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Important Benefit Information Enclosed

Individuals and Families Membership
Agreement

About This Individuals and Families Membership Agreement

This Individuals and Families Membership Agreement (Membership Agreement), all applications for coverage and any
changes to such applications, and any amendments to this Membership Agreement, are legally binding and constitute the entire
contract between you, as the Subscriber, and Kaiser Foundation Health Plan of Colorado (Health Plan). If you are the person
who applied for Health Plan membership and agree to be responsible for payment, you are the “Subscriber.” You and your
enrolled Dependents are “Members.” Health Plan is sometimes called “Plan,” “we,” or “us” in this Membership Agreement.
Out-of-Health Plan is sometimes referred to as “out-of-Plan.”

By paying Premiums, you accept this Membership Agreement for yourself and all your enrolled Dependents. Y our membership
continues from month to month. Members and applicants for membership must complete any applications, forms, or statements
that we reasonably request. In addition, we may adopt reasonable rules and interpretations to administer this Membership
Agreement effectively.

We may modify this Membership Agreement in the future. If we do, we will notify you in writing at least 90 days before your
Health Plan benefit changes are effective. If you continue to pay Premiums or accept benefits after your health care benefit
change has gone into effect, you thereby agree to the change. Your consent also covers your enrolled Dependents.

You or we may end your Health Plan membership as described under “Termination/Nonrenewal/Continuation.”

This Membership Agreement describes your benefits for 2025.

NOTICE - THIS POLICY DOES NOT PROVIDE ADULT DENTAL COVERAGE:

This policy does not provide any dental benefits to individuals age nineteen (19) or over. This policy is being offered so the
purchaser will have pediatric dental coverage as required by the Affordable Care Act. If you want adult dental benefits, you
will need to buy a plan that has adult dental benefits. This plan will not pay for any adult dental care, so you will have to pay
the full price of any care you receive.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Colorado (Kaiser Health Plan) complies with
applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Kaiser Health Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability,
or sex. We also:

* Provide no-cost aids and services to people with disabilities to communicate
effectively with us, such as:
* Qualified sign language interpreters
«  Written information in other formats, such as large print, audio, and
accessible electronic formats

* Provide 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 1-800-632-9700 (TTY 711).

If you believe that Kaiser Health Plan has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance by mail at: Customer Experience
Department, Attn: Kaiser Permanente Civil Rights Coordinator, 10350 E. Dakota Ave,
Denver, CO 80247, or by phone at Member Services 1-800-632-9700 (TTY 711).

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

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call 1-800-632-9700 (TTY 711).

A91CS (Amharic) 103-08: 215145+ £7% A7ICT Pt OHCH° hC/F LCEPTE (1R ALIHPT
THIETPA: @L TLhtA@- ¢7C L@ 1-800-632-9700 (TTY 711).

(Olaally ell 655 4y galll ae lusal) ladd b Ay jall Saaai i 1) 140 gala (Arabic) 4l

(711 TTY) 1-800-632-9700 pd : Jasai!
‘Basdd Wudu (Bassa) De de nia ke dyédé gbo: O ju ké m Basdd-wudu-po-nyd ju
ni, nii, a wudu ka ko do po-pod bé€in m gbo kpaa. ba 1-800-632-9700 (TTY 711)

13X (Chinese) ¥ * WIREEMEHRI P AP LIRBIERRE SRR - FHEE
1-800-632-9700 (TTY 711) -
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Lg\}u&_a\)u))mq@b)u)\.s_uu‘msw)ﬂsw)&uh)‘\_\)s\ AAJJ(FB.I’SI)(;“‘JQ
28 (el (711 TTY) 1-800-632-9700 L 230 (o« pal 8 Led

Francais (French) ATTENTION: Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-800-632-9700 (TTY 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 1-800-632-9700 (TTY 711).

Igbo (Igbho) NRUBAMA: O buru na i na asu Igbo, oru enyemaka asusu, n’efu, diiri gi.
Kpoo 1-800-632-9700 (TTY 711).

AFE (Japanese) EETFIE : HAGEA SN D5, AL
72721 9, 1-800-632-9700 (TTY 711) £ T, BEFFICT
5P=_1L°1 (Korean) F-9]: §h=10} S ALEEA = 5, Alof A4 Mu]~s FRe

o] &3A 4= gl551Uth. 1-800-632-9700 (TTY 711) HOo & Xd_ 3 4 1

Naabeeho (Navajo) Dii baa akd ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee
aka’anida’awo’déé’, t’aa jiik’eh, éi na hold, koji’ hodiilnih 1-800-632-9700 (TTY 711).

Aurell (Nepali) €I AR TSl AUl Sosfgeo 3 dUSh! ATET 19T Fgrrar
HATEE (ﬁiglo‘;)v TUHAT 30T S | 1-800-632-9700 (TTY: 711) Wil Iigrd |

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 1-800-632-9700 (TTY 711).

DEFEXEZ TR
THEHHE S TZE VY,

rjg

Pycckun (Russian) BHUMAHMUE: ecnu Bbl roBOpuTE Ha PYCCKOM SA3bIKE, TO BaM
AoCTynHbl 6ecnnatHble ycnyrn nepesoga. 3soHute 1-800-632-9700 (TTY 711).

Espafiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al 1-800-632-9700 (TTY 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-632-9700 (TTY 711).

Tleng Viét (Vletnamese) CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hé tro
ngdn ng® mién phi danh cho ban. Goi s 1-800-632-9700 (TTY 711).

Yorubé (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun
yin 0. E pe ero ibanisoro yi 1-800-632-9700 (TTY 711).
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SCHEDULE OF BENEFITS (WHO PAYS WHAT)

This Schedule of Benefits discusses:
I. DEDUCTIBLES (if applicable)
Il. ANNUAL OUT-OF-POCKET MAXIMUMS (OPM)

lll. COPAYMENTS AND COINSURANCE

IMPORTANT INFORMATION: PLEASE READ

This Schedule of Benefits does not fully describe the Services covered under this Membership Agreement. For a
complete understanding of the benefits, limitations and exclusions that apply to your coverage under this
plan, it is important to read this Membership Agreement in conjunction with this Schedule of Benefits.
Please refer to the heading in the "Benefits/Coverage (What Is Covered)" section and to the “Limitations/Exclusions
(What Is Not Covered)” section of this Membership Agreement.

Services received may be described in multiple sections of this Schedule of Benefits (for example, Office Services,
Durable Medical Equipment, X-ray, Laboratory, and Advanced Imaging Procedures may all apply to a broken arm).
See the appropriate sections for applicable Copayment, Coinsurance, and Deductible information.

You are responsible for any applicable Copayment or Coinsurance for Services performed as part of or in
conjunction with other outpatient Services, including but not limited to: office visits; Emergency Services; urgent
care’ and outpatient surgery.

Here is some important information to keep in mind as you read this Schedule of Benefits:
1. For a Service to be a covered Service:

a. The Service must be Medically Necessary (refer to the “Definitions” section in this Membership
Agreement); and

b. The Service must be provided, prescribed, recommended, or directed by a Plan Provider; and

c. The Service must be described in this Membership Agreement as covered. Refer to the “Benefits/Coverage
(What is Covered)” section.

2. The Charges for your Services are not always known at the time you receive the Service. You will get a bill
for any Deductibles, Copayments, or Coinsurance that are not known at the time you receive the Service.

3. The Deductibles, Copayments, or Coinsurance listed here apply to covered Services provided to Members
enrolled in this plan. Only covered Services apply to the Deductible and OPM. Non-covered Services will not
apply to the Deductible and OPM.

4. Copayments for Services are due at the time you receive the Service. Deductibles or Coinsurance for Services
may also be due at the time you receive the Service.

5. Except for #6 below, you may be responsible for any amounts over eligible Charges in addition to any
Copayment or Coinsurance.

6. With respect to Emergency Services received in an Out-of-Plan Facility, or Services rendered by an Out-of-
Plan Provider in a Plan Facility, you will not be balance billed by either the Out-of-Plan Provider or Out-of-Plan
Facility. You are responsible for the same Deductible, Copayment, or Coinsurance amounts that you would pay
if the care was provided in a Plan Facility or provided by a Plan Provider.

7. You may be charged separate Deductibles, Copayments, or Coinsurance for additional Services you receive
during your visit or if you receive Services from more than one provider during your visit.

8. We reserve the right to reschedule non-emergency, non-routine care if you do not pay all amounts due at the
time you receive the Service.

9. For items ordered in advance, you pay the Deductibles, Copayments, or Coinsurance in effect on the order
date.

10. You, as the Subscriber, are responsible for any Deductibles, Copayments, and/or Coinsurance incurred by your
Dependents enrolled in the Plan.
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11. If you are the only person on your plan, your plan will become a family plan upon the addition of any eligible
Dependent to your plan. This includes, but is not limited to, any temporary additions to your plan, such as the
coverage of a newborn for 31 days as required by state law.

12. Day and visit limits, Deductibles, and OPMs are based on a calendar year Accumulation Period.

. DEDUCTIBLES

The medical Deductible represents the full amount you must pay for certain covered Services during the
Accumulation Period before any Copayment or Coinsurance applies. Covered Services may or may not be
subject to the medical Deductible. It depends on the plan purchased.

For covered Services that are subject to the medical Deductible, any amounts you pay over eligible Charges
will not apply toward the medical Deductible.

A. For covered Services that ARE subject to the medical Deductible:

1. You must pay full charges for covered Services until your medical Deductible is satisfied. Please see
“lll. Copayments and Coinsurance” to find out which covered Services are subject to the medical
Deductible.

