicare may require you to pay a late
enrollment penalty if you later enroll in Medicare Part B.
However, if you delay enrollment in Part B because you
or your spouse are still working and have coverage
through an employer group health plan, you may not
have to pay the penalty. Also, if you are (or become)
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eligible for Medicare and go without creditable
prescription drug coverage (drug coverage that is at least
as good as the standard Medicare Part D prescription
drug coverage) for a continuous period of 63 days or
more, you may have to pay a late enrollment penalty if
you later sign up for Medicare prescription drug
coverage. If you are (or become) eligible for Medicare,
we will send you a notice that tells you whether your
drug coverage under this £OC is creditable prescription
drug coverage at the times required by the Centers for
Medicare & Medicaid Services and upon your request.
For more information, call Member Services.

How to Enroll and When Coverage
Begins

How to enroll through Covered California

To request enrollment, you must submit a completed
application to Covered California along with any other
information that they require. For information about how
to apply for a plan through Covered California, visit the
Covered California website at CoveredCA.com or call
the Covered California Service Center at the number
listed under “How to Reach Covered California” in the
“Helpful Information” section.

How to enroll directly through Kaiser
Permanente

When you first request enrollment, you must submit a
completed application for health coverage for the
Subscriber and any Dependents. If you are eligible for
Medicare Part A or are enrolled in Medicare Part B, you
are not eligible to apply for new KPIF coverage. The
annual open enrollment period is described under “Open
enrollment period” in this “How to Enroll and When
Coverage Begins” section. For information about special
enrollment periods, refer to “Special enrollment” in this
“How to Enroll and When Coverage Begins” section. If
you are requesting enrollment in accord with the
“Special enrollment” section, you may be required to
provide proof that you have experienced a qualifying life
event.

If you are already enrolled as a Subscriber and want to
request enrollment of a Dependent during the annual
open enrollment period or a special enrollment period,
you must submit a completed account change form. The
annual open enrollment period is described under “Open
enrollment period” in this “How to Enroll and When
Coverage Begins” section. For information about special
enrollment periods, refer to “Special enrollment” in this
“How to Enroll and When Coverage Begins” section. If
you are requesting enrollment of a Dependent in accord
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with the “Special enrollment” section, you may be
required to provide proof that you have experienced a
qualifying life event.

Note: During the enrollment process if we discover that
you or someone on your behalf intentionally provided
incomplete or incorrect material information on your
enrollment application, we will rescind your
membership. This means that we will completely cancel
your membership so that no coverage ever existed. If
your membership is rescinded, you must pay full
Charges for any Services you received. Refer to
“Rescission of Membership” in the “Termination of
Membership” section for details.

Selecting and switching your benefit plan

When you first enroll, you must select a plan to enroll in.
You cannot switch plans until the next open enrollment
period unless you qualify for special enrollment (for
more information, see “Special Enrollment” in this “How
to Enroll and When Coverage Begins” section). Also,
you cannot switch plans if you are eligible for Medicare
Part A or are enrolled in Medicare Part B because you
are not eligible to apply for new KPIF coverage. If you
qualify for special enrollment and are thinking about
switching to a different plan, please examine your
coverage options carefully. Cost Share and Premiums
vary between plans. To learn more about other plans we
offer, call Member Services. If you want a copy of the
membership agreement and evidence of coverage for
another plan we offer, ask the representative to send you
one.

Open enrollment period

You may apply for enrollment by submitting an
application or account change form as described in the
“How to Enroll and When Coverage Begins” section
during the open enrollment period. The open enrollment
period is established by California law each year. Visit
kp.org/compareplans or CoveredCA.com for more
information on the open enrollment period, including
applicable dates. If your application is accepted during
the open enrollment period, we will notify you of your
membership effective date. If you have questions, please
call Member Services.

Special enroliment

You may apply for enrollment as a Subscriber (and
existing Subscribers may apply to enroll Dependents) by
submitting an application or account change form, as
described in this “How to Enroll and When Coverage
Begins” section, if one of the people applying for
coverage experiences a qualifying life event. For the
most current list of special enrollment qualifying life
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events, deadlines for submitting your request for
enrollment, and information about effective dates, visit
kp.org/specialenrollment or call Member Services to
request a printed copy.

How to appeal if your application is declined

If your request for enrollment is declined, you may
appeal this decision using one of the following
processes:

o If we decline your request for enrollment, you may
appeal by filing a grievance. Refer to “Grievances” in
the “Dispute Resolution” section for information on
how to file a grievance

e If Covered California declines your request for
enrollment in coverage offered through Covered
California, you may appeal by following the process
described in Covered California’s notice

How to Obtain Services

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

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

e Covered Services received outside of your Service
Area as described under “Receiving Care Outside of
Your Home Region” in this “How to Obtain
Services” section

e COVID-19 Services as described under “Outpatient
Imaging, Laboratory, and Other Diagnostic and
Treatment Services,” “Outpatient Pharmacy
Services,” and “Preventive Services” in the
“Benefits” section

e Emergency ambulance Services as described under
“Ambulance Services” in the “Benefits” section

e Emergency Services and Care, Post-Stabilization
Care, and Out-of-Area Urgent Care as described in
this “How to Obtain Services” section

e Hospice care as described under “Hospice Care” in
the “Benefits” section

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

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

Routine Care

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

e Preventive Services

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

e Other care that is not Urgent Care

To request a non-urgent appointment, you can call your
local Plan Facility or request the appointment online. For
appointment phone numbers, refer to our Provider
Directory or call Member Services. To request an
appointment online, go to our website at kp.org.

Urgent Care

Inside your Service Area

An Urgent Care need is one that requires prompt medical
attention but is not an Emergency Medical Condition or
Psychiatric Emergency Medical Condition. If you think
you may need Urgent Care, call the appropriate
appointment or advice phone number at a Plan Facility.
For appointment and advice phone numbers, refer to our
Provider Directory or call Member Services.

Out-of-Area Urgent Care

If you need Urgent Care due to an unforeseen illness,
unforeseen injury, or unforeseen complication of an
existing condition (including pregnancy), we cover
Medically Necessary Services to prevent serious
deterioration of your (or your unborn child’s) health
from a Non—Plan Provider if all of the following are true:

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

e A reasonable person would have believed that your
(or your unborn child’s) health would seriously
deteriorate if you delayed treatment until you returned
to your Service Area
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You do not need prior authorization for Out-of-Area
Urgent Care. We cover Out-of-Area Urgent Care you
receive from Non—Plan Providers if the Services would
have been covered under this £EOC if you had received
them from Plan Providers.

To obtain follow-up care from a Plan Provider, call the
appointment or advice phone number at a Plan Facility.
For phone numbers, refer to our Provider Directory or
call Member Services. We do not cover follow-up care
from Non—Plan Providers after you no longer need
Urgent Care, except for durable medical equipment
covered under this FOC. For more information about
durable medical equipment covered under this EOC, see
“Durable Medical Equipment (“DME”) for Home Use”
in the “Benefits” section. If you require durable medical
equipment related to your Urgent Care after receiving
Out-of-Area Urgent Care, your provider must obtain
prior authorization as described under “Getting a
Referral” in the “How to Obtain Services” section.

Emergency Services

If you have an Emergency Medical Condition or
Psychiatric Emergency Medical Condition, call 911
(where available) or go to the nearest emergency
department. If you are experiencing a mental health
crisis, you can also call or text 988 to be connected to a
trained crisis counselor. You do not need prior
authorization for Emergency Services and Care. When
you have an Emergency Medical Condition or
Psychiatric Emergency Medical Condition, we cover
Emergency Services and Care you receive from Plan
Providers or Non—Plan Providers anywhere in the world.

Emergency Services and Care are available from Plan
Hospital emergency departments 24 hours a day, seven
days a week.

Post-Stabilization Care

When you receive Post-Stabilization Care from a Non-
Plan Provider inside of California, or from a Cigna
Healthcare PPO Network facility outside of a Kaiser
Permanente State

When you receive Emergency Services and Care, we
cover Post-Stabilization Care from a Non—Plan Provider
only if prior authorization for the care is obtained as
described below, or if otherwise required by applicable
law (“prior authorization” means that the Services must
be approved in advance).

e Post-Stabilization Care authorization at a Cigna
Healthcare PPO Network facility outside of a
Kaiser Permanente State: If you are outside of a
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Kaiser Permanente state and you were treated at a
Cigna Healthcare PPO Network facility for an
Emergency Medical Condition or Psychiatric
Emergency Medical Condition, Cigna Payer
Solutions is responsible for authorizing any Post-
Stabilization Care

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

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

When you receive Post-Stabilization Care from a Non-
Plan Provider that is not a Cigna Healthcare PPO
Network provider outside of California

After you receive Emergency Services and Care from
Non-Plan Providers and your condition is Stabilized,
Post-Stabilization Care is considered Emergency
Services and Care under federal law if either of the
following are true:

e Your treating physician determines that you are not
able to travel using nonemergency transportation to
an available Plan Provider located within a reasonable
travel distance, taking into account your medical
condition; or
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® Your treating physician, using appropriate medical
judgment, determines that you are not in a condition
to receive, and/or to provide consent to, the Non-Plan
Provider’s notice and consent form, in accordance
with applicable state informed consent law

If the Post-Stabilization Care is considered Emergency
Services and Care under the criteria above, prior
authorization for Post-Stabilization Care at a Non-Plan
Provider will not be required.

If the Post-Stabilization Care is not considered
Emergency Services and Care, the Services are not
covered unless you have received prior authorization
from Health Plan as described under “Post-Stabilization
Care authorization from other Non-Plan Providers
(including Cigna Healthcare PPO Network facilities
inside a Kaiser Permanente State)” above. Non-Plan
Providers outside of California may provide notice and
seek your consent to waive your balance billing
protections under the federal No Surprises Act, if such
consent is permissible under applicable state informed
consent law. If you consent to waive your balance billing
protections and receive Services from the Non-Plan
Provider, you will have to pay the full cost of the
Services.

Not Sure What Kind of Care You Need?

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

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

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

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

You can reach one of these licensed health care
professionals by calling the appointment or advice phone
number (for phone numbers, refer to our Provider
Directory or call Member Services). When you call, a
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trained support person may ask you questions to help
determine how to direct your call.

Your Personal Plan Physician

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

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

To learn how to select or change to a different personal
Plan Physician, visit our website at kp.org or call
Member Services. Refer to our Provider Directory for a
list of physicians that are available as Primary Care
Physicians. The directory is updated periodically. The
availability of Primary Care Physicians may change. If
you have questions, please call Member Services. You
can change your personal Plan Physician at any time for
any reason.

Getting a Referral

Referrals to Plan Providers

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

® Your personal Plan Physician

o Generalists in internal medicine, pediatrics, and
family practice

e Specialists in optometry, mental health Services,
substance use disorder treatment, and
obstetrics/gynecology

A Plan Physician must refer you before you can get care
from a specialist in urology except that you do not need a
referral to receive Services related to sexual or
reproductive health, such as a vasectomy.

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

e The provider may have to get prior authorization for
certain Services in accord with “Medical Group
authorization procedure for certain referrals” in this
“Getting a Referral” section

e The provider may have to refer you to a specialist
who has a clinical background related to your illness
or condition

Standing referrals

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

Medical Group authorization procedure for
certain referrals

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

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

e Transplants

Utilization Management (“UM?”) is a process that
determines whether a Service recommended by your
treating provider is Medically Necessary for you. Prior
authorization is a UM process that determines whether
the requested services are Medically Necessary before
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care is provided. If it is Medically Necessary, then you
will receive authorization to obtain that care in a
clinically appropriate place consistent with the terms of
your health coverage. Decisions regarding requests for
authorization will be made only by licensed physicians
or other appropriately licensed medical professionals.

For the complete list of Services that require prior
authorization, and the criteria that are used to make
authorization decisions, please visit our website at
kp.org/UM or call Member Services to request a printed

copy.

Refer to “Post-Stabilization Care” under “Emergency
Services” in this “How to Obtain Services” section for
authorization requirements that apply to Post-
Stabilization Care from Non—Plan Providers.

Additional information about prior authorization for
durable medical equipment and ostomy and urological
supplies

The prior authorization process for durable medical
equipment and ostomy and urological supplies includes
the use of formulary guidelines. These guidelines were
developed by a multidisciplinary clinical and operational
work group with review and input from Plan Physicians
and medical professionals with clinical expertise. The
formulary guidelines are periodically updated to keep
pace with changes in medical technology and clinical
practice.

If your Plan Physician prescribes one of these items, they
will submit a written referral in accord with the UM
process described in this “Medical Group authorization
procedure for certain referrals” section. If the formulary
guidelines do not specify that the prescribed item is
appropriate for your medical condition, the referral will
be submitted to the Medical Group’s designee Plan
Physician, who will make an authorization decision as
described under “Medical Group’s decision time frames”
in this “Medical Group authorization procedure for
certain referrals” section.

Additional information about utilization review
determination criteria for mental health Services or
substance use disorder treatment

Utilization review determination criteria and any
education program materials for individuals making
authorization decisions related to mental health Services
or substance use disorder treatment are available at
kp.org at no cost.
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Medical Group’s decision time frames

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

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

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

For these referral Services, you pay the Cost Share
required for Services provided by a Plan Provider as
described in this EOC.

Completion of Services from Non-Plan
Providers

New Member

If you are currently receiving Services from a Non—Plan
Provider in one of the cases listed below under
“Eligibility,” and you were covered under another health
plan when you began receiving the Services, but your
prior plan’s coverage of the provider’s Services has
ended or will end when your coverage with us becomes
effective, you may be eligible for limited coverage of
that Non—Plan Provider’s Services.

Terminated provider

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

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

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

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

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

¢ it requires ongoing treatment to maintain
remission or prevent deterioration

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

e Mental health conditions in pregnant Members that
occur, or can impact the Member, during pregnancy
or during the postpartum period including, but not
limited to, postpartum depression. We may cover
completion of these Services for up to 12 months
from the mental health diagnosis or from the end of
pregnancy, whichever occurs later

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

e Children under age 3. We may cover completion of
these Services until the earlier of (1) 12 months from
the child’s effective date of coverage if the child is a
new Member, (2) 12 months from the termination
date of the terminated provider, or (3) the child’s third
birthday
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e Surgery or another procedure that is documented as
part of a course of treatment and has been
recommended and documented by the provider to
occur within 180 days of your effective date of
coverage if you are a new Member or within 180 days
of the termination date of the terminated provider

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

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

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

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

e For new Members, your prior coverage is no longer
available in the market, including a health benefit
plan that was withdrawn from any portion of the
market

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

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

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

For completion of Services, you pay the Cost Share
required for Services provided by a Plan Provider as
described in this EOC.

More information

For more information about this provision, or to request
the Services or a copy of our “Completion of Covered
Services” policy, please call Member Services.
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Travel and Lodqging for Certain Services

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

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

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

e Ifyou are outside of California and you need an
abortion on an emergency or urgent basis, and the
abortion can’t be obtained in a timely manner due to a
near total or total ban on Health Care Providers’
ability to provide such Services

For the complete list of specialty Services for which we
will arrange or provide reimbursement for travel and
lodging expenses, the amount of reimbursement,
limitations and exclusions, and how to request
reimbursement, refer to the Travel and Lodging Program
Description. The Travel and Lodging Program
Description is available online at kp.org/specialty-
care/travel-reimbursements or by calling Member
Services.

Second Opinions

If you want a second opinion, you can ask Member
Services to help you arrange one with a Plan Physician
who is an Appropriately Qualified Health Care
Professional for your condition. If there isn’t a Plan
Physician who is an Appropriately Qualified Health Care
Professional for your condition, Member Services will
help you arrange a consultation with a Non—Plan
Physician for a second opinion.

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

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

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

e The clinical indications are not clear or are complex
and confusing
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e A diagnosis is in doubt due to conflicting test results

e The Plan Physician is unable to diagnose the
condition

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

e You have concerns about the diagnosis or plan of care

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

For these referral Services, you pay the Cost Share
required for Services provided by a Plan Provider as
described in this £OC.

Contracts with Plan Providers

How Plan Providers are paid

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

Financial liability

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

When you are referred to a Plan Provider for covered
Services, you pay the Cost Share required for Services
from that provider as described in this EOC.

Breach of contract

We will give you written notice within a reasonable time
if any contracted provider breaches a contract with us, or
is not able to provide contracted Services, if you might
be materially and adversely affected.

Termination of a Plan Provider’s contract

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

Provider groups and hospitals

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

Receiving Care Outside of Your Home
Region

For information about your coverage when you are away
from home, visit our website at kp.org/travel. You can
also call the Away from Home Travel Line at
1-951-268-3900 24 hours a day, seven days a week
(closed holidays).

Receiving care in another Kaiser Permanente
Service Area

If you are visiting in another Kaiser Permanente Service
Area, you may receive certain covered Services from
designated providers in that other Kaiser Permanente
Service Area, subject to exclusions, limitations, prior
authorization or approval requirements, and reductions.
For more information about receiving covered Services
in another Kaiser Permanente Service Area, including
provider and facility locations, please visit kp.org/travel
or call our Away from Home Travel Line at 1-951-268-
3900 24 hours a day, seven days a week (closed
holidays).

For covered Services you receive in another Kaiser
Permanente Service Area, you pay the Cost Share
required for Services provided by a Plan Provider inside
your Service Area as described in this FOC.

Receiving care outside of any Kaiser
Permanente Service Area

If you are traveling outside of any Kaiser Permanente
Service Area, we cover Emergency Services and Care
and Urgent Care as described in this “How to Obtain
Services” section.
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Your ID Card

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

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

Timely Access to Care

Standards for appointment availability

The California Department of Managed Health Care
(“DMHC”) developed the following standards for
appointment availability. This information can help you
know what to expect when you request an appointment.

e Urgent care appointment: within 48 hours

e Routine (non-urgent) primary care appointment
(including adult/internal medicine, pediatrics, and
family medicine): within 10 business days

e Routine (non-urgent) specialty care appointment with
a physician: within 15 business days

e Routine (non-urgent) mental health care or substance
use disorder treatment appointment with a practitioner
other than a physician: within 10 business days

o Follow-up (non-urgent) mental health care or
substance use disorder treatment appointment with a
practitioner other than a physician, for those
undergoing a course of treatment for an ongoing
mental health or substance use disorder condition:
within 10 business days

If you prefer to wait for a later appointment that will
better fit your schedule or to see the Plan Provider of
your choice, we will respect your preference. In some
cases, your wait may be longer than the time listed if a
licensed health care professional decides that a later
appointment won’t have a negative effect on your health.
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The standards for appointment availability do not apply
to Preventive Services. Your Plan Provider may
recommend a specific schedule for Preventive Services,
depending on your needs. Except as specified above for
mental health care and substance use disorder treatment,
the standards also do not apply to periodic follow-up care
for ongoing conditions or standing referrals to

specialists.

Timely access to telephone assistance
DMHC developed the following standards for answering
telephone questions:

e For telephone advice about whether you need to get
care and where to get care: within 30 minutes, 24
hours a day, seven days a week

o For general questions: within 10 minutes during
normal business hours

Interpreter services

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

Access to mental health Services and substance
use disorder treatment

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

You have a right to receive timely and
geographically accessible Mental
Health/Substance Use Disorder (MH/SUD)
services when you need them. If Health Plan
fails to arrange those services for you with
an appropriate provider who is in the health
plan's network, the health plan must cover
and arrange needed services for you from an
out-of-network provider. If that happens,
you do not have to pay anything other than
your ordinary in-network cost-sharing.

If you do not need the services urgently,
your health plan must offer an appointment
for you that is no more than 10 business days
from when you requested the services from
the health plan. If you urgently need the
services, your health plan must offer you an
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appointment within 48 hours of your request
(if the health plan does not require prior
authorization for the appointment) or within
96 hours (if the health plan does require
prior authorization).

If your health plan does not arrange for you
to receive services within these timeframes
and within geographic access standards, you
can arrange to receive services from any
licensed provider, even if the provider is not
in your health plan's network. To be covered
by your health plan, your first appointment
with the provider must be within 90
calendar days of the date you first asked the
plan for the MH/SUD services.

If you have questions about how to obtain
MH/SUD services or are having difficulty
obtaining services you can: 1) call your
health plan at the telephone number on the
back of your health plan identification card;
2) call the California Department of
Managed Care's Help Center at 1-888-466-
2219; or 3) contact the California
Department of Managed Health Care
through its website at
http://www.healthhelp.ca.gov to request
assistance in obtaining MH/SUD services.

Getting Assistance

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

Member Services

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

e Your Health Plan benefits
e How to make your first medical appointment

e What to do if you move
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e How to replace your Kaiser Permanente ID card

You can reach Member Services in the following ways:

Call 1-800-464-4000 (English and more than 150
languages using interpreter services)
1-800-788-0616 (Spanish)
1-800-757-7585 (Chinese dialects)

TTY users call 711

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

Visit Member Services office at a Plan Facility (for
addresses, refer to our Provider Directory or
call Member Services)

Write Member Services office at a Plan Facility (for
addresses, refer to our Provider Directory or
call Member Services)

Website kp.org

Cost Share estimates

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

Plan Facilities

Plan Medical Offices and Plan Hospitals are listed in the
Provider Directory for your Service Area. The directory
describes the types of covered Services that are available
from each Plan Facility, because some facilities provide
only specific types of covered Services. This directory is
available on our website at kp.org/facilities. To obtain a
printed copy, call Member Services. The directory is
updated periodically. The availability of Plan Facilities
may change. If you have questions, please call Member
Services.

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

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

e Emergency Services and Care are available from Plan
Hospital emergency departments (for emergency
department locations, refer to our Provider Directory
or call Member Services)

Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025

e Same-day Urgent Care appointments are available at
many locations (for Urgent Care locations, refer to
our Provider Directory or call Member Services)

e Many Plan Medical Offices have evening and
weekend appointments

e Many Plan Facilities have a Member Services office
(for locations, refer to our Provider Directory or call
Member Services)

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

Some hospitals and other providers do not
provide one or more of the following services
that may be covered under your plan
contract and that you or your family
member might need: family planning;
contraceptive services, including emergency
contraception; sterilization, including tubal
ligation at the time of labor and delivery;
infertility treatments; or abortion. You
should obtain more information before you
enroll. Call your prospective doctor, medical
group, independent practice association, or
clinic, or call Kaiser Permanente Member
Services, to ensure that you can obtain the
health care services that you need.

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

Benefits
This section describes Covered Benefits under this EOC.

Services are covered under this EOC as specifically
described in this EOC. Services that are not specifically
described in this EOC are not covered, except as required
by state or federal law. Services are subject to exclusions
and limitations described in the “Exclusions, Limitations,
Coordination of Benefits, and Reductions” section.
Except as otherwise described in this £OC, all of the
following conditions must be satisfied:

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

o The Services are Medically Necessary
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o The Services are one of the following:
¢ Preventive Services

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

¢ health education covered under “Health
Education” in this “Benefits” section

¢ other health care items and services

e The Services are provided, prescribed, authorized, or
directed by a Plan Physician, except for:

¢ covered Services received outside of your Service
Area, as described under “Receiving Care Outside
of Your Home Region” in the “How to Obtain
Services” section

¢ COVID-19 Services from Non-Plan Providers as
described under “Outpatient Imaging, Laboratory,
and Other Diagnostic and Treatment Services,”
“Outpatient Pharmacy Services,” and “Preventive
Services” below

¢ drugs prescribed by dentists, as described under
“Outpatient Pharmacy Services” below

¢ emergency ambulance Services, as described
under “Ambulance Services” below

¢ Emergency Services and Care, Post-Stabilization
Care, and Out-of-Area Urgent Care, as described
in the “How to Obtain Services” section

¢ cyeglasses and contact lenses prescribed by Non—
Plan Providers, as described under “Vision
Services for Adult Members” and “Vision
Services for Pediatric Members” below

e You receive the Services from Plan Providers inside
your Service Area, except for:

¢ authorized referrals, as described under “Getting a
Referral” in the “How to Obtain Services” section

¢ covered Services received outside of your Service
Area, as described under “Receiving Care Outside
of Your Home Region” in the “How to Obtain
Services” section

¢ COVID-19 Services from Non-Plan Providers as
described under “Outpatient Imaging, Laboratory,
and Other Diagnostic and Treatment Services,”
“Outpatient Pharmacy Services,” and “Preventive
Services” below

¢ emergency ambulance Services, as described
under “Ambulance Services” below

¢ Emergency Services and Care, Post-Stabilization
Care, and Out-of-Area Urgent Care, as described
in the “How to Obtain Services” section

¢ hospice care, as described under “Hospice Care”
below
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e The Medical Group has given prior authorization for
the Services, if required, as described under “Medical
Group authorization procedure for certain referrals”
in the “How to Obtain Services” section

Please also refer to:

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

e Our Provider Directory for the types of covered
Services that are available from each Plan Facility,
because some facilities provide only specific types of
covered Services

Your Cost Share

Your Cost Share is the amount you are required to pay
for covered Services. For example, your Cost Share may
be a Copayment or Coinsurance.

If your coverage includes a Plan Deductible and you
receive Services that are subject to the Plan Deductible,
your Cost Share for those Services will be Charges until
you reach the Plan Deductible. Similarly, if your
coverage includes a Drug Deductible, and you receive
Services that are subject to the Drug Deductible, your
Cost Share for those Services will be Charges until you
reach the Drug Deductible.

Refer to the “Cost Share Summary” section of this EOC
for the amount you will pay for Services.

General rules, examples, and exceptions

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

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

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

Cost Share for Services received by newborn children
of a Member

During the 31 days of automatic coverage for newborn
children described under “If you have a baby” under
“Who Is Eligible” in the “Premiums, Eligibility, and
Enrollment” section, the parent or guardian of the
newborn must pay the Cost Share indicated in the “Cost
Share Summary” section of this EOC for any Services
that the newborn receives, whether or not the newborn is
enrolled. When the “Cost Share Summary” indicates the
Services are subject to the Plan Deductible, the Cost
Share for those Services will be Charges if the newborn
has not met the Plan Deductible.

Payment toward your Cost Share (and when you may
be billed)

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

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

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

® You receive treatment Services during a diagnostic
visit. For example, you go in for a diagnostic exam,
and at check-in you pay your Cost Share for a
diagnostic exam. However, during the diagnostic
exam your provider confirms a problem with your
health and performs treatment Services (such as an
outpatient procedure). You may be asked to pay (or
you will be billed for) your Cost Share for these
additional treatment Services

e You receive Services from a second provider during
your visit. For example, you go in for a diagnostic
exam, and at check-in you pay your Cost Share for a
diagnostic exam. However, during the diagnostic
exam your provider requests a consultation with a
specialist. You may be asked to pay (or you will be
billed for) your Cost Share for the consultation with
the specialist

In some cases, your provider will not ask you to make a
payment at the time you receive Services, and you will
be billed for your Cost Share (for example, some
Laboratory Departments are not able to collect Cost
Share, or your Plan Provider is not able to collect Cost
Share, if any, for Telehealth Visits you receive at home).

When we send you a bill, it will list Charges for the
Services you received, payments and credits applied to
your account, and any amounts you still owe. Your
current bill may not always reflect your most recent
Charges and payments. Any Charges and payments that
are not on the current bill will appear on a future bill.
Sometimes, you may see a payment but not the related
Charges for Services. That could be because your
payment was recorded before the Charges for the
Services were processed. If so, the Charges will appear
on a future bill. Also, you may receive more than one bill
for a single outpatient visit or inpatient stay. For
example, you may receive a bill for physician services
and a separate bill for hospital services. If you don’t see
all the Charges for Services on one bill, they will appear
on a future bill. If we determine that you overpaid and
are due a refund, then we will send a refund to you
within four weeks after we make that determination. If
you have questions about a bill, please call the phone
number on the bill.

In some cases, a Non—Plan Provider may be involved in
the provision of covered Services at a Plan Facility or a
contracted facility where we have authorized you to
receive care. You are not responsible for any amounts
beyond your Cost Share for the covered Services you
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receive at Plan Facilities or at contracted facilities where
we have authorized you to receive care. However, if the
provider does not agree to bill us, you may have to pay
for the Services and file a claim for reimbursement. For
information on how to file a claim, please see the “Post-
Service Claims and Appeals” section.

Please refer to “Emergency Services and Urgent Care” in
this “Benefits” section for more information about when
you may be billed for Emergency Services and Care,
Post-Stabilization Care, and Out-of-Area Urgent Care.

Reimbursement for COVID-19 Services from Non-Plan
Providers

If you receive covered COVID-19 Services from Non-
Plan Providers as described under “Outpatient Imaging,
Laboratory, and Other Diagnostic and Treatment
Services,” “Outpatient Pharmacy Services,” and
“Preventive Services” in the “Benefits” section, you may
have to pay for the Services and file a claim for
reimbursement. For information on how to file a claim,
please see “Initial Claims” in the “the “Post-Service
Claims and Appeals” section.

Primary Care Visits, Non-Physician Specialist Visits,
and Physician Specialist Visits

The Cost Share for a Primary Care Visit applies to
evaluations and treatment provided by generalists in
internal medicine, pediatrics, or family practice, and by
specialists in obstetrics/gynecology whom the Medical
Group designates as Primary Care Physicians. Some
physician specialists provide primary care in addition to
specialty care but are not designated as Primary Care
Physicians. If you receive Services from one of these
specialists, the Cost Share for a Physician Specialist Visit
will apply to all consultations, evaluations, and treatment
provided by the specialist except for routine preventive
counseling and exams listed under “Preventive Services”
in this “Benefits” section. For example, if your personal
Plan Physician is a specialist in internal medicine or
obstetrics/gynecology who is not a Primary Care
Physician, you will pay the Cost Share for a Physician
Specialist Visit for all consultations, evaluations, and
treatment by the specialist except routine preventive
counseling and exams listed under “Preventive Services”
in this “Benefits” section. The Non-Physician Specialist
Visit Cost Share applies to consultations, evaluations,
and treatment provided by non-physician specialists
(such as nurse practitioners, physician assistants,
optometrists, podiatrists, and audiologists).
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Provider fees

Some Plan Providers may charge you a fee for missed
appointments without 24 hour advance notice, except in
the case of an emergency.

Noncovered Services

If you receive Services that are not covered under this
EOC, you may have to pay the full price of those
Services. Payments you make for noncovered Services
do not apply to any deductible or out-of-pocket
maximum.

When a Service is not covered, all Services related to the
noncovered Service are also not covered, except for
Services we would otherwise cover to treat
complications of the noncovered Service, or as required
by law. For example, if you have a noncovered cosmetic
surgery, we would not cover Services you receive in
preparation for the surgery or for follow-up care. If you
later suffer a life-threatening complication such as a
serious infection, we would cover any Services that we
would otherwise cover to treat that complication.

Benefit limits

Some benefits may include a limit on the number of
visits, days, treatment cycles, or dollar amount that will
be covered under your plan during a specified time
period. If a benefit includes a limit, this will be indicated
in the “Cost Share Summary” section of this EOC. The
time period associated with a benefit limit may not be the
same as the term of this EOC. We will count all Services
you receive during the benefit limit period toward the
benefit limit, including Services you received under a
prior Health Plan £OC (as long as you have continuous
coverage with Health Plan). Note: We will not count
Services you received under a prior Health Plan EOC
when you first enroll in individual plan coverage or a
new employer group’s plan, when you move from group
to individual plan coverage (or vice versa), or when you
received Services under a Kaiser Permanente Senior
Advantage evidence of coverage. If you are enrolled in
the Kaiser Permanente POS Plan, refer to your KPIC
Certificate of Insurance and Schedule of Coverage for
benefit limits that apply to your separate indemnity
coverage provided by the Kaiser Permanente Insurance
Company (“KPIC”).

Getting an estimate of your Cost Share

If you have questions about the Cost Share for specific
Services that you expect to receive or that your provider
orders during a visit or procedure, please visit our
website at kp.org to use our cost estimate tool or call
Member Services.
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e Ifyou have a Plan Deductible and would like an
estimate for Services that are subject to the Plan
Deductible, please call 1-800-390-3507 (TTY users
call 711) Monday through Friday 6 a.m. to 5 p.m.
Refer to the “Cost Share Summary” section of this
EOC to find out if you have a Plan Deductible

o For all other Cost Share estimates, please call 1-800-
464-4000 (TTY users call 711) 24 hours a day, seven
days a week (closed holidays)

Cost Share estimates are based on your benefits and the
Services you expect to receive. They are a prediction of
cost and not a guarantee of the final cost of Services.
Your final cost may be higher or lower than the estimate
since not everything about your care can be known in
advance.

Drug Deductible
This EOC does not include a Drug Deductible.

Plan Deductible

In any Accumulation Period, you must pay Charges for
Services subject to the Plan Deductible until you reach

one of the Plan Deductible amounts listed in the “Cost

Share Summary” section of this £EOC.

If you are a Member in a Family of two or more
Members, you reach the Plan Deductible either when you
reach the amount for any one Member, or when your
entire Family reaches the Family amount. For example,
suppose you have reached the deductible amount for any
one Member. For Services subject to the Plan
Deductible, you will not pay Charges during the
remainder of the Accumulation Period, but every other
Member in your Family must continue to pay Charges
during the remainder of the Accumulation Period until
either they reach the deductible amount for any one
Member, or the entire Family reaches the Family
amount.

After you reach the Plan Deductible and for the
remainder of the Accumulation Period, you pay the
applicable Copayment or Coinsurance subject to the
limits described under “Plan Out-of-Pocket Maximum”
in this “Benefits” section.

Services that are subject to the Plan Deductible

The Cost Share that you must pay for covered Services is
described in the “Cost Share Summary” section of this
EOC. When the “Cost Share Summary” indicates the
Services are subject to the Plan Deductible, your Cost
Share for those Services will be Charges until you reach
the Plan Deductible, except that your first three
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individual or group visits combined from the following
list are not subject to the Plan Deductible:

e Primary Care Visits and Non-Physician Specialist
Visits (refer to “Office visits,” “Hearing Services,”
“Vision Services for Adult Members” and “Vision
Services for Pediatric Members”)

e Urgent care (refer to “Emergency Services and
Urgent Care”)

If you receive treatment during a Primary Care Visit or
Non-Physician Specialist Visit, those treatment Services
are subject to the Plan Deductible. Any additional visits
from this list that you receive during the same
Accumulation Period are subject to the Plan Deductible.

For example, if your first three visits from this list are
one Primary Care Visit and two Urgent Care visits, those
first three visits are not subject to the Plan Deductible. If
you receive another Primary Care Visit during the same
Accumulation Period, that visit is subject to the Plan
Deductible.

Note: When the Cost Share for the Services is “no
charge” and the “Cost Share Summary” indicates the
Services are subject to the Plan Deductible, your Cost
Share for those Services will be Charges until you reach
the Plan Deductible. Also, if you pay a Plan Deductible
amount for a Service that has a limit, such as a visit limit,
the Services count toward reaching the limit.

The only payments that count toward the Plan
Deductible are those you make for covered Services that
are subject to this Plan Deductible under this EOC.

Copayments and Coinsurance

The Copayment or Coinsurance you must pay for each
covered Service, after you meet any applicable
deductible, is described in this EOC.

Note: If Charges for Services are less than the
Copayment described in this FOC, you will pay the
lesser amount, subject to any applicable deductible or
out-of-pocket maximum.

Plan Out-of-Pocket Maximum

There is a limit to the total amount of Cost Share you
must pay under this EOC in the Accumulation Period for
covered Services that you receive in the same
Accumulation Period. The Services that apply to the Plan
Out-of-Pocket Maximum are described under the
“Payments that count toward the Plan Out-of-Pocket
Maximum” section below. Refer to the “Cost Share
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Summary” section of this EOC for your applicable Plan
Out-of-Pocket Maximum amounts.

If you are a Member in a Family of two or more
Members, you reach the Plan Out-of-Pocket Maximum
either when you reach the maximum for any one
Member, or when your Family reaches the Family
maximum. For example, suppose you have reached the
Plan Out-of-Pocket Maximum for any one Member. For
Services subject to the Plan Out-of-Pocket Maximum,
you will not pay any more Cost Share during the
remainder of the Accumulation Period, but every other
Member in your Family must continue to pay Cost Share
during the remainder of the Accumulation Period until
either they reach the maximum for any one Member or
your Family reaches the Family maximum.

Payments that count toward the Plan Out-of-Pocket
Maximum

Any payments you make toward the Plan Deductible or
Drug Deductible, if applicable, apply toward the
maximum.

Most Copayments and Coinsurance you pay for covered
Services apply to the maximum, however some may not.
To find out whether a Copayment or Coinsurance for a
covered Service will apply to the maximum refer to the
“Cost Share Summary” section of this EOC.

If your plan includes pediatric dental Services described
in a Pediatric Dental Services Amendment to this EOC,
those Services will apply toward the maximum. If your
plan has a Pediatric Dental Services Amendment, it will
be attached to this EOC, and it will be listed in the
EOC’s Table of Contents.

Accrual toward deductibles and out-of-pocket
maximums

To see how close you are to reaching your deductibles, if
any, and out-of-pocket maximums, use our online Out-
of-Pocket Summary tool at kp.org or call Member
Services. We will provide you with accrual balance
information for every month that you receive Services
until you reach your individual out-of-pocket maximums
or your Family reaches the Family out-of-pocket
maximums.

We will provide accrual balance information by mail
unless you have opted to receive notices electronically.
You can change your document delivery preferences at
any time at kp.org or by calling Member Services.
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Administered Drugs and Products

Administered drugs and products are medications and
products that require administration or observation by
medical personnel, such as:

e Whole blood, red blood cells, plasma, and platelets
o Allergy antigens (including administration)
e Cancer chemotherapy drugs and adjuncts

e Drugs and products that are administered via
intravenous therapy or injection that are not for
cancer chemotherapy, including blood factor products
and biological products (“biologics”) derived from
tissue, cells, or blood

e Other administered drugs and products

We cover these items when prescribed by a Plan
Provider, in accord with our drug formulary guidelines,
and they are administered to you in a Plan Facility or
during home visits.

For the following Services, refer to these
sections

o Administered contraceptives (refer to “Reproductive
Health Services”)

o All other administered drugs that are Preventive
Services, including immunizations (refer to
“Preventive Services”)

Ambulance Services

Emergency

We cover Services of a licensed ambulance anywhere in
the world without prior authorization (including
transportation through the 911 emergency response
system where available) in the following situations:

e You reasonably believed that the medical condition
was an Emergency Medical Condition or Psychiatric
Emergency Medical Condition which required
ambulance Services

e Your treating physician determines that you must be
transported to another facility because your
Emergency Medical Condition or Psychiatric
Emergency Medical Condition is not Stabilized and
the care you need is not available at the treating
facility

If you receive emergency ambulance Services that are
not ordered by a Plan Provider, you are not responsible
for any amounts beyond your Cost Share for covered
emergency ambulance Services. However, if the provider
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does not agree to bill us, you may have to pay for the
Services and file a claim for reimbursement. For
information on how to file a claim, please see the “Post-
Service Claims and Appeals” section.

Nonemergency

Inside your Service Area, we cover nonemergency
ambulance and psychiatric transport van Services if a
Plan Physician determines that your condition requires
the use of Services that only a licensed ambulance (or
psychiatric transport van) can provide and that the use of
other means of transportation would endanger your
health. These Services are covered only when the vehicle
transports you to or from covered Services.

Covered nonemergency ambulance and psychiatric
transport van Services do not include the following
services:

o Transportation by car, taxi, bus, gurney van,
wheelchair van, and any other type of transportation
(other than a licensed ambulance or psychiatric
transport van), even if it is the only way to travel to a
Plan Provider

Bariatric Surgery

We cover hospital inpatient Services related to bariatric
surgical procedures (including room and board, imaging,
laboratory, other diagnostic and treatment Services, and
Plan Physician Services) when performed to treat obesity
by modification of the gastrointestinal tract to reduce
nutrient intake and absorption, if all of the following
requirements are met:

e You complete the Medical Group—approved pre-
surgical educational preparatory program regarding
lifestyle changes necessary for long term bariatric
surgery success

e A Plan Physician who is a specialist in bariatric care
determines that the surgery is Medically Necessary

For covered Services related to bariatric surgical
procedures that you receive, you will pay the Cost Share
you would pay if the Services were not related to a
bariatric surgical procedure. For example, see “Hospital
inpatient Services” in the “Cost Share Summary” section
of this EOC for the Cost Share that applies for hospital
inpatient Services.

For the following Services, refer to these
sections

e Prescription Drugs (refer to “Outpatient Pharmacy
Services”)
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e Outpatient administered drugs (refer to “Administered
Drugs and Products™)

Dental and Orthodontic Services

We do not cover most dental and orthodontic services
under this FOC, such as dental cleanings, dental X-rays,
appliances, and implants, but we do cover some dental
and orthodontic Services as described in this “Dental and
Orthodontic Services” section.

For covered dental and orthodontic procedures that you
may receive, you will pay the Cost Share you would pay
if the Services were not related to dental and orthodontic
Services. For example, see “Hospital inpatient Services”
in the “Cost Share Summary” section of this EOC for the
Cost Share that applies for hospital inpatient Services.

Dental Services for radiation treatment

We cover dental evaluation, X-rays, fluoride treatment,
and extractions necessary to prepare your jaw for
radiation therapy of cancer in your head or neck if a Plan
Physician provides the Services or if the Medical Group
authorizes a referral to a dentist for those Services (as
described in “Medical Group authorization procedure for
certain referrals” under “Getting a Referral” in the “How
to Obtain Services” section).

Dental Services for transplants

We cover dental services that are Medically Necessary to
free the mouth from infection in order to prepare for a
transplant covered under “Transplant Services” in this
“Benefits” section, if a Plan Physician provides the
Services or if the Medical Group authorizes a referral to
a dentist for those Services (as described in “Medical
Group authorization procedure for certain referrals”
under “Getting a Referral” in the “How to Obtain
Services” section).

Dental anesthesia

For dental procedures at a Plan Facility, we provide
general anesthesia and the facility’s Services associated
with the anesthesia if all of the following are true:

e You are under age 7, or you are developmentally
disabled, or your health is compromised

e Your clinical status or underlying medical condition
requires that the dental procedure be provided in a
hospital or outpatient surgery center

e The dental procedure would not ordinarily require
general anesthesia
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We do not cover any other Services related to the dental
procedure, such as the dentist’s Services.

Dental and orthodontic Services for cleft palate

We cover dental extractions, dental procedures necessary
to prepare the mouth for an extraction, and orthodontic
Services, if they meet all of the following requirements:

e The Services are an integral part of a reconstructive
surgery for cleft palate that we are covering under
“Reconstructive Surgery” in this “Benefits” section
(“cleft palate” includes cleft palate, cleft lip, or other
craniofacial anomalies associated with cleft palate)

e A Plan Provider provides the Services or the Medical
Group authorizes a referral to a Non—Plan Provider
who is a dentist or orthodontist (as described in
“Medical Group authorization procedure for certain
referrals” under “Getting a Referral” in the “How to
Obtain Services” section)

For the following Services, refer to these
sections

e Accidental injury to teeth (refer to “Injury to Teeth”)

o Office visits not described in the “Dental and
Orthodontic Services” section (refer to “Office
Visits™)

e Outpatient imaging, laboratory, and other diagnostic
and treatment Services (refer to “Outpatient Imaging,
Laboratory, and Other Diagnostic and Treatment
Services”)

e Outpatient administered drugs (refer to “Administered
Drugs and Products™), except that we cover outpatient
administered drugs under “Dental anesthesia” in this
“Dental and Orthodontic Services” section

e Prescription Drugs (refer to “Outpatient Pharmacy
Services”)

o Telehealth Visits (refer to “Telehealth Visits”)

Dialysis Care

We cover acute and chronic dialysis Services if all of the
following requirements are met:

e The Services are provided inside your Service Area

¢ You satisfy all medical criteria developed by the
Medical Group and by the facility providing the
dialysis

e A Plan Physician provides a written referral for care
at the facility

Kaiser Permanente for Individuals and Families
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After you receive appropriate training at a dialysis
facility we designate, we also cover equipment and
medical supplies required for home hemodialysis and
home peritoneal dialysis inside your Service Area.
Coverage is limited to the standard item of equipment or
supplies that adequately meets your medical needs. We
decide whether to rent or purchase the equipment and
supplies, and we select the vendor. You must return the
equipment and any unused supplies to us or pay us the
fair market price of the equipment and any unused
supply when we are no longer covering them.

Covered dialysis care does not include the following
services:

e Comfort, convenience, or luxury equipment, supplies
and features

e Nonmedical items, such as generators or accessories
to make home dialysis equipment portable for travel

For the following Services, refer to these
sections

e Durable medical equipment for home use (refer to
“Durable Medical Equipment (“DME”) for Home
Use”)

o Hospital inpatient Services (refer to “Hospital
Inpatient Services”)

o Office visits not described in the “Dialysis Care”
section (refer to “Office Visits”)

e Outpatient laboratory (refer to “Outpatient Imaging,
Laboratory, and Other Diagnostic and Treatment
Services”)

e Prescription Drugs (refer to “Outpatient Pharmacy
Services”)

e Outpatient administered drugs (refer to “Administered
Drugs and Products™)

o Telehealth Visits (refer to “Telehealth Visits™)

Durable Medical Equipment (“DME”’) for
Home Use

DME coverage rules

DME for home use is an item that meets the following
criteria:

e The item is intended for repeated use

e The item is primarily and customarily used to serve a
medical purpose

e The item is generally useful only to an individual
with an illness or injury
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e The item is appropriate for use in the home

For a DME item to be covered, all of the following
requirements must be met:

e Your EOC includes coverage for the requested DME
item

e A Plan Physician has prescribed the DME item for
your medical condition

e The item has been approved for you through the
Plan’s prior authorization process, as described in
“Medical Group authorization procedure for certain
referrals” under “Getting a Referral” in the “How to
Obtain Services” section

e The Services are provided inside your Service Area

Coverage is limited to the standard item of equipment
that adequately meets your medical needs. We decide
whether to rent or purchase the equipment, and we select
the vendor. You must return the equipment to us or pay
us the fair market price of the equipment when we are no
longer covering it.

Covered DME for home use does not include the
following services:

e Comfort, convenience, or luxury equipment or
features except for retail-grade milk pumps as
described under “Lactation supplies” in this “Durable
Medical Equipment (“DME”) for Home Use” section

e Repair or replacement of equipment due to loss, theft,
or misuse

Base DME Items

We cover Base DME Items (including repair or
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. “Base DME Items” means the
following items:

e Bone stimulator

e Canes (standard curved handle or quad) and
replacement supplies

e Cervical traction (over door)

e Crutches (standard or forearm) and replacement
supplies

e Dry pressure pad for a mattress
¢ Glucose monitors for diabetes blood testing and their

supplies (such as blood glucose monitor test strips,
lancets, and lancet devices)

Kaiser Permanente for Individuals and Families
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o Infusion pumps (such as insulin pumps) and supplies
to operate the pump

e [Vpole
e Nebulizer and supplies
o Peak flow meters

o Phototherapy blankets for treatment of jaundice in
newborns

Supplemental DME items

We cover only Base DME Items under this EOC. Except
for lactation supplies, any other DME items are
supplemental DME items, and are not covered. Coverage
for lactation supplies is described under “Lactation
supplies” in this “Durable Medical Equipment (“DME”)
for Home Use” section.

Lactation supplies

We cover one retail-grade milk pump (also known as a
breast pump) per pregnancy and associated supplies, as
listed on our website at kp.org/prevention. We will
decide whether to rent or purchase the item and we
choose the vendor. We cover this pump for convenience
purposes. The pump is not subject to prior authorization
requirements.

If you or your baby has a medical condition that requires
the use of a milk pump, we cover a hospital-grade milk
pump and the necessary supplies to operate it, in accord
with the coverage rules described under “DME coverage
rules” in this “Durable Medical Equipment (“DME”) for
Home Use” section.

Outside your Service Area

We do not cover most DME for home use outside your

Service Area. However, if you live outside your Service
Area, we cover the following DME (subject to the Cost

Share and all other coverage requirements that apply to

DME for home use inside your Service Area) when the

item is dispensed at a Plan Facility:

e Canes (standard curved handle)
e Crutches (standard)

e Glucose monitors for diabetes blood testing and their
supplies (such as blood glucose monitor test strips,
lancets, and lancet devices) from a Plan Pharmacy

e Insulin pumps and supplies to operate the pump, after
completion of training and education on the use of the

pump
e Nebulizers and their supplies for the treatment of
pediatric asthma

e Peak flow meters from a Plan Pharmacy
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For the following Services, refer to these
sections

o Dialysis equipment and supplies required for home
hemodialysis and home peritoneal dialysis (refer to
“Dialysis Care”)

e Diabetes urine testing supplies and insulin-
administration devices other than insulin pumps (refer
to “Outpatient Pharmacy Services”)

e Durable medical equipment related to an Emergency
Medical Condition or Urgent Care episode (refer to
“Post-Stabilization Care” and “Out-of-Area Urgent
Care”™)

e Durable medical equipment related to the terminal
illness for Members who are receiving covered
hospice care (refer to “Hospice Care”)

e Insulin and any other drugs administered with an
infusion pump (refer to “Outpatient Pharmacy
Services”)

Emergency Services and Urgent Care

We cover the following Services:
e Emergency department visits

o Urgent Care consultations, evaluations, and treatment

Your Cost Share

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

e Ifyou receive Emergency Services and Care in the
emergency department of a Non—Plan Hospital, you
pay the Cost Share for an emergency department visit
as described in the “Cost Share Summary” under
“Emergency Services and Urgent Care”

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

o If we gave prior authorization for durable medical
equipment after discharge from a Non—Plan Hospital,
you pay the Cost Share for durable medical
equipment as described in the “Cost Share Summary”
under “Durable Medical Equipment (“DME”) for
home use”

e If you receive COVID-19 laboratory testing or
immunizations in the emergency department, you pay
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the Cost Share for an emergency department visit as
described in the “Cost Share Summary” under
“Emergency Services and Urgent Care”

e Ifyou obtain a prescription in the emergency
department related to your Emergency Medical
Condition or Psychiatric Emergency Medical
Condition, you pay the Cost Share for “Most items”
in the “Cost Share Summary” under “Outpatient
pharmacy Services” in addition to the Cost Share for
the emergency department visit

Your Cost Share for covered Urgent Care is the Cost
Share required for Services provided by Plan Providers
as described in the “Cost Share Summary” section of this
EOC. For example:

e Ifyou receive an Urgent Care evaluation as part of
covered Out-of-Area Urgent Care from a Non—Plan
Provider, you pay the Cost Share for Urgent Care
consultations, evaluations, and treatment as described
in the “Cost Share Summary” under “Emergency
Services and Urgent Care”

e Ifthe Out-of-Area Urgent Care you receive includes
an X-ray, you pay the Cost Share for an X-ray as
described in the “Cost Share Summary” under
“Outpatient imaging, laboratory, and other diagnostic
and treatment Services,” in addition to the Cost Share
for the Urgent Care evaluation

o [f the Out-of-Area Urgent Care you receive includes a
COVID-19 test, you may have to pay the Cost Share
for a COVID-19 test as described in the “Cost Share
Summary” under “Outpatient imaging, laboratory,
and other diagnostic and treatment Services,” in
addition to the Cost Share for the Urgent Care
evaluation

o Ifyou obtain a prescription as part of an Out-of-Area
Urgent Care visit related to the condition for which
you obtained Urgent Care, you pay the Cost Share for
“Most items” in the “Cost Share Summary” under
“Outpatient pharmacy Services” in addition to the
Cost Share for the Urgent Care evaluation

o If we gave prior authorization for durable medical
equipment provided as part of Out-of-Area Urgent
Care, you pay the Cost Share for durable medical
equipment as described in the “Cost Share Summary”
under “Durable Medical Equipment (“DME”) for
home use”

Note: If you receive Urgent Care in an emergency
department, you pay the Cost Share for an emergency
department visit as described in the “Cost Share
Summary” under “Emergency Services and Urgent
Care.”

Page 50



If a Non-Plan Provider does not agree to bill us, you may
have to pay for the Services and file a claim for
reimbursement. Also, you may be required to pay and
file a claim for any Services prescribed by a Non—Plan
Provider as part of covered Emergency Services and
Care, Post-Stabilization Care, or Out-of-Area Urgent
Care even if you receive the Services from a Plan
Provider, such as a Plan Pharmacy. For information on
how to file a claim, please see the “Post-Service Claims
and Appeals” section.

We will reduce any payment we make to you or the
Non—Plan Provider by applicable Cost Share. Also, we
will reduce our payment by any amounts paid or payable
(or that in the absence of this plan would have been
payable) for the Services under any insurance policy, or
any other contract or coverage, or any government
program except Medicaid. If payment under the other
insurance or program is not made within a reasonable
period of time, we will pay for covered Emergency
Services, Post-Stabilization Care, and Out-of-Area
Urgent Care received from Non—Plan Providers if you:

e Assign all rights to payment to us and agree to
cooperate with us in obtaining payment

o Allow us to obtain any relevant information from the
other insurance or program

e Provide us with any information and assistance we
need to obtain payment from the other insurance or
program

For the following Services, refer to these
sections

e Abortion and abortion-related Services (refer to
“Reproductive Health Services”)

Fertility Services

“Fertility Services” means treatments and procedures to
help you become pregnant.

Fertility Services are not covered under this EOC,
including the following:

e Diagnosis and treatment of Infertility

o Fertility treatment, such as artificial insemination and
in vitro fertilization (“IVF”)

For the following Services, refer to these
sections

o Fertility preservation Services for iatrogenic
Infertility (refer to “Fertility Preservation Services for
latrogenic Infertility”)

Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025

e Diagnostic Services provided by Plan Providers who
are not physicians, such as EKGs and EEGs (refer to
“Outpatient Imaging, Laboratory, and Other
Diagnostic and Treatment Services”)

e Prescription Drugs (refer to “Outpatient Pharmacy
Services”)

Fertility Preservation Services for
latrogenic Infertility

Standard Fertility Preservation Services are covered in
the following situations:

e A Plan Provider has recommended that you undergo
covered treatment or receive covered Services within
the next 12 months that may cause iatrogenic
infertility.

® You received covered treatment or covered Services
that may cause iatrogenic infertility, you were unable
to undergo or complete fertility preservation due to
your medical condition, and you face an ongoing risk
for infertility caused by those treatments

Standard Fertility Preservation Services do not include
diagnosis or treatment of Infertility.

We cover the following Standard Fertility Preservation
Services:

e Retrieval of gametes:

¢ Up to two cycles for oocyte retrieval for Members
with ovaries per lifetime

¢ Up to two attempts to collect sperm for Members
with testicles per lifetime

e Up to two attempts of embryo creation per lifetime,
except that we do not cover any costs associated with
the retrieval of gametes from anyone other than the
Member undergoing the medical treatment that may
cause iatrogenic infertility

e Up to two attempts to retrieve gonadal tissue per
lifetime

e Gonadal shielding or transposition during a procedure
or treatment if not already included in the usual
coverage for that procedure or treatment

e Any other Standard Fertility Preservation Services
consistent with the established medical practices and
professional guidelines published by the American
Society of Clinical Oncology or the American Society
for Reproductive Medicine

e Cryopreservation and storage of sperm, oocytes,
gonadal tissue, and embryos from a vendor that we
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select for the following time period based on your age
on the date that the material is first cryopreserved:

¢ for a Member who is under the age of 18: until the
Member reaches age 26

¢ for a Member who is 18 years or older but not yet
26 years old: until the Member reaches age 26 or
for three years, whichever period is longer

¢ for a Member who is 26 years or older: three years

Your coverage for cryopreservation storage from us ends
when your membership terminates. If you change health
plans during the cryopreservation storage period
described above, you must notify your new health plan
that you want them to cover storage starting from the
effective date of your coverage in that plan. We will
work with the new plan to coordinate transportation of
stored material, if required. If you are still a Member
when your storage period expires, you will receive a
notice 90 days before the storage period expires that
explains options for continued storage and potential out-
of-pocket costs.

For covered Standard Fertility Preservation Services that
you receive, you will pay the Cost Share you would pay
if the Services were not related to fertility preservation.
For example, see “Outpatient surgery and outpatient
procedures” in the “Cost Share Summary” section of this
EOC for the Cost Share that applies for outpatient
procedures.

You have the right to receive standard
fertility preservation services for iatrogenic
infertility when you meet the requirements
in Section 1300.74.551 of Title 28 of the
California Code of Regulations. "Iatrogenic
infertility" means infertility caused directly
or indirectly by surgery, chemotherapy,
radiation, or other medical treatment. If
your health Plan fails to arrange those
services for you with an appropriate
provider who is in your health plan's
network, your health plan must cover and
arrange needed services for you from an out-
of-network provider. If that happens, you
will pay no more than in-network
costsharing for the same services.

If you do not need the services urgently,
your health plan must offer an appointment
for you that is no more than 10 business days
Kaiser Permanente for Individuals and Families
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for primary care and 15 business days for
specialist care from when you requested the
services from your health plan. If you
urgently need the services, your health plan
must offer you an appointment within 48
hours of your request (if your health plan
does not require prior authorization for the
appointment) or within 96 hours (if your
health plan does require prior
authorization).

If your health plan does not arrange for you
to receive services within these timeframes
and within geographic access standards, you
can arrange to receive services from any
licensed provider, even if the provider is not
in your health plan's network. If you are
enrolled in preferred provider organization
(PPO) coverage, and your health plan can
arrange care for you within the timeframes
and within geographic standards, your
voluntary use of out-of-network benefits
may subject you to incur out-of-network
charges.

If you have questions about how to obtain
standard fertility preservation services for
iatrogenic infertility or are having difficulty
obtaining services you can: 1) call your
health plan at the telephone number on
your-health plan identification card; 2) call
the California Department of Managed
Care's Help Center at 1-888-466-2219; or 3)
contact the California Department of
Managed Health Care through its website at
www.DMHC.ca.gov to request assistance in
obtaining standard fertility preservation
services for iatrogenic infertility.

For the following Services, refer to these
sections

o Fertility Services (refer to “Fertility Services”)

Health Education

We cover a variety of health education counseling,
programs, and materials that your personal Plan
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Physician or other Plan Providers provide during a visit
covered under another part of this EOC.

We also cover a variety of health education counseling,
programs, and materials to help you take an active role in
protecting and improving your health, including
programs for tobacco cessation, stress management, and
chronic conditions (such as diabetes and asthma). Kaiser
Permanente also offers health education counseling,
programs, and materials that are not covered, and you
may be required to pay a fee.

For more information about our health education
counseling, programs, and materials, please contact a
Health Education Department or Member Services or go
to our website at kp.org.

Hearing Services

We cover the following:

e Hearing exams with an audiologist to determine the
need for hearing correction

e Physician Specialist Visits to diagnose and treat
hearing problems

Hearing aids

Hearing aids, tests to determine their efficacy, hearing
tests to determine an appropriate hearing aid, and related
Services are not covered under this £OC. For internally
implanted devices, see ‘“Prosthetic and Orthotic Devices”
in this “Benefits” section.

Note: The Hearing Aid Coverage for Children Program
(HACCP) offers state-funded hearing aid coverage to
eligible children and youth, ages 0-20. To learn more and
apply, visit www.dhces.ca.gov/HACCP.

For the following Services, refer to these
sections

e Routine hearing screenings when performed as part of
a routine physical maintenance exam (refer to
“Preventive Services”)

e Services related to the ear or hearing other than those
described in this section, such as outpatient care to
treat an ear infection or Prescription Drugs (refer to
the applicable heading in this “Benefits” section)

e Cochlear implants and osseointegrated hearing
devices (refer to “Prosthetic and Orthotic Devices™)
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Home Health Care

“Home health care” means Services provided in the
home by nurses, medical social workers, home health
aides, and physical, occupational, and speech therapists.

We cover home health care only if all of the following
are true:

® You are substantially confined to your home (or a
friend’s or relative’s home)

e Your condition requires the Services of a nurse,
physical therapist, occupational therapist, or speech
therapist (home health aide Services are not covered
unless you are also getting covered home health care
from a nurse, physical therapist, occupational
therapist, or speech therapist that only a licensed
provider can provide)

e A Plan Physician determines that it is feasible to
maintain effective supervision and control of your
care in your home and that the Services can be safely
and effectively provided in your home

e The Services are provided inside your Service Area

We cover only part-time or intermittent home health
care, as follows:

e Up to two hours per visit for visits by a nurse,
medical social worker, or physical, occupational, or
speech therapist, and up to four hours per visit for
visits by a home health aide

e Up to three visits per day (counting all home health
visits)

e Up to 100 visits per Accumulation Period (counting
all home health visits)

Note: If a visit by a nurse, medical social worker, or
physical, occupational, or speech therapist lasts longer
than two hours, then each additional increment of two
hours counts as a separate visit. If a visit by a home
health aide lasts longer than four hours, then each
additional increment of four hours counts as a separate
visit. For example, if a nurse comes to your home for
three hours and then leaves, that counts as two visits.
Also, each person providing Services counts toward
these visit limits. For example, if a home health aide and
a nurse are both at your home during the same two hours,
that counts as two visits.

Covered home health care does not include the following
services:

e C(Care of a type that an unlicensed family member or
other layperson could provide safely and effectively
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in the home setting after receiving appropriate
training. This care is excluded even if we would cover
the care if it were provided by a qualified medical
professional in a hospital or a Skilled Nursing Facility

Care in the home if the home is not a safe and
effective treatment setting

For the following Services, refer to these
sections

Behavioral Health Treatment for Autism Spectrum
Disorder (refer to “Mental Health Services™)

Dialysis care (refer to “Dialysis Care”)

Durable medical equipment (refer to “Durable
Medical Equipment (“DME”) for Home Use”)

Ostomy and urological supplies (refer to “Ostomy
and Urological Supplies”™)

Prescription Drugs (refer to “Outpatient Pharmacy
Services”)

Outpatient physical, occupational, and speech therapy
visits (refer to “Rehabilitative and Habilitative
Services”)

Prosthetic and orthotic devices (refer to “Prosthetic
and Orthotic Devices”)

Hospice Care

Hospice care is a specialized form of interdisciplinary
health care designed to provide palliative care and to
alleviate the physical, emotional, and spiritual
discomforts of a Member experiencing the last phases of
life due to a terminal illness. It also provides support to
the primary caregiver and the Member’s family. A
Member who chooses hospice care is choosing to receive
palliative care for pain and other symptoms associated
with the terminal illness, but not to receive care to try to
cure the terminal illness. You may change your decision
to receive hospice care benefits at any time.

We cover the hospice Services listed below only if all of
the following requirements are met:

A Plan Physician has diagnosed you with a terminal
illness and determines that your life expectancy is 12
months or less

The Services are provided inside your Service Area or
inside California but within 15 miles or 30 minutes
from your Service Area (including a friend’s or
relative’s home even if you live there temporarily)

The Services are provided by a licensed hospice
agency that is a Plan Provider
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A Plan Physician determines that the Services are
necessary for the palliation and management of your
terminal illness and related conditions

If all of the above requirements are met, we cover the
following hospice Services, if necessary for your hospice
care:

Plan Physician Services

Skilled nursing care, including assessment,
evaluation, and case management of nursing needs,
treatment for pain and symptom control, provision of
emotional support to you and your family, and
instruction to caregivers

Physical, occupational, and speech therapy for
purposes of symptom control or to enable you to
maintain activities of daily living

Respiratory therapy
Medical social services
Home health aide and homemaker services

Palliative drugs prescribed for pain control and
symptom management of the terminal illness for up to
a 100-day supply in accord with our drug formulary
guidelines. You must obtain these drugs from a Plan
Pharmacy. Certain drugs are limited to a maximum
30-day supply in any 30-day period (your Plan
Pharmacy can tell you if a drug you take is one of
these drugs)

Durable medical equipment

Respite care when necessary to relieve your
caregivers. Respite care is occasional short-term
inpatient Services limited to no more than five
consecutive days at a time

Counseling and bereavement services

Dietary counseling

We also cover the following hospice Services only
during periods of crisis when they are Medically
Necessary to achieve palliation or management of acute
medical symptoms:

Nursing care on a continuous basis for as much as 24
hours a day as necessary to maintain you at home

Short-term inpatient Services required at a level that
cannot be provided at home

Hospital Inpatient Services

We cover the following inpatient Services in a Plan
Hospital, when the Services are generally and
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customarily provided by acute care general hospitals
inside your Service Area:

e Room and board, including a private room if
Medically Necessary

e Specialized care and critical care units
¢ General and special nursing care
e Operating and recovery rooms

e Services of Plan Physicians, including consultation
and treatment by specialists

e Anesthesia

e Drugs prescribed in accord with our drug formulary
guidelines (for discharge drugs prescribed when you
are released from the hospital, refer to “Outpatient
Pharmacy Services” in this “Benefits” section)

e Radioactive materials used for therapeutic purposes
e Durable medical equipment and medical supplies

o Imaging, laboratory, and other diagnostic and
treatment Services, including MRI, CT, and PET
scans

e Whole blood, red blood cells, plasma, platelets, and
their administration

e Obstetrical care and delivery (including cesarean
section). Note: If you are discharged within 48 hours
after delivery (or within 96 hours if delivery is by
cesarean section), your Plan Physician may order a
follow-up visit for you and your newborn to take
place within 48 hours after discharge (for visits after
you are released from the hospital, refer to “Office
Visits” in this “Benefits” section)

o Behavioral Health Treatment for Autism Spectrum
Disorder

e Respiratory therapy

o Physical, occupational, and speech therapy (including
treatment in our organized, multidisciplinary
rehabilitation program)

e Medical social services and discharge planning

For the following Services, refer to these
sections

e Abortion and abortion-related Services (refer to
“Reproductive Health Services”)

e Bariatric surgical procedures (refer to “Bariatric
Surgery”)

e Dental and orthodontic procedures (refer to “Dental
and Orthodontic Services™)

e Dialysis care (refer to “Dialysis Care”)
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o Fertility preservation Services for iatrogenic
Infertility (refer to “Fertility Preservation Services for
Iatrogenic Infertility™)

o Fertility Services (refer to “Fertility Services”)
o Hospice care (refer to “Hospice Care™)

e Mental health Services (refer to “Mental Health
Services”

o Prosthetics and orthotics (refer to “Prosthetic and
Orthotic Devices™)

e Reconstructive surgery Services (refer to
“Reconstructive Surgery”)

e Services in connection with a clinical trial (refer to
“Services in Connection with a Clinical Trial”)

o Skilled inpatient Services in a Plan Skilled Nursing
Facility (refer to “Skilled Nursing Facility Care”)

e Substance use disorder treatment Services (refer to
“Substance Use Disorder Treatment”)

e Transplant Services (refer to “Transplant Services”)

Injury to Teeth

Services for accidental injury to teeth are not covered
under this EOC.

Mental Health Services

We cover Services specified in this “Mental Health
Services” section only when the Services are for the
prevention, diagnosis, or treatment of Mental Health
Conditions. A “Mental Health Condition” is a mental
health condition that falls under any of the diagnostic
categories listed in the mental and behavioral disorders
chapter of the most recent edition of the International
Classification of Diseases or that is listed in the most
recent version of the Diagnostic and Statistical Manual
of Mental Disorders.

Outpatient mental health Services

We cover the following Services when provided by Plan
Physicians or other Plan Providers who are licensed
health care professionals acting within the scope of their
license:

e Individual and group mental health evaluation and
treatment, including treatment of first episode
psychosis
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e Psychological testing when necessary to evaluate a
Mental Health Condition

e Outpatient Services for the purpose of monitoring
drug therapy

e Behavioral Health Treatment for Autism Spectrum
Disorder

e FElectroconvulsive therapy

e Transcranial magnetic stimulation

Intensive psychiatric treatment programs
We cover intensive psychiatric treatment programs at a
Plan Facility, such as:

o Partial hospitalization

e Multidisciplinary treatment in an intensive outpatient
or day-treatment program

e Psychiatric observation for an acute psychiatric crisis

Residential treatment

Inside your Service Area, we cover the following
Services when the Services are provided in a licensed
residential treatment facility that provides 24-hour
individualized mental health treatment, the Services are
generally and customarily provided by a mental health
residential treatment program in a licensed residential
treatment facility, and the Services are above the level of
custodial care:

e Individual and group mental health evaluation and
treatment

e Medical services

e Medication monitoring
e Room and board

e Social services

o Drugs prescribed by a Plan Provider as part of your
plan of care in the residential treatment facility in
accord with our drug formulary guidelines if they are
administered to you in the facility by medical
personnel (for discharge drugs prescribed when you
are released from the residential treatment facility,
refer to “Outpatient Pharmacy Services” in this
“Benefits” section)

e Discharge planning

Gender-affirming Services

For covered Services you receive for treatment of gender
dysphoria, as described in other parts of the “Benefits”
section, you will pay the Cost Share you would pay if the
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Services were not related to gender dysphoria. For
example:

e See “Administered Drugs” for administered drugs

e See “Office Visits” for consultations for gender
dysphoria treatment, such as hormone therapy, and
hair removal procedures

e See “Outpatient Imaging, Laboratory, and Other
Diagnostic and Treatment Services” for laboratory
and imaging Services

e See “Outpatient Pharmacy Services” for self-
administered Prescription Drugs

e See “Reconstructive Surgery” for surgical Services

e See “Rehabilitative and Habilitative Services” for
speech (voice) therapy

Inpatient psychiatric hospitalization

We cover inpatient psychiatric hospitalization in a Plan
Hospital. Coverage includes room and board, drugs, and
Services of Plan Physicians and other Plan Providers
who are licensed health care professionals acting within
the scope of their license.

Services from Non-Plan Providers

If we are not able to offer an appointment with a Plan
Provider within required geographic and timely access
standards, we will offer to refer you to a Non-Plan
Provider (as described in “Medical Group authorization
procedure for certain referrals” under “Getting a
Referral” in the “How to Obtain Services” section).

Additionally, we cover Services provided by a 988
center, mobile crisis team, or other provider of
behavioral health crisis services (collectively, “988
Services”) for medically necessary treatment of a mental
health or substance use disorder without prior
authorization until the condition is stabilized, as required
by state law. After the mental health or substance use
disorder condition has been stabilized, post-stabilization
care from Non-Plan Providers is subject to prior
authorization as described under “Post-Stabilization
Care” in the “Emergency Services” section.

For these referral Services and 988 Services, you pay the
Cost Share required for Services provided by a Plan
Provider as described in this EOC.

For the following Services, refer to these
sections

e Behavioral Health Treatment for Autism Spectrum
Disorder provided during a covered stay in a Plan
Hospital or Skilled Nursing Facility (refer to
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“Hospital Inpatient Services” and “Skilled Nursing
Facility Care”)

Drugs administered by a mental health provider to
treat a mental health condition (refer to
“Administered Drugs and Products”)

Durable medical equipment (refer to “Durable
Medical Equipment (‘DME’) for Home Use”)

Prescription Drugs (refer to “Outpatient Pharmacy
Services”)

Outpatient laboratory and sleep studies (refer to
“Outpatient Imaging, Laboratory, and Other
Diagnostic and Treatment Services”)

Outpatient physical, occupational, and speech therapy
visits (refer to “Rehabilitative and Habilitative
Services”)

Telehealth Visits (refer to “Telehealth Visits™)

Office Visits

We cover the following:

Primary Care Visits and Non-Physician Specialist
Visits

Physician Specialist Visits

Group appointments

Acupuncture Services (typically provided only for the
treatment of nausea or as part of a comprehensive
pain management program for the treatment of
chronic pain)

House calls by a Plan Physician (or a Plan Provider
who is a registered nurse) inside your Service Area
when care can best be provided in your home as
determined by a Plan Physician

For the following Services, refer to these
sections

Abortion and abortion-related Services (refer to
“Reproductive Health Services”)

Outpatient physical, occupational, and speech therapy
visits (refer to “Rehabilitative and Habilitative
Services”)

Ostomy and Urological Supplies

We cover ostomy and urological supplies if the
following requirements are met:

A Plan Physician has prescribed ostomy and
urological supplies for your medical condition
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The item has been approved for you through the
Plan’s prior authorization process, as described in
“Medical Group authorization procedure for certain
referrals” under “Getting a Referral” in the “How to
Obtain Services” section

The Services are provided inside your Service Area

Coverage is limited to the standard item of equipment
that adequately meets your medical needs. We decide
whether to rent or purchase the equipment, and we select
the vendor.

Covered ostomy and urological supplies do not include
the following services:

Comfort, convenience, or luxury equipment or
features

Outpatient Imaging, Laboratory, and

Other Diagnostic and Treatment

Services

We cover the following Services only when part of care
covered under other headings in this “Benefits” section.
The Services must be prescribed by a Plan Provider.

Complex imaging (other than preventive) such as CT
scans, MRIs, and PET scans

Basic imaging Services, such as diagnostic and
therapeutic X-rays, mammograms, and ultrasounds

Nuclear medicine
Routine retinal photography screenings

Laboratory tests, including tests to monitor the
effectiveness of dialysis and tests for specific genetic
disorders for which genetic counseling is available

Diagnostic Services provided by Plan Providers who
are not physicians (such as EKGs, EEGs, and sleep
studies)

Radiation therapy

Ultraviolet light treatments, including ultraviolet light
therapy equipment for home use, if (1) the equipment
has been approved for you through the Plan’s prior
authorization process, as described in “Medical Group
authorization procedure for certain referrals” under
“Getting a Referral” in the “How to Obtain Services”
section and (2) the equipment is provided inside your
Service Area. (Coverage for ultraviolet light therapy
equipment is limited to the standard item of
equipment that adequately meets your medical needs.
We decide whether to rent or purchase the equipment,
and we select the vendor. You must return the
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equipment to us or pay us the fair market price of the
equipment when we are no longer covering it.)

We cover laboratory tests to diagnose or screen for
COVID-19 from Plan Providers or Non-Plan Providers,
including a provider visit for purposes of receiving the
laboratory test.

We cover up to a total of eight FDA-authorized over-the-
counter COVID-19 tests per calendar month from Plan
Providers or Non-Plan Providers. Over-the-counter tests
are self-administered tests that deliver results at home
and are available without a prescription. For purposes of
this section, “Plan Provider” means a Plan Pharmacy,
mail order delivery through our website at kp.org, or a
participating retail pharmacy. For purposes of this
section, a “Non-Plan Provider” means a pharmacy or
online retailer that isn’t a Plan Provider. To find out
more about coverage and limitations, including the
current list of Plan Providers, visit our website or call
Member Services.

Covered outpatient imaging, laboratory, and other
diagnostic and treatment Services do not include the
following services:

o Ultraviolet light therapy comfort, convenience, or
luxury equipment or features

e Repair or replacement of ultraviolet light therapy
equipment due to loss, theft, or misuse

For the following Services, refer to these
sections

e Abortion and abortion-related Services (refer to
“Reproductive Health Services”)

o Fertility preservation Services for iatrogenic
Infertility (refer to “Fertility Preservation Services for
latrogenic Infertility”)

e Fertility Services (refer to “Fertility Services”)

e Outpatient imaging and laboratory Services that are
Preventive Services, such as routine mammograms,
bone density scans, and laboratory screening tests
(refer to “Preventive Services”)

e Outpatient procedures that include imaging and
diagnostic Services (refer to “Outpatient Surgery and
Outpatient Procedures™)

Outpatient Pharmacy Services

We cover Prescription Drugs specified in this
“Outpatient Pharmacy Services” section, in accord with
our drug formulary guidelines, subject to any applicable
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exclusions or limitations under this EOC. We cover
items described in this section when prescribed as
follows:

e [tems prescribed by Plan Providers, within the scope
of their licensure and practice

e [tems prescribed by the following Non—Plan
Providers:

¢ Dentists if the drug is for dental care

¢ Non—Plan Physicians if the Medical Group
authorizes a written referral to the Non—Plan
Physician (in accord with “Medical Group
authorization procedure for certain referrals”
under “Getting a Referral” in the “How to Obtain
Services” section) and the drug, supply, or
supplement is covered as part of that referral

¢ Non-Plan Physicians if the prescription was
obtained as part of covered Emergency Services
and Care, Post-Stabilization Care, or Out-of-Area
Urgent Care (if you fill the prescription at a Plan
Pharmacy, you may have to pay Charges for the
item and file a claim for reimbursement as
described in the “Post-Service Claims and
Appeals” section)

¢ Non-Plan Providers that are not providers of
Emergency Services and Care or Out-of-Area
Urgent Care if the prescription is for COVID-19
therapeutics (if you fill the prescription at a Plan
Pharmacy, you may have to pay Charges for the
item and file a claim for reimbursement as
described in the “Post-Service Claims and
Appeals” section)

Note: If you obtain a prescription from a Non-Plan
Provider related to dental care or for COVID-19
therapeutics as described above, we do not cover an
office visit or any other services from the Non-Plan
Provider.

How to obtain covered items

You must obtain covered items at a Plan Pharmacy or
through our mail-order service unless you obtain the item
from a Non-Plan Provider as part of covered Emergency
Services and Care, Post-Stabilization Care, or Out-of-
Area Urgent Care or a Non-Plan Provider prescribes
COVID-19 therapeutics for you.

For the locations of Plan Pharmacies, refer to our
Provider Directory or call Member Services.

Refills

You may be able to order refills at a Plan Pharmacy,
through our mail-order service, or through our website at
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kp.org/rxrefill. A Plan Pharmacy can give you more
information about obtaining refills, including the options
available to you for obtaining refills. For example, a few
Plan Pharmacies don’t dispense refills and not all drugs
can be mailed through our mail-order service. Please
check with a Plan Pharmacy if you have a question about
whether your prescription can be mailed or obtained at a
Plan Pharmacy. Items available through our mail-order
service are subject to change at any time without notice.

Day supply limit

The prescribing physician or dentist determines how
much of a drug, supply, item, or supplement to prescribe.
For purposes of day supply coverage limits, Plan
Physicians determine the amount of an item that
constitutes a Medically Necessary 30- or 100-day supply
(or 365-day supply if the item is a hormonal
contraceptive) for you. Upon payment of the Cost Share
specified in the “Outpatient pharmacy Services” section
of the “Cost Share Summary,” you will receive the
supply prescribed up to the day supply limit specified in
this section or in the drug formulary for your plan (see
“About the drug formulary” below). The maximum you
may receive at one time of a covered item, other than a
hormonal contraceptive, is either one 30-day supply in a
30-day period or one 100-day supply in a 100-day
period. If you wish to receive more than the covered day
supply limit, then you must pay Charges for any
prescribed quantities that exceed the day supply limit.

If your plan includes coverage for hormonal
contraceptives, the maximum you may receive at one
time of contraceptive drugs is a 365-day supply. To
obtain a 365-day supply, talk to your prescribing
provider. Refer to the “Cost Share Summary” section of
this EOC to find out if your plan includes coverage for
hormonal contraceptives.

If your plan includes coverage for sexual dysfunction
drugs, the maximum you may receive at one time of
episodic drugs prescribed for the treatment of sexual
dysfunction disorders is eight doses in any 30-day period
or up to 27 doses in any 100-day period. Refer to the
“Cost Share Summary” section of this EOC to find out if
your plan includes coverage for sexual dysfunction
drugs.

The pharmacy may reduce the day supply dispensed at
the Cost Share specified in the “Outpatient pharmacy
Services” section of the “Cost Share Summary” for any
drug to a 30-day supply in any 30-day period if the
pharmacy determines that the item is in limited supply in
the market or for specific drugs (your Plan Pharmacy can
tell you if a drug you take is one of these drugs).
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About the drug formulary

The drug formulary includes a list of drugs that our
Pharmacy and Therapeutics Committee has approved for
our Members. Our Pharmacy and Therapeutics
Committee, which is primarily composed of Plan
Physicians and pharmacists, selects drugs for the drug
formulary based on several factors, including safety and
effectiveness as determined from a review of medical
literature. The drug formulary is updated monthly based
on new information or new drugs that become available.
To find out which drugs are on the formulary for your
plan, please refer to the California Marketplace
formulary on our website at kp.org/formulary. The
formulary also discloses requirements or limitations that
apply to specific drugs, such as whether there is a limit
on the amount of the drug that can be dispensed and
whether the drug must be obtained at certain specialty
pharmacies. If you would like to request a copy of this
drug formulary, please call Member Services. Note: The
presence of a drug on the drug formulary does not
necessarily mean that it will be prescribed for a particular
medical condition.