2. Once you have met your medical Deductible for the Accumulation Period, you will then pay, for the rest
of the Accumulation Period, your applicable Copayment or Coinsurance for those covered Services
subject to the medical Deductible (see “Ill. Copayments and Coinsurance”).

3. Your applicable Deductible, Copayment, and Coinsurance may apply to your annual OPM (see “Il.
Annual Out-of-Pocket Maximums”).

B. For covered Services that ARE NOT subject to the medical Deductible:
Your Copayment or Coinsurance will apply, as listed in “lll. Copayments and Coinsurance.”

C. Ifyour plan has a pharmacy Deductible, payments made for prescription drugs apply only to the pharmacy
Deductible.

The pharmacy Deductible represents the full amount you must pay for prescription drugs before any
Copayment or Coinsurance applies. Prescription drugs may or may not be subject to the pharmacy
Deductible. It depends on the plan purchased. Prescription Drugs required to be covered as “Preventive
Drugs” will be covered with no Deductibles, Copayments, or Coinsurance.

1. For prescription drugs that ARE subject to the pharmacy Deductible:

a. You must pay full charges for prescription drugs until your pharmacy Deductible is satisfied. Please
see “lll. Copayments and Coinsurance”, “Prescription Drugs, Supplies, and Supplements” to find
out which prescription drugs are subject to the pharmacy Deductible.

b. Once you have met your pharmacy Deductible for the Accumulation Period, you will then pay, for
the rest of the Accumulation Period, your applicable Copayment or Coinsurance for those
prescription drugs subject to the pharmacy Deductible (see “lll. Copayments and Coinsurance”,
“Prescription Drugs, Supplies, and Supplements”).

c. Your pharmacy Deductible does not apply to the medical Deductible and accumulates separately
from the medical Deductible.

d. Your applicable Copayment, Coinsurance, and pharmacy Deductible apply to your annual OPM
(see “ll. Annual Out-of-Pocket Maximums”).

2. For prescription drugs that ARE NOT subject to the pharmacy Deductible:
Your Copayment or Coinsurance will apply, as listed in “lll. Copayments and Coinsurance”,
“Prescription Drugs, Supplies, and Supplements.”

Il. ANNUAL OUT-OF-POCKET MAXIMUMS

The OPM limits the total amount you must pay during the Accumulation Period for certain covered Services.
Covered Services may or may not apply to the OPM (see “lll. Copayments and Coinsurance”). It depends on
the plan purchased.

For covered Services that apply to the OPM, any amounts you pay over eligible Charges will not apply toward
the OPM.

A. Your Deductibles apply to the OPM (see “I. Deductibles”).
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B. For covered Services that APPLY to the OPM:

1. The only Copayments or Coinsurance that apply toward the OPM are those made for covered Services
listed as applying to the OPM (see “lll. Copayments and Coinsurance”).

2. Once your OPM is met, you will no longer pay for covered Services that apply to the OPM for the rest
of the Accumulation Period.

C. For covered Services that do NOT APPLY to the OPM:

1. The only Copayments or Coinsurance that do not apply toward the OPM are those made for covered
Services listed as not applying to the OPM (see “lll. Copayments and Coinsurance”).

2. Once your OPM is met, you will continue to pay for covered Services that do not apply to the OPM for
the rest of the Accumulation Period.
Tracking Deductible(s) and Out-of-Pocket Amounts

Once you have received Services and we have processed the claim for Services rendered, we will provide an
Explanation of Benefits (EOB). The EOB will list the Services you received, the cost of those Services, and the
payments made for the Services. It will also include information regarding what portion of the payments were applied
to your Deductible(s) and/or OPM amounts.

For more information about your Deductible or OPM amounts, please call Member Services.
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Benefits for KP CO Bronze 8500/50
Il. COPAYMENTS AND COINSURANCE

Medical Deductible

EMBEDDED Medical Deductible
(Applies to Out-of-Pocket Maximum)

An Embedded Medical Deductible means:
*Each individual family Member has their own medical Deductible.

*If you reach your individual medical Deductible before the family medical
Deductible is met, you will begin paying Copayments or Coinsurance for
most covered Services for the rest of the Accumulation Period.

After the family medical Deductible is met, all covered family Members will
begin paying Copayments or Coinsurance for most covered Services for
the rest of the Accumulation Period. This is true even for family Members
who have not met their individual medical Deductible.

$8,500/Individual per
Accumulation Period
$17,000/Family per Accumulation
Period

Out-of-Pocket Maximum

EMBEDDED OPM

An Embedded OPM means:
*Each individual family Member has their own OPM.
«If you reach your individual OPM before the family OPM is met, you will no

longer pay Copayments or Coinsurance for those covered Services that
apply to the OPM for the rest of the Accumulation Period.

*After the family OPM is met, all covered family Members will no longer pay

Copayments or Coinsurance for those covered Services that apply to the
OPM for the rest of the Accumulation Period. This is true even for family
Members who have not met their individual OPM.

$9,200/Individual per
Accumulation Period
$18,400/Family per Accumulation
Period
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Office Services

You Pay

Primary care visits

Visit: (First 1 visits: Not subject to medical Deductible; Visit 2 and over: Subject to medical
Deductible; Applies to Out-of-Pocket Maximum)

Other covered Services: (First 1 visits: Not subject to medical Deductible; Visit 2 and over:
Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit:

First visit: $50 Copayment each
visit; Not subject to medical
Deductible

Visit 2 and over: No Charge;
Subject to medical Deductible

Covered Services received during a
visit: No additional charge

Specialty care visits

Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 50% Coinsurance
Covered Services received during a
visit: 50% Coinsurance

Consultations with clinical pharmacists
Visit: (First 1 visits: Not subject to medical Deductible; Visit 2 and over: Subject to medical
Deductible; Applies to Out-of-Pocket Maximum)

Other covered Services: (First 1 visits: Not subject to medical Deductible; Visit 2 and over:
Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit:

First visit: $50 Copayment each
visit; Not subject to medical
Deductible

Visit 2 and over: No Charge;
Subject to medical Deductible

Covered Services received during a
visit: No additional charge

Allergy evaluation and testing

e Primary care visits

Visit: (First 1 visits: Not subject to medical Deductible; Visit 2 and over: Subject to
medical Deductible; Applies to Out-of-Pocket Maximum)

e Specialty care visits
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit:

First visit: $50 Copayment each
visit; Not subject to medical
Deductible

Visit 2 and over: No Charge;
Subject to medical Deductible

Visit: 50% Coinsurance

Allergy injections
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: No Charge

Covered Services received during a
visit: No Charge

An additional charge may apply for
allergy serum.

Gynecology care visits
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 50% Coinsurance

Covered Services received during a
visit: 50% Coinsurance

Routine prenatal and postpartum visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Office administered drugs
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Travel immunizations
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

50% Coinsurance

Not Covered
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Virtual Care Services

e Chat with a provider online
o Primary care visits
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

o Specialty care visits No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

No Charge

e Email
o Primary care visits
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

o Specialty care visits No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

No Charge

o E-visits
o Primary care visits
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
o Specialty care visits No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
e Telephone
o Primary care visits
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
o Specialty care visits No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

No Charge

No Charge

e Video visits

o  Primary care visits No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
o  Specialty care visits No Charge

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Covered Services not otherwise listed in this Schedule of Benefits received 50% Coinsurance
during an office visit, a scheduled procedure visit, or provided by a Plan

Provider or Plan Facility

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Outpatient Hospital and Surgical Services You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Outpatient surgery at Plan Facilities Ambulatory surgical center: 40%
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) Coinsurance

Outpatient hospital: 50%
Coinsurance

Outpatient hospital Services, including direct admission to observation 50% Coinsurance
care

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Hospital Inpatient Care You Pay

(See “Hospital Inpatient Care” in “Benefits/Coverage (What Is Covered)” in this EOC for the 50% Coinsurance
list of covered Services.)

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Inpatient professional Services 50% Coinsurance
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
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Alternative Medicine

You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Chiropractic Care

e Evaluation and/or Manipulation
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Laboratory Services or X-rays required for Chiropractic care
(See “X-ray, Laboratory, and Advanced Imaging Procedures” for medical Deductible and
Out-of-Pocket Maximum information.)

50% Coinsurance
Limited to 20 visits per
Accumulation Period

See “X-ray, Laboratory, and
Advanced Imaging Procedures” for
applicable Copayment or
Coinsurance.

Acupuncture Services
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance
Limited to 6 visits per Accumulation
Period

Ambulance Services

You Pay

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Bariatric Surgery

You Pay

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Dental Services

Members age 19 and over

Not Covered

Pediatric Dental Services
e Up to the end of the month the Member turns age 19

See end of Section IIl.

Dialysis Care

You Pay

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Durable Medical Equipment (DME) and Prosthetics
and Orthotics

You Pay

Durable Medical Equipment
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
e Milk pumps (also known as breast pumps)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

No Charge

Prosthetic devices

¢ Internally implanted prosthetic devices

(See “Outpatient Hospital and Surgical Services” or “Hospital Inpatient Care” for medical
Deductible and Out-of-Pocket Maximum information.)

e Prosthetic arm or leg
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

o All other prosthetic devices
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

See “Outpatient Hospital and
Surgical Services” or “Hospital
Inpatient Care” for applicable
Copayment(s) and/or Coinsurance.

20% Coinsurance

50% Coinsurance

Orthotic devices
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Oxygen
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance
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Emergency Services You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Plan and Out-of-Plan emergency department visits and related covered 50% Coinsurance
Services unless otherwise noted (covered 24 hours a day) Copayment waived if directly
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) admitted as an inpatient. If the

above amount is a Coinsurance, the
Coinsurance amount is not waived if
directly admitted as an inpatient.

For advanced imaging procedures,
see “X-ray, Laboratory, and
Advanced Imaging Procedures” for
applicable Copayment or
Coinsurance.

Plan and Out-of-Plan emergency department observation care 50% Coinsurance

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Emergency department Copayment
is waived if you receive emergency
care and then are transferred to
observation care. If the above
amount is a Coinsurance, the
Coinsurance is applied to both the
emergency department care and
the observation care.

If you are directly admitted to
observation care, see “Outpatient
hospital Services” for applicable
Copayment or Coinsurance.

Urgent Care You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Plan and Out-of-Plan urgent care Visit: First visit: $150 Copayment;
Visit: (Copayment not subject to medical Deductible; Coinsurance subject to medical Not subject to the medical
Deductible; Applies to Out-of-Pocket Maximum) deductible

Other Covered Services: (Copayment not subject to medical Deductible; Coinsurance subject  V/isit 2 and over: 50% Coinsurance
to medical Deductible; Applies to Out-of-Pocket Maximum) . . .
Covered Services received during a

visit: No additional charge
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Family Planning and Sterilization Services

You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Family planning counseling
(See “Office Services” for medical Deductible and Out-of-Pocket Maximum information.)

See “Office Services” for applicable
Copayment or Coinsurance.

Associated outpatient surgery procedures

(See “Office Services” or “Outpatient Hospital and Surgical Services” for medical Deductible
and Out-of-Pocket Maximum information.)

See “Office Services” or “Outpatient
Hospital and Surgical Services” for
applicable Copayment or
Coinsurance.

Procedure for the interruption of pregnancy (abortion)
e Elective interruption of pregnancy
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Therapeutic interruption of pregnancy
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

No Charge

No Charge

Vasectomies
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Ambulatory surgical center: 40%
Coinsurance

Outpatient hospital: 50%
Coinsurance

Health Education Services

You Pay

Training in self-care and preventive care
(See “Office Services” for medical Deductible and Out-of-Pocket Maximum information.)

See “Office Services” for applicable
Copayment or Coinsurance.

Hearing Services

You Pay

Hearing exams and tests to determine the need for hearing correction
when performed by an audiologist
Exam: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Exam: No Charge

Hearing exams and tests to determine the need for hearing correction
when performed by a specialist other than an audiologist

Exam: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Exam: 50% Coinsurance

Covered Services received during a
visit: 50% Coinsurance

Hearing aids for Members up to age 18
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

o Fitting and recheck visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

No Charge

Hearing aids for Members age 18 and over
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

¢ Fitting and recheck visits
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Not Covered

Not Covered

Home Health Care

You Pay

Home health Services prescribed by a Plan Provider
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Hospice Care You Pay
Special Services program for hospice-eligible Members who have not yet No Charge
elected hospice care

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Hospice care for terminally ill patients No Charge

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
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Mental Health Services

You Pay

Inpatient psychiatric hospitalization
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Inpatient professional Services for psychiatric hospitalization
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Individual office visits
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: No Charge

Covered Services received during a
visit: No additional charge

Group office visits
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: No Charge

Covered Services received during a
visit: No additional charge

Intensive outpatient therapy or partial hospitalization
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 50% Coinsurance

Covered Services received during a
visit: No additional charge

Out-Of-Area Benefit

You Pay

The following Services are limited to Dependents up to the age of 26 outside the Service Area

Outpatient office visits

(Combined office visit limit between primary care, specialty care, outpatient mental health and
substance use disorder services, gynecology care, hearing exam, prevention immunizations,
preventive care, and the administration of allergy injections.)

Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Other Services: (Not subject to medical Deductible; Does not apply to Out-of-Pocket
Maximum)

Preventive immunizations: (Not subject to medical Deductible; Applies to Out-of-Pocket
Maximum)

Visit limit: Limited to 10 visits per
Accumulation Period

Visit: No Charge

Other Services received during an
office visit: Not Covered

Preventive immunizations: No
Charge

Diagnostic X-ray Services
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Diagnostic X-ray limit: Limited to
10 diagnostic X-rays per
Accumulation Period

20% Coinsurance

Outpatient physical, occupational, and speech therapy visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Therapy visit limit: Limited to 10
therapy visits (any combination)
per Accumulation Period

Visit: No Charge

Outpatient prescription drugs

e Coinsurance (except as listed below)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Prescribed diabetic supplies
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
e Preventive drugs
o Contraceptive drugs
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o Over the counter (OTC) items
(Federally mandated over the counter items)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o Tobacco cessation drugs
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Prescription drug fills: Limited to 12
prescription drug fills (any
combination) per Accumulation
Period

50% Coinsurance Generic/

50% Coinsurance Brand name/
50% Coinsurance Non-preferred/
50% Coinsurance Specialty

20% Coinsurance

No Charge
No Charge

No Charge
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Physical, Occupational, and Speech Therapy and
Inpatient Rehabilitation Services

You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Inpatient treatment in a multidisciplinary rehabilitation program
provided in a designated rehabilitation facility
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance
Up to 60 days per condition per
Accumulation Period

Short-term outpatient physical, occupational, and speech therapy visits

e Habilitative Services

o In-person visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o Video visits
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

¢ Rehabilitative Services

o In-person visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o Video visits
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Limited to 20 visits per therapy per
Accumulation Period. Visit limits
are combined between in-person
visits and video visits.

50% Coinsurance
No Charge

Limited to 20 visits per therapy per
Accumulation Period. Visit limits
are combined between in-person
visits and video visits.

50% Coinsurance

No Charge

Outpatient physical, occupational, and speech therapy visits to treat
Autism Spectrum Disorder

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Outpatient physical, occupational, and speech therapy video visits to treat
Autism Spectrum Disorder

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

No Charge

No Charge

Applied Behavioral Services

e Applied Behavior Analysis (ABA) to treat Autism Spectrum Disorder
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

o Applied Behavior Analysis (ABA) video visits to treat Autism Spectrum
Disorder
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

No Charge

No Charge

Cardiac rehabilitation

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Cardiac rehabilitation video visits

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

50% Coinsurance

No Charge

Pulmonary rehabilitation

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Pulmonary rehabilitation video visits

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

50% Coinsurance

No Charge
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Prescription Drugs, Supplies, and Supplements You Pay

Note: Coverage is subject to the drug formulary restrictions and guidelines.

Outpatient prescription drugs

e Pharmacy Deductible Not Applicable
(Applies to Out-of-Pocket Maximum)

e Copayment/Coinsurance (except as listed below): $20 Generic/50% Brand name/50%

(Generic: Not subject to medical Deductible; Brand name and Non-preferred: Subjectto  Non-Preferred

medical Deductible; Applies to Out-of-Pocket Maximum)
Prescription refills of maintenance
medications must be filled at a
pharmacy in a Kaiser Permanente
Medical Office Building or through
Kaiser Permanente mail order.

e Epinephrine Auto-Injectors Applicable Copayment/Coinsurance
not to exceed $60 for all prescription
two-pack epinephrine auto-injectors.

o Infertility drugs See applicable Outpatient
(See applicable Outpatient prescription drug medical Deductible; See applicable prescription drug Copayment or
Outpatient prescription drug Out-of-Pocket Maximum) Coinsurance

e Insulin Applicable Copayment/Coinsurance

not to exceed $100 up to a 30-day
supply of all prescription insulin

drugs.
o Diabetic supplies 20% Coinsurance
(When obtained from sources designated by Health Plan)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
e Interruption of pregnancy (abortion) drugs No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
e Sexual dysfunction drugs Not Covered
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
e Sexually transmitted infection (STI) drugs No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
e Specialty drugs 50% Coinsurance

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
e Zero cost share preventive drugs
o Over the counter (OTC) items No Charge

(Federally mandated over the counter (OTC) items. OTCs require a prescription and
must be filled at a Plan Pharmacy.)

(Not subject to medical or pharmacy Deductible; Apply to Out-of-Pocket Maximum)
o Prescription contraceptives No Charge
(Supply limit according to applicable law)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o Tobacco cessation drugs No Charge
(Not subject to medical or pharmacy Deductible; Apply to Out-of-Pocket Maximum)

Supply Limit

e Day supply limit 30 days

Mail-order Copayment/Coinsurance and Supply Limit

e Mail-order supply limit $60 Generic/50% Brand name/50%
Non-Preferred
Up to 90 days
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Preventive Care Services You Pay

Preventive care visits No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Adult preventive care exams and screenings
¢ Mental health wellness examination

o Well-woman care exams and screenings

o Well-child care exams

e Immunizations

Colorectal cancer screenings No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Colonoscopies
¢ Flexible sigmoidoscopies

Preventive Virtual Care Services No Charge
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Chat with a provider online

e Email

e E-visits

e Telephone

o Video visits

Non-preventive covered Services received in conjunction with preventive See “Office Services” or

care exam “Diagnostic Laboratory Services”
(See “Office Services” or “Diagnostic Laboratory Services” for medical Deductible and Out-of-  for applicable Copayment or
Pocket Maximum information.) Coinsurance.
Reconstructive Surgery You Pay

(See “Outpatient Hospital and Surgical Services” or “Hospital Inpatient Care” for medical See “Outpatient Hospital and

Deductible and Out-of-Pocket Maximum information.) Surgical Services” or “Hospital

Inpatient Care” for applicable
Copayment or Coinsurance.