Formulary exception process

Drug formulary guidelines allow you to obtain a non-
formulary Prescription Drug (those not listed on our drug
formulary for your condition) if it would otherwise be
covered by your plan, as described above, and it is
Medically Necessary. If you disagree with a Health Plan
determination that a non-formulary Prescription Drug is
not covered, you may file a grievance as described in the
“Dispute Resolution” section.

Continuity drugs

If this EOC is amended to exclude a drug that we have
been covering and providing to you under this EOC, we
will continue to provide the drug if a prescription is
required by law and a Plan Physician continues to
prescribe the drug for the same condition and for a use
approved by the federal Food and Drug Administration.

About drug tiers

Drugs for your plan are categorized into tiers as
described in the table below (your plan doesn’t have a
Tier 3). Your Cost Share for covered items may vary
based on the tier. Refer to “Outpatient pharmacy
Services” in the “Cost Share Summary” section of this
EOC for Cost Share for items covered under this section.
Refer to the drug formulary to find out which tier a
particular drug is on and for the definition of “generic
drug,” “brand-name drug,” and “specialty drug.”
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Tier Description

Tier 1 Most generic drugs, supplies and
supplements (also includes certain
brand-name drugs, supplies, and
supplements)

Tier 2 Most brand-name drugs, supplies,
and supplements (also includes
certain generic drugs, supplies, and
supplements)

Tier 4 High-cost brand-name or generic
drugs, supplies, and supplements
(sometimes called “specialty
drugs”)

These tiers apply to formulary and non-formulary drugs,
supplies and supplements. If you need help determining
whether a formulary or non-formulary drug, supply, or
supplement is categorized as Tier 1, Tier 2, or Tier 4,
please call Member Services. Note: Non-formulary drugs
are not covered unless Medically Necessary as described
under “Formulary exception process” in the “About the
drug formulary” section above.

General rules about coverage and your Cost
Share

We cover Prescription Drugs listed under “Outpatient
pharmacy Services” in the “Cost Share Summary”
section in accord with the requirements in this
“Outpatient Pharmacy Services” section:

o Drugs for which a prescription is required by law

o Certain over-the-counter drugs and items (drugs and
items that do not require a prescription by law) if they
are listed on our drug formulary and prescribed by a
Plan Physician, except a prescription is not required
for over-the-counter contraceptives

o Disposable needles and syringes needed for injecting
covered drugs and supplements

e Inhaler spacers needed to inhale covered drugs

Note:

e [f Charges for the drug, supply, or supplement are less
than the Copayment, you will pay the lesser amount,
subject to any applicable deductible or out-of-pocket
maximum

e [tems can change tier at any time, in accord with
formulary guidelines, which may impact your Cost
Share (for example, if a brand-name drug is added to
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the specialty drug list, you will pay the Cost Share
that applies to drugs on Tier 4, not the Cost Share for
drugs on Tier 2)

Schedule II drugs

You or the prescribing provider can request that the
pharmacy dispense less than the prescribed amount of a
covered oral, solid dosage form of a Schedule II drug
(your Plan Pharmacy can tell you if a drug you take is
one of these drugs). Your Cost Share will be prorated
based on the amount of the drug that is dispensed. If the
pharmacy does not prorate your Cost Share, we will send
you a refund for the difference.

Mail-order service

Prescription refills can be mailed within 3 to 5 days at no
extra cost for standard U.S. postage. The appropriate
Cost Share (according to your drug coverage) will apply
and must be charged to a valid credit card.

You may request mail-order service in the following
ways:

e To order online, visit kp.org/rxrefill (you can register
for a secure account at kp.org/registernow) or use
the KP app from your smartphone or other mobile
device

e (Call the pharmacy phone number highlighted on your
prescription label and select the mail delivery option

e On your next visit to a Kaiser Permanente pharmacy,
ask our staff how you can have your prescriptions
mailed to you

Note: Restrictions and limitations apply. For example,
not all drugs can be mailed and we cannot mail drugs to
all states.

Manufacturer coupon program

For Prescription Drugs or items that are covered under
this “Outpatient Pharmacy Services” section and
obtained at a Plan Pharmacy, you may be able to use
approved manufacturer coupons as payment for the Cost
Share that you owe, as allowed under Health Plan’s
coupon program. You will owe any additional amount if
the coupon does not cover the entire amount of your Cost
Share for your prescription. When you use an approved
coupon for payment of your Cost Share, the coupon
amount and any additional payment that you make will
accumulate to your out-of-pocket maximum if
applicable. Refer to the “Cost Share Summary” section
of this EOC to find your applicable out-of-pocket
maximum amount and to learn which drugs and items
apply to the maximum. Certain health plan coverages are
not eligible for coupons. You can get more information
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regarding the Kaiser Permanente coupon program rules
and limitations at kp.org/rxcoupons.

Base drugs, supplies, and supplements

Cost Share for the following items may be different than
other drugs, supplies, and supplements. Refer to “Base
drugs, supplies, and supplements” in the “Cost Share
Summary” section of this EOC:

e Certain drugs for the treatment of life-threatening
ventricular arrhythmia

e Drugs for the treatment of tuberculosis

e Elemental dietary enteral formula when used as a
primary therapy for regional enteritis

e Hematopoietic agents for dialysis

e Hematopoietic agents for the treatment of anemia in
chronic renal insufficiency

e Human growth hormone for long-term treatment of
pediatric patients with growth failure from lack of
adequate endogenous growth hormone secretion

e Immunosuppressants and ganciclovir and ganciclovir
prodrugs for the treatment of cytomegalovirus when
prescribed in connection with a transplant

e Phosphate binders for dialysis patients for the
treatment of hyperphosphatemia in end stage renal
disease

Formulas and food
We cover the following outpatient formulas and food:

¢ Amino acid—modified products used to treat
congenital errors of amino acid metabolism (such as
phenylketonuria)

e Medically necessary pasteurized human milk when
prescribed by a Plan Provider and obtained from a
designated licensed tissue bank. The day supply
dispensed may vary based on availability. You may
have to pay for the human milk and file a claim for
reimbursement. For information on how to file a
claim, please see “Initial Claims” in the “Post-Service
Claims and Appeals” section

o Flemental dietary enteral formula as described under
“Base drugs” in this “Outpatient Pharmacy Services”
section

e Enteral formula as described under “Prosthetic and
Orthotic Services” in this “Benefits” section

For the following Services, refer to these
sections

e Administered contraceptives (refer to “Reproductive
Health Services”)
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e Drugs prescribed for abortion or abortion-related
Services (refer to “Reproductive Health Services™)

o Diabetes blood-testing equipment and their supplies,
and insulin pumps and their supplies (refer to
“Durable Medical Equipment (“DME”) for Home
Use”)

e Drugs covered during a covered stay in a Plan
Hospital or Skilled Nursing Facility (refer to
“Hospital Inpatient Services” and “Skilled Nursing
Facility Care”)

e Drugs prescribed for pain control and symptom
management of the terminal illness for Members who
are receiving covered hospice care (refer to “Hospice
Care”

e Durable medical equipment used to administer drugs
(refer to “Durable Medical Equipment (“DME”) for
Home Use™)

e Outpatient administered drugs related to fertility
preservation (refer to “Fertility Preservation Services
for latrogenic Infertility™)

e Outpatient administered drugs related to fertility
Services (refer to “Fertility Services™)

e Outpatient administered drugs that are not abortion or
abortion-related Services, contraceptives, fertility
preservation Services, or fertility Services (refer to
“Administered Drugs and Products™)

Outpatient Surgery and Outpatient
Procedures

We cover the following outpatient care Services:
e Outpatient surgery

e Outpatient procedures (including imaging and
diagnostic Services) when provided in an outpatient
or ambulatory surgery center or in a hospital
operating room, or in any setting where a licensed
staff member monitors your vital signs as you regain
sensation after receiving drugs to reduce sensation or
to minimize discomfort

For the following Services, refer to these
sections

e Fertility preservation Services for iatrogenic
Infertility (refer to “Fertility Preservation Services for
latrogenic Infertility”)

e Outpatient procedures (including imaging and
diagnostic Services) that do not require a licensed

staff member to monitor your vital signs (refer to the
section that would otherwise apply for the procedure;
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for example, for radiology procedures that do not
require a licensed staff member to monitor your vital
signs, refer to “Outpatient Imaging, Laboratory, and
Other Diagnostic and Treatment Services”)

Preventive Services

We cover a variety of Preventive Services from Plan
Providers, as listed on our website at kp.org/prevention,
including the following:

o Services recommended by the United States
Preventive Services Task Force with rating of “A” or
“B.” The complete list of these services can be found
at uspreventiveservicestaskforce.org

e Immunizations recommended by the Advisory
Committee on Immunization Practices of the Centers
for Disease Control and Prevention. The complete list
of recommended immunizations can be found at

cde.gov

e Preventive services recommended by the Health
Resources and Services Administration and
incorporated into the Affordable Care Act. The
complete list of these services can be found at
hrsa.gov/womens-guidelines

Note: We cover immunizations to prevent COVID-19
that are administered in a Plan Medical Office or by a
Non-Plan Provider. If you obtain this immunization from
a Non-Plan Provider (except for providers of Emergency
Services and Care or Out-of-Area Urgent Care), we do
not cover an office visit or any other services from the
Non-Plan Provider other than administration of the
vaccine.

The list of Preventive Services recommended by the
above organizations is subject to change. These
Preventive Services are subject to all coverage
requirements described in this “Benefits” section and all
provisions in the “Exclusions, Limitations, Coordination
of Benefits, and Reductions” section.

If you are enrolled in a grandfathered plan, certain
preventive items listed on our website, such as over-the-
counter drugs, may not be covered. Refer to the “Certain
preventive items” table in the “Cost Share Summary”
section of this EOC for coverage information. If you
have questions about Preventive Services, please call
Member Services.

Note: Preventive Services help you stay healthy, before
you have symptoms. If you have symptoms, you may
need other care, such as diagnostic or treatment Services.
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If you receive any other covered Services that are not
Preventive Services before, during, or after a visit that
includes Preventive Services, you will pay the applicable
Cost Share for those other Services. For example, if
laboratory tests or imaging Services ordered during a
preventive office visit are not Preventive Services, you
will pay the applicable Cost Share for those Services.

For the following Services, refer to these
sections

e Milk pumps and lactation supplies (refer to “Lactation
supplies” under “Durable Medical Equipment
(“DME”) for Home Use”)

o Health education programs (refer to “Health
Education™)

e Prescription Drugs that are Preventive Services (refer
to “Outpatient Pharmacy Services”)

e Family planning counseling, consultations, and
sterilization Services (refer to “Reproductive Health
Services”)

Prosthetic and Orthotic Devices

Prosthetic and orthotic devices coverage rules

Most prosthetic and orthotic devices are not covered
under this EOC.

We cover the prosthetic and orthotic devices specified in
this “Prosthetic and Orthotic Devices” section if all of
the following requirements are met:

e The device is in general use, intended for repeated
use, and primarily and customarily used for medical
purposes

e The device is the standard device that adequately
meets your medical needs

e You receive the device from the provider or vendor
that we select

e The item has been approved for you through the
Plan’s prior authorization process, as described in
“Medical Group authorization procedure for certain
referrals” under “Getting a Referral” in the “How to
Obtain Services” section

o The Services are provided inside your Service Area

Coverage includes fitting and adjustment of these
devices, their repair or replacement, and Services to
determine whether you need a prosthetic or orthotic
device. If we cover a replacement device, then you pay
the Cost Share that you would pay for obtaining that
device.
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Covered prosthetic and orthotic devices do not include
the following services:

e Multifocal intraocular lenses and intraocular lenses to
correct astigmatism

e Nonrigid supplies, such as elastic stockings and wigs,
except as otherwise described above in this
“Prosthetic and Orthotic Devices” section

e Comfort, convenience, or luxury equipment or
features

e Repair or replacement of device due to loss, theft, or
misuse

e Shoes, shoe inserts, arch supports, or any other
footwear, even if custom-made, except footwear
described above in this “Prosthetic and Orthotic
Devices” section for diabetes-related complications

e Prosthetic and orthotic devices not intended for
maintaining normal activities of daily living
(including devices intended to provide additional
support for recreational or sports activities)

Base prosthetic and orthotic devices

If all of the requirements described under “Prosthetic and
orthotic coverage rules” in this “Prosthetics and Orthotic
Devices” section are met, we cover the items described
in this “Base prosthetic and orthotic devices” section.

Internally implanted devices

We cover prosthetic and orthotic devices such as
pacemakers, intraocular lenses, cochlear implants,
osseointegrated hearing devices, and hip joints, if they
are implanted during a surgery that we are covering
under another section of this “Benefits” section.

For internally implanted prosthetic and orthotic devices,
you pay the Cost Share for the procedure to implant the
device. For example, see “Outpatient Surgery and
Outpatient Procedures” in the “Cost Share Summary”
section of this EOC for the Cost Share that applies for
Outpatient Surgery.

External devices
We cover the following external prosthetic and orthotic
devices:

e Prosthetic devices and installation accessories to
restore a method of speaking following the removal
of all or part of the larynx (this coverage does not
include electronic voice-producing machines, which
are not prosthetic devices)

Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025

o After Medically Necessary removal of all or part of a
breast:

¢ prostheses, including custom-made prostheses
when Medically Necessary

¢ up to three brassieres required to hold a prosthesis
in any 12-month period

e Podiatric devices (including footwear) to prevent or
treat diabetes-related complications when prescribed
by a Plan Physician or by a Plan Provider who is a
podiatrist

e Compression burn garments and lymphedema wraps
and garments

o Enteral formula for Members who require tube
feeding in accord with Medicare guidelines

e Enteral pump and supplies
e Tracheostomy tube and supplies

o Prostheses to replace all or part of an external facial
body part that has been removed or impaired as a
result of disease, injury, or congenital defect

Supplemental prosthetic and orthotic devices

Under this EOC, we cover only the prosthetic and
orthotic devices listed under “Base prosthetic and
orthotic devices” in this “Prosthetic and Orthotic
Devices” section. Any other prosthetic and orthotic
devices are supplemental devices, and are not covered
under this FOC.

For the following Services, refer to these
sections

o Eyeglasses and contact lenses, including contact
lenses to treat aniridia or aphakia (refer to “Vision
Services for Adult Members” and “Vision Services
for Pediatric Members”)

o Hearing aids other than internally implanted devices
described in this section (refer to “Hearing Services”)

o Injectable implants (refer to “Administered Drugs and
Products”)

Reconstructive Surgery

We cover the following reconstructive surgery Services:

e Reconstructive surgery to correct or repair abnormal
structures of the body caused by congenital defects,
developmental abnormalities, trauma, infection,
tumors, or disease, if a Plan Physician determines that
it is necessary to improve function, or create a normal
appearance, to the extent possible
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e Following Medically Necessary removal of all or part
of a breast, we cover reconstruction of the breast,
surgery and reconstruction of the other breast to
produce a symmetrical appearance, and treatment of
physical complications, including lymphedemas

Covered reconstructive surgery does not include the
following services:

o Surgery that, in the judgment of a Plan Physician
specializing in reconstructive surgery, offers only a
minimal improvement in appearance

For covered Services related to reconstructive surgery
that you receive, you will pay the Cost Share you would
pay if the Services were not related to reconstructive
surgery. For example, see “Hospital inpatient Services”
in the “Cost Share Summary” section of this EOC for the
Cost Share that applies for hospital inpatient Services,
and see “Outpatient surgery and outpatient procedures”
in the “Cost Share Summary” for the Cost Share that
applies for outpatient surgery.

For the following Services, refer to these
sections

e Dental and orthodontic Services that are an integral
part of reconstructive surgery for cleft palate (refer to
“Dental and Orthodontic Services”)

e Office visits not described in the “Reconstructive
Surgery” section (refer to “Office Visits”)

¢ Outpatient imaging and laboratory (refer to
“Outpatient Imaging, Laboratory, and Other
Diagnostic and Treatment Services”)

e Prescription Drugs (refer to “Outpatient Pharmacy
Services”)

o Outpatient administered drugs (refer to “Administered
Drugs and Products™)

o Prosthetics and orthotics (refer to “Prosthetic and
Orthotic Devices™)

o Telehealth Visits (refer to “Telehealth Visits™)

Rehabilitative and Habilitative Services

We cover the Services described in this “Rehabilitative
and Habilitative Services” section if all of the following
requirements are met:

e The Services are to address a health condition

e The Services are to help you keep, learn, or improve
skills and functioning for daily living
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® You receive the Services at a Plan Facility unless a
Plan Physician determines that it is Medically
Necessary for you to receive the Services in another
location

We cover the following Services:

o Individual outpatient physical, occupational, and
speech therapy

e Group outpatient physical, occupational, and speech
therapy

e Physical, occupational, and speech therapy provided
in an organized, multidisciplinary rehabilitation day-
treatment program

Covered rehabilitative and habilitative Services do not
include the following services:

e Items and services that are not health care items and
services (for example, respite care, day care,
recreational care, residential treatment, social
services, custodial care, or education services of any
kind, including vocational training)

For the following Services, refer to these
sections

e Behavioral Health Treatment for Autism Spectrum
Disorder (refer to “Mental Health Services™)

o Home health care (refer to “Home Health Care™)

e Durable medical equipment (refer to “Durable
Medical Equipment (“DME”) for Home Use”)

o Office visits that are not physical, occupational, and
speech therapy visits (refer to “Office Visits™)

e Ostomy and urological supplies (refer to “Ostomy
and Urological Supplies™)

e Prosthetic and orthotic devices (refer to “Prosthetic
and Orthotic Devices™)

e Physical, occupational, and speech therapy provided
during a covered stay in a Plan Hospital or Skilled
Nursing Facility (refer to “Hospital Inpatient
Services” and “Skilled Nursing Facility Care”)

Reproductive Health Services

Family planning Services

We cover the following Services when provided for
family planning purposes:

e Family planning counseling

e Injectable contraceptives, internally implanted time-
release contraceptives or intrauterine devices
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(“IUDs”) and office visits related to their insertion,
removal, and management when provided to prevent
pregnancy

e Sterilization procedures for Members assigned female
at birth

e Sterilization procedures for Members assigned male
at birth

Plan Doula services

If you are pregnant or were pregnant within the last 12
months and want Plan Doula services, talk to your care
team. We cover the following Plan Doula services
before, during, or after childbirth, miscarriage, stillbirth,
and abortion:

e One initial visit (up to 90 minutes)

o Up to eight visits that may be provided in any
combination of prenatal and postpartum visits (up to
60 minutes each)

e Support during labor and delivery

Up to two additional postpartum visits may be available
(up to 180 minutes each).

Covered Plan Doula services do not include the
following services:

o Clinical or medical Services (such as taking blood
pressure or temperature, fetal heart tone checks,
vaginal examinations, or postpartum clinical care)

e Assistance with activities of daily living

o Alternative or complementary modalities (such as
aromatherapy, childbirth education, massage therapy,
or placenta encapsulation)

e Yoga

o Birthing ceremonies

e Over-the-counter supplies or drugs

e Home birth

e Belly binding (traditional or ceremonial)
e Massage (maternal or infant)

e Photography

e Placenta encapsulation

e Vaginal steams

e Group classes on baby wearing

For information on how to find a doula, go to
kp.org/doulacare.
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Abortion and abortion-related Services
We cover the following Services:

e Surgical abortion

e Prescription Drugs, in accord with our drug formulary
guidelines

e Abortion-related Services

For the following Services, refer to these
sections

o Fertility preservation Services for iatrogenic
Infertility (refer to “Fertility Preservation Services for
latrogenic Infertility™)

o Fertility Services (refer to “Fertility Services”)

o Office visits related to injectable contraceptives,
internally implanted time-release contraceptives or
intrauterine devices (“IUDs”) when provided for
medical reasons other than to prevent pregnancy
(refer to “Office Visits”™)

e Outpatient administered drugs that are not
contraceptives (refer to “Administered Drugs and
Products”)

e Outpatient laboratory and imaging services associated
with family planning services (refer to “Outpatient
Imaging, Laboratory, and Other Diagnostic and
Treatment Services”)

e Outpatient contraceptive drugs and devices (refer to
“Outpatient Pharmacy Services”)

e Outpatient surgery and outpatient procedures when
provided for medical reasons other than to prevent
pregnancy (refer to “Outpatient Surgery and
Outpatient Procedures”)

Services in Connection with a Clinical
Trial

We cover Services you receive in connection with a
clinical trial if all of the following requirements are met:

e We would have covered the Services if they were not
related to a clinical trial

® You are eligible to participate in the clinical trial
according to the trial protocol with respect to
treatment of cancer or other Life-Threatening
condition, as determined in one of the following
ways:
¢ a Plan Provider makes this determination

¢ you provide us with medical and scientific
information establishing this determination
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e [fany Plan Providers participate in the clinical trial
and will accept you as a participant in the clinical
trial, you must participate in the clinical trial through
a Plan Provider unless the clinical trial is outside the
state where you live

e The clinical trial is an Approved Clinical Trial

For covered Services related to a clinical trial, you will
pay the Cost Share you would pay if the Services were
not related to a clinical trial. For example, see “Hospital
inpatient Services” in the “Cost Share Summary” section
of this EOC for the Cost Share that applies for hospital
inpatient Services.

Skilled Nursing Facility Care

Inside your Service Area, we cover skilled inpatient
Services in a Plan Skilled Nursing Facility. The skilled
inpatient Services must be customarily provided by a
Skilled Nursing Facility, and above the level of custodial
or intermediate care.

We cover the following Services:
e Physician and nursing Services
e Room and board

e Drugs prescribed by a Plan Physician as part of your
plan of care in the Plan Skilled Nursing Facility in
accord with our drug formulary guidelines if they are
administered to you in the Plan Skilled Nursing
Facility by medical personnel

e Durable medical equipment if Skilled Nursing
Facilities ordinarily furnish the equipment (refer to
“Medical Group authorization procedure for certain
referrals” under “Getting a Referral” in the “How to
Obtain Services” section)

o Imaging and laboratory Services that Skilled Nursing
Facilities ordinarily provide

e Medical social services

e Whole blood, red blood cells, plasma, platelets, and
their administration

e Medical supplies

e Behavioral Health Treatment for Autism Spectrum
Disorder

e Physical, occupational, and speech therapy

e Respiratory therapy
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For the following Services, refer to these
sections

e Outpatient imaging, laboratory, and other diagnostic
and treatment Services (refer to “Outpatient Imaging,
Laboratory, and Other Diagnostic and Treatment
Services”)

e Outpatient physical, occupational, and speech therapy
(refer to “Rehabilitative and Habilitative Services™)

Substance Use Disorder Treatment

We cover Services specified in this “Substance Use
Disorder Treatment” section only when the Services are
for the prevention, diagnosis, or treatment of Substance
Use Disorders. A “Substance Use Disorder” is a
substance use disorder that falls under any of the
diagnostic categories listed in the mental and behavioral
disorders chapter of the most recent edition of the
International Classification of Diseases or that is listed
in the most recent version of the Diagnostic and
Statistical Manual of Mental Disorders.

Outpatient substance use disorder treatment

We cover the following Services for treatment of
substance use disorders:

e Day-treatment programs

e Individual and group substance use disorder
counseling

¢ Intensive outpatient programs
e Medical treatment for withdrawal symptoms

e Methadone maintenance treatment at a licensed
treatment center approved by Medical Group

Residential treatment

Inside your Service Area, we cover the following
Services when the Services are provided in a licensed
residential treatment facility that provides 24-hour
individualized substance use disorder treatment, the
Services are generally and customarily provided by a
substance use disorder residential treatment program in a
licensed residential treatment facility, and the Services
are above the level of custodial care:

e Individual and group substance use disorder
counseling

e Medical services
e Medication monitoring
e Room and board

e Social services
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e Drugs prescribed by a Plan Provider as part of your
plan of care in the residential treatment facility in
accord with our drug formulary guidelines if they are
administered to you in the facility by medical
personnel (for discharge drugs prescribed when you
are released from the residential treatment facility,
refer to “Outpatient Pharmacy Services” in this
“Benefits” section)

e Discharge planning

Inpatient detoxification

We cover hospitalization in a Plan Hospital only for
medical management of withdrawal symptoms, including
room and board, Plan Physician Services, drugs,
dependency recovery Services, education, and
counseling.

Services from Non-Plan Providers

If we are not able to offer an appointment with a Plan
Provider within required geographic and timely access
standards, we will offer to refer you to a Non-Plan
Provider (as described in “Medical Group authorization
procedure for certain referrals” under “Getting a
Referral” in the “How to Obtain Services” section).

Additionally, we cover Services provided by a 988
center, mobile crisis team, or other provider of
behavioral health crisis services (collectively, “988
Services”) for medically necessary treatment of a mental
health or substance use disorder without prior
authorization until the condition is stabilized, as required
by state law. After the mental health or substance use
disorder condition has been stabilized, post-stabilization
care from Non-Plan Providers is subject to prior
authorization as described under “Post-Stabilization
Care” in the “Emergency Services” section.

For these referral Services and 988 Services, you pay the
Cost Share required for Services provided by a Plan
Provider as described in this EOC.

For the following Services, refer to these
sections

e Drugs administered by a substance use disorder
treatment provider to treat a substance use disorder
(refer to “Administered Drugs”)

e OQutpatient laboratory, including drug testing (refer to
“Outpatient Imaging, Laboratory, and Other
Diagnostic and Treatment Services”)

e Outpatient self-administered drugs (refer to
“Outpatient Pharmacy Services”)

o Telehealth Visits (refer to “Telehealth Visits™)
Kaiser Permanente for Individuals and Families
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Telehealth Visits

Telehealth Visits are intended to make it more
convenient for you to receive covered Services, when a
Plan Provider determines it is medically appropriate for
your medical condition. You may receive covered
Services via Telehealth Visits, when available and if the
Services would have been covered under this EOC if
provided in person. You are not required to use
Telehealth Visits, and you may choose to receive in-
person Services from a Plan Provider instead. Some Plan
Providers offer Services exclusively through a telehealth
technology platform and have no physical location at
which you can receive Services. If you receive covered
Services from these Plan Providers, you may access your
medical record of the Telehealth Visit and, unless you
object, such information will be added to your Health
Plan electronic medical record and shared with your
Primary Care Physician.

We cover the following types of Telehealth Visits with
Primary Care Physicians, Non-Physician Specialists, and
Physician Specialists:

e Interactive video visits

e Scheduled telephone visits

Transplant Services

We cover transplants of organs, tissue, or bone marrow if
the Medical Group provides a written referral for care to
a transplant facility as described in “Medical Group
authorization procedure for certain referrals” under
“Getting a Referral” in the “How to Obtain Services”
section.

After the referral to a transplant facility, the following
applies:

o [f either the Medical Group or the referral facility
determines that you do not satisfy its respective
criteria for a transplant, we will only cover Services
you receive before that determination is made

o Health Plan, Plan Hospitals, the Medical Group, and
Plan Physicians are not responsible for finding,
furnishing, or ensuring the availability of an organ,
tissue, or bone marrow donor

e In accord with our guidelines for Services for living
transplant donors, we provide certain donation-related
Services for a donor, or an individual identified by the
Medical Group as a potential donor, whether or not
the donor is a Member. These Services must be
directly related to a covered transplant for you, which
may include certain Services for harvesting the organ,
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tissue, or bone marrow and for treatment of
complications. Please call Member Services for
questions about donor Services

For covered transplant Services that you receive, you
will pay the Cost Share you would pay if the Services
were not related to a transplant. For example, see
“Hospital inpatient Services” in the “Cost Share
Summary” section of this EOC for the Cost Share that
applies for hospital inpatient Services. We provide or pay
for donation-related Services for actual or potential
donors (whether or not they are Members) in accord with
our guidelines for donor Services at no charge (not
subject to the Plan Deductible).

For the following Services, refer to these
sections

o Dental Services that are Medically Necessary to
prepare for a transplant (refer to “Dental and
Orthodontic Services™)

e Outpatient imaging and laboratory (refer to
“Outpatient Imaging, Laboratory, and Other
Diagnostic and Treatment Services”)

e Prescription Drugs (refer to “Outpatient Pharmacy
Services”)

¢ Outpatient administered drugs (refer to “Administered
Drugs and Products™)

Vision Services for Adult Members

For the purpose of this “Vision Services for Adult
Members” section, an “Adult Member” is a Member who
is age 19 or older and is not a Pediatric Member, as
defined under “Vision Services for Pediatric Members”
in this “Benefits” section. For example, if you turn 19 on
June 25, you will be an Adult Member starting July 1.

We cover the following for Adult Members:

e Physician Specialist Visits to diagnose and treat
injuries or diseases of the eye

e Non-Physician Specialist Visits to diagnose and treat
injuries or diseases of the eye

Optical Services
We cover the Services described in this “Optical

Services” section when received from Plan Medical
Offices or Plan Optical Sales Offices.

We do not cover eyeglasses or contact lenses under this
EOC (except for special contact lenses described in this
“Vision Services for Adult Members” section). Also,
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covered optical Services do not include the following
services:

e Eye exams for the purpose of obtaining or
maintaining contact lenses

e Low vision devices

e [tems and services to reshape the eye or correct
refractive defects of the eye

Special contact lenses
We cover the following:

e For aniridia (missing iris), we cover up to two
Medically Necessary contact lenses per eye
(including fitting and dispensing) in any 12-month
period when prescribed by a Plan Physician or Plan
Optometrist

e For aphakia (absence of the crystalline lens of the
eye), we cover up to six Medically Necessary aphakic
contact lenses per eye (including fitting and
dispensing) in any 12-month period when prescribed
by a Plan Physician or Plan Optometrist

Low vision devices

Low vision devices (including fitting and dispensing) are
not covered under this EOC.

For the following Services, refer to these
sections

e Routine vision screenings when performed as part of
a routine physical exam (refer to “Preventive
Services”)

e Services related to the eye or vision other than
Services covered under this “Vision Services for
Adult Members” section, such as outpatient surgery
and Prescription Drugs (refer to the applicable
heading in this “Benefits” section)

Vision Services for Pediatric Members

For the purpose of this “Vision Services for Pediatric
Members” section, a “Pediatric Member” is a Member
from birth through the end of the month of their 19th
birthday. For example, if you turn 19 on June 25, you
will be an Adult Member starting July 1 and your last
minute as a Pediatric Member will be 11:59 p.m. on June
30.

We cover the following for Pediatric Members:

e Routine eye exams with a Plan Optometrist to
determine the need for vision correction (including
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dilation Services when Medically Necessary) and to
provide a prescription for eyeglass lenses

e Physician Specialist Visits to diagnose and treat
injuries or diseases of the eye

e Non-Physician Specialist Visits to diagnose and treat
injuries or diseases of the eye

Optical Services

We cover the Services described in this “Optical
Services” section when received from Plan Medical
Offices or Plan Optical Sales Offices. Covered optical
Services do not include the following services:

o Antireflective coating

o Except for Regular Eyeglass Lenses described in this
“Vision Services for Pediatric Members” section, all
other lenses such as progressive and High-Index
lenses

o Eyeglass or contact lens adornment, such as
engraving, faceting, or jeweling

o [tems that do not require a prescription by law (other
than eyeglass frames), such as eyeglass holders,
eyeglass cases, and repair kits

o Lenses and sunglasses without refractive value,
except as described in this “Vision Services for
Pediatric Members” section

e Photochromic or polarized lenses

e Replacement of broken or damaged contact lenses,
eyeglass lenses, and frames, except as described in
warranty information provided to you at the time of
purchase

e Replacement of broken or damaged low vision
devices

e Replacement of lost or stolen eyewear

o Items and services to reshape the eye or correct
refractive defects of the eye

Special contact lenses
We cover the following:

e For aniridia (missing iris), we cover up to two
Medically Necessary contact lenses per eye
(including fitting and dispensing) in any 12-month
period when prescribed by a Plan Physician or Plan
Optometrist

e For aphakia (absence of the crystalline lens of the
eye), we cover up to six Medically Necessary aphakic
contact lenses per eye (including fitting and
dispensing) in any 12-month period when prescribed
by a Plan Physician or Plan Optometrist

Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025

e For other specialty contact lenses that will provide a
significant improvement in your vision not obtainable
with eyeglass lenses, we cover either one pair of
contact lenses (including fitting and dispensing) or an
initial supply of disposable contact lenses (up to six
months, including fitting and dispensing) in any 12-
month period

Eyeglasses and contact lenses

If you prefer to wear eyeglasses rather than contact
lenses, we cover one complete pair of eyeglasses (frame
and Regular Eyeglass Lenses) from our designated value
frame collection every 12 months when prescribed by a
physician or optometrist and a Plan Provider puts the
lenses into an eyeglass frame. We cover a clear balance
lens when only one eye needs correction. We cover
tinted lenses when Medically Necessary to treat macular
degeneration or retinitis pigmentosa.

“Regular Eyeglass Lenses” are lenses that meet all of the
following requirements:

e They are clear glass, plastic, or polycarbonate lenses
o At least one of the two lenses has refractive value

e They are standard single vision, lined multifocal, or
lenticular

Eyeglass warranty

Eyeglasses purchased at a Plan Optical Sales Office may
include a replacement warranty for up to one year from
the original date of dispensing. Please ask your Plan
Optical Sales Office for warranty information.

Other contact lenses

If you prefer to wear contact lenses rather than
eyeglasses, we cover the following (including fitting and
dispensing) when prescribed by a physician or
optometrist and obtained at a Plan Medical Office or
Plan Optical Sales Office:

o Standard contact lenses: one pair of lenses in any 12-
month period; or

e Disposable contact lenses: one six-month supply for
each eye in any 12-month period

Low vision devices

If a low-vision device will provide a significant
improvement in your vision not obtainable with
eyeglasses or contact lenses (or with a combination of
eyeglasses and contact lenses), we cover one device
(including fitting and dispensing) per Accumulation
Period.
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For the following Services, refer to these
sections

e Routine vision screenings when performed as part of
a routine physical exam (refer to “Preventive
Services™)

o Services related to the eye or vision other than
Services covered under this “Vision Services for
Pediatric Members” section, such as outpatient
surgery and Prescription Drugs (refer to the
applicable heading in this “Benefits” section)

Exclusions, Limitations,
Coordination of Benefits, and
Reductions

Exclusions

This Kaiser Permanente for Individuals and Families
plan does not cover the services or supplies listed below
that are excluded from coverage or exceed limitations as
described in this FOC.

These exclusions and limitations do not apply to
Medically Necessary basic health care services required
to be covered under California or federal law, including
but not limited to Medically Necessary Treatment of a
Mental Health or Substance Use Disorder, as well as
preventive services required to be covered under
California or federal law.

These exclusions and limitations do not apply when
covered by this Kaiser Permanente for Individuals and
Families plan or required by law.

Acupuncture services

This Kaiser Permanente for Individuals and Families
plan does not cover acupuncture services, except as
described in this EOC under “Office Visits” in the
“Benefits” section, or as required by law, unless you
have coverage for supplemental acupuncture Services as
described in an amendment to this EOC.

Chiropractic services

This Kaiser Permanente for Individuals and Families
plan does not cover chiropractic services, except as
required by law, unless you have coverage for
supplemental chiropractic Services as described in an
amendment to this EOC.
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Clinical trials

This Kaiser Permanente for Individuals and Families
plan does not cover clinical trials, except Approved
Clinical Trials as described in this EOC under “Services
in Connection with a Clinical Trial” in the “Benefits”
section, or as required by law.

Coverage of Approved Clinical Trials does not include
the following:

e The investigational drug, item, or service itself

e Drugs, items, devices, and services provided solely to
satisfy data collection and analysis needs that are not
used in the direct clinical management of the Member

e Drugs, items, devices, and services specifically
excluded from coverage in this EOC, except for
drugs, items, devices, and services required to be
covered pursuant to state and federal law

e Drugs, items, devices, and services customarily
provided free of charge to a clinical trial participant
by the research sponsor

This exclusion does not limit, prohibit, or modify a
Member’s rights to the Experimental Services or
Investigational Services independent review process as
described in this £OC under “Experimental Services or
Investigational Services” in this “Exclusion” section, or
to Independent Medical Review (IMR) from the
Department of Managed Health Care (DMHC) as
described in this EOC under “Independent Medical
Review (‘IMR’) in the “Dispute Resolution” section.

Cosmetic services

This Kaiser Permanente for Individuals and Families
plan does not cover cosmetic services, supplies, or
surgeries that slow down or reverse the effects of aging,
or alter or reshape normal structures of the body in order
to improve appearance rather than function, except as
required by law.

This Kaiser Permanente for Individuals and Families
plan does not cover any services, supplies, or surgeries
for the promotion, prevention, or other treatment of hair
loss or hair growth, except as required by law.

This cosmetic services exclusion does not apply to the
following:

e Medically Necessary treatment of complications
resulting from cosmetic surgery, such as infections or
hemorrhages, as described in the “Benefits” section
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e Reconstructive surgery as described in this EOC
under “Reconstructive Surgery” in the “Benefits”
section

e For gender dysphoria, reconstructive surgery of
primary and secondary sex characteristics to improve
function, or create a normal appearance to the extent
possible, for the gender with which a Member
identifies, in accordance with the standard of care as
practiced by physicians specializing in reconstructive
surgery who are competent to evaluate the specific
clinical issues involved in the care requested as
described in this EOC under “Reconstructive
Surgery” in the “Benefits” section

o Testicular implants implanted as part of a covered
reconstructive surgery, breast prostheses needed after
removal of all or part of a breast, and prostheses to
replace all or part of an external facial body part as
described in this EOC under “Prosthetic and Orthotic
Devices” in the “Benefits” section

Custodial or domiciliary care

This Kaiser Permanente for Individuals and Families
plan does not cover custodial care, which involves
assistance with activities of daily living, including but
not limited to, help in walking, getting in and out of bed,
bathing, dressing, preparation and feeding of special
diets, and supervision of medications that are ordinarily
self-administered, except as required by law.

This exclusion does not apply to the following:

o Assistance with activities of daily living that requires
the regular services of or is regularly provided by
trained medical or health professionals (see “Hospice
Care,” “Home Health Care,” “Skilled Nursing
Facility Care,” “Hospital Inpatient Services,” “Mental
Health Services,” and “Substance Using Disorder
Treatment” in the “Benefits” section)

e Assistance with activities of daily living that is
provided as part of covered hospice, home health,
skilled nursing facility, or inpatient hospital care (see
“Hospice Care,” “Home Health Care,” “Skilled
Nursing Facility Care,” “Hospital Inpatient Services,”
“Mental Health Services,” and “Substance Using
Disorder Treatment” in the “Benefits” section)

o Custodial care provided in a healthcare facility (see
“Hospice Care,” “Skilled Nursing Facility Care,”
“Hospital Inpatient Services,” “Mental Health
Services,” and “Substance Using Disorder Treatment”
in the “Benefits” section)
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Dental services

This Kaiser Permanente for Individuals and Families
plan does not cover dental services or supplies, except as
described in this FOC under “Dental and Orthodontic
Services” and “Injury to Teeth” in the “Benefits” section,
pediatric dental Services described in a Pediatric Dental
Services Amendment to this £OC, if any (if your plan
has a Pediatric Dental Services Amendment, it will be
attached to this FOC, and it will be listed in the EOC'’s
Table of Contents), or as required by law.

Dietary or nutritional supplements

This Kaiser Permanente for Individuals and Families
plan does not cover dietary or nutritional supplements,
except as required by law.

Disposable supplies for home use

This Kaiser Permanente for Individuals and Families
plan does not cover disposable supplies for home use,
such as bandages, gauze, tape, antiseptics, dressings,
diapers, and incontinence supplies, except as described in
this FOC under “Durable Medical Equipment (‘DME’)
for Home Use,” “Home Health Care,” “Hospice Care,”
“Ostomy and Urological Supplies,” and “Outpatient
Pharmacy Services” in the “Benefits” section, or as
required by law.