Reproductive Support Services You Pay
Covered Services for diagnosis and treatment of infertility 50% Coinsurance
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Intrauterine insemination, including associated X-ray and laboratory 50% Coinsurance
Services

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Skilled Nursing Facility Care You Pay

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) 50% Coinsurance

Limited to 100 days per
Accumulation Period
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Substance Use Disorder Services

You Pay

Inpatient medical detoxification
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Inpatient professional Services for medical detoxification
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Individual office visits
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: No Charge

Covered Services received during a
visit: No Additional Charge

Group office visits
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: No Charge

Covered Services received during a
visit: No Additional Charge

Intensive outpatient therapy or partial hospitalization
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 50% Coinsurance

Covered Services received during a
visit: 50% Coinsurance

Residential rehabilitation
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance per inpatient
admission

Transplant Services

You Pay

(See appropriate section in this Schedule of Benefits for medical Deductible and Out-of-
Pocket Maximum information.)

See appropriate section in this
Schedule of Benefits for applicable
Copayment or Coinsurance.
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Vision Services and Optical

You Pay

Eye exams for treatment of injuries and/or diseases

See “Office Services” for applicable
Copayment or Coinsurance

Routine eye exam when performed by an Optometrist

Up to the end of the calendar year the Member turns age 19

Visit: (First 1 visits: Not subject to medical Deductible; Visit 2 and over: Subject to
medical Deductible; Applies to Out-of-Pocket Maximum)

Refraction test: (First 1 visits: Not subject to medical Deductible; Visit 2 and over:
Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Members age 19 and over
Visit: (Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Refraction test: (Not subject to medical Deductible; Does not apply to Out-of-Pocket
Maximum)

Visit:

First visit: $50 Copayment each
visit; Not subject to medical
Deductible

Visit 2 and over: 0% Coinsurance;
Subject to medical Deductible
Test:

First visit: $50 Copayment each
visit; Not subject to medical
Deductible

Visit 2 and over: 0% Coinsurance;
Subject to medical Deductible

Visit: Not Covered
Test: Not Covered

Routine eye exam when performed by an Ophthalmologist

Up to the end of the calendar year the Member turns age 19
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Refraction test: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Members age 19 and over

Visit: (Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Refraction test: (Not subject to medical Deductible; Does not apply to Out-of-Pocket
Maximum)

Visit: 50% Coinsurance
Test: 50% Coinsurance

Visit: Not Covered
Test: Not Covered

Covered Services not otherwise listed in this Schedule of Benefits received

during an office visit, a scheduled procedure visit, or provided by a Plan
Provider or Plan Facility
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance

Optical hardware

Up to the end of the calendar year the Member turns age 19
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Members age 19 and over
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

50% Coinsurance every 24 months
towards optical hardware

Not Covered
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X-ray, Laboratory, and Advanced Imaging Procedures You Pay

Diagnostic laboratory Services 50% Coinsurance
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Diagnostic X-ray Services received during an office visit, in a Plan Medical 50% Coinsurance
Office, or in a contracted free-standing facility (excluding Plan Hospitals)

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Diagnostic X-ray Services received in the outpatient department of a Plan 50% Coinsurance
Hospital
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Therapeutic X-ray Services received during an office visit, in a Plan 50% Coinsurance
Medical Office, in a contracted free-standing facility, or a Plan Hospital

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Advanced imaging procedures including but not limited to CT, PET, MRI, 50% Coinsurance

nuclear medicine Copayment waived if an advanced
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) imaging procedure is performed
¢ Diagnostic procedures include administered drugs. during an Emergency Department

visit and you are directly admitted
as an inpatient. If the above amount
is a Coinsurance, the Coinsurance
amount is not waived if directly
admitted as an inpatient.

e Therapeutic procedures may incur an additional charge for
administered drugs.
(See “Office Services” for “Office administered drugs”.)
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Pediatric Dental Services

You Pay

Members age 19 and over

Not Covered

The following pediatric dental Services are provided only up to the end of the month the Member turns age 19

Pediatric dental Deductible $50
(Applies to Out-of-Pocket Maximum)
Diagnostic and Preventive Services No Charge

(Subject to the Pediatric dental Deductible; Applies to Out-of-Pocket Maximum)

Oral Evaluations
e Simple exam

e Limited oral exam

e Oral exam (under 3 years old)

e Complicated exam

o Detailed and extensive oral exam
Cleanings

e Child prophylaxis (through age 13)

e Adult prophylaxis (age 14 up to age 19)

Fluoride

e Topical fluoride treatment
e Fluoride — varnish

Sealants

Bitewing / X-rays

Single film

2 films

3 films

4 films

Vertical bitewing — 7 to 8 films

X-rays
e Panoramic film
e Full mouth X-rays complete series

Intraoral / X-rays
e Intraoral — first film
e Intraoral — additional film

Space Maintainers

o Fixed unilateral

o Fixed bilateral

o Removable unilateral

o Removable bilateral
Recementation of space maintainer
o Palliative treatment (for pain relief)

See limitations listed below.

Any combination up to 2 per
calendar year

Any combination up to 2 per
calendar year

Any combination up to 2 per
calendar year

Limited to 1 per tooth per calendar
year

Limited to 1 set (any combination)
per calendar year from the following
list of bitewing procedures

Limited to 1 per 60 months

Any combination up to 2 per
calendar year

Space maintainers limited to 1 per
lifetime per primary tooth

Limited to 1 per lifetime per tooth
Limited to 1 per calendar year
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Pediatric Dental Services (continued) You Pay

Basic Services (Type Il) 50% Coinsurance
(Subject to the Pediatric dental Deductible; Applies to Out-of-Pocket Maximum) Limited to 2 basic procedures from
the following list per calendar year
Minor Restorative (fillings)
e Amalgam
o 1 surface filling (per tooth, per surface
o 2 surface filling (per tooth, per surface
o 3 surface filling (per tooth, per surface
o 4 surface filling (per tooth, per surface
e Resin
1 surface filling (per tooth, per surface
2 surface filling (per tooth, per surface
3 surface filling (per tooth, per surface
4 surface filling (per tooth, per surface
1 surface filling (per tooth, per surface
2 surface filling (per tooth, per surface
3 surface filling (per tooth, per surface
4 surface filling (per tooth, per surface

~— — — ~—

— front
— front
— front
— front
— back
— back
— back
— back

O O O O O O O O

— — N N S N ~—

Oral Surgery (Simple Extractions)
Coronal remnants — deciduous tooth
Extraction — erupted tooth
Surgical removal of erupted tooth
Removal of impacted tooth

o Soft tissue

o Partially bony

o Completely bony

Endodontics
e Therapeutic pulpotomy — primary tooth
e Root canal therapy

o Anterior

o Bicuspid

o Molar

Major Services (Type ) 50% Coinsurance

(Subject to the Pediatric dental Deductible; Applies to Out-of-Pocket Maximum) Limited to 1 major procedure from
the following list per calendar year

Crowns

Recement Crown

Steel - prefab primary tooth

Steel — prefab permanent tooth

Resin — anterior tooth

Steel with resin window — anterior tooth
Sedative filling

Pin retention — per tooth

Medically Necessary Orthodontia 50% Coinsurance

(Subject to the Pediatric dental Deductible; Applies to Out-of-Pocket Maximum) Limited to medically necessary
orthodontia for dental services within
the mouth for treatment of a
condition related to or resulting from
cleft lip and/or cleft palate
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Kaiser Foundation Health Plan of Colorado

CONTACT US

Advice Nurses (Medical Advice) — Available 24 hours a day, 7 days a week

CALL 303-338-4545 or toll-free 1-800-218-1059
TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Clinical Contact Center (to schedule an appointment)
CALL 303-338-4545 or toll-free 1-800-218-1059
TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Behavioral Health
CALL 303-471-7700 or toll-free 1-866-359-8299
For Members seeking Behavioral Health Services in southern Colorado, please call 1-866-702-9026.
TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Member Services - Available Monday through Friday, 8 a.m. to 6 p.m., except major holidays
CALL Toll-free 1-800-632-9700

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with

hearing or speaking.

WEBSITE kp.org

Utilization Management
CALL 1-800-632-9700 (Member Services)

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with

hearing or speaking.
FAX 1-866-529-0934

WRITE Utilization Management
Kaiser Foundation Health Plan of Colorado
2500 South Havana Street, Suite 500
Aurora, CO 80014-1622

Patient Financial Services
CALL 303-743-5900 or toll-free 1-800-632-9700
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Kaiser Foundation Health Plan of Colorado

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

WRITE Patient Financial Services
Kaiser Foundation Health Plan of Colorado
2500 South Havana Street, Suite 500
Aurora, CO 80014-1622

Member Relations (to file an appeal)
CALL Toll-free 1-800-632-9700

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

FAX 1-866-466-4042

WRITE Member Relations
Kaiser Foundation Health Plan of Colorado
P.O. Box 378066

Denver, CO 80237-8066

Claims Department

CALL 303-338-3600 or toll-free 1-800-382-4661
TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

WRITE Kaiser Permanente
National Claims Administration - Colorado
P.O. Box 373150
Denver, CO 80237-3150

Membership Administration

WRITE Membership Administration
Kaiser Foundation Health Plan of Colorado
P.O. Box 203004
Denver, CO 80220-9004

Transplant Administrative Offices
CALL 303-636-3131

TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Delta Dental of Colorado

CALL Customer Relations 303-741-9305 or toll-free 1-800-610-0201
Monday-Friday, 8 a.m. to 6 p.m.
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Kaiser Foundation Health Plan of Colorado

IVR 1-800-610-0201
This number allows you to request a listing of dentists in your area and receive it by mail or fax.

WEBSITE deltadentalco.com

KPIF_IX_DHMO_EOC(01-25)


http://www.deltadentalco.com/

Kaiser Foundation Health Plan of Colorado

TABLE OF CONTENTS
SCHEDULE OF BENEFITS (WHO PAYS WHAT)
TITLE PAGE (COVER PAGE)
CONTACT US
TABLE OF CONTENTS
L ELIGIBILITY 1
A. Who Is Eligible 1
| B € 1<) T ¢ | OO OOt 1
2. SUDSCIIDETS ...ttt ettt ettt sttt et e ettt e at e e b e s bt e bt e bt eaeeeet e se e e she e bt emt e ea bt eh e e eh e e b e en bt en bt eetesetenheenbeeteenteene 1
T B 1315 1 £S5 11 USRS 1
B. Adding Dependents 1
1. Newborn, Newly Adopted, and Foster Children .............coeueiieiiieiiiiice ettt ees 1
2. Other DEPENACNLS ....cevieuiieiiieiieeiiesiestteste ettt et e st e et esteeteesaesseesseesseenseassesseesseenssanseasseasseassensaenseansesnsesssesseenseenseenseans 2
C. Special Enrollment 2
D. Annual Enrollment 2
E. Premiums Subject To Change 2
F. Members Who are Inpatient on Effective Date of Coverage 2
G. Members with Medicare 2
II. HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS 2
A. Your Primary Care Provider 2
1. Choosing Your Primary Care PrOVIAET.........ccoocierieiiieiieieeieciiesieeie ettt ettt ettt e seesesnsessaesneenseanseenseens 3
2. Changing Your Primary Care PrOVIACT ........cccccieriiriiiiieiieie ettt sttt et eete st e staessaesseenseensessaesseesseenseensenns 3
B. Access to Other Providers 3
1. Referrals and AUtNOTIZATIONS .......coueiitiiiiiie ittt ettt st s bt ettt et e e st e sb e e be e be e bt sateseeesbeenbeenteeneeens 3
2. SPECIAILY RETEITALS. ... .iiiiiiiiiieii ettt e et e et e e te e e bt e e baeesbeeestaeenseesabaeanseesnseeansaesnsaeenseesnsaannseenn 3
3. SCCONA OPINIONS....ceuuiieieiieiiiieeieerteesteeettesteestteesteessteesseeasseessseessseessseessseessseessseessseesssessssesassessssesssseessseennsesssesssseens 3
C. Plan Facilities 4
D. Getting the Care You Need 4
E. Visiting Other Kaiser Regional Health Plan Service Areas 4
F. Using Your Health Plan Identification Card 4
III. BENEFITS/COVERAGE (WHAT IS COVERED) 4
A. Office Services 5
B. Outpatient Hospital and Surgical Services 5
C. Hospital Inpatient Care 6
1. Inpatient Services in @ P1an HOSPItAl........c.cccuiriiiieiiieiiciecieseeee ettt ettt ebe e ssaesseesseenseenseens 6
2. Hospital Inpatient Care EXCIUSIONS. ......c.cccuiicieriierieriieiieteeiesteseesteetesteseestee st esseessesseesseessaenseessesnsesssesseesseesseensenns 6
D. Alternative Medicine 6
| B O 1110 o) =T 5 (o - OSSP SRUS 6
2. ACUPUNCIUIE SCIVICES ....uvieutieereriiestieteeteeitestestesseesseasseessesseessaesseessesssesssesseesseenssanseassesssesssenseensennsesssesssesseesseenseensenns 7
E. Ambulance Services and Other Transportation 7
| B 1) S ¢ 1 TSSO 7
2. Ambulance Services EXCIUSIONS ......cc.eiruiiiiiiiiieiiee ettt et ettt sb e b et e e s ete s seesaeeneeeteente e 7
F. Bariatric Surgery 8
L. COVETAZE ... ettt ettt ettt ettt ettt e b et ettt et e s bt e et e e s a bt e eab e e s e bt e e ab e e s e bt e e abeesa bt e e ab e e e a bt e e e be e sa bt e eabee e bt e eabeesabeeeabeesabeeeabeens 8
2. Bariatric SUIZEIY EXCIUSIONS .......eiuieiiieitieite it eieeit ettt et te st et et e eteseesseessee st enseenseessessaensaenseensesnsesssesaeenseenseanseans 8
G. Clinical Trials 8
| B 1) S ¢ 1 TSRS 8
2. Clinical Trials EXCIUSIONS . ...cc.uiitiiitietieiiee ettt ettt sttt sae ettt ea e eaeesb e e b e enbeenteemaesseesbeeneeeneeenteans 8
H. Dialysis Care 8
I. Durable Medical Equipment (DME) and Prosthetics and Orthotics 9
1. Durable Medical EQUipment (DME) ........c.cooiiiiiriiiieieeieeiestestt ettt sttt et et ste st e saeseesesnsessnesseenseanseensenns 9
2. PIOStNELIC DEVICES ..c.veuiiniiiiieitieteeieet ettt ettt ettt b bbbt et et e b st e bt e bt e bt et et et e st e e b sbe bt et eneen 9
3. OTthOLIC DIEVICES ....euintiiiieiteeteeiceet ettt sttt ettt st b e bt bttt e b e sb e bt sb e e bt e st et et e st e b e sbeebeeaeeneenee 10

KPIF_IX_DHMO_EOC(01-25)



Kaiser Foundation Health Plan of Colorado

J. Early Childhood Intervention Services
L. COVETAZE ...ieevieiiieeieeiiie et eteeereeereesveeeveesnreeenaee s
2. LAMItationS..c..ceveerieiriiiienieerieeieeeee e
3. Early Childhood Intervention Services Exclusions...
K. Emergency Services and Urgent Care
1. Emergency ServiCes.......ccoovmvierreeriieesireenireesieeenens
2. Urgent Care........cooeeeerieniienieeieeeeesiee e
L. Family Planning and Sterilization Services
M. Gender Affirming Health Services
L. COVETAZE ...ieevieiiieeieeiiie et eteeereeereesveeeveesnreeenaee s
2. Gender Affirming Health Services Exclusions.........

N. Health Education Services

O. Hearing Services

1. Members up to Age 18.....cooovveiieiieieeieeeeee e

2. Members Age 18 Years and Over..........cccecvevennee.
P. Home Health Care

L. COVETAZE ...eeeuveeiiieeieeeiiee et eeteeeveeereesveesveesreeensee s

2. Home Health Care Exclusions.............ccceeeuvervvennnenn.
Q. Hospice Special Services and Hospice Care

1. Hospice Special Services........ccvvvvvrvurrieneerieeseennenne

2. HOSPICE Care.......ccccueeerieeiieeiie e e
R. Mental Health Services

L. COVETAZE ..eieeieeiiieieeiite ettt

2. Mental Health Services Exclusions ............cccoe.e......
S. Out-of-Area Benefit

| B 10 S ¢ 1TSS

2. Out-of-Area Benefit Exclusions and Limitations.......

T. Pediatric Dental Services

U. Physical, Occupational, and Speech Therapy and Inpatient Rehabilitation Services

L. COVETAZE ...ieuvieiiieeieeciieecieeeteeeteeeveesveeereesreeenaee s

2. LimitationsS.....ccoceeeeeienienenenienieeeetenesene e

3. Physical, Occupational, and Speech Therapy and Inpatient Rehabilitation Services Exclusions

V. Prescription Drugs, Supplies, and Supplements

L. COVETAZE ...ieevieiiieeieeiiie et eteeereeereesveeeveesnreeenaee s

2. LAMItationS.....ceoeerieiriiiieniienieeieeeee e

3. Prescription Drugs, Supplies, and Supplements Exclusions

4. Non-Formulary Drug Exception Process..................

W. Preventive Care Services

X. Reconstructive Surgery

L. COVETAZE ...ieuiiiiiieieeiite sttt

2. Reconstructive Surgery Exclusions ............ccccueenee.e.
Y. Reproductive Support Services

L. COVETAZE ...ieevieiiieeieeiiie et eteeereeereesveeeveesnreeenaee s

2. LAMItationS..c.ceoeeriiiiiiieniienieeieeeee e

3. Reproductive Support Services Exclusions ..............
Z.. Skilled Nursing Facility Care

L. COVETAZE ..eieeieiiiieieeitte ettt

2. Skilled Nursing Facility Care Exclusion...................
AA. Substance Use Disorder Services

1. Inpatient Medical and Hospital Services ..................

2. Residential Rehabilitation...........ccccceevevverieeneennnnne.

3. Outpatient SEIVICES.....ccvevvrecveereerreriienreenreeveereseenees

4. Substance Use Disorder Services Exclusion.............
BB. Transplant Services

1. Coverage for Members who are transplant recipients

2. Coverage for Members who are living organ donors

KPIF_IX_DHMO_EOC(01-25)



Kaiser Foundation Health Plan of Colorado

Iv.

VI
VIIL.

VIII.

IX.