Experimental Services or Investigational
Services

This Kaiser Permanente for Individuals and Families
plan does not cover Experimental Services or
Investigational Services, except as described below, or as
required by law.

“Experimental Services” are drugs, equipment,
procedures or services that are in a testing phase
undergoing laboratory and/or animal studies prior to
testing in humans. Experimental Services are not
undergoing a clinical investigation.

“Investigational Services” are those drugs, equipment,
procedures or services for which laboratory and/or
animal studies have been completed and for which
human studies are in progress and all of the following are
true:

e Testing is not complete

e The efficacy and safety of such services in human
subjects are not yet established

e The service is not in wide usage
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The determination that a service is an Experimental
Service or Investigational Service is based on:

e Reference to relevant federal regulations, such as
those contained in Title 42, Code of Federal
Regulations, Chapter IV (Health Care Financing
Administration) and Title 21, Code of Federal
Regulations, Chapter I (Food and Drug
Administration)

o Consultation with provider organizations, academic
and professional specialists pertinent to the specific
service

e Reference to current medical literature

However, if the health plan denies or delays coverage for
your requested service on the basis that it is an
Experimental Service or Investigational Service and you
meet all the qualifications set out below, the health plan
must provide an external, independent review.

Qualifications

e You must have a Life-Threatening or Seriously
Debilitating condition

e Your Health Care Provider must certify to the health
plan that you have a Life-Threatening or Seriously
Debilitating condition for which standard therapies
have not been effective in improving your condition,
or are otherwise medically inappropriate, or there is
no more beneficial standard therapy covered by the
health plan

o Either (a) your Health Care Provider, who has a
contract with or is employed by the health plan, has
recommended a drug, device, procedure, or other
therapy that the Health Care Provider certifies in
writing is likely to be more beneficial to you than any
available standard therapies, or (b) you or your Health
Care Provider, who is a licensed, board-certified, or
board-eligible physician qualified to practice in the
area of practice appropriate to treat your condition,
has requested a therapy that, based on two documents
from acceptable medical and scientific evidence, is
likely to be more beneficial for you than any available
standard therapy

¢ You have been denied coverage by the health plan for
the recommended or requested service

e If not for the health plan’s determination that the
recommended or requested service is an Experimental
Service or Investigational Service, it would be
covered

External, Independent Review Process
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If the health plan denies coverage of the recommended or
requested therapy and you meet all of the qualifications,
the health plan will notify you within five business days
of its decision and your opportunity to request external
review of the health plan’s decision. If your Health Care
Provider determines that the proposed service would be
significantly less effective if not promptly initiated, you
may request expedited review and the experts on the
external review panel will render a decision within seven
days of your request. If the external review panel
recommends that the health plan cover the recommended
or requested service, coverage for the services will be
subject to the terms and conditions generally applicable
to other benefits to which you are entitled.

DMHC’s Independent Medical Review (“IMR”)

This exclusion does not limit, prohibit, or modify a
Member’s rights to an IMR from the DMHC as
described in this FOC in the “Dispute Resolution”
section. In certain circumstances, you do not have to
participate in the health plan’s grievance or appeals
process before requesting an IMR of denials for
Experimental Services or Investigational Services. In
such cases you may immediately contact the DMHC to
request an IMR of this denial as described in this EOC in
the “Dispute Resolution” section.

Hearing aids

This Kaiser Permanente for Individuals and Families
plan does not cover hearing aids, except as described in
this EOC under “Hearing Services” in the “Benefits”
section, or as required by law.

Non-licensed or non-certified providers

This Kaiser Permanente for Individuals and Families
plan does not cover treatments or services rendered by a
non-licensed or non-certified provider, except doula
services as described in this EOC under “Reproductive
Health Services” in the “Benefits” section, or as required
by law.

This exclusion also does not apply to Medically
Necessary treatment of a Mental Health or Substance
Use Disorder furnished or delivered by, or under the
direction of, a Health Care Provider acting within the
scope of practice of the provider’s license or certification
under applicable state law.

Personal or comfort items

This Kaiser Permanente for Individuals and Families
plan does not cover personal or comfort items, such as
internet, telephones, personal hygiene items, food
delivery services, or services to help with personal care,
except as required by law.
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Prescription Drugs / Outpatient Prescription
Drugs

This Kaiser Permanente for Individuals and Families
plan does not cover the following Prescription Drugs,
except as described in this EOC under “Outpatient
Pharmacy Services” or “Preventive Services” in the
“Benefits” section or as required by law:

e When prescribed for cosmetic services. For purposes
of this exclusion, cosmetic means drugs solely
prescribed for the purpose of altering or affecting
normal structure of the body to improve appearance
rather than function

e When prescribed solely for the treatment of hair loss,
sexual dysfunction, athletic performance, cosmetic
purposes, anti-aging for cosmetic purposes, and
mental performance. The exclusion does not apply to
drugs for mental performance when they are
Medically Necessary to treat diagnosed mental illness
or medical conditions affecting memory, including,
but not limited to, treatment of the conditions or
symptoms of dementia or Alzheimer’s disease

e When prescribed solely for the purpose of losing
weight, except when Medically Necessary for the
treatment of Class III or severe obesity. We may
require Members who are prescribed drugs for Class
IIT or severe obesity to be enrolled in a covered
comprehensive weight loss program, for a reasonable
period of time prior to or concurrent with receiving
the Prescription Drug

e When prescribed solely for the purpose of shortening
the duration of the common cold

e Prescription Drugs available over the counter or for
which there is an over-the-counter equivalent (the
same active ingredient, strength, and dosage form as
the Prescription Drug). This exclusion does not apply
to any of the following:

4 insulin

¢ over-the-counter drugs as covered under
preventive services, for example, over-the-counter
FDA-approved contraceptive drugs

¢ over-the-counter drugs for reversal of an opioid
overdose

¢ an entire class of Prescription Drugs when one
drug within that class becomes available over the
counter

e Replacement of lost or stolen drugs

e Drugs when prescribed by non-contracting providers
for non-covered procedures and which are not
authorized by a health plan or a plan provider, except
when coverage is otherwise required in the context of
Emergency Services and Care
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Private duty nursing

This Kaiser Permanente for Individuals and Families
plan does not cover private duty nursing in the home,
hospital, or long-term care facility, except as required by
law.

Reversal of voluntary sterilization

This Kaiser Permanente for Individuals and Families
plan does not cover reversal of voluntary sterilization,
except for Medically Necessary treatment of medical
complications as described in the “Benefits” section,
except as required by law.

Routine physical examination

This Kaiser Permanente for Individuals and Families
plan does not cover physical examinations for the sole
purpose of travel, insurance, licensing, employment,
school, camp, court-ordered examinations, or other non-
preventive purpose, except as required by law.

Surrogate pregnancy

This Kaiser Permanente for Individuals and Families
plan does not cover testing, services, or supplies for a
person who is not covered under this EOC for a
surrogate pregnancy, except as required by law.

Therapies

This Kaiser Permanente for Individuals and Families
plan does not cover the following physical and
occupational therapies, except as described in this EOC
under “Rehabilitative and Habilitative Services” in the
“Benefits” section, or as required by law:

e Massage therapy, unless it is a component of a
treatment plan

e Training or therapy for the treatment of learning
disabilities or behavioral problems

e Social skills training or therapy

e Vocational, educational, recreational, art, dance,
music, or reading therapy

Travel and lodging

This Kaiser Permanente for Individuals and Families
plan does not cover transportation, mileage, lodging,
meals, and other Member-related travel costs, except for
licensed ambulance or psychiatric transport as described
in this FOC under “Ambulance Services” in the
“Benefits” section or as described under “Travel and
Lodging for Certain Services” in the ‘How to Obtain
Services” section.
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Vision care

This Kaiser Permanente for Individuals and Families
plan does not cover vision services, except as described
in this FOC under “Vision Services for Adult Members”
and “Vision Services for Pediatric Members” in the
“Benefits” section, or as required by law.

Weight control programs and exercise programs

This Kaiser Permanente for Individuals and Families
plan does not cover weight control programs and
exercise programs, except as described in this EOC
under “Health Education” in the “Benefits” section, or as
required by law.

Limitations

We will make a good faith effort to provide or arrange
for covered Services within the remaining availability of
facilities or personnel in the event of unusual
circumstances that delay or render impractical the
provision of Services under this £OC, such as a major
disaster, epidemic, war, riot, civil insurrection, disability
of a large share of personnel at a Plan Facility, complete
or partial destruction of facilities, and labor dispute.
Under these circumstances, if you have an Emergency
Medical Condition or Psychiatric Emergency Medical
Condition, call 911 or go to the nearest emergency
department as described under “Emergency Services” in
the “How to Obtain Services” section, and we will
provide coverage and reimbursement as described in that
section.

Coordination of Benefits

If you have Medicare coverage, we will coordinate
benefits with your Medicare coverage under Medicare
rules. Medicare rules determine which coverage pays
first, or is “primary,” and which coverage pays second,
or is “secondary.” You must give us any information we
request to help us coordinate benefits. Please call
Member Services to find out which Medicare rules apply
to your situation, and how payment will be handled.

Reductions

Employer responsibility

For any Services that the law requires an employer to
provide, we will not pay the employer, and when we
cover any such Services we may recover the value of the
Services from the employer.
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Government agency responsibility

For any Services that the law requires be provided only

by or received only from a government agency, we will

not pay the government agency, and when we cover any
such Services we may recover the value of the Services

from the government agency.

Injuries or illnesses alleged to be caused by
other parties

If you obtain a judgment or settlement from or on behalf
of another party who allegedly caused an injury or illness
for which you received covered Services, you must
reimburse us to the maximum extent allowed under
California Civil Code Section 3040. The reimbursement
due to us is not limited by or subject to the Plan Out-of-
Pocket Maximum. Note: This “Injuries or illnesses
alleged to be caused by other parties” section does not
affect your obligation to pay your Cost Share for these
Services.

To the extent permitted or required by law, we have the
option of becoming subrogated to all claims, causes of
action, and other rights you may have against another
party or an insurer, government program, or other source
of coverage for monetary damages, compensation, or
indemnification on account of the injury or illness
allegedly caused by the other party. We will be so
subrogated as of the time we mail or deliver a written
notice of our exercise of this option to you or your
attorney.

To secure our rights, we will have a lien and
reimbursement rights to the proceeds of any judgment or
settlement you or we obtain (1) against another party,
and/or (2) from other types of coverage or sources of
payment that include but are not limited to: liability,
uninsured motorist, underinsured motorist, personal
umbrella, workers’ compensation, and/or personal injury
coverages, any other types of medical payments and all
other first party types of coverages or sources of
payment. The proceeds of any judgment or settlement
that you or we obtain and/or payments that you receive
shall first be applied to satisfy our lien, regardless of
whether you are made whole and regardless of whether
the total amount of the proceeds is less than the actual
losses and damages you incurred.

Within 30 days after submitting or filing a claim or legal
action against another party, you must send written
notice of the claim or legal action to:

The Rawlings Company
One Eden Parkway
P.O. Box 2000

Page 74



LaGrange, KY 40031-2000

Fax: 502-753-7064

Email:
ManualFileCoordinator@rawlingscompany.com

In order for us to determine the existence of any rights
we may have and to satisfy those rights, you must
complete and send us all consents, releases,
authorizations, assignments, and other documents,
including lien forms directing your attorney, the other
party, and the other party’s liability insurer to pay us
directly. You may not agree to waive, release, or reduce
our rights under this provision without our prior, written
consent.

If your estate, parent, guardian, or conservator asserts a
claim against another party based on your injury or
illness, your estate, parent, guardian, or conservator and
any settlement or judgment recovered by the estate,
parent, guardian, or conservator shall be subject to our
liens and other rights to the same extent as if you had
asserted the claim against the other party. We may assign
our rights to enforce our liens and other rights.

If you have Medicare, Medicare law may apply with
respect to Services covered by Medicare.

Surrogacy Arrangements

If you enter into a Surrogacy Arrangement and you or
any other payee are entitled to receive monetary
compensation under the Surrogacy Arrangement, you
must reimburse us for covered Services you receive
related to conception, pregnancy, delivery, or postpartum
care in connection with that arrangement (“Surrogacy
Health Services”) to the maximum extent allowed under
California Civil Code Section 3040. Note: This
“Surrogacy Arrangements” section does not affect your
obligation to pay your Cost Share for these Services.
After you surrender a baby to the legal parents, you are
not obligated to reimburse us for any Services that the
baby receives (the legal parents are financially
responsible for any Services that the baby receives).

By accepting Surrogacy Health Services, you
automatically assign to us your right to receive payments
that are payable to you or any other payee under the
Surrogacy Arrangement, regardless of whether those
payments are characterized as being for medical
expenses. To secure our rights, we will also have a lien
on those payments and on any escrow account, trust, or
any other account that holds those payments. Those
payments (and amounts in any escrow account, trust, or
other account that holds those payments) shall first be
applied to satisfy our lien. The assignment and our lien
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will not exceed the total amount of your obligation to us
under the preceding paragraph.

Within 30 days after entering into a Surrogacy
Arrangement, you must send written notice of the
arrangement, including all of the following information:

e Names, addresses, and phone numbers of the other
parties to the arrangement

e Names, addresses, and phone numbers of any escrow
agent or trustee

e Names, addresses, and phone numbers of the intended
parents and any other parties who are financially
responsible for Services the baby (or babies) receive,
including names, addresses, and phone numbers for
any health insurance that will cover Services that the
baby (or babies) receive

e A signed copy of any contracts and other documents
explaining the arrangement

e Any other information we request in order to satisfy
our rights

You must send this information to:

The Rawlings Company

One Eden Parkway

P.O. Box 2000

LaGrange, KY 40031-2000

Fax: 502-753-7064

Email:
ManualFileCoordinator@rawlingscompany.com

You must complete and send us all consents, releases,
authorizations, lien forms, and other documents that are
reasonably necessary for us to determine the existence of
any rights we may have under this “Surrogacy
Arrangements” section and to satisfy those rights. You
may not agree to waive, release, or reduce our rights
under this “Surrogacy Arrangements” section without
our prior, written consent.

If your estate, parent, guardian, or conservator asserts a
claim against another party based on the Surrogacy
Arrangement, your estate, parent, guardian, or
conservator and any settlement or judgment recovered by
the estate, parent, guardian, or conservator shall be
subject to our liens and other rights to the same extent as
if you had asserted the claim against the other party. We
may assign our rights to enforce our liens and other
rights.

If you have questions about your obligations under this
provision, please call Member Services.
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U.S. Department of Veterans Affairs

For any Services for conditions arising from military
service that the law requires the Department of Veterans
Affairs to provide, we will not pay the Department of
Veterans Affairs, and when we cover any such Services
we may recover the value of the Services from the
Department of Veterans Affairs.

Workers’ compensation or employer’s liability
benefits

You may be eligible for payments or other benefits,
including amounts received as a settlement (collectively
referred to as “Financial Benefit”), under workers’
compensation or employer’s liability law. We will
provide covered Services even if it is unclear whether
you are entitled to a Financial Benefit, but we may
recover the value of any covered Services from the
following sources:

e From any source providing a Financial Benefit or
from whom a Financial Benefit is due

e From you, to the extent that a Financial Benefit is
provided or payable or would have been required to
be provided or payable if you had diligently sought to
establish your rights to the Financial Benefit under
any workers’ compensation or employer’s liability
law

Post-Service Claims and Appeals

This “Post-Service Claims and Appeals” section explains
how to file a claim for payment or reimbursement for
Services that you have already received. Please use the
procedures in this section in the following situations:

e You have received Emergency Services and Care,
Post-Stabilization Care, Out-of-Area Urgent Care,
emergency ambulance Services, or COVID-19
testing, therapeutics, or immunization Services from a
Non—Plan Provider and you want us to pay for the
Services

e You have received Services from a Non—Plan
Provider that we did not authorize (other than
Emergency Services and Care, Post-Stabilization
Care, Out-of-Area Urgent Care, emergency
ambulance Services, or COVID-19 testing,
therapeutics, or immunization Services) and you want
us to pay for the Services

* You want to appeal a denial of an initial claim for
payment
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Please follow the procedures under “Grievances” in the
“Dispute Resolution” section in the following situations:

* You want us to cover Services that you have not yet
received

e You want us to continue to cover an ongoing course
of covered treatment

e You want to appeal a written denial of a request for
Services that require prior authorization (as described
under “Medical Group authorization procedure for
certain referrals”)

Who May File

The following people may file claims:
* You may file for yourself

® You can ask a friend, relative, attorney, or any other
individual to file a claim for you by appointing them
in writing as your authorized representative

e A parent may file for their child under age 18, except
that the child must appoint the parent as authorized
representative if the child has the legal right to control
release of information that is relevant to the claim

e A court-appointed guardian may file for their ward,
except that the ward must appoint the court-appointed
guardian as authorized representative if the ward has
the legal right to control release of information that is
relevant to the claim

e A court-appointed conservator may file for their
conservatee

e An agent under a currently effective health care
proxy, to the extent provided under state law, may file
for their principal

Authorized representatives must be appointed in writing
using either our authorization form or some other form of
written notification. The authorization form is available
from the Member Services office at a Plan Facility, on
our website at kp.org, or by calling Member Services.
Your written authorization must accompany the claim.
You must pay the cost of anyone you hire to represent or
help you.

Supporting Documents

You can request payment or reimbursement orally or in
writing. Your request for payment or reimbursement, and
any related documents that you give us, constitute your
claim.

Page 76


http://kp.org/

Claim forms for Emergency Services and Care,
Post-Stabilization Care, Out-of-Area Urgent
Care, emergency ambulance Services, COVID-19
Services, Plan Doula services, and human milk

To file a claim in writing for Emergency Services and
Care, Post-Stabilization Care, Out-of-Area Urgent Care,
emergency ambulance Services, or COVID-19 testing,
therapeutics, or immunization Services, please use our
claim form. You can obtain a claim form in the following
ways:

e By visiting our website at kp.org

e In person from any Member Services office at a Plan
Facility and from Plan Providers (for addresses, refer
to our Provider Directory or call Member Services)

e By calling Member Services at 1-800-464-4000 (TTY
users call 711)

Claims forms for all other Services

To file a claim in writing for all other Services, you may
use our grievance form. You can obtain this form in the
following ways:

e By visiting our website at kp.org

e In person from any Member Services office at a Plan
Facility and from Plan Providers (for addresses, refer
to our Provider Directory or call Member Services)

e By calling Member Services at 1-800-464-4000 (TTY
users call 711)

Other supporting information

When you file a claim, please include any information
that clarifies or supports your position. For example, if
you have paid for Services, please include any bills and
receipts that support your claim. To request that we pay a
Non—Plan Provider for Services, include any bills from
the Non—Plan Provider. If the Non—Plan Provider states
that they will file the claim, you are still responsible for
making sure that we receive everything we need to
process the request for payment. When appropriate, we
will request medical records from Plan Providers on your
behalf. If you tell us that you have consulted with a Non—
Plan Provider and are unable to provide copies of
relevant medical records, we will contact the provider to
request a copy of your relevant medical records. We will
ask you to provide us a written authorization so that we
can request your records.

If you want to review the information that we have
collected regarding your claim, you may request, and we
will provide without charge, copies of all relevant
documents, records, and other information. You also
have the right to request any diagnosis and treatment
codes and their meanings that are the subject of your
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claim. To make a request, you should follow the steps in
the written notice sent to you about your claim.

Initial Claims

To request that we pay a provider (or reimburse you) for
Services that you have already received, you must file a
claim. If you have any questions about the claims
process, please call Member Services.

Submitting a claim for Emergency Services and
Care, Post-Stabilization Care, Out-of-Area
Urgent Care, emergency ambulance Services,
COVID-19 Services, Plan Doula services, and
human milk

You may file a claim (request for
payment/reimbursement):

e By visiting kp.org, completing an electronic form
and uploading supporting documentation;

e By mailing a paper form that can be obtained by
visiting kp.org or calling Member Services; or

e Ifyou are unable access the electronic form (or obtain
the paper form), by mailing the minimum amount of
information we need to process your claim:

¢ Member/Patient Name and Medical/Health Record
Number

The date you received the Services

Where you received the Services

Who provided the Services

Why you think we should pay for the Services

* & & o o

A copy of the bill, your medical record(s) for these
Services, and your receipt if you paid for the
Services

Mailing address to submit your claim to Kaiser
Permanente:

For Northern California Service Area Members:
Kaiser Permanente
Claims Administration - NCAL
P.O. Box 12923
Oakland, CA 94604-2923

For Southern California Service Area Members:
Kaiser Permanente
Claims Administration - SCAL
P.O. Box 7004
Downey, CA 90242-7004

Please call Member Services if you need help filing your
claim.
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Submitting a claim for all other Services

If you have received any other Services from a Non—Plan
Provider that we did not authorize, then as soon as
possible after you receive the Services, you must file
your claim in one of the following ways:

e By delivering your claim to a Member Services office
at a Plan Facility (for addresses, refer to our Provider
Directory or call Member Services)

e By mailing your claim to a Member Services office at
a Plan Facility (for addresses, refer to our Provider
Directory or call Member Services)

e By calling Member Services at 1-800-464-4000 (TTY
users call 711)

e By visiting our website at kp.org

Please call Member Services if you need help filing your
claim.

After we receive your claim

We will send you an acknowledgment letter within five
days after we receive your claim.

After we review your claim, we will respond as follows:

e If we have all the information we need, we will send
you a written decision within 30 days after we receive
your claim

o If we need more information, we will ask you for the
information before the end of the initial 30-day
decision period. We will send our written decision no
later than 30 days after the date we receive the
additional information. If we do not receive the
necessary information within the timeframe specified
in our letter, we will make our decision based on the
information we have within 30 days after the end of
that timeframe

If we pay any part of your claim, we will subtract
applicable Cost Share from any payment we make to you
or the Non—Plan Provider. You are not responsible for
any amounts beyond your Cost Share for covered
Emergency Services and Care. If we deny your claim (if
we do not agree to pay for all the Services you requested
other than the applicable Cost Share), our letter will
explain why we denied your claim and how you can
appeal.

If you later receive any bills from the Non—Plan Provider
for covered Services (other than bills for your Cost
Share), please call Member Services for assistance.
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Appeals

Claims for Emergency Services and Care, Post-
Stabilization Care, Out-of-Area Urgent Care,
emergency ambulance Services, or COVID-19
Services, Plan Doula services, or human milk
from a Non-Plan Provider

If we did not decide fully in your favor and you want to
appeal our decision, you may submit your appeal in one
of the following ways:

e By mailing your appeal to the Claims Department at
the following address:

Kaiser Foundation Health Plan, Inc.
Special Services Unit
P.O. Box 23280
Oakland, CA 94623
e By calling Member Services at 1-800-464-4000 (TTY
users call 711)

e By visiting our website at kp.org

Claims for all other Services from a Non-Plan
Provider that we did not authorize

If we did not decide fully in your favor and you want to
appeal our decision, you may submit your appeal in one
of the following ways:

e By visiting our website at kp.org

e By mailing your appeal to any Member Services
office at a Plan Facility (for addresses, refer to our
Provider Directory or call Member Services)

e In person at any Member Services office at a Plan
Facility or any Plan Provider (for addresses, refer to
our Provider Directory or call Member Services)

e By calling Member Services at 1-800-464-4000 (TTY
users call 711)

When you file an appeal, please include any information
that clarifies or supports your position. If you want to
review the information that we have collected regarding
your claim, you may request, and we will provide
without charge, copies of all relevant documents,
records, and other information. To make a request, you
should call Member Services.

Additional information regarding claims for all
other Services from a Non-Plan Provider that
we did not authorize

If we initially denied your request, you must file your
appeal within 180 days after the date you received our
denial letter. You may send us information including
comments, documents, and medical records that you
believe support your claim. If we asked for additional
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information and you did not provide it before we made
our initial decision about your claim, then you may still
send us the additional information so that we may
include it as part of our review of your appeal. Please
send all additional information to the address or fax
mentioned in your denial letter.

Also, you may give testimony in writing or by phone.
Please send your written testimony to the address
mentioned in our acknowledgment letter, sent to you
within five days after we receive your appeal. To arrange
to give testimony by phone, you should call the phone
number mentioned in our acknowledgment letter.

We will add the information that you provide through
testimony or other means to your appeal file and we will
review it without regard to whether this information was
filed or considered in our initial decision regarding your
request for Services. You have the right to request any
diagnosis and treatment codes and their meanings that
are the subject of your claim.

We will share any additional information that we collect
in the course of our review and we will send it to you. If
we believe that your request should not be granted,
before we issue our final decision letter, we will also
share with you any new or additional reasons for that
decision. We will send you a letter explaining the
additional information and/or reasons. Our letters about
additional information and new or additional rationales
will tell you how you can respond to the information
provided if you choose to do so. If you do not respond
before we must issue our final decision letter, that
decision will be based on the information in your appeal
file.

We will send you a resolution letter within 30 days after
we receive your appeal. If we do not decide in your
favor, our letter will explain why and describe your
further appeal rights.

External Review

You must exhaust our internal claims and appeals
procedures before you may request external review
unless we have failed to comply with the claims and
appeals procedures described in this “Post-Service
Claims and Appeals” section. For information about the
external review process, see “Independent Medical
Review (“IMR”)” in the “Dispute Resolution” section.
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Additional Review

You may have a right to request review in state court if
you remain dissatisfied after you have exhausted our
internal claims and appeals procedure, and if applicable,
external review.

Dispute Resolution

We are committed to providing you with quality care and
with a timely response to your concerns. You can discuss
your concerns with our Member Services representatives
at most Plan Facilities, or you can call Member Services.

Grievances

This “Grievances” section describes our grievance
procedure. A grievance is any expression of
dissatisfaction expressed by you or your authorized
representative through the grievance process. If you want
to make a claim for payment or reimbursement for
Services that you have already received from a Non—Plan
Provider, please follow the procedure in the “Post-
Service Claims and Appeals” section.

Here are some examples of reasons you might file a
grievance:

e You are not satisfied with the quality of care you
received from a Plan Provider or a Non-Plan Provider
to which you have been referred

® You received a written denial of Services that require
prior authorization from the Medical Group and you
want us to cover the Services

e You received a written denial for a second opinion or
we did not respond to your request for a second
opinion in an expeditious manner, as appropriate for
your condition

e Your treating physician has said that Services are not
Medically Necessary and you want us to cover the
Services

e You were told that Services are not covered and you
believe that the Services should be covered

e You want us to continue to cover an ongoing course
of covered treatment

® You are dissatisfied with how long it took to get
Services, including getting an appointment, in the
waiting room, or in the exam room
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e You want to report unsatisfactory behavior by
providers or staff, or dissatisfaction with the condition
of a facility

e You believe you have faced discrimination from
providers, staff, or Health Plan

e We terminated or rescinded your membership and
you disagree with that termination or rescission

e We declined your application for coverage and you
disagree with our decision

Who may file
The following people may file a grievance:

* You may file for yourself

* You can ask a friend, relative, attorney, or any other
individual to file a grievance for you by appointing
them in writing as your authorized representative

e A parent may file for their child under age 18, except
that the child must appoint the parent as authorized
representative if the child has the legal right to control
release of information that is relevant to the grievance

e A court-appointed guardian may file for their ward,
except that the ward must appoint the court-appointed
guardian as authorized representative if the ward has
the legal right to control release of information that is
relevant to the grievance

e A court-appointed conservator may file for their
conservatee

e An agent under a currently effective health care
proxy, to the extent provided under state law, may file
for their principal

e Your physician may act as your authorized
representative with your verbal consent to request an
urgent grievance as described under “Urgent
procedure” in this “Grievances” section

Authorized representatives must be appointed in writing
using either our authorization form or some other form of
written notification. The authorization form is available
from the Member Services office at a Plan Facility, on
our website at kp.org, or by calling Member Services.
Your written authorization must accompany the
grievance. You must pay the cost of anyone you hire to
represent or help you.

How to file

You can file a grievance orally or in writing. Your
grievance must explain your issue, such as the reasons
why you believe a decision was in error or why you are
dissatisfied with the Services you received.
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Standard Procedure
To file a grievance electronically, use the grievance form
on kp.org.

To file a grievance orally, call Member Services toll free
at 1-800-464-4000 (TTY users call 711).

To file a grievance in writing, please use our grievance
form, which is available on kp.org under “Forms &
Publications,” in person from any Member Services
office at a Plan Facility, or from Plan Providers (for
addresses, refer to our Provider Directory or call Member
Services). You can submit the form in the following
ways:

e In person at any Member Services office at a Plan
Facility

e By mail to any Member Services office at a Plan
Facility

You must file your grievance within 180 days following
the incident or action that is subject to your
dissatisfaction. You may send us information including
comments, documents, and medical records that you
believe support your grievance.

Please call Member Services if you need help filing a
grievance.

If your grievance involves a request to obtain a non-
formulary Outpatient Prescription Drug, we will notify
you of our decision within 72 hours. If we do not decide
in your favor, our letter will explain why and describe
your further appeal rights. For information on how to
request a review by an independent review organization,
see “Independent Review Organization for Non-
Formulary Outpatient Prescription Drug Requests” in
this “Dispute Resolution” section.

For all other grievances, we will send you an
acknowledgment letter within five days after we receive
your grievance. We will send you a resolution letter
within 30 days after we receive your grievance. If you
are requesting Services, and we do not decide in your
favor, our letter will explain why and describe your
further appeal rights.

If you want to review the information that we have
collected regarding your grievance, you may request, and
we will provide without charge, copies of all relevant
documents, records, and other information. To make a
request, you should call Member Services.
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Urgent procedure

If you want us to consider your grievance on an urgent
basis, please tell us that when you file your grievance.
Note: Urgent is sometimes referred to as “exigent.” If
exigent circumstances exist, your grievance may be
reviewed using the urgent procedure described in this
section.

You must file your urgent grievance in one of the
following ways:

e By calling our Expedited Review Unit toll free at
1-888-987-7247 (TTY users call 711)

e By mailing a written request to:

Kaiser Foundation Health Plan, Inc.
Expedited Review Unit

P.O. Box 1809

Pleasanton, CA 94566

e By faxing a written request to our Expedited Review
Unit toll free at 1-888-987-2252

e By visiting a Member Services office at a Plan
Facility (for addresses, refer to our Provider Directory
or call Member Services)

e By completing the grievance form on our website at
kp.org

We will decide whether your grievance is urgent or non-
urgent unless your attending Health Care Provider tells
us your grievance is urgent. If we determine that your
grievance is not urgent, we will use the procedure
described under “Standard procedure” in this
“Grievances” section. Generally, a grievance is urgent
only if one of the following is true:

o Using the standard procedure could seriously
jeopardize your life, health, or ability to regain
maximum function

o Using the standard procedure would, in the opinion of
a physician with knowledge of your medical
condition, subject you to severe pain that cannot be
adequately managed without extending your course of
covered treatment

¢ A physician with knowledge of your medical
condition determines that your grievance is urgent

* You have received Emergency Services and Care but
have not been discharged from a facility and your
request involves admissions, continued stay, or other
health care Services

e You are undergoing a current course of treatment
using a non-formulary Outpatient Prescription Drug
and your grievance involves a request to refill a non-
formulary Outpatient Prescription Drug
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For most grievances that we respond to on an urgent
basis, we will give you oral notice of our decision as
soon as your clinical condition requires, but no later than
72 hours after we received your grievance. We will send
you a written confirmation of our decision within three
days after we received your grievance.

If your grievance involves a request to obtain a non-
formulary Outpatient Prescription Drug and we respond
to your request on an urgent basis, we will notify you of
our decision within 24 hours of your request. For
information on how to request a review by an
independent review organization, see “Independent
Review Organization for Non-Formulary Outpatient
Prescription Drug Requests” in this “Dispute Resolution”
section.

If we do not decide in your favor, our letter will explain
why and describe your further appeal rights.

Note: If you have an issue that involves an imminent and
serious threat to your health (such as severe pain or
potential loss of life, limb, or major bodily function), you
can contact the California Department of Managed
Health Care at any time at 1-888-466-2219 (TDD 1-877-
688-9891) without first filing a grievance with us.

If you want to review the information that we have
collected regarding your grievance, you may request, and
we will provide without charge, copies of all relevant
documents, records, and other information. To make a
request, you should call Member Services.

Additional information regarding pre-service requests
Jfor Medically Necessary Services

You may give testimony in writing or by phone. Please
send your written testimony to the address mentioned in
our acknowledgment letter. To arrange to give testimony
by phone, you should call the phone number mentioned
in our acknowledgment letter.

We will add the information that you provide through
testimony or other means to your grievance file and we
will consider it in our decision regarding your pre-
service request for Medically Necessary Services.

We will share any additional information that we collect
in the course of our review and we will send it to you. If
we believe that your request should not be granted,
before we issue our decision letter, we will also share
with you any new or additional reasons for that decision.
We will send you a letter explaining the additional
information and/or reasons. Our letters about additional
information and new or additional rationales will tell you
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how you can respond to the information provided if you
choose to do so. If your grievance is urgent, the
information will be provided to you orally and followed
in writing. If you do not respond before we must issue
our final decision letter, that decision will be based on
the information in your grievance file.

Additional information regarding appeals of written
denials for Services that require prior authorization
You must file your appeal within 180 days after the date
you received our denial letter.

You have the right to request any diagnosis and
treatment codes and their meanings that are the subject of
your appeal.

Also, you may give testimony in writing or by phone.
Please send your written testimony to the address
mentioned in our acknowledgment letter. To arrange to
give testimony by phone, you should call the phone
number mentioned in our acknowledgment letter.

We will add the information that you provide through
testimony or other means to your appeal file and we will
consider it in our decision regarding your appeal.

We will share any additional information that we collect
in the course of our review and we will send it to you. If
we believe that your request should not be granted,
before we issue our decision letter, we will also share
with you any new or additional reasons for that decision.
We will send you a letter explaining the additional
information and/or reasons. Our letters about additional
information and new or additional rationales will tell you
how you can respond to the information provided if you
choose to do so. If your appeal is urgent, the information
will be provided to you orally and followed in writing. If
you do not respond before we must issue our final
decision letter, that decision will be based on the
information in your appeal file.

Additional information about utilization review
determination criteria for mental health Services or
substance use disorder treatment

Utilization review determination criteria and any
education program materials for individuals making
authorization decisions related to mental health Services
or substance use disorder treatment are available at
kp.org at no cost.
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Independent Review Organization for
Non-Formulary Outpatient Prescription
Drug Requests

If you filed a grievance to obtain a non-formulary
Outpatient Prescription Drug and we did not decide in
your favor, you may submit a request for a review of
your grievance by an independent review organization
(“IRO”). You must submit your request for IRO review
within 180 days of the receipt of our decision letter.

You must file your request for IRO review in one of the
following ways:

e By calling our Expedited Review Unit toll free at
1-888-987-7247 (TTY users call 711)

e By mailing a written request to:

Kaiser Foundation Health Plan, Inc.
Expedited Review Unit

P.O. Box 1809

Pleasanton, CA 94566

e By faxing a written request to our Expedited Review
Unit toll free at 1-888-987-2252

e By visiting a Member Services office at a Plan
Facility (for addresses, refer to our Provider Directory
or call Member Services)

e By completing the grievance form on our website at
kp.org

For urgent IRO reviews, we will forward to you the
independent reviewer’s decision within 24 hours. For
non-urgent requests, we will forward the independent
reviewer’s decision to you within 72 hours. If the
independent reviewer does not decide in your favor, you
may submit a complaint to the Department of Managed
Health Care, as described under “Department of
Managed Health Care Complaints™ in this “Dispute
Resolution” section. You may also submit a request for
an Independent Medical Review as described under
“Independent Medical Review” in this “Dispute
Resolution” section.

Department of Managed Health Care
Complaints

The California Department of Managed Health Care is
responsible for regulating health care service plans. If
you have a grievance against your health plan, you
should first telephone your health plan toll free at
1-800-464-4000 (TTY users call 711) and use your
health plan’s grievance process before contacting the
department. Utilizing this grievance procedure does not
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prohibit any potential legal rights or remedies that may
be available to you. If you need help with a grievance
involving an emergency, a grievance that has not been
satisfactorily resolved by your health plan, or a grievance
that has remained unresolved for more than 30 days, you
may call the department for assistance. You may also be
eligible for an Independent Medical Review (IMR). If
you are eligible for IMR, the IMR process will provide
an impartial review of medical decisions made by a
health plan related to the medical necessity of a proposed
service or treatment, coverage decisions for treatments
that are experimental or investigational in nature and
payment disputes for emergency or urgent medical
services. The department also has a toll-free telephone

number (1-888-466-2219) and a TDD line
(1-877-688-9891) for the hearing and speech
impaired. The department’s Internet website

www.dmbhc.ca.gov has complaint forms, IMR
application forms and instructions online.

Independent Medical Review (“IMR”’)

Except as described in this “Independent Medical
Review (“IMR”)” section, you must exhaust our internal
grievance procedure before you may request independent
medical review unless we have failed to comply with the
grievance procedure described under “Grievances” in
this “Dispute Resolution” section. If you qualify, you or
your authorized representative may have your issue
reviewed through the IMR process managed by the
California Department of Managed Health Care
(“DMHC”). The DMHC determines which cases qualify
for IMR. This review is at no cost to you. If you decide
not to request an IMR, you may give up the right to
pursue some legal actions against us.

You may qualify for IMR if all of the following are true:

o One of these situations applies to you:

¢ you have a recommendation from a provider
requesting Medically Necessary Services

¢ you have received emergency or urgent medical
services from a provider who determined the
services to be Medically Necessary

¢ you have been seen by a Plan Provider for the
diagnosis or treatment of your medical condition

e Your request for payment or Services has been
denied, modified, or delayed based in whole or in part
on a decision that the Services are not Medically
Necessary

* You have filed a grievance and we have denied it or
we haven’t made a decision about your grievance
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within 30 days (or three days for urgent grievances).
The DMHC may waive the requirement that you first
file a grievance with us in extraordinary and
compelling cases, such as severe pain or potential loss
of life, limb, or major bodily function. If we have
denied your grievance, you must submit your request
for an IMR within six months of the date of our
written denial. However, the DMHC may accept your
request after six months if they determine that
circumstances prevented timely submission

You may also qualify for IMR if the Service you
requested has been denied on the basis that it is
experimental or investigational as described under
“Experimental or investigational denials.”

If the DMHC determines that your case is eligible for
IMR, it will ask us to send your case to the DMHC’s
IMR organization. The DMHC will promptly notify you
of its decision after it receives the IMR organization’s
determination. If the decision is in your favor, we will
contact you to arrange for the Service or payment.

Experimental or investigational denials

If we deny Services because they are Experimental
Services or Investigational Services, we will send you
our written explanation within three days after we
received your request. We will explain why we denied
the Services and provide additional dispute resolution
options. Also, we will provide information about your
right to request Independent Medical Review if we had
the following information when we made our decision:

e Your treating physician provided us a written
statement that you have a Life-Threatening or
Seriously Debilitating condition and that standard
therapies have not been effective in improving your
condition, or that standard therapies would not be
appropriate, or that there is no more beneficial
standard therapy we cover than the therapy being
requested

o [fyour treating physician is a Plan Physician, they
recommended a treatment, drug, device, procedure, or
other therapy and certified that the requested therapy
is likely to be more beneficial to you than any
available standard therapies and included a statement
of the evidence relied upon by the Plan Physician in
certifying their recommendation

e You (or your Non—Plan Physician who is a licensed,
and either a board-certified or board-eligible,
physician qualified in the area of practice appropriate
to treat your condition) requested a therapy that,
based on two documents from the medical and
scientific evidence, as defined in California Health
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and Safety Code Section 1370.4(d), is likely to be
more beneficial for you than any available standard
therapy. The physician’s certification included a
statement of the evidence relied upon by the
physician in certifying their recommendation. We do
not cover the Services of the Non—Plan Provider

Note: You can request IMR for experimental or

investigational denials at any time without first filing a
grievance with us.