3. Terms and CONAItIONS. ......c.eicierieriieriieiieteeiesteste et e e stesstesseeseesseeesessaesseeseessesnsessnesseesseesseensenns
4. Transplant Services Exclusions and Limitations ............cccveeuerierienieneesiesieseeseesieeeeeeeeeeseeenees

CC. Vision Services

L. COVETAZE ..uutieeieetieette ettt et e ettt et e e bt e e teeetee e teeestaeesseeessaeasseeensaeanseesasaeesseesnsaeanssesnsaeenseesnsseanseennss
2. ViSiON ServiCes EXCIUSIONS. .......ooiiuiiiiiiiiieeiieeie et e et e e e e e eaae e e e e e e earaaneeeees

DD. X-ray, Laboratory, and Advanced Imaging Procedures

L. COVETAZE ... vttt ettt ettt ettt ettt et ettt ettt e e bt e bt e e bt e e bt e s e b e e e beesab e e e bt e sabeeeabee e bee e bt e sabeeenbeenate
2. X-ray, Laboratory, and Advanced Imaging Procedures EXclusions ...........ccccceevenincncnincencnnne

LIMITATIONS/EXCLUSIONS (WHAT IS NOT COVERED)

A. Exclusions
B. Limitations

C. Reductions

1. Injuries or Illnesses Alleged to be Caused by Other Parties.........ccccoocevvininiencinienieciieneeee,
2. Traditional or Gestational SUITOZACY ......ccouiiiiiiirieiiee ettt ettt

MEMBER PAYMENT RESPONSIBILITY

CLAIMS PROCEDURE (HOW TO FILE A CLAIM)

GENERAL POLICY PROVISIONS

Access Plan

Access to Services for Foreign Language Speakers

Administration of Agreement

Advance Directives

Agreement Binding on Members

Amendment of Agreement

Applications and Statements

Assignment

Attorney Fees and Expenses
Charge for Checks With Insufficient Funds

Claims Review Authority

Contracts with Plan Providers

Genetic Testing Information

Governing Law
No Waiver

Nondiscrimination

Notices

Overpayment Recovery

Privacy Practices
Value-Added Services

CHYRONOZELASIEOMESOR >

Women’s Health and Cancer Rights Act

TERMINATION/NONRENEWAL/CONTINUATION

How We May Terminate Your Membership

How You May Terminate Your Membership

Notice, Refunds and Payments
Right to Benefits Ends

Termination Due to Loss of Eligibility

Termination of a Product or all Products

Rescission of Membership

Moving Outside of Kaiser Foundation Health Plan of Colorado’s Service Area
Moving to Another Kaiser Regional Health Plan Service Area

~rzZommTOFE

. Conditions for Renewability

APPEALS AND COMPLAINTS

A. Claims and Appeals

B. Complaints

KPIF_IX_DHMO_EOC(01-25)



Kaiser Foundation Health Plan of Colorado

X. INFORMATION ON POLICY AND RATE CHANGES
XI. DEFINITIONS

42
43

KPIF_IX_DHMO_EOC(01-25)



Kaiser Foundation Health Plan of Colorado

I. ELIGIBILITY

A. Who Is Eligible
General
To be eligible to enroll and to remain enrolled in this health benefit plan, you must meet the following requirements:

1.

3.

1.

a.  You must meet the Subscriber or Dependent eligibility requirements as described below; and

b. You must live or reside within our Service Area when you apply to enroll. Our Service Area is described in the
“Definitions” section; and

¢.  You cannot live or reside in another Kaiser regional health plan service area. For the purposes of this eligibility rule these
other service areas may change on January 1 of each year. Currently they are: the District of Columbia and parts of
California, Colorado, Georgia, Hawaii, Maryland, Oregon, Virginia, and Washington. For more information, please call
Member Services.

Subscribers

To be eligible to enroll as a Subscriber, you must meet our current requirements for Kaiser Permanente for Individuals and
Families membership.

Dependents
If you are a Subscriber, the following persons may be eligible to enroll as your Dependents, as described in the “Adding

Dependents” section below:

a.

b.

Your Spouse. (Spouse includes a partner in a valid civil union under state law.)

Your or your Spouse’s children (including adopted children, children placed with you for adoption, and foster children)
who are under age 26 as of the effective date.

Other dependent persons, including but not limited to grandchildren, who meet all of the following requirements:
i.  They are under age 26 as of the effective date; and
ii. You or your Spouse is the court-appointed permanent legal guardian (or was before the person reached age 18).

Your or your Spouse’s unmarried children age 26 and over who are medically certified as disabled and dependent upon
you or your Spouse are eligible to enroll or continue coverage as your Dependents if the following requirements are
met:

i.  They are dependent on you or your Spouse; and

ii.  You give us proof of the Dependent’s disability and dependency annually if we request it.

The Dependent limiting age is the end of the year in which age 26 is reached. If they continue to meet all other eligibility
requirements, a Dependent child will continue to be eligible until the Dependent child reaches this age.

B. Adding Dependents
Newborn, Newly Adopted, and Foster Children

You may add your newborn child, newly adopted child, or foster child as your Dependent. To enroll the child, please call Connect
for Health Colorado at 1-855-752-6749 within 31 days. Children who are not enrolled within 60 days after becoming your
Dependent will not be able to enroll until the next open enrollment period unless they qualify for a Special Enrollment.

a.

Newborn Children

Your newborn child is covered for the first 31 days following birth. This coverage is required by state law, whether or not

you intend to add the newborn to this plan. In order to be covered, Services must be provided or arranged by a Plan Provider

except for Emergency Services.

i.  Ifthe addition of the newborn child to your coverage will change the amount you are required to pay for that coverage,
then in order for the newborn to continue coverage beyond the first 31-day period of coverage, you are required to
pay the new amount due for coverage after the initial 31-day period of coverage.

ii. If the addition of the newborn child to your coverage will not change the amount you pay for coverage, you must still
notify Health Plan after the birth of the newborn to get the newborn enrolled onto your Health Plan coverage.

Newly Adopted and Foster Children
In order for the child to be covered, you must enroll an adopted child or a foster child within 60 days from the date the
child is placed in your custody or the date of the final decree of adoption.

i.  If the addition of the newly adopted or foster child to your coverage will change the amount you are required to pay
for that coverage, then in order for the newly adopted or foster child to continue coverage beyond the first 31-day
period of coverage, you are required to pay the new amount due for coverage.

ii. If the addition of the newly adopted or foster child to your coverage will not change the amount you pay for coverage,
you must still notify Health Plan after the adoption or placement for adoption, or placement with you for foster care,
of the child to get the child enrolled onto your Health Plan coverage.
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2. Other Dependents
All other eligible Dependents (such as a new Spouse) must meet our current requirements for individual membership. To enroll
other Dependents, please call Connect for Health Colorado at 1-855-752-6749 during the Special Enrollment or open
enrollment period.

Special Enrollment

You or your Dependent may experience a qualifying event that allows a change in your enrollment. Examples of qualifying events
are the loss of coverage, a Dependent’s aging off this plan, marriage, and birth of a child. The qualifying event results in a special
enrollment period that usually (but not always) starts on the date of the qualifying event and lasts for 60 days. During the special
enrollment period, you may enroll your Dependent(s) in this plan, or in certain circumstances, you may change plans (your plan
choice may be limited). There are requirements that you must meet to take advantage of a special enrollment period including
showing proof of your own or your Dependent’s qualifying event. To learn more about qualifying events, special enrollment periods,
how to enroll or change your plan (if permitted), timeframes for submitting information, and other requirements, go to
connectforhealthco.com, or call Connect for Health Colorado at 1-855-752-6749.

If you are enrolled in coverage directly through Health Plan, and you experience a decrease in household income and receive a new
determination of eligibility for advance premium tax credit by Connect for Health Colorado, you will be eligible for a special
enrollment period to enroll in coverage through Connect for Health Colorado.

Annual Enrollment
You may apply for enrollment as a Subscriber or Dependent by submitting an application to Connect for Health Colorado, along
with any other information they require, during the annual open enrollment period.

Premiums Subject To Change
Your Premiums may change for any of the following reasons:

e Ifyou choose a new plan;

e Ifyou switch to coverage other than self-only by adding new Dependents or add Dependents to your current family coverage;
e Ifyoureduce the number of your Dependents; or

e If you move to another rating area.

Members Who are Inpatient on Effective Date of Coverage

If you are an inpatient in a hospital or institution when your coverage with us becomes effective and you had other coverage when
you were admitted, state law will determine whether we or your prior carrier will be responsible for payment for your care until
your date of discharge.

Members with Medicare

This plan is not intended for persons who are eligible for or entitled to coverage under Medicare (such as Parts A and/or B). If you
are or become eligible for Medicare during the term of this Membership Agreement you should contact Member Services
immediately to see if you are eligible to enroll in a Kaiser Permanente Senior Advantage plan.

II. HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF BENEFITS

As a Member, you are selecting our medical care program to provide your health care. You must receive all covered Services from Plan
Providers inside our Service Area, except as described under the following headings:

“Emergency Services Provided by Out-of-Plan Providers (out-of-Plan Emergency Services)” in “Emergency Services and Urgent
Care” in the “Benefits/Coverage (What is Covered)” section.

“Urgent Care” in “Emergency Services and Urgent Care” in the “Benefits/Coverage (What is Covered)” section.
“Out-of-Area Benefit” in the “Benefits/Coverage (What is Covered)” section.
“Access to Other Providers” in this section.

“Visiting Other Kaiser Regional Health Plan Service Areas” in this section.

In some circumstances, you might receive Emergency or non-Emergency Services from an Out-of-Plan Provider or Out-of-Plan Facility.
Non-Emergency Services from Out-of-Plan Providers are not covered unless they are authorized by us. If Services from an Out-
of-Plan Provider or Out-of-Plan Facility are authorized, the Deductible, Copayment, and/or Coinsurance for these authorized Services
are the same as for covered Services received from a Plan Provider or Plan Facility. You have the right and responsibility to request a
Plan Provider to provide Services.

A. Your Primary Care Provider

Your primary care provider (PCP) plays an important role in coordinating your health care needs. This includes hospital stays and
referrals to specialists. Every member of your family should have their own PCP.
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Choosing Your Primary Care Provider

You may select a PCP from family medicine, pediatrics, or internal medicine. When possible, we encourage you to choose a
PCP whose office is in a Kaiser Permanente Medical Office Building.. You may also receive a second medical opinion from a
Plan Provider upon request. Please refer to the “Second Opinions” section.

You must choose a PCP when you enroll. If you do not select a PCP upon enrollment, one near your home will be assigned to
you. To review a list of Plan Providers and their biographies, go to kp.org/locations. You can also get a copy of the directory
by calling Member Services. To choose a PCP, sign into your account online, or call the Clinical Contact Center for help
choosing a PCP.