Office of Civil Rights Complaints

If you believe that you have been discriminated against
by a Plan Provider or by us because of your race, color,
national origin, disability, age, sex (including sex
stereotyping and gender identity), or religion, you may
file a complaint with the Office of Civil Rights in the
United States Department of Health and Human Services
(“OCR”).

You may file your complaint with the OCR within 180
days of when you believe the act of discrimination
occurred. However, the OCR may accept your request
after six months if they determine that circumstances
prevented timely submission. For more information on
the OCR and how to file a complaint with the OCR, see

the Notice of Nondiscrimination provided with this EOC.

Additional Review

You may have a right to request review in state court if
you remain dissatisfied after you have exhausted our
internal claims and appeals procedure, and if applicable,
external review.

Binding Arbitration

For all claims subject to this “Binding Arbitration”
section, both Claimants and Respondents give up the
right to a jury or court trial and accept the use of binding
arbitration. Insofar as this “Binding Arbitration” section
applies to claims asserted by Kaiser Permanente Parties,
it shall apply retroactively to all unresolved claims that
accrued before the effective date of this EOC. Such
retroactive application shall be binding only on the
Kaiser Permanente Parties.
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Scope of arbitration

Any dispute shall be submitted to binding arbitration if
all of the following requirements are met:

e The claim arises from or is related to an alleged
violation of any duty incident to or arising out of or
relating to this EOC or a Member Party’s relationship
to Kaiser Foundation Health Plan, Inc. (“Health
Plan”), including any claim for medical or hospital
malpractice (a claim that medical services or items
were unnecessary or unauthorized or were
improperly, negligently, or incompetently rendered),
for premises liability, or relating to the coverage for,
or delivery of, services or items, irrespective of the
legal theories upon which the claim is asserted

e The claim is asserted by one or more Member Parties
against one or more Kaiser Permanente Parties or by
one or more Kaiser Permanente Parties against one or
more Member Parties

e Governing law does not prevent the use of binding
arbitration to resolve the claim

Members enrolled under this FOC thus give up their
right to a court or jury trial, and instead accept the use of
binding arbitration except that the following types of
claims are not subject to binding arbitration:

e Claims within the jurisdiction of the Small Claims
Court

e Claims subject to a Medicare appeal procedure as
applicable to Kaiser Permanente Senior Advantage
Members

e Claims that cannot be subject to binding arbitration
under governing law

As referred to in this “Binding Arbitration” section,
“Member Parties” include:

e A Member
e A Member’s heir, relative, or personal representative

e Any person claiming that a duty to them arises from a
Member’s relationship to one or more Kaiser
Permanente Parties

“Kaiser Permanente Parties” include:

e Kaiser Foundation Health Plan, Inc.

o Kaiser Foundation Hospitals

e The Permanente Medical Group, Inc.

e Southern California Permanente Medical Group
e The Permanente Federation, LLC

e The Permanente Company, LLC
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e Any Southern California Permanente Medical Group
or The Permanente Medical Group physician

e Any individual or organization whose contract with
any of the organizations identified above requires
arbitration of claims brought by one or more Member
Parties

e Any employee or agent of any of the foregoing

“Claimant” refers to a Member Party or a Kaiser
Permanente Party who asserts a claim as described
above. “Respondent” refers to a Member Party or a
Kaiser Permanente Party against whom a claim is
asserted.

Rules of Procedure

Arbitrations shall be conducted according to the Rules
for Kaiser Permanente Member Arbitrations Overseen
by the Office of the Independent Administrator (“Rules
of Procedure”) developed by the Office of the
Independent Administrator in consultation with Kaiser
Permanente and the Arbitration Oversight Board. Copies
of the Rules of Procedure may be obtained from Member
Services.

Initiating arbitration

Claimants shall initiate arbitration by serving a Demand
for Arbitration. The Demand for Arbitration shall include
the basis of the claim against the Respondents; the
amount of damages the Claimants seek in the arbitration;
the names, addresses, and phone numbers of the
Claimants and their attorney, if any; and the names of all
Respondents. Claimants shall include in the Demand for
Arbitration all claims against Respondents that are based
on the same incident, transaction, or related
circumstances.

Serving Demand for Arbitration

Health Plan, Kaiser Foundation Hospitals, The
Permanente Medical Group, Inc., Southern California
Permanente Medical Group, The Permanente Federation,
LLC, and The Permanente Company, LLC, shall be
served with a Demand for Arbitration by mailing the
Demand for Arbitration addressed to that Respondent in
care of:
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For Northern California Service Area Members:
Kaiser Foundation Health Plan, Inc.

Legal Department, Professional & Public Liability
1 Kaiser Plaza, 19" Floor

Oakland, CA 94612

For Southern California Service Area Members:
Kaiser Foundation Health Plan, Inc.

Legal Department, Professional & Public Liability
393 E. Walnut St.

Pasadena, CA 91188

Service on that Respondent shall be deemed completed
when received. All other Respondents, including
individuals, must be served as required by the California
Code of Civil Procedure for a civil action.

Filing fee

The Claimants shall pay a single, nonrefundable filing
fee of $150 per arbitration payable to “Arbitration
Account” regardless of the number of claims asserted in
the Demand for Arbitration or the number of Claimants
or Respondents named in the Demand for Arbitration.

Any Claimant who claims extreme hardship may request
that the Office of the Independent Administrator waive
the filing fee and the neutral arbitrator’s fees and
expenses. A Claimant who seeks such waivers shall
complete the Fee Waiver Form and submit it to the
Office of the Independent Administrator and
simultaneously serve it upon the Respondents. The Fee
Waiver Form sets forth the criteria for waiving fees and
is available by calling Member Services.

Number of arbitrators

The number of arbitrators may affect the Claimants’
responsibility for paying the neutral arbitrator’s fees and
expenses (see the Rules of Procedure).

If the Demand for Arbitration seeks total damages of
$200,000 or less, the dispute shall be heard and
determined by one neutral arbitrator, unless the parties
otherwise agree in writing after a dispute has arisen and a
request for binding arbitration has been submitted that
the arbitration shall be heard by two party arbitrators and
one neutral arbitrator. The neutral arbitrator shall not
have authority to award monetary damages that are
greater than $200,000.

If the Demand for Arbitration seeks total damages of
more than $200,000, the dispute shall be heard and
determined by one neutral arbitrator and two party
arbitrators, one jointly appointed by all Claimants and
one jointly appointed by all Respondents. Parties who are
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entitled to select a party arbitrator may agree to waive
this right. If all parties agree, these arbitrations will be
heard by a single neutral arbitrator.

Payment of arbitrators’ fees and expenses

Health Plan will pay the fees and expenses of the neutral
arbitrator under certain conditions as set forth in the
Rules of Procedure. In all other arbitrations, the fees and
expenses of the neutral arbitrator shall be paid one-half
by the Claimants and one-half by the Respondents.

If the parties select party arbitrators, Claimants shall be
responsible for paying the fees and expenses of their
party arbitrator and Respondents shall be responsible for
paying the fees and expenses of their party arbitrator.

Costs

Except for the aforementioned fees and expenses of the
neutral arbitrator, and except as otherwise mandated by
laws that apply to arbitrations under this “Binding
Arbitration” section, each party shall bear the party’s
own attorneys’ fees, witness fees, and other expenses
incurred in prosecuting or defending against a claim
regardless of the nature of the claim or outcome of the
arbitration.

General provisions

A claim shall be waived and forever barred if (1) on the
date the Demand for Arbitration of the claim is served,
the claim, if asserted in a civil action, would be barred as
to the Respondent served by the applicable statute of
limitations, (2) Claimants fail to pursue the arbitration
claim in accord with the Rules of Procedure with
reasonable diligence, or (3) the arbitration hearing is not
commenced within five years after the earlier of (a) the
date the Demand for Arbitration was served in accord
with the procedures prescribed herein, or (b) the date of
filing of a civil action based upon the same incident,
transaction, or related circumstances involved in the
claim. A claim may be dismissed on other grounds by the
neutral arbitrator based on a showing of a good cause. If
a party fails to attend the arbitration hearing after being
given due notice thereof, the neutral arbitrator may
proceed to determine the controversy in the party’s
absence.

The California Medical Injury Compensation Reform
Act of 1975 (including any amendments thereto),
including sections establishing the right to introduce
evidence of any insurance or disability benefit payment
to the patient, the limitation on recovery for non-
economic losses, and the right to have an award for
future damages conformed to periodic payments, shall
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apply to any claims for professional negligence or any
other claims as permitted or required by law.

Arbitrations shall be governed by this “Binding
Arbitration” section, Section 2 of the Federal Arbitration
Act, and the California Code of Civil Procedure
provisions relating to arbitration that are in effect at the
time the statute is applied, together with the Rules of
Procedure, to the extent not inconsistent with this
“Binding Arbitration” section. In accord with the rule
that applies under Sections 3 and 4 of the Federal
Arbitration Act, the right to arbitration under this
“Binding Arbitration” section shall not be denied, stayed,
or otherwise impeded because a dispute between a
Member Party and a Kaiser Permanente Party involves
both arbitrable and nonarbitrable claims or because one
or more parties to the arbitration is also a party to a
pending court action with another party that arises out of
the same or related transactions and presents a possibility
of conflicting rulings or findings.

Termination of Membership

Your membership termination date is the first day you
are not covered (for example, if your termination date is
January 1, 2027, your last minute of coverage was at
11:59 p.m. on December 31, 2026). You will be billed as
a non-Member for any Services you receive after your
membership terminates, except for certain pediatric
dental Services described in a Pediatric Dental Services
Amendment to this EOC (if applicable). If your plan has
a Pediatric Dental Services Amendment, it will be
attached to this EOC, and it will be listed in the EOC'’s
Table of Contents. When your membership terminates,
Health Plan and Plan Providers have no further liability
or responsibility under this EOC, except as provided
under “Payments after Termination” in this “Termination
of Membership” section.

How You May Terminate Your
Membership

If you are enrolled through Covered California
Please contact Covered California or Health Plan for
information about how to terminate your membership
and the effective date of termination. You must provide
notice to Covered California or Health Plan at least 14
days prior to the date you want your coverage to end.

Page 86



If you are enrolled directly with Kaiser
Permanente

You may terminate your membership by sending written
notice, signed by the Subscriber, to the address below. If
you are a Subscriber with enrolled Dependents, we will
terminate the entire Family. You may choose to keep
your children under 21 on a child-only account. It is
important that you submit your termination notice as
soon as you know that you want to terminate your
coverage. Your membership will terminate at 11:59 p.m.
on the day we receive your notice, or the date you
indicate in your written notice to us, whichever is later.
All amounts payable related to this £EOC, including
Premiums for the period prior to your termination date,
continue to be due and payable in accord with the most
recent invoice or notice you received. If you have
questions, please call Member Services.

Kaiser Foundation Health Plan, Inc.

California Service Center

P.O. Box 23127

San Diego, CA 92193-3127

If you have Ancillary Coverage

If you have selected Ancillary Coverage provided under
any other program, that plan’s evidence of coverage
cannot be terminated without terminating coverage under
this EOC, unless the change is made during open
enrollment or a special enrollment period.

Termination Due to Loss of Eligibility

If you meet the eligibility requirements described under
“Who Is Eligible” in the “Premiums, Eligibility, and
Enrollment” section on the first day of a month, but later
in that month you no longer meet those eligibility
requirements, your membership will end at 11:59 p.m. on
the last day of that month (unless a different date is
identified under “Eligibility as a Dependent” in the
“Premiums, Eligibility, and Enrollment™ section). For
example, if you become ineligible on December 5, 2026,
your termination date is January 1, 2027, and your last
minute of coverage is at 11:59 p.m. on December 31,
2026.

Continuation of membership

If you lose eligibility as a Dependent and want to remain
a Health Plan member, you might be able to enroll in one
of our Kaiser Permanente for Individuals and Families
plans as a subscriber with a qualifying life event or
during Open Enrollment.

Go to kp.org/specialenrollment or call Member
Services to learn more. For information about plans that
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are available through Covered California, see “Covered
California” below.

Covered California

U.S. citizens or legal residents of the U.S. can buy health
care coverage from Covered California. This is
California’s health benefit exchange (“the Exchange”).
You may apply for help to pay for premiums and
copayments but only if you buy coverage through
Covered California. This financial assistance may be
available if you meet certain income guidelines. To learn
more about coverage that is available through Covered
California, visit CoveredCA.com or call Covered
California at 1-800-300-1506 (TTY users call 711).

Termination for Cause

If you intentionally commit fraud in connection with
membership, Health Plan, or a Plan Provider, we may
terminate your membership by sending written notice to
the Subscriber; termination will be effective 30 days
from the date we send the notice. Some examples of
fraud include:

e Misrepresenting eligibility information about you or a
Dependent

e Presenting an invalid prescription or physician order

e Misusing a Kaiser Permanente ID card (or letting
someone else use it)

e Giving us incorrect or incomplete material
information. For example, you have entered into a
Surrogacy Arrangement and you fail to send us the
information we require under “Surrogacy
Arrangements” under “Reductions” in the
“Exclusions, Limitations, Coordination of Benefits,
and Reductions” section

e Failing to notify us of changes in family status or
Medicare coverage that may affect your eligibility or
benefits

After your first 24 months of individuals and families
coverage, we may not terminate you for cause solely

because you gave us incorrect or incomplete material
information in your application for health coverage.

If we terminate your membership for cause, you will not
be allowed to enroll in Health Plan in the future. We may
also report criminal fraud and other illegal acts to the
authorities for prosecution.
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Termination for Nonpayment of
Premiums

If you do not pay your required Premiums by the due
date, we may terminate your membership as described in
this “Termination for Nonpayment of Premiums”
section. If you intend to terminate your membership, be
sure to notify us as described under “How You May
Terminate Your Membership” in this “Termination of
Membership” section, as you will be responsible for any
Premiums billed to you unless you let us know before the
first of the coverage month that you want us to terminate
your coverage.

If we do not receive advance payment of the
premium tax credit (“APTC”) on your behalf

Your Premium payment for the upcoming coverage
month is due on the last day of the preceding month. If
we do not receive Full Premium payment by the due
date, we will send a notice of nonreceipt of payment to
the Subscriber’s address of record. You will have a 30-
day grace period to pay the required Premiums before we
terminate this EOC for nonpayment. The notice will state
when the grace period begins and when the memberships
of the Subscriber and all Dependents will terminate if the
required Premiums are not paid. Your coverage will
continue during this grace period. If we do not receive
Full Premium payment by the end of the grace period,
we will mail a termination notice to the Subscriber’s
address of record. After termination of your membership
for nonpayment of Premiums, you are still responsible
for paying all amounts due, including Premiums for the
grace period.

If we receive APTC on your behalf

APTC is state or federal financial assistance available to
eligible subscribers when enrolling in a Covered
California health plan. If we receive APTC on your
behalf, then you are responsible for paying the portion of
the monthly Premiums that equals the Full Premiums
minus the APTC that we receive on your behalf for that
month. Your portion of the Premiums for the upcoming
coverage month is due on the last day of the preceding
month. If we do not receive your portion of the monthly
Premiums on time, we will provide a three-month grace
period.

We will send written notice stating when the grace
period begins. The notice will explain when Premiums
are due and when the memberships of the Subscriber and
all Dependents will terminate if you do not pay your
portion of all outstanding Premiums. If we do not receive
your portion of all outstanding Premiums (including any
Premiums for the grace period) by the end of the grace
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period, we may terminate your membership. After
termination of your membership for nonpayment of
Premiums, you are still responsible for paying all
amounts due, including Premiums for your first month of
unpaid coverage and any other bills owed to Kaiser
Permanente as described in the grace period notice.

Termination for Discontinuance of a
Product or all Products

We may terminate your membership if we discontinue
offering this product as permitted or required by law. If
we continue to offer other individual (nongroup)
products, we may terminate your membership under this
product by sending you written notice at least 90 days
before the termination date. You will be able to enroll in
any other product we are then offering in the individual
(nongroup) market if you meet all eligibility
requirements. Under the Affordable Care Act, individual
plan coverage is available without medical review. The
premiums and coverage under the other individual plan
may differ from those under this EOC. If we discontinue
offering all individual (nongroup) products, we may
terminate your membership by sending you written
notice at least 180 days before the termination date.

Payments after Termination

If we terminate your membership for cause or for
nonpayment, we will:

e Within 30 days, refund any amounts we owe for
Premiums you paid after the termination date

e Pay you any amounts we have determined that we
owe you for claims during your membership in
accord with the “Dispute Resolution” section

We will deduct any amounts you owe Health Plan or
Plan Providers from any payment we make to you.

Rescission of Membership

During your first 24 months of coverage, we may rescind
your membership after it becomes effective (completely
cancel your membership so that no membership ever
existed) if we determine you or anyone seeking
membership on your behalf did any of the following
before your membership became effective:

e Performed an act, practice, or omission that
constitutes fraud in connection with your enrollment
or enrollment application
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e Made an intentional misrepresentation of material fact
in connection with your enrollment or enrollment
application, such as intentionally omitting a material
fact

¢ Intentionally failed to inform us of material changes
to the information in your enrollment application

We will send written notice to the Subscriber at least 30
days before we rescind your membership, but the
rescission will completely cancel your membership so
that no membership ever existed. Our notice will explain
the basis for our decision and how you can appeal this
decision. If your coverage is rescinded, you must pay full
Charges for any Services we covered. We will refund all
applicable Premium except that we may subtract any
amounts you owe us. You will be ineligible to re-apply
for membership until the next open enrollment period.

After your first 24 months of coverage, we may not
rescind your membership if you or someone on your
behalf gave us incorrect or incomplete material
information, whether or not you or someone on your
behalf willfully intended to give us that information.

Appealing Membership Termination or
Rescission

If you believe that we have terminated or rescinded your
membership improperly, you may file a grievance to
appeal the decision. Refer to the “Grievances” in the
“Dispute Resolution” section for information on how to
file a grievance.

State Review of Membership
Termination

If you believe that we have terminated your membership
because of your ill health or your need for care, you may
request a review of the termination by the California
Department of Managed Health Care (please see
“Department of Managed Health Care Complaints” in
the “Dispute Resolution” section).

Miscellaneous Provisions

Administration of this EOC

We may adopt reasonable policies, procedures, and
interpretations to promote orderly and efficient
administration of this EOC.
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Advance Health Care Directives

The California Health Care Decision Law offers several
ways for you to control the kind of health care you will
receive if you become very ill or unconscious, including
the following:

o A Power of Attorney for Health Care lets you name
someone to make health care decisions for you when
you cannot speak for yourself. It also lets you write
down your own views on life support and other
treatments

o [ndividual health care instructions let you express
your wishes about receiving life support and other
treatment. You can express these wishes to your
doctor and have them documented in your medical
chart, or you can put them in writing and have that
included in your medical chart

For more information about Advance Health Care
Directives, refer to our website at kp.org, call Member
Services, or contact the California Attorney General's
Office.

Applications and Statements

You must complete any applications, forms, or
statements that we request in our normal course of
business or as specified in this FOC.

Assignment

You may not assign this EOC or any of the rights,
interests, claims for money due, benefits, or obligations
hereunder without our prior written consent.

Attorney and Advocate Fees and
Expenses

In any dispute between a Member and Health Plan, the
Medical Group, or Kaiser Foundation Hospitals, each
party will bear its own fees and expenses, including
attorneys’ fees, advocates’ fees, and other expenses.

Claims Review Authority

We are responsible for determining whether you are
entitled to benefits under this EOC and we have the
discretionary authority to review and evaluate claims that
arise under this EOC. We conduct this evaluation
independently by interpreting the provisions of this EOC.
We may use medical experts to help us review claims. If
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coverage under this FOC is subject to the Employee
Retirement Income Security Act (“ERISA”) claims
procedure regulation (29 CFR 2560.503-1), then we are a
“named claims fiduciary” to review claims under this
EOC.

EOC Binding on Members

By electing coverage or accepting benefits under this

EOC, all Members legally capable of contracting, and
the legal representatives of all Members incapable of

contracting, agree to all provisions of this EOC.

Governing Law

Except as preempted by federal law, this EOC will be
governed in accord with California law and any
provision that is required to be in this EOC by state or
federal law shall bind Members and Health Plan whether
or not set forth in this EOC.

Member Rights and Responsibilities

As a Member, you have a right to:

e Receive information about your rights and
responsibilities.

e Receive information about your health plan, the
services your health plan offers you, and the Health
Care Providers available to care for you.

e Make recommendations regarding the health plan’s
member rights and responsibilities policy.

e Receive information about all health care services
available to you, including a clear explanation of how
to obtain them and whether the health plan may
impose certain limitations on those services.

o Know the costs for your care, and whether your
deductible or out-of-pocket maximum have been met.

e Choose a Health Care Provider in your health plan’s
network, and change to another doctor in your health
plan’s network if you are not satisfied.

e Receive timely and geographically accessible health
care.

e Have a timely appointment with a Health Care
Provider in your health plan's network, including one
with a specialist.

e Have an appointment with a Health Care Provider
outside of your health plan’s network when your
health plan cannot provide timely access to care with
an in-network Health Care Provider.
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Certain accommodations for your disability,

including:

¢ equal access to medical services, which includes
accessible examination rooms and medical
equipment at a Health Care Provider’s office or
facility.

¢ full and equal access, as other members of the
public, to medical facilities.

extra time for visits if you need it.

taking your service animal into exam rooms with
you.

Purchase health insurance or determine Medi-Cal
eligibility through the California Health Benefit
Exchange, Covered California.

Receive considerate and courteous care and be treated
with respect and dignity.

Receive culturally competent care, including but not
limited to:

¢ Trans-Inclusive Health Care, which includes all
Medically Necessary services to treat gender
dysphoria or intersex conditions.

¢ to be addressed by your preferred name and
pronoun.

Receive from your Health Care Provider, upon
request, all appropriate information regarding your
health problem or medical condition, treatment plan,
and any proposed appropriate or Medically Necessary
treatment alternatives. This information includes
available expected outcomes information, regardless
of cost or benefit coverage, so you can make an
informed decision before you receive treatment.

Participate with your Health Care Providers in
making decisions about your health care, including
giving informed consent when you receive treatment.
To the extent permitted by law, you also have the
right to refuse treatment.

A discussion of appropriate or Medically Necessary
treatment options for your condition, regardless of
cost or benefit coverage.

Receive health care coverage even if you have a pre-
existing condition.

Receive Medically Necessary Treatment of a Mental
Health or Substance Use Disorder.

Receive certain preventive health services, including
many without a co-pay, co-insurance, or deductible.

Have no annual or lifetime dollar limits on basic
health care services.

Keep eligible dependent(s) on your health plan.
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Be notified of an unreasonable rate increase or
change, as applicable.

Protection from illegal balance billing by a Health
Care Provider.

Request from your health plan a second opinion by an
Appropriately Qualified Health Care Professional.

Expect your health plan to keep your personal health
information private by following its privacy policies,
and state and federal laws.

Ask most Health Care Providers for information
regarding who has received your personal health
information.

Ask your health plan or your doctor to contact you
only in certain ways or at certain locations.

Have your medical information related to sensitive
services protected.

Get a copy of your records and add your own notes.
You may ask your doctor or health plan to change
information about you in your medical records if it is
not correct or complete. Your doctor or health plan
may deny your request. If this happens, you may add
a statement to your file explaining the information.

Have an interpreter who speaks your language at all
points of contact when you receive health care
services.

Have an interpreter provided at no cost to you.

Receive written materials in your preferred language
where required by law.

Have health information provided in a usable format
if you are blind, deaf, or have low vision.

Request continuity of care if your Health Care
Provider or medical group leaves your health plan or
you are a new health plan member.

Have an Advance Health Care Directive.

Be fully informed about your health plan’s grievances
procedure and understand how to use it without fear
of interruption to your health care.

File a complaint, grievance, or appeal in your
preferred language about:

¢ your health plan or Health Care Provider.

4 any care you receive, or access to care you seek.

¢ any covered service or benefit decision that your
health plan makes.
any improper charges or bills for care.
any allegations of discrimination on the basis of
gender identity or gender expression, or for
improper denials, delays, or modifications of

Trans-Inclusive Health Care, including Medically
Necessary services to treat gender dysphoria or
intersex conditions.

¢ not meeting your language needs.

Know why your health plan denies a service or
treatment.

Contact the Department of Managed Health Care if
you are having difficulty accessing health care
services or have questions about your health plan.

To ask for an Independent Medical Review if your
health plan denied, modified, or delayed a health care
service.

As a Member, you have the responsibility to:

Treat all Health Care Providers, Health Care Provider
staff, and health plan staff with respect and dignity.

Share the information needed with your health plan
and Health Care Providers, to the extent possible, to
help you get appropriate care.

Participate in developing mutually agreed-upon
treatment goals with your Health Care Providers and
follow the treatment plans and instructions to the
degree possible.

To the extent possible, keep all scheduled
appointments, and call your Health Care Provider if
you may be late or need to cancel.

Refrain from submitting false, fraudulent, or
misleading claims or information to your health plan
or Health Care Providers.

Notify your health plan if you have any changes to
your name, address, or family members covered
under your health plan.

Timely pay any premiums, copayments, and charges
for non-covered services.

Notify your health plan as soon as reasonably
possible if you are billed inappropriately.

No Waiver

Our failure to enforce any provision of this EOC will not
constitute a waiver of that or any other provision, or
impair our right thereafter to require your strict
performance of any provision.

Notices Regarding Your Coverage

If enrolled through Health Plan

Our notices to you will be sent to the most recent address
we have for the Subscriber, except that if the Subscriber
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has chosen to receive these membership agreement and
evidence of coverage documents online we will notify
the Subscriber at the most recent email address we have
for the Subscriber when notices related to amendment of
this £OC are posted on our website at kp.org. The
Subscriber is responsible for notifying us of any change
in address. Subscribers who move (or change their email
address if the Subscriber has chosen to receive these
membership agreement and evidence of coverage
documents on our website) should call Member Services
as soon as possible to give us their new address. If a
Member does not reside with the Subscriber, or needs to
have confidential information sent to an address other
than the Subscriber’s address, they should call Member
Services to discuss alternate delivery options.

If enrolled through Covered California

Covered California’s notices to you will be sent to the
most recent address Covered California has for the
Subscriber. The Subscriber is responsible for notifying
Covered California of any change in address. Subscribers
who move should call Covered California as soon as
possible to update their address. If a Member does not
reside with the Subscriber, or needs to have confidential
information sent to an address other than the
Subscriber’s address, they should contact Covered
California to discuss alternate delivery options.

Overpayment Recovery

We may recover any overpayment we make for Services
from anyone who receives such an overpayment or from
any person or organization obligated to pay for the
Services.

Privacy Practices

Kaiser Permanente will protect the privacy of
your protected health information. We also
require contracting providers to protect your
protected health information. Your protected
health information is individually-identifiable
information (oral, written, or electronic) about
your health, health care services you receive, or
payment for your health care. You may
generally see and receive copies of your
protected health information, correct or update
your protected health information, and ask us
for an accounting of certain disclosures of your
protected health information.
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You can request delivery of confidential
communication to a location other than your
usual address or by a means of delivery other
than the usual means. You may request
confidential communication by completing a
confidential communication request form,
which is available on kp.org under “Request
for confidential communications forms.” Your
request for confidential communication will be
valid until you submit a revocation or a new
request for confidential communication. If you
have questions, please call Member Services.

We may use or disclose your protected health
information for treatment, health research,
payment, and health care operations purposes,
such as measuring the quality of Services. We
are sometimes required by law to give
protected health information to others, such as
government agencies or in judicial actions.

We will not use or disclose your protected
health information for any other purpose
without your (or your representative’s) written
authorization, except as described in our Notice
of Privacy Practices (see below). Giving us
authorization is at your discretion.

This is only a brief summary of some of our
key privacy practices. OUR NOTICE OF
PRIVACY PRACTICES, WHICH PROVIDES
ADDITIONAL INFORMATION ABOUT
OUR PRIVACY PRACTICES AND YOUR
RIGHTS REGARDING YOUR PROTECTED
HEALTH INFORMATION, IS AVAILABLE
AND WILL BE FURNISHED TO YOU
UPON REQUEST. To request a copy, please
call Member Services. You can also find the
notice at a Plan Facility or on our website at

kp.org.

Public Policy Participation

The Kaiser Foundation Health Plan, Inc., Board of
Directors establishes public policy for Health Plan. A list
of the Board of Directors is available on our website at
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about.kp.org or from Member Services. If you would
like to provide input about Health Plan public policy for
consideration by the Board, please send written
comments to:

Kaiser Foundation Health Plan, Inc.

Office of Board and Corporate Governance Services
One Kaiser Plaza, 19th Floor

Oakland, CA 94612

Helpful Information

How to Obtain this EOC in Other
Formats

You can request a copy of this FOC in an alternate
format (Braille, audio, electronic text file, or large print)
by calling Member Services.

Provider Directory

Refer to the Provider Directory for your Service Area for
the following information:

o A list of Plan Physicians

o The location of Plan Facilities and the types of
covered Services that are available from each facility

e Hours of operation

e Appointments and advice phone numbers

This directory is available on our website at kp.org. To
obtain a printed copy, call Member Services. The
directory is updated periodically. The availability of Plan
Physicians and Plan Facilities may change. If you have
questions, please call Member Services.

Online Tools and Resources

Here are some tools and resources available on our
website at kp.org:

e How to use our Services and make appointments

e Tools you can use to email your doctor’s office, view
test results, refill prescriptions, and schedule routine
appointments

e Health education resources
e Preventive care guidelines

e Member rights and responsibilities
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You can also access tools and resources using the KP
app on your smartphone or other mobile device.

Document Delivery Preferences

Many Health Plan documents are available
electronically, such as bills, statements, and notices. If
you prefer to get documents in electronic format, go to
kp.org or call Member Services. You can change
delivery preference at any time. To get a copy of a
specific Heath Plan document in printed format, call
Member Services.

How to Reach Us

Appointments

If you need to make an appointment, please call us or
visit our website:

Call The appointment phone number at a Plan
Facility (for phone numbers, refer to our
Provider Directory or call Member Services)

Website kp.org for routine (non-urgent) appointments
with your personal Plan Physician or another
Primary Care Physician

Not sure what kind of care you need?

If you need advice on whether to get medical care, or
how and when to get care, we have licensed health care
professionals available to assist you by phone 24 hours a
day, seven days a week:

Call The appointment or advice phone number at a
Plan Facility (for phone numbers, refer to our
Provider Directory or call Member Services)

Member Services

If you have questions or concerns about your coverage,
how to obtain Services, or the facilities where you can
receive care, you can reach us in the following ways:

Call 1-800-464-4000 (English and more than 150
languages using interpreter services)
1-800-788-0616 (Spanish)
1-800-757-7585 (Chinese dialects)

TTY users call 711

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

Visit Member Services office at a Plan Facility (for
addresses, refer to our Provider Directory or
call Member Services)
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Write Member Services office at a Plan Facility (for
addresses, refer to our Provider Directory or
call Member Services)

Website kp.org

If you have questions about enrollment or eligibility in
coverage offered by Covered California, please contact
Covered California directly. Refer to “How to Reach
Covered California” below in this “Helpful Information’
section.

i}

Estimates, bills, and statements

For the following concerns, please call us at the number
below:

o Ifyou have questions about a bill

e To find out how much you have paid toward your
Plan Deductible (if applicable) or Plan Out-of-Pocket
Maximum

e To get an estimate of Charges for Services that are
subject to the Plan Deductible (if applicable)

Call 1-800-390-3507 (TTY users call 711)
Monday through Friday 6 a.m. to 5 p.m.
Website kp.org

Away from Home Travel Line

If you have questions about your coverage when you are
away from home:

Call 1-951-268-3900

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

Website kp.org/travel

Authorization for Post-Stabilization Care

To request prior authorization for Post-Stabilization Care
as described under “Emergency Services” in the “How to
Obtain Services” section:

Call 1-800-225-8883 or the notification phone
number on your Kaiser Permanente ID card
(TTY users call 711)

24 hours a day, seven days a week

Help with claim forms for Emergency Services
and Care, Post-Stabilization Care, Out-of-Area
Urgent Care, emergency ambulance Services,
COVID-19 Services, Plan Doula services, and
human milk

If you need a claim form to request payment or
reimbursement for Services described under “Emergency
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Services and Urgent Care” or “Ambulance Services” in
the “Benefits” section, or COVID-19 Services under
“Outpatient Imaging, Laboratory, and Other Diagnostic
and Treatment Services,” “Outpatient Pharmacy
Services,” and “Preventive Services” in the “Benefits”
section, or if you need help completing the form, you can
reach us by calling or by visiting our website.

Call 1-800-464-4000 (TTY users call 711)

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

Website kp.org

Submitting claims for Emergency Services and
Care, Post-Stabilization Care, Out-of-Area
Urgent Care, emergency ambulance Services,
COVID-19 Services, Plan Doula services, and
human milk

If you need to submit a completed claim form for
Services described under “Emergency Services and
Urgent Care” or “Ambulance Services” in the “Benefits”
section, or COVID-19 Services under “Outpatient
Imaging, Laboratory, and Other Diagnostic and
Treatment Services,” “Outpatient Pharmacy Services,”
and “Preventive Services” in the “Benefits” section, or if
you need to submit other information that we request
about your claim, send it to our Claims Department:

Write For Northern California Service Area
Members:

Kaiser Permanente

Claims Administration - NCAL
P.O. Box 12923

Oakland, CA 94604-2923

For Southern California Service Area
Members:

Kaiser Permanente

Claims Administration - SCAL
P.O. Box 7004

Downey, CA 90242-7004

Text telephone access (“TTY”)

If you use a text telephone device (“TTY,” also known as
“TDD”) to communicate by phone, you can use the
California Relay Service by calling 711.

Interpreter services

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

How to Reach Covered California

If you have questions about enrollment or eligibility in
coverage offered by Covered California, please visit
Covered California’s website or call the Covered
California Service Center:

Call 1-800-300-1506
1-888-889-4500 (TTY)

Website CoveredCA.com

Payment Responsibility

This “Payment Responsibility” section briefly explains
who is responsible for payments related to the health care
coverage described in this FOC. Payment responsibility
is more fully described in other sections of the £FOC as
described below:

e The Subscriber is responsible for paying Premiums
(refer to “Premiums” in the “Premiums, Eligibility,
and Enrollment” section)

e You are responsible for paying your Cost Share for
covered Services (refer to the “Cost Share Summary”
section)

e Ifyou receive Emergency Services and Care, Post-
Stabilization Care, Out-of-Area Urgent Care, or
COVID-19 Services from a Non—Plan Provider, or if
you receive emergency ambulance Services, you must
pay the provider and file a claim for reimbursement
unless the provider agrees to bill us (refer to
“Emergency Services and Urgent Care” in the
“Benefits” section)

o Ifyou receive Services from Non—Plan Providers that
we did not authorize (other than Emergency Services
and Care, Post-Stabilization Care, Out-of-Area
Urgent Care, emergency ambulance Services, or
COVID-19 Services) and you want us to pay for the
care, you must submit a grievance (refer to
“Grievances” in the “Dispute Resolution” section)

e If you have Medicare, we will coordinate benefits
with the other coverage (refer to “Coordination of
Benefits” in the “Exclusions, Limitations,
Coordination of Benefits, and Reductions” section)

e In some situations, you or another party may be
responsible for reimbursing us for covered Services
(refer to “Reductions” in the “Exclusions,
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Limitations, Coordination of Benefits, and
Reductions” section)

* You must pay the full price for noncovered Services
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Pediatric Dental Services Amendment

We cover certain dental services for Eligible Pediatric Enrollees through Delta Dental of California (“Delta Dental”). Please
read the following information so that you will know how to obtain dental services. You must obtain dental Benefits from
(or be referred for Specialist Services by) your assigned Contract Dentist.

ADDITIONAL INFORMATION ABOUT YOUR PEDIATRIC DENTAL BENEFITS IS AVAILABLE BY CALLING
THE DELTA DENTAL CUSTOMER CARE AT 800-589-4618, 5 A.M. - 6 P.M., PACIFIC TIME, MONDAY THROUGH
FRIDAY.

Delta Dental
P.O. Box 1803
Alpharetta, GA 30023-1803

IMPORTANT: If you opt to receive dental services that are not covered Benefits under this Program, a Contract Dentist
may charge you their usual and customary rate for those services. Prior to providing a patient with dental services that are
not a covered Benefit, the Dentist should provide to the patient a treatment plan that includes each anticipated service to be
provided and the estimated cost of each service. If you would like more information about dental coverage options, you may
call Delta Dental Customer Care at 800-589-4618. To fully understand your coverage, you may wish to carefully review this
Amendment.
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Introduction

This document amends your Kaiser Foundation Health Plan, Inc. (Health Plan) EOC to add coverage for pediatric dental
services as described in this Pediatric Dental Services Amendment (“Amendment”). All provisions of the EOC apply to
coverage described in this document except for the following sections:

e “How to Obtain Services” (except that the completion of services information in the “Contracts with Plan Providers”
section does apply to coverage described in this document)

e “Plan Facilities”

e “Emergency Services and Urgent Care”

e “Benefits,” except that the information under “Plan Out-of-Pocket Maximum” in the “Benefits” section does apply
e “Post-Service Claims and Appeals”

e “Dispute Resolution”
These pediatric dental Benefits are for Eligible Pediatric Enrollees.

The DeltaCare USA Program provides essential pediatric dental care benefits. Benefits are accessed through the DeltaCare
USA Individual Network, a convenient network of Contract Dentists and established dental professionals, who are screened
to ensure that standards of quality, access and safety are maintained.

Health Plan contracts with Delta Dental to make the DeltaCare USA Program and its DeltaCare USA Individual Network
available to you. You are assigned a Contract Dentist from the DeltaCare USA Individual Network. You can obtain covered
Benefits from your assigned Contract Dentist without a referral from a Plan Physician. When you visit your assigned
Contract Dentist your Cost Share is due, and you pay only the applicable Cost Share of Benefits up to the Plan Out-of-
Pocket Maximum. See the “Cost Share Summary” section of your EOC for information about your Plan Out-of-Pocket
Maximum.

Definitions

In addition to the terms defined in the “Definitions” section of your Health Plan £OC the following terms, when capitalized
and used in any part of this Amendment have the following meanings:

Authorization means the process by which Delta Dental determines if a procedure or treatment is a referable Benefit under
this Program.

Benefits mean those covered pediatric dental Services provided as described in this Amendment.

Contract Dentist means a DeltaCare USA Dentist who provides services in general dentistry and who has agreed to provide
Benefits to Enrollees under this Program.

Contract Orthodontist means a DeltaCare USA Dentist who specializes in orthodontics and who has agreed to provide
Benefits to Enrollees under this Program, which covers Medically Necessary orthodontics. Enrollees must obtain a referral
from their Contract Dentist to obtain services from a Contract Orthodontist.

Contract Specialist means a DeltaCare USA Dentist who provides Specialist Services and who has agreed to provide
Benefits to Enrollees under this Program. Enrollees must obtain a referral from their Contract Dentist to obtain services from
a Contract Specialist.

Delta Dental Service Area means all geographic areas in the state of California in which Delta Dental is licensed as a
specialized health care service plan.

Dentist means a duly licensed dentist legally entitled to practice dentistry at the time and in the state or jurisdiction in which
services are performed.

Department of Managed Health Care is a department of the California Health and Human Services Agency which has
charge of regulating specialized health care service plans. Also referred to as the “Department” or “DMHC.”
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Eligible Pediatric Enrollee means a person eligible for dental Benefits under this Amendment. Eligible Pediatric Enrollees
are children from birth through the end of the month in which the child turns 19 who meet the eligibility requirements in
your Health Plan EOC.

Emergency Dental Condition means dental symptoms and/or pain that are so severe that a reasonable person would believe
that, without immediate attention by a Dentist, they could reasonably be expected to result in any of the following:

e placing the patient’s health in serious jeopardy
e serious impairment to bodily functions

e serious dysfunction of any bodily organ or part
e death

Emergency Dental Service means a dental screening, examination and evaluation by a Dentist, or, to the extent permitted
by applicable law, by other appropriate licensed persons under the supervision of a Dentist, to determine if an Emergency
Dental Condition exists and, if it does, the care, treatment, and surgery, if within the scope of that person’s license, necessary
to relieve or eliminate the Emergency Dental Condition, within the capability of the facility.

Optional means any alternative procedure presented by the Contract Dentist that satisfies the same dental need as a covered
procedure but is chosen by the Enrollee and is subject to the limitations and exclusions described in the Schedules attached
to this Amendment.

Out-of-Network means treatment by a Dentist who has not signed an agreement with Delta Dental to provide Benefits to
Enrollees under the terms of this Amendment.

Pediatric Enrollee means an Eligible Pediatric Enrollee enrolled to receive Benefits; may also be referred to as “Enrollee.”

Procedure Code means the Current Dental Terminology® (“CDT”) number assigned to a Single Procedure by the American
Dental Association.

Program means the set of pediatric dental Benefits provided under this Amendment to your EOC.
Single Procedure means a dental procedure that is assigned a separate Procedure Code.

Special Health Care Need means a physical or mental impairment, limitation or condition that substantially interferes with
an Enrollee’s ability to obtain Benefits. Examples of such a Special Health Care Need are: 1) the Enrollee’s inability to obtain
access to the assigned Contract Dentist facility because of a physical disability, and 2) the Enrollee’s inability to comply with
their Contract Dentist’s instructions during examination or treatment because of physical disability or mental incapacity.

Specialist Service means services performed by a Dentist who specializes in the practice of oral surgery, endodontics,
periodontics, orthodontics (if Medically Necessary) or pediatric dentistry. Specialist Services must be authorized by Delta
Dental.

Teledentistry means the delivery of dental services through telehealth or telecommunications that may include the use of
real-time encounter; live video (synchronous) or information stored and forwarded for subsequent review (asynchronous).

Treatment in Progress means any Single Procedure that has been started while the Pediatric Enrollee was eligible to receive
Benefits, and for which multiple appointments are necessary to complete the procedure, whether or not the Enrollee continues
to be eligible for Benefits under this Program. Examples include: teeth that have been prepared for crowns, root canals where
a working length has been established, full or partial dentures for which an impression has been taken and orthodontics when
bands have been placed and tooth movement has begun.

Urgent Dental Services means Medically Necessary Services for a condition that requires prompt dental attention but is not
an Emergency Dental Condition.

How to Obtain Pediatric Dental Services

Upon enrollment, the Enrollee will be assigned to a Contract Dentist facility. The Enrollee may request changes to their
assigned Contract Dentist facility by contacting Delta Dental Customer Care at 800-589-4618. A list of Contract Dentists is
available to all Enrollees at deltadentalins.com. Enrollees in the same family may collectively select no more than three
Contract Dentist facilities. The change must be requested prior to the 15" of the month to become effective on the first day
of the following month.
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Delta Dental will provide you written notice of assignment to another Contract Dentist facility near the Enrollee’s home if:
1) a requested facility is closed to further enrollment, 2) a chosen Contract Dentist withdraws from the DeltaCare USA
Individual Network, or 3) an assigned facility requests, for good cause, that the Enrollee be re-assigned to another Contract
Dentist facility.

All Treatment in Progress must be completed before you change to another Contract Dentist facility. EACH ENROLLEE
MUST GO TO THEIR ASSIGNED CONTRACT DENTIST TO OBTAIN COVERED SERVICES.

All covered services must be performed at the Enrollee’s assigned Contract Dentist facility. Specialist Services obtained
from a Contract Orthodontist or Contract Specialist must be referred by the Enrollee’s Contact Dentist. With the exception
of Emergency Dental Services, Urgent Dental Services, and authorized Specialist Services, this Program does not pay for
services received by Out-of-Network Dentists. All authorized Specialist Service claims will be paid by Delta Dental, less
any applicable Cost Share. Any other treatment is not covered under this Program.

A Contract Dentist may provide services either personally, or through associated Dentists, or the other technicians or
hygienists who may lawfully perform the services. If an Enrollee is assigned to a dental school clinic for Specialist
Services, those services may be provided by a Dentist, a dental student, a clinician or a dental instructor.

If your assigned Contract Dentist terminates participation in the DeltaCare USA Individual Network, that Contract Dentist
will complete all Treatment in Progress. If, for any reason, the Contract Dentist is unable to complete treatment, Delta

Dental will make reasonable and appropriate provisions for the completion of such treatment by another Contract Dentist.

Delta Dental will give you reasonable advance written notice if you will be materially or adversely affected by the
termination, breach of contract, or inability of a Contract Dentist to perform services.

Benefits, Limitations and Exclusions

This Program provides the Benefits described in Schedule A subject to the limitations and exclusions described in Schedule
B. With the exception of Emergency Dental Services, Urgent Dental Services, and authorized Specialist Services, Benefits
are only available in the state of California. The services are performed as deemed appropriate by your assigned Contract
Dentist.

Continuity of Care

If you are a current Enrollee, you may have the right to obtain completion of care with your terminated Contract Dentist for
specified dental conditions. If you are a new Enrollee, you may have the right to completion of care with your Out-of-Network
Dentist for specified dental conditions. You must make a specific request for this completion of care Benefit. To make a
request, contact Delta Dental’s Customer Care at 800-589-4618. You may also contact us to request a copy of Delta Dental’s
Continuity of Care Policy. Delta Dental is not required to continue care with the Dentist if you are not eligible under this
Program or if Delta Dental cannot reach agreement with the Out-of-Network Dentist or the terminated Contract Dentist on
the terms regarding Enrollee care in accordance with California law.

Emergency Dental Services

Emergency Dental Services are used for palliative relief, controlling of dental pain, and/or stabilizing the Enrollee’s
condition. The Enrollee’s assigned Contract Dentist facility maintains a 24-hour emergency dental services system, 7 days a
week. If the Enrollee is experiencing an Emergency Dental Condition, they can call 911 (where available) or obtain
Emergency Dental Services from any Dentist without a referral.

After Emergency Dental Services are provided, further non-emergency treatment is usually needed. Non-emergency
treatment must be obtained at the Enrollee’s assigned Contract Dentist facility.
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The Enrollee is responsible for any Cost Share for Emergency Dental Services received. Non-covered procedures will be
the Enrollee’s financial responsibility and will not be paid by this Program.

Urgent Dental Services

Inside the Delta Dental Service Area

An Urgent Dental Service requires prompt dental attention but it is not an Emergency Dental Condition. If an Enrollee
thinks that they may need Urgent Dental Services, the Enrollee can call their Contract Dentist during normal business hours
or after hours.

Outside the Delta Dental Service Area

If an Enrollee needs Urgent Dental Services due to an unforeseen dental condition or injury, this Program covers Medically
Necessary dental Services when prompt attention is required from an Out-of-Network Dentist, if all of the following are
true:

e The Enrollee receives the Urgent Dental Services from an Out-of-Network Dentist while temporarily outside the Delta
Dental Service Area

e A reasonable person would have believed that the Enrollee’s health would seriously deteriorate if they delayed treatment
until they returned to the Delta Dental Service Area

Enrollees do not need prior Authorization from Delta Dental to receive Urgent Dental Services outside the Delta Dental
Service Area. Any Urgent Dental Services an Enrollee receives from Out-of-Network Dentists outside the Delta Dental
Service Area are covered by this Program if the Benefits would have been covered if the Enrollee had received them from
Contract Dentists.

We do not cover follow-up care from Out-of-Network Dentists after the Enrollee no longer needs Urgent Dental Services.
To obtain follow-up care from a Contract Dentist, the Enrollee can call their assigned Contract Dentist.

The Enrollee is responsible for any Cost Share for Urgent Dental Services received.

Timely Access to Care

Contract Dentists, Contract Orthodontists and Contract Specialists have agreed waiting times to Enrollees for appointments
for care which will never be greater than the following timeframes:

o for emergency care, 24 hours a day, 7 days a week

o for any urgent care, 72 hours for appointments consistent with the Enrollee’s individual needs

o for any non-urgent care, 36 business days

o for any preventive services, 40 business days

During non-business hours, the Enrollee will have access to their Contract Dentist’s answering machine, answering service,
cell phone or pager for guidance on what to do and whom to contact for Urgent Dental Services or if the Enrollee is calling

due to an Emergency Dental Condition including while outside the Delta Dental Service Area.

If the Enrollee calls Delta Dental’s Customer Care, a representative will answer the phone within 10 minutes during normal
business hours.

Lanquage Assistance Services

Delta Dental offers qualified interpretation services to limited-English proficient Enrollees at no cost to the Enrollee, at all
points of contact, in any modern language including when an Enrollee is accompanied by a family member or friend who can
provide language interpretation services.
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If you need language interpretation services, materials translated into your preferred language or into an alternative format,
please call Delta Dental Customer Care at 800-589-4618 (TTY: 711). You may also visit the provider directory on our
website which includes self-reported languages by DeltaCare USA Dentists.

Specialist Services

Specialist Services for oral surgery, endodontics, orthodontics, periodontics or pediatric dentistry must be: 1) referred by
your assigned Contract Dentist, and 2) authorized by Delta Dental. You pay the specified Cost Share. (Refer to Schedule A,
Description of Benefits and Cost Share for Pediatric Enrollees and Schedule B, Limitations and Exclusions of Benefits.)

If the services of a Contract Orthodontist are needed, please refer to Orthodontics in Schedule A, Description of Benefits
and Cost Share for Pediatric Enrollees and Schedule B, Limitations and Exclusions of Benefits to determine which
procedures are covered under this Program.

If you require Specialist Services and a Contract Specialist or Contract Orthodontist is not within 35 miles of your home
address to provide these services, your assigned Contract Dentist must receive Authorization from Delta Dental to refer you
to an Out-of-Network specialist or Out-of-Network orthodontist to provide these Specialist Services. Specialist Services
performed by an Out-of-Network specialist or Out-of-Network orthodontist that are not authorized by Delta Dental will not
be covered.

Claims for Reimbursement

Claims for covered Emergency Dental Services, Urgent Dental Services, and authorized Specialist Services should be sent
to Delta Dental within 90 days of the end of treatment. Valid claims received after the 90-day period will be reviewed if
you can show that it was not reasonably possible to submit the claim within that time. All claims must be received within
one (1) year of the treatment date. The address for claims submission is: Delta Dental, Claims Department, P.O. Box 1810,
Alpharetta, GA 30023-1810.

Cost Share and Other Charges

You are required to pay any Cost Share listed in Schedule A. Your Cost Share is paid directly to the Dentist who provides
treatment. Charges for visits after normal visiting hours are listed in Schedule A.

In the event that Delta Dental fails to pay a Contract Dentist, you will not be liable to that Dentist for any sums owed by
Delta Dental. By statute, the DeltaCare USA Dentist agreement contains a provision prohibiting a Contract Dentist from
charging an Enrollee for any sums owed by Delta Dental. Except for the provisions in the “Emergency Dental Services”
section, if you have not received Authorization for treatment from an Out-of-Network Dentist and we fail to pay that Out-
of-Network Dentist, you may be liable to that Dentist for the cost of services. For further clarification, see the “Emergency
Dental Services” and “Specialist Services” sections.

Second Opinion

You may request a second opinion if you disagree with or question the diagnosis and/or treatment plan determination made
by your Contract Dentist. You may also be requested to obtain a second opinion to verify the necessity and appropriateness
of dental treatment or the application of Benefits.

Second opinions will be rendered by a licensed Dentist in a timely manner, appropriate to the nature of the Enrollee’s
condition. Requests involving an imminent and serious threat to the Enrollee’s health, including, but not limited to, the
potential loss of life, limb, or other major bodily function, or a lack of timeliness that would be detrimental to the Enrollee’s
ability to regain maximum function, will be expedited (Authorization approved or denied within 72 hours of receipt of the
request, whenever possible). For assistance or additional information regarding the procedures and timeframes for second
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opinion Authorizations, contact the Delta Dental Customer Care at 800-589-4618 or write to Delta Dental at P.O. Box
1810, Alpharetta, GA 30023.

Second opinions will be provided at another Contract Dentist’s facility, unless otherwise authorized by Delta Dental. A
second opinion by an Out-of-Network Dentist will be authorized if an appropriately qualified Contract Dentist is not
available. Only second opinions which have been approved or authorized by Delta Dental will be paid. You will be sent a
written notification if your request for a second opinion is not authorized. If you disagree with this determination, you may
file a grievance with Delta Dental. Refer to the “Enrollee Complaint Procedure” section for more information.

Special Health Care Needs

If an Enrollee believes they have a Special Health Care Need, the Enrollee should contact Delta Dental’s Customer Care at
800-589-4618. Delta Dental will confirm that a Special Health Care Need exists and what arrangements can be made to
assist the Enrollee in obtaining such Benefits.

Delta Dental will not be responsible for the failure of any Contract Dentist to comply with any law or regulation concerning
structural office requirements that apply to a Dentist treating persons with Special Health Care Needs.

Facility Accessibility

Many facilities provide Delta Dental with information about special features of their offices, including accessibility
information for patients with mobility impairments. To obtain information regarding facility accessibility, contact Delta
Dental’s Customer Care at 800-589-4618.

Dentist Compensation

A Contract Dentist is compensated by Delta Dental through monthly capitation (an amount based on the number of
Enrollees assigned to the Contract Dentist), and by Enrollees through required Cost Share for treatment received. A
Contract Specialist is compensated by Delta Dental through an agreed-upon amount for each covered procedure, less the
applicable Cost Share paid by the Enrollee. In no event does Delta Dental pay a Contract Dentist or a Contract Specialist
any incentive as an inducement to deny, reduce, limit or delay any appropriate treatment.

You may obtain further information concerning Dentist compensation by calling Delta Dental at 800-589-4618.

Processing Policies

The dental care guidelines for this Program explain to Contract Dentists what services are covered under this Amendment.
Contract Dentists, Contract Orthodontists, and Contract Specialists will use their professional judgment to determine which
services are appropriate for the Enrollee. Services performed by the Contract Dentist, Contract Orthodontist, and Contract
Specialist that fall under the scope of Benefits of this Program are provided, subject to any Cost Share. If a Contract Dentist
believes that an Enrollee should seek treatment from a specialist, the Contract Dentist contacts Delta Dental for a
determination of whether the proposed treatment is a covered Benefit. Delta Dental will also determine whether the
proposed treatment requires treatment by a Contract Specialist. An Enrollee may contact Delta Dental’s Customer Care at
800-589-4618 for information about this Program’s dental care guidelines.

Teledentistry Services

Teledentistry services are when a Dentist delivers dental services through telehealth or telecommunications to diagnose
dental issues, offer dental care advice or determine appropriate dental treatment. It can be a convenient alternative option to
an in-person dental appointment.
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There are two types of Teledentistry services:
o Synchronous is real-time interaction such as a video call with Your Contract Dentist

e Asynchronous is when a video or photo of Your dental issue is sent to Your Contract Dentist and a reply is sent later

Delta Dental covers Teledentistry services at the diagnostic oral evaluation cost share amount shown in Schedule A, subject
to the limitations and exclusions in Schedule B. A Teledentistry appointment is covered on the same basis and to the same
extent that the Benefit is covered through in-person diagnosis, consultation or treatment and is inclusive in the overall
patient management care and not a separately payable service.

Please note that not all Contract Dentists offer Teledentistry services and that not all dental conditions can be treated
through Teledentistry visits. Delta Dental recommends that the Enrollee contact their Contract Dentist and Delta Dental

Customer Care for additional information.

If the Enrollee is experiencing a life-threatening emergency, they should immediately call 911.

Coordination of Benefits

Coordination of benefits means the method by which we pay for dental Benefits when you are covered by another dental
plan. The dental Benefits under this Amendment will be primary to any other dental coverage purchased by the Enrollee.
This means the dental provider will send any dental claims to Delta Dental first for payment under the dental Benefits
covered in this Amendment.

Enrollee Complaint Procedure

Complaints regarding dental services:

Delta Dental or the Administrator shall provide notification if any dental services or claims are denied, in whole or in part,
stating the specific reason or reasons for the denial. If you have a complaint regarding the denial of dental services or
claims, the policies, procedures or operations of Delta Dental or the Administrator or the quality of dental services
performed by a Contract Dentist, you may call Delta Dental’s Customer Care at 800-589-4618 (TTY: 711), complete and
submit a DeltaCare USA Enrollee Grievance Form online or mail the complaint to:

Delta Dental of California
Quality Management Department
P.O. Box 1860
Alpharetta, GA 30023-1860

Written communication must include: 1) the Pediatric Enrollee’s name, address, telephone number and ID number and 2)
the Dentist’s name and facility location.

“Grievance” means a written or oral expression of dissatisfaction regarding Delta Dental and/or your dental provider,
including quality of care concerns, and shall include a complaint, dispute, request for reconsideration or appeal made by
Pediatric Enrollee or the Enrollee’s representative. Where Delta Dental is unable to distinguish between a grievance and an
inquiry, it shall be considered a grievance.

“Complaint” is the same as “grievance.”

“Complainant” is the same as “grievant” and means the person who filed the grievance including the Enrollee, a
representative designated by the Enrollee, or other individual with authority to act on behalf of the Enrollee.

Within five calendar days of the receipt of any complaint, the quality management coordinator will forward to you a written
acknowledgment of the complaint which will include the date of receipt and contact information. Certain complaints may
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require that you be referred to a Dentist for clinical evaluation of the dental services provided. We will forward to you a
determination, in writing, within 30 calendar days of receipt of a complaint. If the complaint involves an Emergency Dental
Condition, Delta Dental will provide the Enrollee written notification regarding the disposition or pending status of the
grievance within three days.

The Department is responsible for regulating health care service plans. If you have a grievance against Delta Dental, you
should first telephone Delta Dental at 1-800-589-4618 and use Delta Dental’s grievance process above before contacting
the Department. Utilizing this grievance procedure does not prohibit any potential legal rights or remedies that may be
available to you. If you need help with a grievance involving an Emergency Dental Condition, a grievance that has not been
satisfactorily resolved by Delta Dental, or a grievance that has remained unresolved for more than 30 days, you may call the
Department for assistance.

Complaints involving an adverse benefit determination:

For complaints involving an adverse benefit determination (e.g. a denial, modification or termination of a requested benefit
or claim), the Enrollee must file a request for review (a complaint) with Delta Dental within 180 calendar days after receipt
of the adverse determination. Our review will take into account all information, regardless of whether such information was
submitted or considered initially. The review shall be conducted by a person who is neither the individual who made the
original benefit determination, nor the subordinate of such individual. Upon request and free of charge, we will provide the
Enrollee with copies of any pertinent documents that are relevant to the benefit determination, a copy of any internal rule,
guideline, protocol, and/or explanation of the scientific or clinical judgment if relied upon in making the benefit
determination.

If the review of a denial is based, in whole or in part, on a lack of medical necessity, experimental treatment, or a clinical
judgment in applying the terms of this Amendment, Delta Dental shall consult with a Dentist who has appropriate training
and experience. If any consulting Dentist is involved in the review, the identity of such consulting Dentist will be available
upon request.

Within five calendar days of the receipt of any complaint, the quality management coordinator will forward to you a written
acknowledgment of the complaint which will include the date of receipt and contact information. Certain complaints may
require that you be referred to a Dentist for clinical evaluation of the dental services provided. Delta Dental will forward to
you a determination, in writing, within 30 calendar days of receipt of your complaint.

Complaints regarding all other issues:

If you have any other type of complaint or grievance, you can file a grievance with Health Plan. Your grievance must
explain your issue, such as the reasons why you believe a decision was in error or why you are dissatisfied about Services
you received. You may submit your grievance orally or in writing to Health Plan as described in the “Dispute Resolution”
section of your EOC. If your complaint involves the termination of coverage, you may contact the Department
immediately.

Independent Medical Review (“IMR”):

You may also be eligible for an IMR. If you are eligible for IMR, the IMR process will provide an impartial review of
medical decisions made by Delta Dental related to the medical necessity of a proposed service or treatment, coverage
decisions for treatments that are experimental or investigational in nature and payment disputes for emergency or urgent
medical services. The Department also has a toll-free telephone number (1-888-466-2219) and a TDD line (1-877-688-
9891) for the hearing and speech impaired. The Department’s Internet website (www.dmhc.ca.gov) has complaint forms,
IMR application forms and instructions online.
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SCHEDULE A - Description of Benefits and Cost Share for Pediatric Enrollees

The Benefits shown below are performed as needed and deemed appropriate by the attending Contract Dentist subject to the
limitations and exclusions of the Program. Please refer to Schedule B for further clarification of Benefits. Enrollees should
discuss all treatment options with their Contract Dentist prior to services being rendered.

Text that appears in italics below is specifically intended to clarify the delivery of Benefits under the DeltaCare USA
Program and is not to be interpreted as Current Dental Terminology (“CDT”), CDT-2025 Procedure Codes,
descriptors or nomenclature which is under copyright by the American Dental Association (“ADA”). The ADA may
periodically change CDT codes or definitions. Such updated codes, descriptors and nomenclature may be used to
describe these covered procedures in compliance with federal legislation.

D0100-D0999 1. DIAGNOSTIC

Code Description Pediatric Clarifications/Limitations for Pediatric
Enrollee Pays |Enrollees
D0999  [Unspecified diagnostic procedure -- by report No charge Includes office visit, per visit (in addition to
other services),; In addition, shall be used: for a
procedure which is not adequately described by
a CDT code; or for a procedure that has a CDT
code that is not a Benefit but the patient has an
exceptional medical condition to justify the
medical necessity. Documentation shall include
the specific conditions addressed by the
procedure, the rationale demonstrating medical
necessity, any pertinent history and the actual
treatment.
D0120  |Periodic oral evaluation -- established patient No charge 1 per 6 months per Contract Dentist
DO0140 |Limited oral evaluation -- problem focused No charge 1 per Enrollee per Contract Dentist
D0145 |Oral evaluation for a patient under three years of [No charge 1 per 6 months per Contract Dentist, included
age and counseling with primary caregiver with D0120, D0150
D0150  [Comprehensive oral evaluation -- new or No charge Initial evaluation, 1 per Contract Dentist
established patient
D0160  [Detailed and extensive oral evaluation--problem |No charge 1 per Enrollee per Contract Dentist
focused, by report
D0170 [Re-evaluation - limited, problem focused No charge 6 per 3 months, not to exceed 12 per 12-month
(established patient; not post-operative visit) period
DO0171  [Re-evaluation - post-operative office visit No charge
D0180 [Comprehensive periodontal evaluation — new or |No charge Included with D0150
established patient
D0190  [Screening of a patient Not covered
D0191 [Assessment of a patient Not covered
D0210 [Intraoral - comprehensive series of radiographic |No charge 1 series per 36 months per Contract Dentist
images
D0220 |Intraoral - periapical first radiographic image No charge 20 images (D0220, D0230) per 12 months per
Contract Dentist
D0230 [Intraoral - periapical each additional radiographic [No charge 20 images (D0220, D0230) per 12 months per
image Contract Dentist
D0240 [Intraoral - occlusal radiographic image No charge 2 per 6 months per Contract Dentist
D0250  |Extra-oral - 2D projection radiographic image No charge I per date of service
created using a stationary radiation source, and
detector
DO0251  |Extra-oral posterior dental radiographic image |No charge 4 per date of service
D0270 [Bitewing - single radiographic image No charge 1 of (D0270, D0273) per date of service
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Code Description Pediatric Clarifications/Limitations for Pediatric
Enrollee Pays |Enrollees
D0272  [Bitewings - two radiographic images No charge 1 of (D0272, D0273) per 6 months per Contract}
Dentist
D0273  [Bitewings - three radiographic images No charge 1 of (D0270, D0273) per date of service; I of
(D0272, D0273) per 6 months per Contract
Dentist
D0274  [Bitewings - four radiographic images No charge 1 of (D0274, D0277) per 6 months per Contract}
Dentist
D0277 [Vertical bitewings - 7 to 8 radiographic images |No charge 1 of (D0274, D0277) per 6 months per Contract}
Dentist
D0310 [Sialography No charge
D0320 [Temporomandibular joint arthrogram, including |No charge Limited to trauma or pathology; 3 per date of
injection service
D0322  |[Tomographic survey No charge 2 per 12 months per Contract Dentist
D0330 [Panoramic radiographic image No charge 1 per 36 months per Contract Dentist
D0340  [2D cephalometric radiographic image - No charge 2 per 12 months per Contract Dentist
acquisition, measurement and analysis
DO0350 |2D oral/facial photographic image obtained intra- [No charge For the diagnosis and treatment of the specific
orally or extra-orally clinical condition not apparent on radiographs;
4 per date of service
D0396  [3D printing of a 3D dental surface scan No charge
D0460  [Pulp vitality tests No charge
D0470 |Diagnostic casts No charge [For the evaluation of orthodontic Benefits only;,
1 per Contract Dentist unless special
circumstances are documented (such as trauma
or pathology which has affected the course of
orthodontic treatment)
DO0502  [Other oral pathology procedures, by report No charge [Performed by an oral pathologist
D0601  [Caries risk assessment and documentation, with a [No charge 1 of (D0601, D0602, D0603) per 12 months per
finding of low risk Contract Dentist or dental office
D0602 [Caries risk assessment and documentation, with a [No charge 1 of (D0601, D0602, D0603) per 12 months per
finding of moderate risk Contract Dentist or dental office
D0603  [Caries risk assessment and documentation, with a |No charge 1 of (D0601, D0602, D0603) per 12 months per
finding of high risk Contract Dentist or dental office
D0701 [Panoramic radiographic image - image capture  |No charge
only
D0702  [2-D cephalometric radiographic image - image |No charge
capture only
D0703  [2-D oral/facial photographic image obtained No charge
intra-orally or extra-orally - image capture only
D0705 |Extra-oral posterior dental radiographic image - |No charge
image capture only
D0706 [Intraoral - occlusal radiographic image - image [No charge
capture only
D0707 |Intraoral - periapical radiographic image - image |No charge
capture only
D0708 |Intraoral - bitewing radiographic image — image [No charge
capture only
D0709 [|Intraoral - complete series of radiographic images|No charge
- image capture only
D0801  [3D intraoral surface scan - direct No charge [ per date of service
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Code Description Pediatric Clarifications/Limitations for Pediatric
Enrollee Pays |Enrollees
DO0802  [3D dental surface scan - indirect No charge [ per date of service
DO0803  [3D facial surface scan - direct No charge 1 per date of service
D0804  [3D facial surface scan - indirect No charge [ per date of service
D1000-D1999 II. PREVENTIVE
Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D1110  [Prophylaxis - adult No charge Cleaning; 1 of (D1110, D1120, D4346) per 6
months
D1120  [Prophylaxis - child No charge Cleaning; 1 of (D1110, D1120, D4346) per 6
months
D1206 [Topical application of fluoride varnish No charge 1 of (D1206, D1208) per 6 months
D1208 |Topical application of fluoride excluding varnish [No charge 1 of (D1206, D1208) per 6 months
D1310  [Nutritional counseling for control of dental [No charge
disease
D1320 [Tobacco counseling for the control and [No charge
prevention of oral disease
D1321 [Counseling for the control and prevention of [No charge
adverse oral, behavioral, and systemic health
effects associated with high-risk substance use
D1330 [Oral hygiene instructions [No charge
D1351 [Sealant - per tooth No charge 1 per tooth per 36 months per Contract Dentist;
limited to permanent first and second molars
without restorations or decay and third
permanent molars that occupy the second molan
position
D1352  [Preventive resin restoration in a moderate to high [No charge 1 per tooth per 36 months per Contract Dentist;
caries risk patient permanent tooth limited to permanent first and second molars
without restorations or decay and third
permanent molars that occupy the second molan
position
D1353  [Sealant repair - per tooth [No charge The original Contract Dentist or dental office is
responsible for any repair or replacement
during the 36-month period
D1354 |Application of caries arresting medicament - per |[No charge 1 per tooth per 6 months when Enrollee has a
tooth caries risk assessment and documentation, with
a finding of “high risk”
D1355 [Caries preventive medicament application - per  [No charge 1 per tooth per 6 months when Enrollee has a
tooth caries risk assessment and documentation, with
a finding of "high risk"
DI1510 [Space maintainer — fixed, unilateral — per [No charge 1 per quadrant; posterior teeth
quadrant
D1516  |Space maintainer - fixed — bilateral, maxillary ~ [No charge [ per arch; posterior teeth
D1517  |Space maintainer - fixed — bilateral, mandibular |[No charge I per arch, posterior teeth
D1520 [Space maintainer — removable, unilateral — per  [No charge 1 per quadrant; posterior teeth
quadrant
D1526  |Space maintainer - removable — bilateral, [No charge I per arch, through age 17; posterior teeth
maxillary
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays

D1527  |Space maintainer - removable — bilateral, No charge 1 per arch, through age 17, posterior teeth
mandibular

DI1551 [Re-cement or re-bond bilateral space maintainer - [No charge [ per Contract Dentist, per quadrant or arch,
maxillary through age 17

D1552  [Re-cement or re-bond bilateral space maintainer - [No charge 1 per Contract Dentist, per quadrant or arch,
mandibular through age 17

D1553  [Re-cement or re-bond unilateral space maintainer [No charge 1 per Contract Dentist, per quadrant or arch,
- per quadrant through age 17

D1556 [Removal of fixed unilateral space maintainer -  |No charge Included in case by Contract Dentist or dental
per quadrant office who placed appliance

D1557 [Removal of fixed bilateral space maintainer — [No charge Included in case by Contract Dentist or dental
maxillary office who placed appliance

D1558 |Removal of fixed bilateral space maintainer - [No charge Included in case by Contract Dentist or dental
mandibular office who placed appliance

D1575 |Distal shoe space maintainer — fixed, unilateral — [No charge 1 per quadrant, age 8 and under; posterior
per quadrant teeth

D2000-D2999 I1I. RESTORATIVE

- Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases, liners and acid etch procedures.

- Replacement of crowns, inlays and onlays requires the existing restoration to be 5+years (60+months) old.

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D2140 |Amalgam - one surface, primary or permanent  |$66 1 per 12 months per Contract Dentist for

primary teeth, 1 per 36 months per Contract
Dentist for permanent teeth

D2150 |Amalgam - two surfaces, primary or permanent [$80 1 per 12 months per Contract Dentist for
primary teeth, I per 36 months per Contract
Dentist for permanent teeth

D2160 |Amalgam - three surfaces, primary or permanent [$100 1 per 12 months per Contract Dentist for
primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth

D2161 |Amalgam - four or more surfaces, primary or $109 1 per 12 months per Contract Dentist for
permanent primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth

D2330 [Resin-based composite - one surface, anterior  [$87 1 per 12 months per Contract Dentist for
primary teeth, 1 in 36 months per Contract
Dentist for permanent teeth

D2331 |Resin-based composite - two surfaces, anterior  [$87 1 per 12 months per Contract Dentist for
primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth

D2332  |Resin-based composite - three surfaces, anterior [$94 I per 12 months per Contract Dentist for
primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth

D2335 |Resin-based composite - four or more surfaces [$118 I per 12 months per Contract Dentist for
(anterior) primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth

Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025 Page 108



Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D2390 [Resin-based composite crown, anterior $204 1 per 12 months per Contract Dentist for
primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth
D2391 |Resin-based composite - one surface, posterior [$85 1 per 12 months per Contract Dentist for
primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth
D2392  |Resin-based composite - two surfaces, posterior [$117 1 per 12 months per Contract Dentist for
primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth
D2393  |Resin-based composite - three surfaces, $142 1 per 12 months per Contract Dentist for
posterior primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth
D2394  |Resin-based composite - four or more surfaces, [$155 1 per 12 months per Contract Dentist for
posterior primary teeth; 1 per 36 months per Contract
Dentist for permanent teeth
D2710 |Crown - resin-based composite (indirect) $269 1 per 60 months, permanent teeth; age 13
through 18
D2712  |Crown - % resin-based composite (indirect) $269 1 per 60 months, permanent teeth, age 13
through 18
D2721  |Crown - resin with predominantly base metal $646 1 per 60 months, permanent teeth, age 13
through 18
D2740 |Crown - porcelain/ceramic $646 1 per 60 months, permanent teeth, age 13
through 18
D2751 |Crown - porcelain fused to predominantly base  [$630 1 per 60 months, permanent teeth; age 13
metal through 18
D2781  |Crown - 3/4 cast predominantly base metal $591 1 per 60 months, permanent teeth, age 13
through 18
D2783  |Crown - 3/4 porcelain/ceramic $591 1 per 60 months, permanent teeth; age 13
through 18
D2791  [Crown - full cast predominantly base metal $630 1 per 60 months, permanent teeth, age 13
through 18
D2910  |Re-cement or re-bond inlay, onlay, veneer or $57 1 per 12 months per Contract Dentist
partial coverage restoration
D2915 |Re-cement or re-bond indirectly fabricated or $57
prefabricated post and core
D2920  |Re-cement or re-bond crown $56 [Recementation during the 12 months after
initial placement is included; no additional
charge to the Enrollee or Delta Dental is
permitted. The listed Cost Share applies for
service provided by a Contract Dentist other
than the original treating Contract
Dentist/dental office.
D2921 |Reattachment of tooth fragment, incisal edge or [$89 1 per 12 months
cusp
D2928  |Prefabricated porcelain/ceramic crown - $129 I per 36 months
permanent tooth
D2929  |Prefabricated porcelain/ceramic crown — primary [$181 1 per 12 months
tooth
D2930 |Prefabricated stainless steel crown — primary $116 I per 12 months
tooth
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D2931  (Prefabricated stainless steel crown - permanent  [$129 1 per 36 months
tooth
D2932  |Prefabricated resin crown $125 1 per 12 months for primary teeth; I per 36
months for permanent teeth
D2933  [Prefabricated stainless steel crown with resin $181 1 per 12 months for primary teeth; 1 per 36
window months for permanent teeth
D2940 |Placement of interim direct restoration $40 1 per 6 months per Contract Dentist
D2949  |Restorative foundation for an indirect restoration [$196
D2950 |Core buildup, including any pins when required [$95
D2951  |Pin retention - per tooth, in addition to restoration|$33 1 per tooth regardless of the number of pins
placed; permanent teeth
D2952  [Post and core in addition to crown, indirectly $172 Base metal post, 1 per tooth; a Benefit only in
fabricated conjunction with covered crowns on root canal
treated permanent teeth
D2953  |Each additional indirectly fabricated post - same |$104 Performed in conjunction with D2952
tooth
D2954  |Prefabricated post and core in addition to crown |$136 1 per tooth, a Benefit only in conjunction with
covered crowns on root canal treated
\permanent teeth
D2955 |Post removal $226 Included in case fee by Contract Dentist or
dental office who performed endodontic and
restorative procedures. The listed fee applies
for service provided by a Contract Dentist
other than the original treating Contract
Dentist/dental office.
D2957  |Each additional prefabricated post - same tooth [§109 [Performed in conjunction with D2954
D2971 |Additional procedures to customize a crown to fit[$65 Included in the fee for laboratory processed
under an existing partial denture framework crowns. The listed fee applies for service
provided by a Contract Dentist other than the
original treating Dentist/dental office
D2976  |Band stabilization — per tooth $243 1 per tooth per lifetime
D2980 |Crown repair necessitated by restorative material [$223 Repair during the 12 months following initial
failure placement or previous repair is included, no
additional charge to the Enrollee or plan is
permitted by the original treating Contract
Dentist/dental office.
D2989  |Excavation of a tooth resulting in the $227
determination of non-restorability
D2991 |Application of hydroxyapatite regeneration $160 2 per tooth per 12 months
medicament — per tooth
D2999  |Unspecified restorative procedure, by report $218 Shall be used: for a procedure which is not
adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
Benefit but the patient has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
specific conditions addressed by the procedure,
the rationale demonstrating medical necessity,
any pertinent history and the actual treatment.
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D3000-D3999 IV. ENDODONTICS

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D3110  [Pulp cap - direct (excluding final restoration) $47
D3120  [Pulp cap - indirect (excluding final restoration) [$36
D3220  [Therapeutic pulpotomy (excluding final $66 1 per primary tooth
restoration) - removal of pulp coronal to
the dentinocemental junction and
application of medicament
D3221  [Pulpal debridement, primary and permanent teeth |[$56 [ per tooth
D3222  [Partial pulpotomy for apexogenesis - permanent [$66 1 per permanent tooth
tooth with incomplete root development
D3230 |Pulpal therapy (resorbable filling) - anterior, $66 1 per tooth
primary tooth (excluding final restoration)
D3240  [Pulpal therapy (resorbable filling) - posterior, $66 1 per tooth
primary tooth (excluding final restoration)
D3310 |Endodontic therapy, anterior tooth (excluding $365 Root canal
final restoration)
D3320 |Endodontic therapy, premolar tooth (excluding |$438 Root canal
final restoration)
D3330 [Endodontic therapy, molar tooth (excluding final [$586 Root canal
restoration)
D3331 |Treatment of root canal obstruction; non-surgical |$153
access
D3333  |Internal root repair of perforation defects $80
D3346 |Retreatment of previous root canal therapy - $391 Retreatment during the 12 months following
anterior initial treatment is included at no charge to the
Enrollee or Delta Dental. The listed fee applies
| for service provided by a Contract Dentist
other than the original treating Contract
Dentist/dental office.
D3347 |Retreatment of previous root canal therapy - $469 Retreatment during the 12 months following
premolar initial treatment is included at no charge to the
Enrollee or Delta Dental. The listed fee applies
| for service provided by a Contract Dentist
other than the original treating Contract
Dentist/dental office.
D3348 |Retreatment of previous root canal therapy - $629 Retreatment during the 12 months following
molar initial treatment is included at no charge to the
Enrollee or Delta Dental. The listed fee applies
 for service provided by a Contract Dentist
other than the original treating Contract
Dentist/dental office.
D3351 [|Apexification/recalcification - initial visit (apical [$80 1 per permanent tooth
closure/calcific repair of perforations, root
resorption, etc.)
D3352  |Apexification/recalcification - interim medication[$80 1 per permanent tooth
replacement
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D3410 |Apicoectomy -anterior $276 1 per 24 months by the same Contract Dentist
or dental office; permanent teeth only
D3421 |Apicoectomy - bicuspid (first root) $305 1 per 24 months by the same Contract Dentist
or dental office; permanent teeth only
D3425 |Apicoectomy - molar (first root) $317 1 per 24 months by the same Contract Dentist
or dental office; permanent teeth only
D3426 |Apicoectomy (each additional root) $103 1 per 24 months by the same Contract Dentist
or dental office; permanent teeth only, a
Benefit for 3rd molar if it occupies the st or
2nd molar position or is an abutment for an
existing fixed partial denture or removable
partial denture with cast clasps or rests
D3428 |Bone graft in conjunction with periradicular $557
surgery - per tooth, single site
D3429  |Bone graft in conjunction with periradicular $636
surgery - each additional contiguous tooth in the
same surgical site
D3430 |Retrograde filling - per root $95
D3431 |Biologic materials to aid in soft and osseous $472
tissue regeneration in conjunction with
periradicular surgery
D3471 [Surgical repair of root resorption - anterior $95 1 per 24 months by the same Contract Dentist
or dental office
D3472  [Surgical repair of root resorption - premolar $95 1 per 24 months by the same Contract Dentist
or dental office
D3473  |Surgical repair of root resorption - molar $95 1 per 24 months by the same Contract Dentist
or dental office
D3910  [Surgical procedure for isolation of tooth with $36
rubber dam
D3999  |Unspecified endodontic procedure, by report $192 Shall be used: for a procedure which is not
adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
Benefit but the patient has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
specific conditions addressed by the procedure,
the rationale demonstrating medical necessity,
any pertinent history and the actual treatment.