Changing Your Primary Care Provider
Please call the Clinical Contact Center to change your PCP. You may also change your PCP online or when visiting a Kaiser

Permanente Medical Office Building. You may change your PCP at any time.

B. Access to Other Providers

1.

Referrals and Authorizations

If your Plan Provider decides that you need covered Services not available from us, they will request a referral for you to see
an Out-of-Plan Provider. If your Plan Provider decides you need specialty care that is not eligible for a self-referral, they will
request a referral for you to see a specialty-care Plan Provider. (See the “Specialty Referrals” section below.)

These referral requests result in an Authorization or a denial. However, there may be circumstances where Health Plan will
partially authorize your provider’s referral request.

An Authorization is a referral request that has received approval from Health Plan. An Authorization is limited to a specific
Service, treatment or series of treatments, and period of time. The provider or facility to whom you are referred will receive a
notice of the Authorization, and you will receive a written notice of the Authorization. This notice will tell you the provider’s
information. It will also tell you the Services authorized and the time period that the Authorization is valid.

An Authorization is required for Services provided by Out-of-Plan Providers or Out-of-Plan Facilities. If your provider refers
you to an Out-of-Plan Provider or Out-of-Plan Facility, inside or outside our Service Area, you must have a written
Authorization in order for us to cover the Services.

All referral Services must be requested and authorized in advance. We will not pay for any care rendered by a provider unless
the care is specifically authorized in advance by Health Plan. A written or verbal recommendation by a provider that you get
non-covered Services (Whether Medically Necessary or not) is not considered an Authorization and is not covered.

Specialty Referrals

Generally, you will need a referral and prior Authorization for Services (including routine visits) for specialty-care Plan
Providers. You do not need a referral or prior Authorization in order to obtain access to eye care services from a Plan Provider.
You do not need a referral or prior Authorization in order to obtain access to obstetrical or gynecological care from a Plan
Provider who specializes in obstetrics or gynecology.

For additional information on which Services require prior Authorization, please call Member Services. You will find
specialty-care Plan Providers in the Kaiser Permanente Provider Directory. The Provider Directory is available on our website,
kp.org/locations. If you need a printed copy of the Provider Directory, please call Member Services.

Authorization from Health Plan is required for: (i) Services in addition to those provided as part of the routine office visit, such
as procedures or surgery; and (ii) visits to specialty-care Plan Providers not eligible for self-referrals; and (iii) Out-of-Plan
Providers. The request for these Services can be generated by either your PCP or by a specialty-care provider. If the request is
approved, the provider or facility to whom you are referred will receive a notice of the Authorization, and you will receive a
written notice of the Authorization. This notice will tell you the provider’s information. It will also tell you the Services
authorized and the time period that the Authorization is valid.

A Plan Provider can directly refer you for some laboratory or radiology Services and for specialty procedures such as a CT
scan or MRI. However, certain laboratory or radiology Services and specialty procedures will still require an Authorization.

Second Opinions
Upon request and subject to payment of any applicable Deductibles, Copayments, and/or Coinsurance, you may get a second

opinion from a Plan Provider about any proposed covered Services.

If the recommendations of the first and second providers differ regarding the need for Services, a third opinion may be covered
if authorized by Health Plan. Third medical opinions are not covered unless authorized by Health Plan before Services are
rendered.

Authorization of a second or third opinion is limited to a consultation only and does not include any additional Services.
Authorization of a second or third opinion may be limited to providers in Kaiser Permanente Medical Office Buildings.
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C. Plan Facilities

Services are available at Plan Facilities conveniently located throughout the Service Area. We encourage you to receive routine
outpatient Services at a Kaiser Permanente Medical Office Building, which often provides all the covered Services you need, including
specialized care. You may have a different Copayment and/or Coinsurance at certain facilities. Please refer to your “Schedule
of Benefits (Who Pays What)” for additional details.

Plan Facilities are listed in our provider directory, which we update regularly. You can get a current copy of the directory by calling
Member Services. You can also get a list of Plan Facilities on our website. Go to kp.org/locations.

Getting the Care You Need

Emergency care is covered 24 hours a day, 7 days a week anywhere in the world. If you think you have a Life or Limb
Threatening Emergency, call 911 or go to the nearest emergency department or Independent Freestanding Emergency
Department. For coverage information about emergency care, including out-of-Plan Emergency Services, and emergency benefits
away from home, please refer to “Emergency Services” in the “Benefits/Coverage (What is Covered)” section.

If you need urgent care, you may use one of the designated urgent care Plan Facilities. There may be instances when you need to
receive urgent care outside our Service Area. The Copayment or Coinsurance for urgent care listed in the “Schedule of Benefits
(Who Pays What)” will apply. For additional information about urgent care, please refer to “Urgent Care” in the “Benefits/Coverage
(What is Covered)” section.

Visiting Other Kaiser Regional Health Plan Service Areas

You may receive visiting member services from another Kaiser regional health plan as directed by that other plan so long as such
services would be covered under this Membership Agreement. Visiting member services shall be subject to the terms and conditions
set forth in this Membership Agreement including but not limited to those pertaining to: prior Authorization; Deductible;
Copayment; Coinsurance; limitations and exclusions, as further described online at kp.org/travel. Certain services are not covered
as visiting member services.

For more information about receiving visiting member services in other Kaiser regional health plan service areas, including provider
and facility locations, please call our Away from Home Travel Line at 951-268-3900. Information is also available online at

kp.org/travel.

Using Your Health Plan Identification Card

Each Member is issued a Health Plan Identification (ID) card with a Medical Record Number on it. This is useful when you call for
advice, make an appointment, or go to a Plan Provider for care. The Medical Record Number is used to identify your medical
records and membership information. You should always have the same Medical Record Number. Please call Member Services
if: (1) we ever inadvertently issue you more than one Medical Record Number; or (2) you need to replace your Health Plan ID card.

Your Health Plan ID card is for identification only. To receive covered Services, you must be a current Health Plan Member.
Anyone who is not a Member will be billed as a non-Member for any Services we provide. In addition, non-Member claims for
Emergency or non-emergency care Services will be denied. If you let someone else use your Health Plan ID card, we may keep
your card and terminate your membership.

When you receive Services, you will need to show photo identification along with your Health Plan ID card. This allows us to
ensure proper identification and to better protect your coverage and medical information from fraud. If you think you are a victim
of fraud, please call Member Services to report your concern.

III. BENEFITS/COVERAGE (WHAT IS COVERED)

The Services described in this “Benefits/Coverage (What is Covered)” section are covered only if all the following conditions are
satisfied:

The Services are Medically Necessary; and

The Services are provided, prescribed, recommended, or directed by a Plan Provider. This does not apply where noted to the contrary
in the following sections of this Membership Agreement: (a) “Emergency Services Provided by Out-of-Plan Providers (out-of-Plan
Emergency Services)” and “Urgent Care” in “Emergency Services and Urgent Care”; and (b) “Out-of-Area Benefit”; and

You receive the Services from Plan Providers inside our Service Area. This does not apply where noted to the contrary in the
following sections of this Membership Agreement: (a) “Referrals and Authorizations” and “Specialty Referrals”; and (b) Emergency
Services, Urgent Care, certain Post Stabilization Care Services that qualify as Emergency Services (under applicable federal law),
and Ancillary Services for which you have prior Authorization in “Emergency Services and Urgent Care”; and (c) “Out-of-Area
Benefit”; and (d) “Visiting Other Kaiser Regional Health Plan Service Areas”; and

Your provider has received prior Authorization for your Services, as appropriate. When you receive covered Services for which you
do not have prior Authorization or that you receive from Out-of-Plan Providers or from Out-of-Plan Facilities that have not been
approved by us in advance, we will not pay for them except when they are Emergency Services or urgent care.
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Essential Health Benefits are covered under this plan and include but are not limited to: chemotherapy Services; radiation therapy; oral
anti-cancer medication; cardiac rehabilitation; nutritional counseling; smoking cessation programs; diabetes equipment and supplies;
Pap test; annual prostate cancer screening; cervical cancer vaccines.

We cover COVID-19 testing and treatment required under applicable federal or Colorado laws, regulations, or bulletins.

Exclusions and limitations that apply only to a certain benefit are described in this “Benefits/Coverage (What is Covered)” section.
Exclusions, limitations and reductions that apply to all benefits are described in the “Limitations/Exclusions (What is Not Covered)”
section.

Note: Deductibles, Copayments, and/or Coinsurance may apply to the benefits listed below. For a complete list of Deductible,
Copayment, and Coinsurance requirements, and any additional limitations or maximums, see the “Schedule of Benefits (Who Pays
What).” You will also be required to pay any amount in excess of eligible Charges and any amount for Services provided by an Out-of-
Plan Provider when you consent to their provision of Services. You are responsible for any applicable Deductible, Copayment, or
Coinsurance for Services performed as part of or in conjunction with other outpatient Services, including but not limited to: office visits;
Emergency Services; urgent care; and outpatient surgery.

A. Office Services
Office Services for Preventive Care, Diagnosis, and Treatment
We cover, only as described under this “Benefits/Coverage (What is Covered)” section and subject to any specific limitations,
exclusions, or exceptions as noted throughout this Membership Agreement, the following office Services for preventive care,
diagnosis, and treatment, including professional medical Services of physicians and other health care professionals in a physician's
office, during medical consultations, in a Skilled Nursing Facility, or at home:
1. Primary care visits: Services from family medicine, internal medicine, and pediatrics.

2. Specialty care visits: Services from providers that are not primary care, as defined above.

3. Routine prenatal and postpartum visits: The routine prenatal benefit covers office exams, routine chemical urinalysis, and fetal
stress tests performed during the office visit. Member may receive Services from a certified nurse midwife. See the applicable
section of your “Schedule of Benefits (Who Pays What)” for the Copayment and/or Coinsurance for all other Services received
during a prenatal visit.