D4000-D4999 V. PERIODONTICS

- Includes pre-operative and post-operative evaluations and treatment under a local anesthetic

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

contiguous teeth or tooth bounded spaces per
quadrant

Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D4210 |Gingivectomy or gingivoplasty - four or more  [$234 1 per quadrant per 36 months, age 13+
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D4211 |Gingivectomy or gingivoplasty - one to three $140 1 per quadrant per 36 months, age 13+
contiguous teeth or tooth bounded spaces per
quadrant
D4249 |Clinical crown lengthening - hard tissue $240
D4260 |Osseous surgery (including elevation of a full $399 1 per quadrant per 36 months, age 13+
thickness flap and closure) - four or more
contiguous teeth or tooth bounded spaces per
quadrant
D4261 |Osseous surgery (including elevation of a full ~ [$240 1 per quadrant per 36 months, age 13+
thickness flap and closure) - one to three
contiguous teeth or tooth bounded spaces per
quadrant
D4265 |Biologic materials to aid in soft and osseous $320
tissue regeneration, per site
D4341 |Periodontal scaling and root planing - four or $114 1 per quadrant per 24 months, age 13+
more teeth per quadrant
D4342  |Periodontal scaling and root planing - one to $69 1 per quadrant per 24 months, age 13+
three teeth per quadrant
D4346 |Scaling in presence of generalized moderate or  [$64 Cleaning; 1 of (D1110, D1120, D4346) per 6
severe gingival inflammation - full mouth, after months
oral evaluation
D4355 |Full mouth debridement to enable a $64 1 treatment per 12 consecutive months
comprehensive periodontal evaluation and
diagnosis on a subsequent visit
D4381 |Localized delivery of antimicrobial agents via a [$24
controlled release vehicle into diseased crevicular
tissue, per tooth
D4910 |Periodontal maintenance $89 1 per 3 months, service must be within the 24
months following the last scaling and root
planing
D4920 |Unscheduled dressing change (by someone other [$53 1 per Contract Dentist; age 13+
than treating dentist or their staff)
D4999  |Unspecified periodontal procedure, by report $120 Enrollees age 13+. Shall be used: for a
procedure which is not adequately described by
a CDT code; or for a procedure that has a CDT|
code that is not a Benefit but the patient has an
exceptional medical condition to justify the
medical necessity. Documentation shall include
the specific conditions addressed by the
procedure, the rationale demonstrating medical
necessity, any pertinent history and the actual
treatment.
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D5000-D5899 VI. PROSTHODONTICS (removable)

- For all listed dentures and partial dentures, Cost Share includes after delivery adjustments and tissue conditioning, if
needed, for the first six months after placement. The Enrollee must continue to be eligible, and the service must be provided

at the Contract Dentist’s facility where the denture was originally delivered.

- Rebases, relines and tissue conditioning are limited to 1 per denture during any 12 consecutive months.

- Replacement of a denture or a partial denture requires the existing denture to be 5+years (60+months) old.

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays

D5110 |Complete denture - maxillary $857 1 per 60 months

D5120 |Complete denture - mandibular $857 [ per 60 months

D5130 |Immediate denture - maxillary $943 [ per lifetime; subsequent complete dentures
(D5110, D5120) are not a Benefit within 60
months.

D5140 |Immediate denture - mandibular $943 [ per lifetime; subsequent complete dentures
(D5110, D5120) are not a Benefit within 60
months.

D5211 |Maxillary partial denture - resin base (including [$777 1 per 60 months

retentive/clasping materials, rests and teeth)

D5212 |Mandibular partial denture - resin base (including|$827 1 per 60 months

retentive/clasping materials, rests and teeth)

D5213 |Maxillary partial denture - cast metal framework [$1,037 1 per 60 months

with resin denture bases (including
retentive/clasping materials, rests and teeth)
D5214 |Mandibular partial denture - cast metal $1,037 [ per 60 months
framework with resin denture bases (including
retentive/clasping materials, rests and teeth)
D5221 |Immediate maxillary partial denture - resin base |$813 1 per 60 months
(including retentive/clasping materials, rests and
teeth)

D5222 |Immediate mandibular partial denture - resin $833 1 per 60 months

base (including retentive/clasping materials,
rests and teeth)

D5223  |Immediate maxillary partial denture - cast metal [$1,212 [ per 60 months

framework with resin denture bases (including
retentive/clasping materials, rests and teeth)

D5224  |Immediate mandibular partial denture - cast $1,222 [ per 60 months

metal framework with resin denture bases
(including retentive/clasping materials, rests and
teeth)

D5410 |Adjust complete denture - maxillary $43 I per day of service per Contract Dentist; up
to 2 per 12 months per Contract Dentist after
the initial 6 months

D5411 |Adjust complete denture - mandibular $43 [ per day of service per Contract Dentist; up
to 2 per 12 months per Contract Dentist after
the initial 6 months

D5421 |Adjust partial denture - maxillary $44 [ per day of service per Contract Dentist; up
to 2 per 12 months per Contract Dentist after
the initial 6 months
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D5422 | Adjust partial denture - mandibular $44 [ per day of service per Contract Dentist; up
to 2 per 12 months per Contract Dentist after
the initial 6 months
D5511 |Repair broken complete denture base, $106 1 per day of service per Contract Dentist; up
mandibular to 2 per arch per 12 months per Contract
\Dentist after the initial 6 months
D5512  |Repair broken complete denture base, maxillary [$106 1 per day of service per Contract Dentist; up
to 2 per arch per 12 months per Contract
\Dentist after the initial 6 months
D5520 |Replace missing or broken teeth - complete $73 Up to 4 per arch per date of service after the
denture - per tooth initial 6 months; up to 2 per arch per 12
months per Contract Dentist
D5611 |Repair resin partial denture base, mandibular ~ [$92 [ per arch, per day of service per Contract
\Dentist; up to 2 per arch per 12 months per
Contract Dentist after the initial 6 months
D5612 |Repair resin partial denture base, maxillary $92 [ per arch, per day of service per Contract
\Dentist; up to 2 per arch per 12 months per
Contract Dentist after the initial 6 months
D5621 |Repair cast partial framework, mandibular $143 1 per arch, per day of service per Contract
\Dentist; up to 2 per arch per 12 months per
Contract Dentist after the initial 6 months
D5622 |Repair cast partial framework, maxillary $143 [ per arch per day of service per Contract
\Dentist; up to 2 per arch per 12 months per
Contract Dentist after the initial 6 months
D5630 |Repair or replace broken retentive/clasping $141 3 per date of service after the initial 6 months;
materials - per tooth 2 per arch per 12 months per Contract Dentist
D5640 |Replace missing or broken teeth - partial denture -[$93 4 per arch per date of service after the initial
per tooth 6 months; 2 per arch per 12 months per
Contract Dentist
D5650 |Add tooth to existing partial denture - per tooth [$118 Up to 3 per date of service per Contract
\Dentist; 1 per tooth after the initial 6 months
D5660 |Add clasp to existing partial denture - per tooth [$141 3 per date of service after the initial 6 months;
2 per arch per 12 months per Contract Dentist
D5730 |Reline complete maxillary denture (direct) $152 Included for the first 6 months after placement
by the Contract Dentist or dental office where
the appliance was originally delivered; 1 per
1 2-month period after the initial 6 months
D5731 |Reline complete mandibular denture (direct) $152 [ per 12-month period after the initial 6
months
D5740 |Reline maxillary partial denture (direct) $148 I per 12-month period after the initial 6
months
D5741 |Reline mandibular partial denture (direct) $148 [ per 12-month period after the initial 6
months
D5750 |Reline complete maxillary denture (indirect) [$261 [ per 12-month period after the initial 6
months
D5751 |Reline complete mandibular denture (indirect) [$261 1 per 12-month period after the initial 6
months
D5760 |Reline maxillary partial denture (indirect) $241 [ per 12-month period after the initial 6
months
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Code

Description

Pediatric
Enrollee Pays

Clarifications/Limitations

D5761

Reline mandibular partial denture (indirect)

$241

[ per 12-month period after the initial 6
months

D5850

Tissue conditioning, maxillary

$74

2 per prosthesis per 36 months after the initial
6 months

D5851

Tissue conditioning, mandibular

$74

2 per prosthesis per 36 months after the initial
6 months

D5862

Precision attachment, by report

$239

Included in the fee for prosthetic and
restorative procedures by the Contract Dentist
or dental office where the service was
originally delivered. The listed fee applies for
service provided by a Dentist other than the
original treating Contract Dentist or dental

office.

D5863

Overdenture - complete maxillary

$857

1 per 60 months

D5864

Overdenture — partial maxillary

$1,037

1 per 60 months

D5865

Overdenture - complete mandibular

$857

1 per 60 months

D5866

Overdenture — partial mandibular

$1,037

1 per 60 months

D5899

Unspecified removable prosthodontic
procedure, by report

$339

IShall be used: for a procedure which is not
adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
Benefit but the Enrollee has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
pecific conditions addressed by the
procedure, the rationale demonstrating
medical necessity, any pertinent history and
the actual treatment.

D5900-D5999 VII. MAXILLOFACIAL PROSTHETICS

- All maxillofacial prosthetic procedures require prior Authorization.

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays

D5911 |Facial moulage (sectional) $150

D5912  |Facial moulage (complete) $228

D5913  [Nasal prosthesis $3,798

D5914  |Auricular prosthesis $3,798

D5915  |Orbital prosthesis $5,127

D5916  |Ocular prosthesis $5,317

D5919  [Facial prosthesis $823

D5922  [Nasal septal prosthesis $2,281

D5923  |Ocular prosthesis, interim $3,039

D5924  |Cranial prosthesis $249

D5925  |Facial augmentation implant prosthesis $1,070

D5926  |Nasal prosthesis, replacement $545
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays

D5927  |Auricular prosthesis, replacement $1,899

D5928  |Orbital prosthesis, replacement $450

D5929  [Facial prosthesis, replacement $507

D5931  |Obturator prosthesis, surgical $1,056

D5932  |Obturator prosthesis, definitive $1,200

D5933  |Obturator prosthesis, modification $338 2 per 12 months

D5934  |[Mandibular resection prosthesis with guide $2,848

flange
D5935 [Mandibular resection prosthesis without guide |$2,848
flange

D5936  |Obturator prosthesis, interim $610

D5937  |Trismus appliance (not for TMD treatment) $328

D5951  [Feeding aid $195

D5952  |Speech aid prosthesis, pediatric $500

D5953  |Speech aid prosthesis, adult $873

D5954  |Palatal augmentation prosthesis $184

D5955  |Palatal lift prosthesis, definitive $2.469

D5958  |Palatal lift prosthesis, interim $1,443

D5959  [Palatal lift prosthesis, modification $456 2 per 12 months

D5960 |Speech aid prosthesis, modification $304 2 per 12 months

D5982  [Surgical stent $300

D5983  [Radiation carrier $487

D5984  [Radiation shield $274

D5985  |Radiation cone locator $1,063

D5986  |Fluoride gel carrier $166

D5987 |Commissure splint $302

D5988  [Surgical splint $297

D5991 [Vesiculobullous disease medicament carrier $242

D5999  [Unspecified maxillofacial prosthesis, by report |$389 Shall be used: for a procedure which is not
adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
Benefit but the Enrollee has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
specific conditions addressed by the
procedure, the rationale demonstrating
medical necessity, any pertinent history and
the actual treatment.
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D6000-D6199 VIII. IMPLANT SERVICES

- A Benefit only under exceptional medical conditions, as defined in Schedule B. Prior Authorization is required. Refer also to
Schedule B.

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no

charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D6010  [Surgical placement of implant body: endosteal [$1,281 A Benefit only under exceptional medical
implant conditions.
D6011  [Surgical access to an implant body (second stage|$485 A Benefit only under exceptional medical
implant surgery) conditions.
D6012  [Surgical placement of interim implant body for |$1,591 A Benefit only under exceptional medical
transitional prosthesis: endosteal implant conditions.
D6013  [Surgical placement of mini implant $641 A Benefit only under exceptional medical
conditions.
D6040  |Surgical placement: eposteal implant $1,601 A Benefit only under exceptional medical
conditions.
D6050  |Surgical placement: transosteal implant $1,554 A Benefit only under exceptional medical
conditions.
D6055  [Connecting bar — implant supported or abutment |$1,428 A Benefit only under exceptional medical
supported conditions.
D6056  |Prefabricated abutment — includes modification |$448 A Benefit only under exceptional medical
and placement conditions.
D6057  |Custom fabricated abutment — includes $560 A Benefit only under exceptional medical
placement conditions.
D6058  [Abutment supported porcelain/ceramic crown  |$860 A Benefit only under exceptional medical
conditions.
D6059  |Abutment supported porcelain fused to metal $782 A Benefit only under exceptional medical
crown (high noble metal) conditions.
D6060 |Abutment supported porcelain fused to metal $755 A Benefit only under exceptional medical
crown (predominantly base metal) conditions.
D6061  |Abutment supported porcelain fused to metal $773 A Benefit only under exceptional medical
crown (noble metal) conditions.
D6062  |Abutment supported cast metal crown (high $782 A Benefit only under exceptional medical
noble metal) conditions.
D6063  |Abutment supported cast metal crown $756 A Benefit only under exceptional medical
(predominantly base metal) conditions.
D6064 |Abutment supported cast metal crown (noble $773 A Benefit only under exceptional medical
metal) conditions.
D6065  [Implant supported porcelain/ceramic crown $1,024 A Benefit only under exceptional medical
conditions.
D6066  [Implant supported crown - porcelain fused to $984 A Benefit only under exceptional medical
high noble alloys conditions.
D6067  [Implant supported crown high noble alloys $976 A Benefit only under exceptional medical
conditions.
D6068  |Abutment supported retainer for $1,089 A Benefit only under exceptional medical
porcelain/ceramic FPD conditions.
D6069 |Abutment supported retainer for porcelain fused ($1,121 A Benefit only under exceptional medical
to metal FPD (high noble metal) conditions.
D6070  [Abutment supported retainer for porcelain fused |$673 A Benefit only under exceptional medical
to metal FPD (predominantly base metal) conditions.
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D6071  [Abutment supported retainer for porcelain fused |$944 A Benefit only under exceptional medical
to metal FPD (noble metal) conditions.
D6072  [Abutment supported retainer for cast metal FPD |$897 A Benefit only under exceptional medical
(high noble metal) conditions.
D6073  |Abutment supported retainer for cast metal FPD |$881 A Benefit only under exceptional medical
(predominantly base metal) conditions.
D6074  |[Abutment supported retainer for cast metal FPD |$894 A Benefit only under exceptional medical
(noble metal) conditions.
D6075  |Implant supported retainer for ceramic FPD $907 A Benefit only under exceptional medical
conditions.
D6076  [Implant supported retainer for FPD -porcelain ~ |$1,377 A Benefit only under exceptional medical
fused to high noble alloys conditions.
D6077  [Implant supported retainer for metal FPD high  [$944 A Benefit only under exceptional medical
noble al]()ys conditions.
D6080  [Implant maintenance procedures when a full $128 A Benefit only under exceptional medical
arch fixed hybrid prosthesis is removed and conditions.
reinserted, including cleansing of prosthesis and
abutments
D6081  [Scaling and debridement of a single implant in  |$86 A Benefit only under exceptional medical
the presence of mucositis, including conditions.
inflammation, bleeding upon probing and
increased pocket depths; includes cleaning of the
implant surfaces, without flap entry and closure
D6082  |[Implant supported crown - porcelain fused to $335 A Benefit only under exceptional medical
predominantly base alloys conditions
D6083  |[Implant supported crown - porcelain fused to $335 A Benefit only under exceptional medical
noble alloys conditions
D6084  |[Implant supported crown - porcelain fused to $335 A Benefit only under exceptional medical
titanium and titanium alloys conditions
D6085  |Interim implant crown $288 A Benefit only under exceptional medical
conditions.
D6086  [Implant supported crown - predominantly base |$340 A Benefit only under exceptional medical
alloys conditions
D6087  [Implant supported crown - noble alloys $340 A Benefit only under exceptional medical
conditions
D6088  [Implant supported crown - titanium and titanium [$340 A Benefit only under exceptional medical
alloys conditions
D6089  [Accessing and retorquing loose implant screw — |$346 1 per 24 months
per screw
D6090 [Repair of implant/abutment supported prosthesis |$234 A Benefit only under exceptional medical
conditions.
D6091  |Replacement of replaceable part of semi- $223 A Benefit only under exceptional medical
precision or precision attachment of conditions.
implant/abutment supported prosthesis, per
attachment
D6092  |Re-cement or re-bond implant/abutment $56 A Benefit only under exceptional medical
supported crown conditions.
D6093  |Re-cement or re-bond implant/abutment $67 A Benefit only under exceptional medical
supported fixed partial denture conditions.
D6094  |Abutment supported crown — titanium and $851 A Benefit only under exceptional medical
titanium alloys conditions.
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D6096  |Remove broken implant retaining screw $56 A Benefit only under exceptional medical
conditions
D6097  |Abutment supported crown - porcelain fused to |$851 A Benefit only under exceptional medical
titanium and titanium alloys conditions
D6098  [Implant supported retainer - porcelain fusedto  [$673 A Benefit only under exceptional medical
predominantly base alloys conditions
D6099  [Implant supported retainer for FPD - porcelain  |$944 A Benefit only under exceptional medical
fused to noble alloys conditions
D6100  [Surgical removal of implant body $354 A Benefit only under exceptional medical
conditions.
D6105 |Removal of implant body not requiring bone $254 A Benefit only under exceptional medical
removal or flap elevation conditions.
D6110  [Implant/abutment supported removable denture |$1,648 A Benefit only under exceptional medical
for edentulous arch — maxillary conditions.
D6111  [Implant/abutment supported removable denture |$1,648 A Benefit only under exceptional medical
for edentulous arch — mandibular conditions.
D6112  |Implant/abutment supported removable denture |$961 A Benefit only under exceptional medical
for partially edentulous arch — maxillary conditions.
D6113  [Implant/abutment supported removable denture [$961 A Benefit only under exceptional medical
for partially edentulous arch — mandibular conditions.
D6114  |[Implant/abutment supported fixed denture for  |$1,473 A Benefit only under exceptional medical
edentulous arch — maxillary conditions.
D6115  [Implant/abutment supported fixed denture for  |$1,473 A Benefit only under exceptional medical
edentulous arch — mandibular conditions.
D6116  [Implant/abutment supported fixed denture for  [$1,281 A Benefit only under exceptional medical
partially edentulous arch — maxillary conditions.
D6117  |Implant/abutment supported fixed denture for  |$1,281 A Benefit only under exceptional medical
partially edentulous arch — mandibular conditions.
D6118  [Implant/abutment supported interim fixed $3,931 A Benefit only under exceptional medical
denture for edentulous arch - mandibular conditions.
D6119  [Implant/abutment supported interim fixed $3,524 A Benefit only under exceptional medical
denture for edentulous arch - maxillary conditions.
D6120 [Implant supported retainer - porcelain fused to  |$881 A Benefit only under exceptional medical
titanium and titanium alloys conditions
D6121  [Implant supported retainer for metal FPD - $881 A Benefit only under exceptional medical
predominantly base alloys conditions
D6122  [Implant supported retainer for metal FPD - noble|$894 A Benefit only under exceptional medical
alloys conditions
D6123  |[Implant supported retainer for metal FPD - $897 A Benefit only under exceptional medical
titanium and titanium alloys conditions
D6180  [Implant maintenance procedures when a full $128 A Benefit only under exceptional medical
arch fixed hybrid prosthesis is not removed, conditions
including cleansing of prosthesis and abutments
D6190  [Radiographic/surgical implant index, by report [$343 A Benefit only under exceptional medical
conditions.
D6191  |Semi-precision abutment - placement $321 A Benefit only under exceptional medical
conditions.
D6192  |Semi-precision attachment - placement $321 A Benefit only under exceptional medical
conditions.
D6194  [Abutment supported retainer crown for FPD - [$897 A Benefit only under exceptional medical
titanium and titanium alloys conditions.
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays

D6195  |Abutment supported retainer - porcelain fused to |$1,377 A Benefit only under exceptional medical
titanium and titanium alloys conditions

D6197 [Replacement of restorative material used to close|$259 A Benefit only under exceptional medical
an access opening of a screw-retained implant conditions.
supported prosthesis, per implant

D6198  |Remove interim implant component $503 A Benefit only under exceptional medical

conditions
D6199  |Unspecified implant procedure, by report $370 Implant services are a Benefit only when

exceptional medical conditions are
documented and shall be reviewed for
medical necessity. Written documentation
shall describe the specific conditions
addressed by the procedure, the rationale
demonstrating the medical necessity, any

pertinent history and the proposed treatment.

D6200-D6999 IX. PROSTHODONTICS, fixed

- Each retainer and each pontic constitutes a unit in a fixed partial denture (bridge)
- Replacement of a crown, pontic, inlay, onlay or stress breaker requires the existing bridge to be 5+years (60+months) old.

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D6211  |Pontic - cast predominantly base metal $547 [ per 60 months, age 13+
D6241  [Pontic - porcelain fused to predominantly base  [$579 [ per 60 months, age 13+
metal
D6245  |Pontic - porcelain/ceramic $717 1 per 60 months, age 13+
D6251  |Pontic - resin with predominantly base metal $579 [ per 60 months, age 13+
D6721  |Retainer crown - resin with predominantly base [$646 [ per 60 months; age 13+
metal
D6740  |Retainer crown - porcelain/ceramic $717 1 per 60 months; age 13+
D6751  [Retainer crown - porcelain fused to $629 [ per 60 months, age 13+
predominantly base metal
D6781  |Retainer crown - 3/4 cast predominantly base $591 [ per 60 months; age 13+
metal
D6783  |Retainer crown - 3/4 porcelain/ceramic $717 1 per 60 months; age 13+
D6784  [Retainer crown - 3/4 titanium and titanium alloys [$671 [ per 60 months, age 13+
D6791  |Retainer crown - full cast predominantly base $630 [ per 60 months; age 13+
metal
D6930  |Re-cement or re-bond fixed partial denture $67 IRecementation during the 12 months after
initial placement is included; no additional
charge to the Enrollee or Delta Dental is
permitted. The listed fee applies for service
provided by a Contract Dentist other than the
original treating Contract Dentist/dental
office.
D6980  |Fixed partial denture repair necessitated by $332
restorative material failure
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays

D6999  |Unspecified fixed prosthodontic procedure, by  [$289 IShall be used: for a procedure which is not
report adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
\Benefit but the patient has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
specific conditions addressed by the
procedure, the rationale demonstrating
medical necessity, any pertinent history and
the actual treatment. Not a Benefit within 12
months of initial placement of a fixed partial
denture by the same Contract Dentist/office.

D7000-D7999 X. ORAL AND MAXILLOFACIAL SURGERY

- Prior Authorization required for procedures performed by a Contract Specialist. Medical necessity must be demonstrated
for procedures D7340-D7997. Refer also to Schedule B.

- Includes pre-operative and post-operative evaluations and treatment under a local anesthetic. Post-operative services
include exams, suture removal and treatment of complications.

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays

D7111 |Extraction, coronal remnants — primary tooth $37

D7140 |Extraction, erupted tooth or exposed root $74

(elevation and/or forceps removal)

D7210 |Extraction, erupted tooth requiring removal of  [$109
bone and/or sectioning of tooth, and including
elevation of mucoperiosteal flap if indicated

D7220 |Removal of impacted tooth - soft tissue $135

D7230 |Removal of impacted tooth - partially bony $179

D7240 |Removal of impacted tooth - completely bony  [$267

D7241 |Removal of impacted tooth - completely bony, |$294
with unusual surgical complications

D7250 |Removal of residual tooth roots (cutting $152
procedure)

D7252 |Partial extraction for immediate implant $109 [ per lifetime per tooth, in conjunction with
placement immediate implant placement

D7259 |Nerve dissection $280

D7260 |Oroantral fistula closure $154

D7261 |Primary closure of a sinus perforation $154

D7270 |Tooth reimplantation and/or stabilization of $224 [ per arch regardless of number of teeth
accidentally evulsed or displaced tooth involved; permanent anterior teeth

D7280 |Exposure of an unerupted tooth $103

D7283 |Placement of device to facilitate eruption of $101 [FFor active orthodontic treatment only
impacted tooth

D7284 |Excisional biopsy of minor salivary glands $478 [ in same day
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D7285 |Incisional biopsy of oral tissue - hard (bone, $93 [ per arch per date of service; regardless of
tooth) number of areas involved
D7286 |Incisional biopsy of oral tissue - soft $103 3 per date of service
D7290 |Surgical repositioning of teeth $109 [ per arch, for permanent teeth only; applies
to active orthodontic treatment
D7291 |Transseptal fiberotomy/supra crestal fiberotomy, [$104 [ per arch; applies to active orthodontic
by report treatment
D7310 |Alveoloplasty in conjunction with extractions - [$106
four or more teeth or tooth spaces, per quadrant
D7311 |Alveoloplasty in conjunction with extractions -  [$64
one to three teeth or tooth spaces, per quadrant
D7320 |Alveoloplasty not in conjunction with extractions [$144
- four or more teeth or tooth spaces, per quadrant
D7321 |Alveoloplasty not in conjunction with extractions [$86
- one to three teeth or tooth spaces, per quadrant
D7340 |Vestibuloplasty - ridge extension (secondary $140 1 per arch per 60 months
epithelialization)
D7350 |Vestibuloplasty - ridge extension (including soft [$178 [ per arch
tissue grafts, muscle reattachment, revision of
soft tissue attachment and management of
hypertrophied and hyperplastic tissue)
D7410 |Excision of benign lesion up to 1.25 cm $122
D7411 |Excision of benign lesion greater than 1.25 cm  [$183
D7412 |Excision of benign lesion, complicated $409
D7413 |Excision of malignant lesion up to 1.25 cm $348
D7414 |Excision of malignant lesion greater than 1.25  [$263
cm
D7415 |Excision of malignant lesion - complicated $539
D7440 |Excision of malignant tumor - lesion diameter up |$118
to 1.25 cm
D7441 |Excision of malignant tumor - lesion diameter  [$608
greater than 1.25 cm
D7450 |Removal of benign odontogenic cyst or tumor - [$96
lesion diameter up to 1.25 cm
D7451 |Removal of benign odontogenic cyst or tumor - [$171
lesion diameter greater than 1.25 cm
D7460 |Removal of benign nonodontogenic cyst or tumor|$113
- lesion diameter up to 1.25 cm
D7461 |Removal of benign nonodontogenic cyst or tumor|$171
- lesion diameter greater than 1.25 cm
D7465 |Destruction of lesion(s) by physical or chemical |$129
method, by report
D7471 |Removal of lateral exostosis (maxilla or $207 [ per quadrant
mandible)
D7472 |Removal of torus palatinus $207 1 per lifetime
D7473 |Removal of torus mandibularis $207 1 per quadrant
D7485 |Reduction of osseous tuberosity $207 [ per quadrant
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D7490 |Radical resection of maxilla or mandible $853
D7509 |Marsupialization of odontogenic cyst $1,585
D7510 |Incision and drainage of abscess — intraoral soft [$64 1 per quadrant per date of service
tissue
D7511 |Incision and drainage of abscess — intraoral soft [$74 [ per quadrant per date of service
tissue - complicated (includes drainage of
multiple fascial spaces)
D7520 |Incision and drainage of abscess — extraoral soft [$77
tissue
D7521 |Incision and drainage of abscess — extraoral soft [$519
tissue - complicated (includes drainage of
multiple fascial spaces)
D7530 |Removal of foreign body from mucosa, skin, or [$92 1 per date of service
subcutaneous alveolar tissue
D7540 |Removal of reaction producing foreign bodies, [$129 1 per date of service
musculoskeletal system
D7550 |Partial ostectomy/sequestrectomy for removal of [§113 [ per quadrant per date of service
non-vital bone
D7560 |Maxillary sinusotomy for removal of tooth $204
fragment or foreign body
D7610 |Maxilla - open reduction (teeth immobilized, if [$431
present)
D7620 |Maxilla - closed reduction (teeth immobilized, if [$369
present)
D7630 |Mandible - open reduction (teeth immobilized, if|$565
present)
D7640 |Mandible - closed reduction (teeth immobilized, |$432
if present)
D7650 |Malar and/or zygomatic arch - open reduction  [$750
D7660 |Malar and/or zygomatic arch - closed reduction [$239
D7670 |Alveolus - closed reduction may include $225
stabilization of teeth
D7671 |Alveolus - open reduction may include $456
stabilization of teeth
D7680 |Facial bones - complicated reduction with $897
fixation and multiple surgical approaches
D7710 |Maxilla - open reduction $615
D7720 |Maxilla - closed reduction $490
D7730 |Mandible - open reduction $554
D7740 |Mandible - closed reduction $491
D7750 |Malar and/or zygomatic arch - open reduction  [$1,028
D7760 |Malar and/or zygomatic arch - closed reduction [$2,279
D7770 |Alveolus - open reduction stabilization of teeth [$99
D7771 |Alveolus, closed reduction stabilization of teeth |$776
D7780 |Facial bones - complicated reduction with $2,621
fixation and multiple approaches
D7810 |Open reduction of dislocation $350
D7820 |Closed reduction of dislocation $87
D7830 |Manipulation under anesthesia $131
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Code Description Pediatric Clarifications/Limitations

Enrollee Pays

D7840 [Condylectomy $3,168
D7850 |Surgical discectomy, with/without implant $215

D7852 |Disc repair $3,722
D7854 [Synovectomy $3,798
D7856 |Myotomy $1,861
D7858 |Joint reconstruction $4,254
D7860 |Arthrotomy $1,140
D7865 |Arthroplasty $3,190
D7870 |Arthrocentesis $152

D7871 |Non-arthroscopic lysis and lavage $877

D7872 |Arthroscopy - diagnosis, with or without biopsy |$987

D7873 |Arthroscopy: lavage and lysis of adhesions $1,083

D7874 |Arthroscopy: disc repositioning and stabilization [$2,893

D7875 |Arthroscopy: synovectomy $1,462
D7876 |Arthroscopy: discectomy $1,519
D7877 |Arthroscopy: debridement $450
D7880 |Occlusal orthotic device, by report $345
D7881 |Occlusal orthotic device adjustment $46 [ per date of service per Contract Dentist; 2
per 12 months per Contract Dentist
D7899 |Unspecified TMD therapy, by report $200
D7910 |Suture of recent small wounds up to 5 cm $55
D7911 |Complicated suture -up to 5 cm $199
D7912 |Complicated suture - greater than 5 cm $287
D7920 |Skin graft (identify defect covered, location and [$1,050
type of graft)

D7922 |Placement of intra-socket biological dressing to [$12
aid in hemostasis or clot stabilization, per site

D7939 |Indexing for osteotomy using dynamic robotic  [$448 1 per tooth per 60 months
assisted or dynamic navigation

D7940 |Osteoplasty - for orthognathic deformities $909

D7941 |Osteotomy - mandibular rami $5,087

D7943 |Osteotomy - mandibular rami with bone graft; [|$780
includes obtaining the graft

D7944 |Osteotomy - segmented or subapical $1,169
D7945 |Osteotomy - body of mandible $1,344
D7946 |LeFort I (maxilla - total) $2,000
D7947 |LeFort I (maxilla - segmented) $5,863

D7948 |LeFort II or LeFort III (osteoplasty of facial $2,200
bones for midface hypoplasia or retrusion) -
without bone graft

D7949 |LeFort II or LeFort III - with bone graft $876

D7950 |Osseous, osteoperiosteal, or cartilage graft of the|$1,563
mandible or maxilla - autogenous or
nonautogenous, by report

D7951 |Sinus augmentation with bone or bone $918
substitutes via a lateral open approach
D7952 |Sinus augmentation via a vertical approach $918
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D7955 |Repair of maxillofacial soft and/or hard tissue  [$1,028
defect
D7961 |Buccal/labial frenectomy (frenulectomy) $109 1 per arch per date of service; a Benefit only
when the permanent incisors and cuspids have
erupted
D7962 |Lingual frenectomy (frenulectomy) $109 [ per arch per date of service; a Benefit only
when the permanent incisors and cuspids have
erupted
D7963 |Frenuloplasty $274 [ per arch per date of service; a Benefit only
when the permanent incisors and cuspids have
erupted
D7970 |Excision of hyperplastic tissue - per arch $152 1 per arch per date of service
D7971 |Excision of pericoronal gingiva $103
D7972 |Surgical reduction of fibrous tuberosity $103 [ per quadrant per date of service
D7979 |Non - surgical sialolithotomy $121
D7980 |Surgical sialolithotomy $121
D7981 |Excision of salivary gland, by report $406
D7982 |Sialodochoplasty $77
D7983 |Closure of salivary fistula $113
D7990 |Emergency tracheotomy $121
D7991 |Coronoidectomy $420
D7995 |Synthetic graft - mandible or facial bones, by  [$178
report
D7997 |Appliance removal (not by dentist who placed |$203 [Removal of appliances related to surgical
appliance), includes removal of archbar procedures only; 1 per arch per date of
ervice, the listed fee applies for service
provided by a Contract Dentist other than the
original treating Contract Dentist/dental
office
D7999 |Unspecified oral surgery procedure, by report  [$111 Shall be used: for a procedure which is not
adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
[Benefit but the patient has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
specific conditions addressed by the
procedure, the rationale demonstrating
medical necessity, any pertinent history and
the actual treatment.

D8000-D8999 XI. ORTHODONTICS - Medically Necessary for Pediatric Enrollees ONLY

- Orthodontic services must meet medical necessity as determined by a Contract Dentist. Orthodontic treatment is a Benefit
only when Medically Necessary as evidenced by a severe handicapping malocclusion and when a prior Authorization is
obtained. Severe handicapping malocclusion is not a cosmetic condition. Teeth must be severely misaligned causing functional

problems that compromise oral and/or general health.

- Pediatric Enrollee must continue to be eligible, Benefits for Medically Necessary orthodontics will be provided in periodic

payments to the Contract Dentist.
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- Comprehensive orthodontic treatment procedure (D8080) includes all appliances, adjustments, insertion, removal and post
treatment stabilization (retention). The Enrollee must continue to be eligible during active treatment. No additional charge to
the Enrollee is permitted from the original treating orthodontist or dental office who received the comprehensive case fee. A
separate fee applies for services provided by a Contract Orthodontist other than the original treating orthodontist or dental

office.

- Limited orthodontic treatment (any dentition) and comprehensive orthodontic treatment (any dentition) are part of
comprehensive orthodontic treatment with orthognathic surgery.

- Cost Share for Medically Necessary orthodontics applies to course of treatment, not individual benefit years within a multi-
year course of treatment. This Cost Share applies to the course of treatment as long as the Pediatric Enrollee remains enrolled
in the Program.

- Refer to Schedule B for additional information on Medically Necessary orthodontics.

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

- **Pediatric Enrollee pays a one-time Cost Share of 33,768 for the orthodontic Benefit, which includes Medically Necessary
covered codes D8080, D8091, D8670, D8671, D8680, D8696-D8702.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D8080 |Comprehensive orthodontic treatment of the 1 per Enrollee per phase of treatment;
o $3,768** ! ) .
adolescent dentition included in comprehensive case fee
D8091  |Comprehensive orthodontic treatment with $3,768** 1 per Enrollee per phase of treatment;
orthognathic surgery included in comprehensive case fee
D8210 |Removable appliance therapy $452 1 per lifetime; age 6 through 12
D8220 |Fixed appliance therapy $543 1 per lifetime; age 6 through 12
D8660  |Pre-orthodontic treatment examination to monitor|$137 1 per 3 months when performed by the same
growth and development Contract Dentist or dental office; up to 6
visits per lifetime
D8670 |Periodic orthodontic treatment visit $3,768%* Included in comprehensive case fee
D8671  |Periodic orthodontic treatment visit associated  [$3,768** Included in comprehensive case fee
with orthognathic surgery
D8680  |Orthodontic retention (removal of appliances, $3,768%* 1 per arch for each authorized phase of
construction and placement of retainer(s)) orthodontic treatment, included in
comprehensive case fee
D8681 |Removable orthodontic retainer adjustment $46
D8696  |Repair of orthodontic appliance — maxillary $3,768%* 1 per appliance; included in comprehensive
case fee
D8697  |Repair of orthodontic appliance — mandibular $3,768** 1 per appliance, included in comprehensive
case fee
D8698  |Re-cement or re-bond fixed retainer — maxillary [$3,768%* 1 per Contract Dentist; included in
comprehensive case fee
D8699  |Re-cement or re-bond fixed retainer — mandibular[$3,768** I per Contract Dentist, included in
comprehensive case fee
D8701 |Repair of fixed retainer, includes reattachment — [$3,768%* 1 per Contract Dentist; included in
maxillary comprehensive case fee. The Cost Share
applies for services provided by an
orthodontist other than the original treating
orthodontist or dental office.
D8702  [|Repair of fixed retainer, includes reattachment — [$3,768** 1 per Contract Dentist; included in
mandibular comprehensive case fee. The listed fee applies
or services provided by an orthodontist other

Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025 Page 127



Code Description Pediatric Clarifications/Limitations
Enrollee Pays
than the original treating orthodontist or
dental office.
D8703 |Replacement of lost or broken retainer - $194 1 per arch; within 24 months following the
maxillary date of service for orthodontic retention
(D8680)
D8704 |Replacement of lost or broken retainer — $194 1 per arch; within 24 months following the
mandibular date of service for orthodontic retention
(D8680)
D8999  |Unspecified orthodontic procedure, by report $561 Shall be used: for a procedure which is not

adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
Benefit but the patient has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
specific conditions addressed by the
|procedure, the rationale demonstrating
medical necessity, any pertinent history and

the actual treatment.

D9000-D9999 XII. ADJUNCTIVE GENERAL SERVICES

- Cost Share for Benefits in this category is subject to the Plan Deductible described in your EOC. You pay the Charges
shown below until you have met the Plan Deductible. After you meet the Plan Deductible, the Services are covered at no
charge for the remainder of the year.

Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D9110 [Palliative treatment of dental pain — per visit INo charge [ per date of service per Contract Dentist,
regardless of the number of teeth and/or areas
treated
D9120 |Fixed partial denture sectioning $65
D9210 |Local anesthesia not in conjunction with $27 [ per date of service per Contract Dentist; for
operative or surgical procedures use to perform a differential diagnosis or as a
therapeutic injection to eliminate or control a
disease or abnormal state.
D9211 |Regional block anesthesia $22
D9212  |Trigeminal division block anesthesia $25
D9215 |Local anesthesia in conjunction with operative or [$22
surgical procedures
D9219  |Evaluation for moderate sedation, deep sedation [$141
or general anesthesia
D9222  |Deep sedation/general anesthesia - first 15 $90 Covered only when given by a Contract
minutes \Dentist for covered oral surgery; 4 of (D9222,
1D9223) per date of service
D9223  |Deep sedation/general anesthesia - each $90 Covered only when given by a Contract
subsequent 15 minute increment Dentist for covered oral surgery; 4 of (D9222,
DY9223) per date of service
D9230 [Inhalation of nitrous oxide/analgesia, anxiolysis [$35 (Where available)
D9239  |Intravenous moderate (conscious) $100 Covered only when given by a Contract
sedation/analgesia - first 15 minutes Dentist for covered oral surgery, 4 of (D9239,
D9243) per date of service
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Code Description Pediatric Clarifications/Limitations
Enrollee Pays
D9243  |Intravenous moderate (conscious) $100 Covered only when given by a Contract
sedation/analgesia - each subsequent 15 minute Dentist for covered oral surgery; 4 of (D9239,
increment DY9243) per date of service
D9248  |Non-intravenous conscious sedation $192 Where available; 1 per date of service per
Contract Dentist
D9310 |Consultation - diagnostic service provided by [No charge
Dentist or physician other than requesting Dentist
or physician
D9311 [Consultation with a medical health care No charge
professional
D9410 |House/extended care facility call [No charge [ per Enrollee per date of service
D9420 |Hospital or ambulatory surgical center call $95
D9430  [Office visit for observation (during regularl No charge . . .
scheduled hours) - no other (servic%s p%rforrzed ¢ [ per date of service per Contract Dentist
D9440  |Office visit - after regularly scheduled hours [No charge 1 per date of service per Contract Dentist
D9610 |Therapeutic parenteral drug, single $28 4 of (D9610, D9612) injections per date of
administration service
D9612  |Therapeutic parenteral drugs, two or more $81 4 of (D9610, D9612) injections per date of
administrations, different medications service
D9910 |Application of desensitizing medicament [No charge 1 per 12 months per Contract Dentist;
permanent teeth
D9930  |Treatment of complications (post-surgical) - $32 [ per date of service per Contract Dentist
unusual circumstances, by report within 30 days of an extraction
D9950  |Occlusion analysis - mounted case $234 Prior Authorization is required; I per 12
months for diagnosed TMJ dysfunction;
permanent teeth; age 13+
D9951  |Occlusal adjustment - limited $52 1 per 12 months for quadrant per Contract
Dentist; age 13+
D9952  |Occlusal adjustment - complete $264 1 per 12 months following occlusion analysis -
mounted case (D9950) for diagnosed TMJ
dysfunction, permanent teeth; age 13+
D9995  |Teledentistry - synchronous; real-time encounter |No charge
D9996 |Teledentistry - asynchronous; information stored [No charge
and forwarded to dentist for subsequent review
D9997  |Dental case management - patients with Special [No charge
Health Care Needs
[D9999  |Unspecified adjunctive procedure, by report $59 IShall be used: for a procedure which is not
adequately described by a CDT code; or for a
procedure that has a CDT code that is not a
\Benefit but the patient has an exceptional
medical condition to justify the medical
necessity. Documentation shall include the
pecific conditions addressed by the
procedure, the rationale demonstrating
medical necessity, any pertinent history and
the actual treatment.
Endnotes:

If services for a listed procedure are performed by the assigned Contract Dentist, the Enrollee pays the specified Cost Share.
Listed procedures which require a Dentist to provide Specialist Services, and are referred by the assigned Contract Dentist,
must be authorized by Delta Dental. The Enrollee pays the Cost Share specified for such services.
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Optional or upgraded procedure(s) are defined as any alternative procedure(s) presented by the Contract Dentist and formally
agreed upon by financial consent that satisfies the same dental need as a covered procedure. Enrollee may elect an Optional
or upgraded procedure, subject to the limitations and exclusions of this Amendment. The applicable charge to the Enrollee is
the difference between the Contract Dentist’s regularly charged fee (or contracted fee, when applicable) for the Optional or
upgraded procedure and the covered procedure, plus any applicable Cost Share for the covered procedure.

Example of an Optional or upgraded procedure:

o [fthe Enrollee chooses an Optional or upgraded procedure presented by the Contract Dentist,

¢ Where noble (D6061, D6064, D6071, D6074, D6083, D6087, D6099, D6122); high noble (precious) (D6059,
D6062, D6066, D6067, D6069, D6072, D6076, D6077); or titanium (D6084, D6088, D6094, D6097, D6194, D6195,
D6784) metals are used for an implant/abutment supported crown or fixed bridge retainer; and

¢ An additional laboratory fee is charged by the Contract Dentist.

Then the Enrollee will be responsible for the fee charged by the laboratory which equals the difference between the higher
cost of the Optional service and the lower cost of the customary service or standard procedure.

Administration of these plan designs must comply with requirements of the pediatric dental EHB benchmark plan, including
coverage of services in circumstances of medical necessity as defined in the Early Periodic Screening, Diagnosis and
Treatment (“EPSDT”) Benefit.

To the extent the dental plans can offer Teledentistry, it would be offered at no charge.

These Endnotes do not limit an issuer’s obligations to comply with applicable Federal, State, or local laws, rules, or
regulations. In the event an issuer is subject to a newly enacted or amended law, rule, or regulation that conflicts with the
requirements of these Endnotes, an issuer shall comply with the law, rule, or regulation and any applicable guidance from its
regulatory authority. Where these Endnotes exceed requirements imposed by law, an issuer shall comply with the
requirements in these Endnotes.
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SCHEDULE B - Limitations and Exclusions of Benefits

Limitations of Benefits for Pediatric Enrollees

The frequency of certain Benefits is limited. All frequency limitations are listed in Schedule A, Description of Benefits
and Cost Share for Pediatric Enrollees. Additional requests, beyond the stated frequency limitations, for prophylaxis,
fluoride and scaling procedures [D1110, D1120, D1206, D1208, and D4346] shall be considered for prior Authorization
when documented medical necessity is justified due to a physical limitation and/or an oral condition that prevents daily
oral hygiene.

A filling [D2140-D2161, D2330-D2335, D2391-D2394] is a Benefit for the removal of decay, for minor repairs of tooth
structure or to replace a lost filling.

A crown [D2390 and covered codes only between D2710-D2791] is a Benefit when there is insufficient tooth structure
to support a filling or to replace an existing crown that is non-functional or non-restorable and meets the five+ year (60+
months) limitation.

The replacement of an existing crown [D2390 and covered codes only between D2710-D2791], fixed partial denture
(bridge) [covered codes only between D6211-D6245, D6251, D6721-D6791] or a removable full [D5110, D5120] or
partial denture [covered codes only between D5211-D5214, D5221-D5224] is covered when:

¢ The existing restoration/bridge/denture is no longer functional and cannot be made functional by repair or
adjustment, and

¢ Either of the following:

- The existing non-functional restoration/bridge/denture was placed five or more years (60+ months) prior to its
replacement, or

- If an existing partial denture is less than five years old (60 months), but must be replaced by a new partial denture
due to the loss of a natural tooth, which cannot be replaced by adding another tooth to the existing partial denture.

Coverage for the placement of a fixed partial denture (bridge) [covered codes only between D6211-D6245, D6251,
D6721-D6791] or removable partial denture [covered codes only between D5211-D5214, D5221-D5224]:

¢ Fixed partial denture (bridge):

- A fixed partial denture is a Benefit only when medical conditions or employment preclude the use of a removable
partial denture.

- The sole tooth to be replaced in the arch is an anterior tooth, and the abutment teeth are not periodontally involved,
or

- The new bridge would replace an existing, non-functional bridge utilizing identical abutments and pontics, or

- Each abutment tooth to be crowned meets Limitation #3.

¢ Removable partial denture:
- Cast metal [D5213, D5214, D5223, D5224], one or more teeth are missing in an arch.
- Resin based [D5211, D5212, D5221, D5222], one or more teeth are missing in an arch and abutment teeth have
extensive periodontal disease.

Immediate dentures [D5130, D5140, D5221-D5224] are covered when one or more of the following conditions are
present:

¢ extensive or rampant caries are exhibited in the radiographs, or

¢ severe periodontal involvement indicated, or

¢ numerous teeth are missing resulting in diminished chewing ability adversely affecting the Enrollee’s health.
Maxillofacial prosthetic services [covered codes only between D5911-D5999] are for the anatomic and functional
reconstruction of those regions of the maxilla and mandible and associated structures that are missing or defective

because of surgical intervention, trauma (other than simple or compound fractures), pathology, developmental or
congenital malformations.
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All maxillofacial prosthetic procedures [covered codes only between D5911-D5999] require prior Authorization for

Medically Necessary procedures.

Implant services [covered codes only between D6010-D6199] are a Benefit only under exceptional medical conditions.
Exceptional medical conditions include, but are not limited to:

¢ cancer of the oral cavity requiring ablative surgery and/or radiation leading to destruction of alveolar bone, where the
remaining osseous structures are unable to support conventional dental prosthesis.

¢ severe atrophy of the mandible and/or maxilla that cannot be corrected with vestibular extension procedures [D7340,
D7350] or osseous augmentation procedures [D7950], and the Enrollee is unable to function with conventional
prosthesis.

¢ skeletal deformities that preclude the use of conventional prosthesis (such as arthrogryposis, ectodermal dysplasia,
partial anaodontia and cleidocranial dysplasia).

Temporomandibular joint (“TMJ”) dysfunction procedure codes [covered codes only between D7810-D7880] are
limited to differential diagnosis and symptomatic care and require prior Authorization.

Certain listed procedures performed by a Contract Specialist may be considered primary under the Enrollee’s medical
coverage. Dental Benefits will be coordinated accordingly.

Deep sedation/general anesthesia [D9222, D9223] or intravenous conscious sedation/analgesia [D9239, D9243] for
covered procedures requires documentation to justify the medical necessity based on a mental or physical limitation or
contraindication to a local anesthesia agent.

When performed in conjunction with the removal of an impacted tooth, complete bony with unusual surgical
complications, nerve dissection is included with the extraction procedure. Otherwise, nerve dissection is not a Benefit
[D7259].

Exclusions of Benefits for Pediatric Enrollees

Any procedure that is not specifically listed under Schedule A, Description of Benefits and Cost Share for Pediatric

Enrollees, except as required by state or federal law.

All related fees for admission, use, or stays in a hospital, out-patient surgery center, extended care facility, or other
similar care facility.

Lost or theft of full or partial dentures [covered codes only between D5110, D5140, D5211, D5214, D5221, D5224],
space maintainers [D1510-D1575], crowns [D2390 and covered codes only between D2710-D2791], fixed partial
dentures (bridges) [covered codes only between D6211-D6245, D6251, D6721-D6791] or other appliances.

Dental expenses incurred in connection with any dental procedures started after termination of eligibility for coverage.

Dental expenses incurred in connection with any dental procedure before the Enrollee’s eligibility in this Amendment.
Examples include: teeth prepared for crowns, partials and dentures, root canals in progress.

Dispensing of drugs not normally supplied in a dental facility unless included in Schedule A.

Any procedure that in the professional opinion of the Contract Dentist, Contract Specialist, or dental plan consultant:

¢ has poor prognosis for a successful result and reasonable longevity based on the condition of the tooth or teeth and/or
surrounding structures, or

¢ is inconsistent with generally accepted standards for dentistry.
Dental services received from any dental facility other than the assigned Contract Dentist including the services of a
dental specialist, unless expressly authorized or as cited under the “Emergency Dental Services” and “Urgent Dental

Services” sections of the Amendment. To obtain written Authorization, the Enrollee should call Delta Dental’s
Customer Care at 800-589-4618.

Consultations [D9310, D9311] or other diagnostic services [covered codes only between D0120-D0999] for non-
covered Benefits.

Single tooth implants [covered codes only between D6000-D6199].

Restorations [covered codes only between D2330-D2335, D2391-D2394, D2710-D2791, D6211-D6245, D6251,
D6721-D6791] placed solely due to cosmetics, abrasions, attrition, erosion, restoring or altering vertical dimension.
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e Preventive [covered codes only between D1110-D1575], endodontic [covered codes only between D3110-D3999] or
restorative procedures [covered codes only between D2140-D2999] are not a Benefit for teeth to be retained for
overdentures.

o Partial dentures [covered codes only between D5211-5214, D5221-D5224] are not a Benefit to replace missing 3rd
molars, unless the 3rd molar occupies the 1st or 2nd molar position or is an abutment for a partial denture with cast
clasps or rests.

e Appliances or restorations necessary to increase vertical dimension, replace or stabilize tooth structure loss by attrition,
realignment of teeth [covered codes only between D8000-D8999], periodontal splinting [D4322-D4323], gnathologic
recordings, equilibration [D9952] or treatment of disturbances of the TMJ [covered codes only between D0310-D0322,
D7810-D7899], unless included in Schedule A.

e Porcelain denture teeth or fixed partial dentures (overlays, implants, and appliances associated therewith) [D6940,
D6950] and personalization and characterization of complete and partial dentures.

e Extraction of teeth [D7111, D7140, D7210, D7220-D7240, D7241, D7250], when teeth are asymptomatic/non-
pathologic (no signs or symptoms of pathology or infection), including but not limited to the removal of third molars.

e TMJ dysfunction treatment modalities that involve prosthodontia [D5110-D5224, D6211-D6245, D6251, D6721-
D6791], orthodontia [covered codes only between D8000-D8999], and full or partial occlusal rehabilitation or TMJ
dysfunction procedures [covered codes only between D0310-D0322, D7810-D7899] solely for the treatment of bruxism.

o Vestibuloplasty/ridge extension procedures [D7340, D7350] performed on the same date of service as extractions
[D7111-D7250] on the same arch.

e Deep sedation/general anesthesia [D9222, D9223] for covered procedures on the same date of service as analgesia,
anxiolysis, inhalation of nitrous oxide or for intravenous conscious sedation/analgesia [D9239, D9243].

¢ Intravenous conscious sedation/analgesia [D9239, D9243] for covered procedures on the same date of service as
analgesia, anxiolysis, inhalation of nitrous oxide or for deep sedation/general anesthesia [D9222, D9223].

o Inhalation of nitrous oxide [D9230] when administered with other covered sedation procedures.

e Cosmetic dental care [exclude covered codes in this list if done for purely cosmetic reasons: D2330-D2394, D2710-
D2751, D2940, D6211-D6245, D6251, D6721-D6791, D8000-D8999].

o Services or supplies for sleep apnea.
o Administration of neuromodulators is not a Benefit of the plan.

o Administration of dermal fillers is not a Benefit of the plan.

Medically Necessary Orthodontics for Pediatric Enrollees

o Orthodontic Services are limited to the following automatic qualifying conditions:

¢ Cleft palate deformity. If the cleft palate is not visible on the diagnostic casts written documentation from a Contract
Orthodontist or Contract Specialist shall be submitted on their professional letterhead with the prior Authorization
request.

¢ Craniofacial anomaly. Written documentation from a Contract Orthodontist or Contract Specialist shall be submitted
on their professional letterhead with the prior Authorization request.

A deep impinging overbite in which the lower incisors are destroying the soft tissue of the palate.
A crossbite of individual anterior teeth causing destruction of soft tissue.

An overjet greater than 9 mm or reverse overjet greater than 3.5 mm.

* & & o

Severe traumatic deviation.

e The following documentation must be submitted with the request for prior Authorization of services by the Contract
Orthodontist:

¢ ADA 2006 or newer claim form with service code(s) requested,
¢ Diagnostic study models (trimmed) with bite registration; or OrthoCad equivalent;
¢ Cephalometric radiographic image or panoramic radiographic image;
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¢ HLD score sheet completed and signed by the Contract Orthodontist; and

¢ Treatment plan.

e Coverage for comprehensive orthodontic treatment [D8080] requires acceptable documentation of a handicapping
malocclusion as evidence by a minimum score of 26 points on the Handicapping Labio-Lingual Deviation (HLD) Index
California Modification Score Sheet Form and pre-treatment diagnostic casts [D0470]. Comprehensive orthodontic
treatment [D8080]:

¢ s limited to Enrollees who are between 13 through 18 years of age with a permanent dentition without a cleft palate
or craniofacial anomaly; but

¢ may start at birth for patients with a cleft palate or craniofacial anomaly.
e Removable appliance therapy [D8210] or fixed appliance therapy [D8220] is limited to Enrollee between 6 to 12 years
of age, once in a lifetime, to treat thumb sucking and/or tongue thrust.

e The [D0350, D0703, D0801, D0802, D0803, D0804][D8660]Benefit for a pre-orthodontic treatment examination
includes needed oral/facial photographic images . Neither the Enrollee nor Delta Dental may be charged for D0350,
DO0351, D0703, D0801, D0802, D0803, D0804 in conjunction with a pre-orthodontic treatment examination.

e The number of covered periodic orthodontic treatment [D8670] visits and length of covered active orthodontics is
limited to a maximum of up to:

handicapping malocclusion - eight (8) quarterly visits;

cleft palate or craniofacial anomaly - six (6) quarterly visits for treatment of primary dentition;

cleft palate or craniofacial anomaly - eight (8) quarterly visits for treatment of mixed dentition; or

cleft palate or craniofacial anomaly - ten (10) quarterly visits for treatment of permanent dentition.

facial growth management - four (4) quarterly visits for treatment of primary dentition;

facial growth management - five (5) quarterly visits for treatment of mixed dentition;

* & & 6 O o o

facial growth management - eight (8) quarterly visits for treatment permanent dentition.

e Orthodontic retention [D8680] is a separate Benefit after the completion of covered comprehensive orthodontic
treatment [D8080] which:

¢ includes removal of appliances and the construction and place of retainer(s) [D8680]; and

¢ s limited to Enrollees under age 19 and to one per arch after the completion of each phase of active treatment for
retention of permanent dentition unless treatment was for a cleft palate or a craniofacial anomaly.

o All Orthodontic Services, including direct to consumer orthodontics, must be provided by a licensed Dentist authorized
to deliver care in the Enrollee’s state. Claims for services that are not provided by a Dentist are not eligible for
reimbursement.

o Cost Share is payable to the Contract Orthodontist who initiates banding in a course of prior authorized orthodontic
treatment [covered codes only between D8000-D8999]. If, after banding has been initiated, the Enrollee changes to
another Contract Orthodontist to continue orthodontic treatment, the Enrollee:

4+ will not be entitled to a refund of any amounts previously paid, and
¢ will be responsible for all payments, up to and including the full Cost Share, that are required by the new Contract
Orthodontist for completion of the orthodontic treatment.

e Should an Enrollee’s coverage be canceled or terminated for any reason, and at the time of cancellation or termination
be receiving any orthodontic treatment [covered codes only between D8000-D8999], the Enrollee will be solely
responsible for payment for treatment provided after cancellation or termination, except:

If an Enrollee is receiving ongoing orthodontic treatment at the time of termination, Delta Dental will continue to
provide orthodontic Benefits for:
4 60 days if the Enrollee is making monthly payments to the Contract Orthodontist; or

+ until the later of 60 days after the date coverage terminates or the end of the quarter in progress, if the Enrollee is
making quarterly payments to the Contract Orthodontist.

At the end of 60 days (or at the end of the quarter), the Enrollee’s obligation shall be based on the Contract
Orthodontist’s submitted fee at the beginning of treatment. The Contract Orthodontist will prorate the amount over the
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number of months to completion of the treatment. The Enrollee will make payments based on an arrangement with the
Contract Orthodontist.

e Orthodontics, including oral evaluations and all treatment, [covered codes only between D8000-D8999] must be
performed by a licensed Dentist or their supervised staff, acting within the scope of applicable law.

e The removal of fixed orthodontic appliances [D8680] for reasons other than completion of treatment is not a covered
Benefit.
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SCHEDULE C - Information Concerning Benefits Under The DeltaCare USA Program

THIS MATRIX IS INTENDED TO BE USED TO COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THIS AMENDMENT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF PROGRAM
BENEFITS AND LIMITATIONS.

Deductibles

None

Lifetime Maximums

None

Out-of-Pocket Maximum

Covered pediatric dental services apply to the Plan Out-of-Pocket Maximum in your Health Plan EOC. See your Health Plan
EOC for information about your Plan Out-of-Pocket Maximum.

Professional Services

An Enrollee may be required to pay a Cost Share amount for each procedure as shown in Schedule A, Description of Benefits
and Cost Share for Pediatric Enrollees, subject to the limitations and exclusions of the Program. Cost Share ranges by
category of service.

Examples are as follows:

DIAZNOSHIC SCIVICES ..vvieuvierieiieriietieieeieetestesreesseeseessessseeseesseenseessesssessnesses No charge
Preventive SEIVICES ....ooouiiiirierieiieieeie ettt No charge
RESIOTAtIVE SETVICES ..vviviieiieiieiirieietiieteiiietete ettt eb et s s sese s $33.00 - $646.00
EndodOntic SETVICES ......cvueeviriieeieiieiieieiesie ettt $36.00 - $629.00
PeriodOntic SEIVICES .....cviveririiieiiieieiiieteiiietete ettt es e bese s $24.00 - $399.00
Prosthodontic Services (removable)...........ccoveevieeiieiiieiieiececereee e, $43.00 - $1,222.00
Maxillofacial PrOSthetiCS ........ooviieviieiieiiieeceeeeeeeeee ettt $150.00 - $5,317.00
Implant Services (Medically Necessary only) ......c.cccccevevererieieienieneneenne. $56.00 - $3,931.00
Prosthodontic Services (fIXed) ......oovieviirieiiieiierieci e $67.00 - $717.00
Oral and Maxillofacial SUTZETY ........ccueveriiriirieieieieiee e $12.00 - $5,863.00
Orthodontic Services (Medically Necessary only) ........cccccceevveveevreecnennenen. No charge - $3,768.00
Adjunctive General SErVICES ........ceerieririieieeieriere e No charge - $264.00

NOTE: Limitations apply to the frequency with which some services may be obtained. For example: cleanings are limited
to one in a 6-month period.

Outpatient Services

Not Covered

Hospitalization Services

Not Covered

Emergency Dental Coverage

Benefits for Emergency Dental Services by an Out-of-Network Dentist are limited to necessary care to stabilize the Enrollee’s
condition and/or provide palliative relief.

Ambulance Services

Not Covered

Prescription Drug Services

Not Covered

Durable Medical Equipment

Not Covered
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Mental Health Services

Not Covered

Chemical Dependency Services

Not Covered

Home Health Services

Not Covered

Other

Not Covered

Each individual procedure within each category listed above, and that is covered under the Program, has a specific Cost Share
that is shown in Schedule A, Description of Benefits and Cost Share for Pediatric Enrollees in this Amendment.

Kaiser Permanente for Individuals and Families
2026 Kaiser Permanente - Minimum Coverage HMO
Issue Date: August 19, 2025 Page 137



If you have any questions or need additional information, call or write:

Toll Free
800-589-4618

Delta Dental Insurance Company
P.O. Box 1803
Alpharetta, GA 30023-1803
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Important Notices



Notice of Language Assistance

English: ATTENTION. Language assistance 1s available
at no cost to you. You can ask for interpreter services,
including sign language interpreters. You can ask for
materials translated into your language or alternative
formats, such as braille, audio, or large print. You can
also request auxiliary aids and devices at our facilities.
Call our Member Services department for help. Member
services 1s closed on major holidays.

e Medicare, including D-SNP: 1-800-443-0815
(TTY 711), 8 a.m. to 8 p.m., 7 days a week

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a
day, 7 days a week

e All others: 1-800-464-4000 (TTY 711), 24 hours a
day, 7 days a week
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Ynip Jupnn kp gl putudnp pupquwin pjub Swowynipintutbp, wyn pynd
dhuwnbph 1kqyh pupguwihsttp: Fnip Jupnn bp puunnpby dkp (Ekqyny pupgqdudusd
ymupbp Jud wypinputpught Abwswithbp, husuhuhp o ppuyyp, dwjiwgpnipniip
Jwd junpnp mwpwnbuwlp: Fnip Jupnn bp twl nhut] odwinul] wmowlignipju b
uwpptph hwdwp, npnup wnlw ki Ukp hwunwwnnipniuutpnid: Oqunipjut hwdwp
quuquhwptp Ukp Bunwdubph vyuwuwpldwb pudht: Gunudubph uvyuwuwpljdut
pwdhtp thwly £ hhdtwlut tint optiphte



e Medicare, ukpwunju) D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-p,
gupwipn 7 op

e Medi-Cal 1-855-839-7613 (TTY 711), opp 24 dw, pwpwpn 7 op

e Ujniu pninpp 1-800-464-4000 (TTY 711), opp 24 dwd, pwpwipn 7 op

Chinese: HVER, RAVARIES hh. Ear IBSRIBAERME D3RS, OFETERM
Do AT DUEESRORE GO B S8 s A1 5 AR SR RicAs, InE S, SR
TR AL R UESRASE A ERAT TR0 T T8 B RN o TSR R 2 0 R 55 A AR S
Bho HEEAR H IR 2 GRS AT I

e Medicare, f#5 D-SNP : 1-800-443-0815 (TTY 711), &8 7 K, 4 8 5 & M 8 &
e Medi-Cal : 1-855-839-7613 (TTY 711), #/H 7 K, K 24 /N
o T HAMRK TR 1-800-757-7585 (TTY 711), &F 7K, K 24 /N

Al e 5 ladd il e ) 3 s Lad (sl O8G1) Jsh 4 (b)) el I 2l e (Sl A 85 :Farsi
slacdld o L gl d Gl 4 eadidan 5 lllae il Sioe im0 )L (L) laa sle ades ) S Cuil A 21

5 Sl il i e Oimad k0 Caga bla b eisa i o pbad ales ) i€ Gl 52 1 e Kl
csline) ciland 3,80 (el Lo sliae ) cland b ooSeaS il 5 (sl i€ sl 53 50 Le S0 pe 311 LSS slaolEiu
Sl Ao () U_IM B

3507 e pac 8Lizua 8 3 (TTY 711) 1-800-443-0815 > jlei L :D-SNP Jali cMedicare o
28 el i

2,80 i aiia Hy,5 7 G ailed el 24 53 (TTY 711) 1-855-839-7613 » e L :Medi-Cal o

ol asia §55 7 ¢ Hyomild el 24 50 (TTY 711) 1-800-464-4000 o bl Lz 5032l s det @

Hindi: €17 | 0T HERIAT 3MUch Tow foar fodl feoeh & Sueleyr ¥ 319 gy
Qai3ft & forw gy &Y Fohd §, 16 s oids & g o enfdrer &1 3w

AT @ 30T e A1 Jepfous Uy, S8 6 o, AHifAN, ar a2 fic # 3rgae

e & U o g Fhd ¥ MU TAR FrauT-chal W TR YT 3R SuHoi

BT M Y P Fohd & FEIAT & AU AR HGET Qa1 fAHIT B BicT | TG
a1 faamT FqTT pieedr e o 98 & Bl

o Medicare, TTHH D-SNP fAeT &: 1-800-443-0815 (TTY 711), g 8 It & A
8ISt I, Ot & 7

o Medi-Cal: 1-855-839-7613 (TTY 711), i& & didrg u¢, @are & 7 &

o T TH: 1-800-464-4000 (TTY 711), o7 & dldfr e, @oe & 7 e

Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom
pab txhais lus, suav nrog kws txhais lus piav tes. Koj muaj peev xwm thov kom muab cov ntaub
ntawv no txhais ua koj yam lus los sis ua Iwm hom, xws li hom ntawv rau neeg dig muag xuas,
tso ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab
dawb thiab tej khoom siv txhawb tau rau ntawm peb cov chaw kuaj mob. Hu mus thov kev pab



rau ntawm peb Lub Chaw Pab Tswv Cuab. Lub chaw pab tswv cuab kaw rau cov hnub so uas
tseem ceeb.

e Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev
tsaus ntuj, 7 hnub hauv ib lub vij

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

e Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib
lub vij

Japanese THE, smatA— b iﬁ*ﬂrf“ ZHRWEZ T ET, bRl FiEEiRE S
B —EZAZ K CE E T, mF, KNEFE, 3G am5RE, dR1TOE
EEY Lﬁﬂnﬂéﬂﬁﬁ%ﬂ’?%ﬂ@7z‘~‘? v NOBEREZRDDH Z ENTEET, YoMk
TIIAMBa EOWAR DB bk > T 0 £9, P MERFG X, MAE— 2
PR ERE 2 &V, MAFEMIT Y —E R FFEERRE TIEEELTEBY FHA,

e D-SNP % & Medicare: 1-800-443-0815 (TTY 711) . “FAij 8 B/ D -t 8 BE %
T, R

e Medi-Cal: 1-855-839-7613 (TTY 711) . 24 BFfE], 4K

o T DA T: 1-800-464-4000 (TTY 711) ., 24 FpfH], (R

Khmer (Cambodian): mﬁﬁﬁqﬁﬁqﬁﬂ SSWMAMNADSINWESASIG UL
HEHGIaN /US| U I8 STHESUSTTUM NI IMR3RIRe R sigdansan
IBUEITISUSTIUNMMOIIURIHS USBHIRENS)|SEOMHAIANU 01S[H yHAj
599 HESHSININSWUISY SHEUMAINNSSwuiSImusiSHiuibRNmi=e
VB ISR S N e SMIUNIIDRUENURSWY ihuenSmsEicnsUusisiic
USRI S 9

e Medicare, J5S1H D-SNP: 1-800-443-0815 (TTY 711) F11ENH § {7/ 80U 8 twLy 7 13

BHYwC
e Medi-Cal: 1-855-839-7613 (TTY 711) 24 {eNHESHwiIYg 71
o 1R§jH91S]55: 1-800-464-4000 (TTY 711) 24 I‘mtﬁﬁhauﬁ

\19[:?.

Korean: QH AL, -5 o] X A& 73} &4 =
T AFUL o2 HoE A8 e AR, 2o e 29 22 A 32
A5E 8HT T &&SHE} XH AANA Bz 779 AXE 83T % AdFHHh
7 AF A H| 2 BAjoll =g 83 kA 7] EE UYL T8 T del e A AHl=E
=G otA FEUT

e Medicare(D-SNP ¥31), 7Y 24 8§ A~ 5 8 A|o] 1-800-443-0815 (TTY 711)

Ho g o
e Medi-Cal: 1-855-839-7613 (TTY 711) T 7Y, 35 24 AIZE
e 7]E}: 1-800-464-4000 (TTY 711), 57 <, O}T 24 A 3t



Laotian: Yogav. Snaugosfedavwagaldimautoud geea.

NS WIN2DBNIWVIWWIS, dUFTguaswagal. nau

a2 licUienvswiduwagicesnw § su cuudy By Sngsuvy,
279, § nwiuzemanl ve. venantunandggauansegddegsoudly wax

qUaneumwéayc@’e“ﬁuasmm‘n’asgwom (89, Tnmawe tundINIuKzUISN299won (S

o o !

fesnougoufis. wraundSnauszuadne vudolududinfisaaunage.

o Medicare, 20UgT) D-SNP: 1-800-443-0815 (TTY 711), 8 Y0989 o191 8 Yw9wa9,
7 Sudeafio

o Medi-Cal: 1-855-839-7613 (TTY 711), 24 82tu9a5, 7 fdeafio

o SU7: 1-800-464-4000 (TTY 711), 24 S0%u96, 7 5¢

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun
meih muangx mv zuqc heuc meih ndorqv nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo
tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx. Meih aengx haih
tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc
da’nyeic diuc daan, fiev benx domh nzangc-pokc bun hluo, bungx waac-qiez bun uangx, a’fai
aamx bieqc domh zeiv-linh. Meih corc haih tov longe benx wuotc ginc jaa-dorngx tengx aengx
caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz taux yie
mbuo dinc zangc domh gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo
tengx nzie weih. Ziux goux baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei
hnoi-nyieqc oc.

e Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux
8 dimv lungh muonx, yietc norm leiz baaix zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc
norm leiz baaix zoux gong 7 hnoi

e Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh
24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

Navajo: GIHA. Tsé¢’ naalkaah sida’igii éi doo tt’é¢’ 1il’j” dah sidaa’igii. TY'¢¢’goo thizi’igii éi
tsé¢’ naalkdah sid4’igii bikda’ dah sidaaigii, t’a’ii bik’eh dah na’atkaigii. T*4’11 éi tF’¢¢’g6o
tt’izi’igii bik’eh dah deidiyos, t’4’ii €1 bi’é¢’ bik’eh dah na’alkaigii bik’eh dah deidiyos. T’a’ii
bik’eh dah na’atkaigii bikaa’ dah na’atkaigii t’44 altso bik’eh dah deidiyods. Bi’é¢’ naalkaah
sida’igii bik’eh ha’a’aah. T’4’11 bik’eh dah na’atkaigii éi bik’eh dah naazhjaa’igii bik’eh dah
na’atkaigii.

e Medicare, bikda’ dah deidiyos D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. g66 8 p.m.,

7 ji taatd’i damoo
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 tt’ohch’ooli t’aala’i ji, 7 ji t’aatd’i damoo
o T’aaal’aa: 1-800-464-4000 (TTY 711), 24 tI’ohch’ooli t’aata’i ji, 7 ji t’aatd’i damoo



Punjabi: fis fe€| 3o AorfesT 303 B¢ faat fan B3 © Qusgy J| 3 gt
it Aeret 83 A B8 <fa AR 3, fam g Adls F9Re @ wofime & avg gw) 3
THIIG & w3 29, 7t fan <a&fud grgie feg »igerfes 9da Bt < afd Aae
J1 3 ASt AgS3T 3 Aafed 831 w3 Budds! el & 9631 9d HaR J1 Hee BE
T3 Hegt St Aeret © fegal § '8 991 Hadt ol Reret w1 fegrdl }y gt @8 fes
de gfder 3

e Medicare, fTH f&9 D-SNP & THS J: 1-800-443-0815 (TTY 711), Ad 8 <A 3 TH

8 <H 3, Jg3 ¥ 7 fed
o Medi-Cal: 1-855-839-7613 (TTY 711), fe® © 24 U2, Ig3 © 7 fea
o TSl ATI: 1-800-464-4000 (TTY 711), e T 24 U, I@3 © 71w

Russian: BHUMAHME! s Bac noctymnuel 6eciuiatHble yeiayru nepeBojia. Bel moxere
3alIpOCUTH YCIYTH YCTHOT'O NIEPEBOAA, B TOM UHUCIIE YCIIYTH IEPEBOIUMKA SA3bIKA )KECTOB. Bl
TaKKe MOXKETE 3allpOCUTh MaTepUallbl, IEPEBECHHbIE Ha BAlll SI3bIK WM B AJIbTEPHATUBHBIX
¢dopmarax, Hanpumep mpudrom bpaiins, kpynHeiM mprudToMm uian B ayanodopmare. Bol Takxe
MOJKETE 3aIIPOCUTH JOMOJIHUTEIbHbIE PUCTIOCOOIEHUS U BCIIOMOTaTeNIbHBIE YCTPONCTBA B HAILIUX
yupexaeHusx. Eciu Bam Hy»Ha OMOI11b, TO3BOHUTE B OTJIE)1 00CTYKMBaHUsI y4yacTHUKOB. OT1en
00CITy’)KMBaHUS Y4aCTHUKOB HE pabOTaeT B IHU IOCYAAPCTBEHHBIX MPA3HUKOB.

e Medicare, Bximrovas D-SNP: 1-800-443-0815 (TTY 711), 6e3 Beixoausix ¢ 8:00 go 20:00.

e Medi-Cal: 1-855-839-7613 (TTY 711), KpyriocyTo4HO 0€3 BBIXOIHBIX.

e JloOwle apyrue nocraBuiku ycuyr: 1-800-464-4000 (TTY 711), kpyriocyTouHo 6e3
BBIXO/THBIX.

Spanish: ATENCION. Se ofrece ayuda en otros idiomas sin ningun costo para usted. Puede
solicitar servicios de interpretacion, incluyendo intérpretes de lengua de sefias. Puede solicitar
materiales traducidos a su idioma o en formatos alternativos, como braille, audio o letra grande.
También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de
atencion. Llame al Departamento de Servicio a los Miembros para pedir ayuda. Servicio a los
Miembros esta cerrado los dias festivos principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), los 7 dias de la semana,
de 8 a. m. a 8 p. m., los 7 dias de la semana
e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.
e Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de
la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari
kang humiling ng mga serbisyo ng interpreter, kasama ang mga interpreter sa sign language.
Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong wika o sa mga
alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng
mga karagdagang tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng
Mga Serbisyo sa Miyembro para sa tulong. Ang mga serbisyo sa miyembro ay sarado sa mga
pangunahing holiday.



e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m.,
7 araw sa isang linggo

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

e Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang
linggo

Thai: dvév fusnslimuhamdasiune uavinulaa a1l
vihnugnunsazaiuusnsaiun sudvaiuaeniia’le vinuaunsazalvulalanans
dlunsnuasvinu wiatusduuudun wiudnusiusad Wddas vdaddnesuualveg)
vihugnunsazaduailnsal dhandauazaldnsallddule s gaunliusnisuas
nsdacafausnsgundnuadisitiatannudIada’le
drausnissudnasiavinnstuiunaasanisanee

e Medicare 53u89 D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. 9 20.00 u.
wia 7 Jusaduenu
e Medi-Cal: 1-855-839-7613 (TTY 711) anan 24 ﬁﬂm wia 7 Jusadlenv
o Auq Wonum: 1-800-464-4000 (TTY 711) aaan 24 17 1u9 via 7 Tusadla i

Ukrainian: YBAT'A! Ilocnyru nepekiagada Halal0ThCsl 0€3KOMTOBHO. Bu MokeTe 3aiMimmT
3alUT Ha MOCIIYTH YCHOTO MEpeKyIany, 30KpeMa MOBOIO JkecTiB. Bu MoskeTe 3po0uTH 3amuT Ha
OTpUMaHHs MaTepiaiiB, EPeKIaleHuX BalllOI0 MOBOIO, 800 B aJIbTEPHATUBHUX (opMaTax, K-OT
Ha/pyKoBaHUM LipudToM bpaiing un Benukum mpudrom, a Takox y 3BykoBomy ¢popmari. Kpim
TOTO, BU MOKETE 3pOOUTH 3aMHUT HA OTPUMAHHS JOTIOMDKHHX 3aC001B 1 MPUCTPOIB Yy 3aKIaaax
HAaIOi Mepexi KoMmaHii. Ko Bam notpibHa Jonomora, 3areseoHyiiTe y BiaIia o0CIyroByBaHHs
KJIEHTIB. Bia/1in 06CcIyroByBaHHs KIIIEHTIB 3a4MHEHHN Y IepyKaBHI CBSITA.

e Medicare, 30kpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 mo 20:00, 6e3 BUXiTHHX.
e Medi-Cal: 1-855-839-7613 (TTY 711), uiiono6oBo, 06€3 BUX1THHX.
e Vci inmn Hagasadi mociyr: 1-800-464-4000 (TTY 711), miniono60Bo, 6€3 BUXiTHUX.

Vietnamese: LUU Y. Chiing t6i cung cap dich vu hd tro ngén ngit mién phi cho quy vi. Quy vi
cod the yéu cau dich vy thong dich, bao gém ca thong dich vién ngon ngir ky hiéu. Quy vi c6 thé
yéu cau tai liéu duoc dich sang ngdn ngir ctia quy vi hay dinh dang thay thé, chang han nhu chit
noi braille, bang dia thu 4m hay ban in kho chit 16n. Quy vi ciing c6 thé yéu 'cu céc phuong tién
va thiét bi phu trg tai cac co so cua chung to61. Goi cho ban Dich Vu Ho1 Vién cua chung toi dé
duogc trg gitip. Ban dich vu hoi vién khong lam viéc vao nhitng ngay 1€ 16n.

e Medicare, bao gom ca D-SNP: 1-800-443-0815 (TTY 711), 8 gio sang dén 8 gio i,
7 ngay trong tuan
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gio trong ngay, 7 ngiy trong tuan
e Moi chuong trinh khac: 1-800-464-4000 (TTY 711), 24 gio trong ngay, 7 ngay trong tuan.



Nondiscrimination Notice

9 ¢6 2

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan,
Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, Inc., and the Southern California
Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, medical
condition, source of payment, genetic information, citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services:

e No-cost aids and services to people with disabilities to help them communicate better with
us, such as:

¢ Qualified sign language interpreters

¢ Written information in other formats (braille, large print, audio, accessible electronic
formats, and other formats)

e No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters

¢ Information written in other languages

If you need these services, call our Member Services department at the numbers below. The call is
free. Member services is closed on major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
e All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

Upon request, this document can be made available to you in braille, large print, audio, or electronic
formats. To obtain a copy in one of these alternative formats, or another format, call our Member
Services department and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these
services or unlawfully discriminated in another way. You can file a grievance by phone, by mail, in
person, or online. Please refer to your Evidence of Coverage or Certificate of Insurance for details.
You can call Member Services for more information on the options that apply to you, or for help
filing a grievance. You may file a discrimination grievance in the following ways:

e By phone: Call our Member Services department. Phone numbers are listed above.

¢ By mail: Download a form at kp.org or call Member Services and ask them to send you a
form that you can send back.

e 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)


https://healthy.kaiserpermanente.org/front-door
https://healthy.kaiserpermanente.org/doctors-locations?kp_shortcut_referrer=kp.org/facilities
https://kp.org

e Online: Use the online form on our website at kp.org
You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of
Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services
Office of Civil Rights in writing, by phone or by email:

e By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

e By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms
are available at: http://www.dhcs.ca.gov/Pages/Language Access.aspx

e Online: Send an email to CivilRights@dhcs.ca.gov

How to file a grievance with the U.S. Department of Health and Human Services Office of
Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services
Office of Civil Rights. You can file your complaint in writing, by phone, or online:

e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

¢ By mail: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
U.S. Department of Health and Human Services Office of Civil Rights Complaint
forms are available at: https://www.hhs.gov/ocr/office/file/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf


https://healthy.kaiserpermanente.org/front-door
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/office/file/index.html
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