Consultation with clinical pharmacists.

Other covered Services received during an office visit or a scheduled procedure visit.
Outpatient hospital clinic visits with an Authorization from Health Plan.

Blood, blood products, and their administration.

House calls when care can best be provided in your home as determined by a Plan Provider.

A A AN U o

Second opinion.
10. Medical social Services.

11. Preventive care Services. See “Preventive Care Services” in this “Benefits/Coverage (What is Covered)” section for more
details.

12. Professional review and interpretation of patient data from a remote monitoring device.
13. Virtual care Services.
14. Office-administered drugs. Some drugs may require prior Authorization.

Note: If the following are administered during an office visit, urgent care visit, or home visit, and administration or observation
by medical personnel is required, they are covered at the applicable office-administered drug Copayment or Coinsurance shown
in the “Schedule of Benefits (Who Pays What).” This Copayment or Coinsurance may be in addition to the Copayment or
Coinsurance for your visit.

e  Drugs (including Biologics and Biosimilars) and injectables;

e Radioactive materials used for therapeutic purposes;

e  Vaccines and immunizations approved for use by the U.S. Food and Drug Administration (FDA); or

e  Allergy test and treatment materials.

B. Outpatient Hospital and Surgical Services
Outpatient Services at Designated Facilities
We cover, only as described under this “Benefits/Coverage (What is Covered)” section and subject to any specific limitations,
exclusions, or exceptions as noted throughout this Membership Agreement, the following outpatient Services for diagnosis and
treatment, including professional medical Services of physicians:
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Outpatient surgery at Plan Facilities that are designated to provide surgical Services, including an ambulatory surgical center,
surgical suite, or outpatient hospital facility. Kaiser Permanente applies Medicare global surgery guidelines in accordance with
the Centers for Medicare and Medicaid Services (CMS).

Note: Services provided during post-surgical office visits may have a cost share.

Outpatient hospital Services at facilities that are designated to provide outpatient hospital Services, including but not limited
to: electroencephalogram; sleep study; stress test; pulmonary function test; any treatment room; or direct admission to any
observation room. You may be charged an additional Copayment or Coinsurance for any Service which is listed as a separate
benefit under this “Benefits/Coverage (What is Covered)” section.

C. Hospital Inpatient Care

1.

2.

Inpatient Services in a Plan Hospital

We cover, only as described under this “Benefits/Coverage (What is Covered)” section and subject to any specific limitations,

exclusions, or exceptions as noted throughout this Membership Agreement, the following inpatient Services in a Plan Hospital

when the Services are generally and customarily provided by acute care general hospitals in our Service Area:

a. Room and board, such as semiprivate accommodations, or, when it is Medically Necessary, private accommodations or
private duty nursing care.

b. Intensive care and related hospital Services.
Professional Services of physicians and other health care professionals during a hospital stay.
d. General nursing care.

e. Obstetrical care and delivery. This includes Cesarean section. If the covered stay for childbirth ends after 8 p.m., coverage
will be continued until 8 a.m. the following morning. Note: If you are discharged within 48 hours after delivery (or 96
hours if delivery is by Cesarean section), your Plan Provider may order a follow-up visit for you and your newborn to take
place within 48 hours after discharge. All charges incurred by the newborn are subject to all Health Plan provisions. This
includes the newborn’s own Deductible, Out-of-Pocket Maximum, Copayment, and/or Coinsurance requirements. This
applies even if the newborn is covered only for the first 31 days that is required by state law.

f.  Meals and special diets.

g. Other hospital Services and supplies, such as:
i.  Operating, recovery, maternity, and other treatment rooms.
ii. Blood, blood products and administration.
iii. Prescribed drugs and medicines.
iv. Diagnostic laboratory tests and X-rays.
v. Dressings, splints, casts, and sterile tray Services.
vi. Anesthetics including nurse anesthetist Services.
vii. Medical supplies, appliances, medical equipment, including oxygen, and any covered items billed by a hospital for
use at home.

Hospital Inpatient Care Exclusions
a. Dental Services are excluded, except that we cover hospitalization and general anesthesia for dental Services provided to
Members as required by state law.

b. Cosmetic surgery related to bariatric surgery.

D. Alternative Medicine

1.

Chiropractic Care
a. Coverage
We cover chiropractic care Services as shown in the “Schedule of Benefits (Who Pays What)” when provided by contracted
providers. You may self-refer for visits to Plan Providers. Coverage includes:
i.  Evaluation;
ii. Manual and manipulative therapy of the spinal and extraspinal regions.

Note: The following are covered, but not under this section: Physical therapy, see “Physical, Occupational, and Speech
Therapy and Inpatient Rehabilitation Services”; X-ray and laboratory tests, see “X-ray, Laboratory, and Advanced Imaging
Procedures.”

b. Chiropractic Care Exclusions
i.  Hypnotherapy.
ii. Behavior training.
iii. Sleep therapy.
iv. Weight loss programs.
v. Services related to the treatment of the musculoskeletal system, except for the spinal and extraspinal regions.
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vi. Vocational rehabilitation Services.

vii. Thermography.

viii. Air conditioners, air purifiers, therapeutic mattresses, supplies, or any other similar devices and appliances.
ix. Transportation costs. This includes local ambulance charges.

X. Prescription drugs, vitamins, minerals, food supplements, or other similar products.
xi. Educational programs.

xii. Non-medical self-care or self-help training.

xiii. All diagnostic testing related to these excluded Services.

xiv. MRI and/or other types of diagnostic radiology.

xv. Massage therapy that is not a part of the manual and manipulative therapy.

xvi. Durable medical equipment (DME) and/or supplies for use in the home.

2. Acupuncture Services

a.

Coverage
We cover acupuncture Services as shown in the “Schedule of Benefits (Who Pays What)” when provided by contracted

acupuncturists and if clinically appropriate. You may self-refer for visits to contracted acupuncturists. Coverage includes
treatment for:

i.  Neuromusculoskeletal pain due to an injury or illness; or

ii.  Allergy, asthma, nausea, or vomiting.

Services include:
i.  Acupuncture by manual stimulation.
ii.  Electro-acupuncture applied to inserted needles and acupressure.

Cupping or moxibustion are covered only in lieu of electrical stimulation.

Acupuncture Services Exclusions

i. Rental or purchase of durable medical equipment (DME).

ii.  Air purifiers, therapeutic mattresses, supplies, or similar devices, appliances, or equipment. Their use or installation
does not have to be for therapy or easy access.

iii. Radiology and laboratory tests.

iv.  Prescription drugs, vitamins, herbs, or food supplements. It does not matter if they are prescribed or recommended
by a contracted acupuncturist.

v.  Massage or soft tissue techniques that are not part of the acupuncture treatment, except acupressure.

vi. Treatment mainly for obesity or weight control.

vii. Vocational, stroke, or long-term rehabilitation.

viii. Hypnotherapy.

ix. Behavior training.

x.  Sleep therapy or biofeedback.

xi.  Acupuncture Services provided for maintenance or preventive care Services.

xii. Expenses for acupuncture Services provided during visits that exceed your visit limit.

xiii. Expenses for any Services provided before coverage begins or after coverage ends for this benefit.

xiv. Any Services provided by an acupuncturist who is not contracted. It does not matter if the Services are obtained in
or out of the Health Plan’s Service Area.

xv. Acupuncture Services that Kaiser Permanente determines are not clinically appropriate in its utilization review.
(Members may not be surcharged for such Services.)

xvi. Services not authorized by Kaiser Permanente. This exclusion does not apply to the initial evaluation.

xvii. Any techniques or procedures not generally accepted in a majority of state acupuncture licensing boards.

xviii. Benefits, items, or Services that are limited or excluded in the Membership Agreement, unless changed by this
benefit.

E. Ambulance Services and Other Transportation

Coverage

We cover ambulance Services only if your condition requires the use of medical Services that only a licensed ambulance can
provide. Kaiser Permanente applies Medicare guidelines for ambulance Services in accordance with the Centers for Medicare
and Medicaid Services (CMS).

Ambulance Services Exclusions

1.

a.

b.

Non-emergency routine ambulance services to home or other non-acute health care setting are not covered.
Transportation by other than a licensed ambulance is not covered. Transportation by car, taxi, bus, gurney van, minivan,
or any other type of transportation is not covered, even if it is the only way to travel to a Plan Provider.

Note: Health Plan will cover certain non-emergent, non-ambulance transportation when there is prior Authorization by Health
Plan.
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F. Bariatric Surgery

1.

Coverage
We cover Medically Necessary bariatric surgery as shown in the “Schedule of Benefits (Who Pays What).” You must meet
Utilization Management Program Criteria to be eligible for coverage.

Bariatric Surgery Exclusions
Cosmetic surgery or other cosmetic Services or supplies related to bariatric surgery.

G. Clinical Trials

1.

Coverage
a.  We cover the initial evaluation for eligibility and acceptance into a clinical trial only if authorized by Health Plan.

b.  We cover Services you receive in connection with a clinical trial if all of the following conditions are met:
i.  We would have covered the Services if they were not related to a clinical trial.

ii. 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 (a condition from which the likelihood of death is probable unless the course of the
condition is interrupted), as determined in one of the following ways:

(A) A Plan Provider makes this determination.
(B) You provide us with medical and scientific information establishing this determination.

iii. If any 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.

iv. The clinical trial is a phase I, phase 11, phase III, or phase IV clinical trial related to the prevention, detection, or
treatment of cancer or other life-threatening condition and it meets one of the following requirements:

(A) The study or investigation is conducted under an investigational new drug application reviewed by the U.S. Food
and Drug Administration.

(B) The study or investigation is a dr