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NOTICE OF PROTECTION PROVIDED BY MARYLAND LIFE AND
HEALTH INSURANCE GUARANTY CORPORATION

This notice provides a brief summary of the Maryland Life and Health Insurance Guaranty
Corporation (the Corporation) and the protection it provides for policyholders. This safety net was
created under Maryland law, which determines who and what is covered and the amounts of
coverage.

The Corporation is not a department or unit of the State of Maryland and the liabilities or debts of
the Life and Health Insurance Guaranty Corporation are not liabilities or debts of the State of
Maryland.

The Corporation was established to provide protection in the unlik‘1y event that your life, annuity
or health insurance company becomes financially unable to m¢ ¢ its o'.igations and is taken over
by its Insurance Department. If this should happen, the Corpc fion wi' typically arrange to
continue coverage and pay claims, in accordance with Marylai ! faw, with funding from
assessments paid by other insurance companies.

The basic protections provided by the Corporatic.i are:
e Life Insurance
o $300,000 in death benefits
o $100,000 in cash surrendemar with 'rav al values
e Health Insurance
o $500,000 for basic htwmital, mecical, and surgical insurance or major medical insurance
provided by health biaetiv Tms
$300,000 forg'mability “.surance
$300,000 or long.tarm' are insurance
$100,000 yr. type of health insurance not listed above, including any net cash
surrender and pet.«sh withdrawal values under the types of health insurance listed
above
e Annuities
o $250,000 in the present value of annuity benefits, including net cash withdrawal values
and net cash surrender values
o With respect to each payee under a structured settlement annuity, or beneficiary of the
payee, $250,000 in present value annuity benefits, in the aggregate, including any net
cash surrender and net cash withdrawal values.
e The maximum amount of protection for each individual, regardless of the number of
policies or contracts, is:
o $300,000 in aggregate for all types of coverage listed above, with the exception of basic
hospital, medical, and surgical insurance or major medical insurance
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o $500,000 in aggregate for basic hospital, medical, and surgical insurance or major
medical insurance

NOTE: Certain policies and contracts may not be covered or fully covered. For example, coverage
does not extend to any portion(s) of a policy or contract that the insurer does not guarantee, such
as certain investment additions to the account value of a variable life insurance policy or a variable
annuity contract. There are also various residency requirements and other limitations under
Maryland law.

To learn more about the above protections, please visit the Corporation’s website at
www.mdlifega.org, or contact:

Maryland Life and Health
Insurance Guaranty Corporation
8817 Belair Road

Suite 208

Perry Hall, Maryland 21236
410-248-0407

Or,

Maryland Insurance Administration
200 St. Paul Place, Suite 2700
Baltimore, Maryland 21202
1-800-492-6116, ext. 2170

Insurance companies and agents are nov hllowed by Maryland law to use the existence of the
Corporation or its coverage to ¢ cou. e vou 'to purchase any form of insurance. When selecting
an insurance company, you shoul \#0t rely on Corporation coverage. If there is any inconsistency
between this notice ap'. Maryland | w, then Maryland law will control.
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Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or are treated by an out-of-network provider at an in-network
hospital or ambulatory surgical center, you are protected from balance billing. In these cases,
you shouldn’t be charged more than your plan’s copayments, coinsurance and/or deductible.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs,
like a_copayment, coinsurance, or deductible. You may have additional costs or have to pay the
entire bill if you see a provider or visit a health care facility that isn’t in your health plan’s
network and/or your plan does not cover out-of-network services.

“Out-of-network” means providers and facilities that haven’t signed a contract with your health plan
to provide services. Out-of-network providers may be allowed to bill you for the difference between
what your plan pays and the full amount charged for a service. This is< alled “balance billing.” This
amount is likely more than your in-network costs for the same ser( _e and night not count toward
your plan’s deductible or annual out-of-pocket limit. Your health pla < Jverags may not cover out-
of-network services when you agree (consent) to receive services fro. » th. out-of-network
providers.

“Surprise billing” is an unexpected balance bill. This<.n hag jen w . you can’t control who is involved
in your care—like when you have an emergency. or\ 2en< ou schedule a visit at an in-network facility
but are unexpectedly treated by an out-of-netv. . < prc._der. Surprise medical bills could cost
thousands of dollars depending on the procedur.\oi »ervic . Providers and facilities are not balance
billing you when they seek to collect c€ - %aring or < »other amount that you agreed to pay or are
required to pay under your plan for the sc wicesw at they provided.

You’re protected from balance b 'ing .

Emergency services

If you have an emerger iy mes .0 cc dition and get emergency services from an out-of-network
provider or facility, the riost they, an bill you is your plan’s in-network cost-sharing amount (such
as copayments, coinsurancein2s. deductibles). You can’t be balance billed for these emergency
services. This includes services you may get after you’re in stable condition, unless you give written
consent and give up your protections not to be balanced billed for these post-stabilization services.

In some circumstances, you may be protected from balance billing under Maryland state law. For
example, if you are enrolled in a fully-insured plan and are treated by a Maryland doctor in an
emergency room, the law may protect you.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center, certain providers
there may be out-of-network. In these cases, the most those providers can bill you is your plan’s in-
network cost-sharing amount. This applies to emergency medicine, anesthesia, pathology, radiology,
laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services, or when an in-
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network provider is not available. These providers can’t balance bill you and may not ask you to
give up your protections not to be balance billed.

If you get other types of services at these in-network facilities, out-of-network providers can’t
balance bill you, unless you give written consent and give up your protections.

You’re never required to give up your protections from balance billing. You also aren’t required
to get out-of-network care. You can choose a provider or facility in your plan’s network.

You are protected from balance billing under Maryland law given that most hospital services are
subject to an All-Payor Model Agreement, which means that hospital bills are the same for all
payers including consumers. Maryland law also provides protection from balance billing from
out-of-network providers but the protection depends on whether you are enrolled in an HMO or
PPO plan and, for PPO enrollees, whether the physician is on-call or hospital based.

When balance billing isn’t allowed, you also have these protectis’.s:

e You're only responsible for paying your share of the cost (like ti 2« spaym«'its, coinsurance, and
deductible that you would pay if the provider or facility was in-net xork’. Your health plan will
pay any additional costs to out-of-network providers ai ! facilities directly.

e  Generally, your health plan must:

o Cover emergency services with{ it reg, “.ing you to get approval for services in
advance (also known as “prior aufiyrizav an”).

o Cover emergency services v -dyit-o1 network providers and facilities.

o Base what you ow( Iy, 0rovic c or facility (your cost-sharing) on what it would
pay an in-network g ovia s facility and show that amount in your explanation
of benefits.

o Countan_ama’ i, »pu'gay for emergency services or non-emergency services
provided by certain/ sut-of-network providers at an in-network facility toward
your in-netw¢. il eductible and out-of-pocket limit.

If you think you’ve been wrongly billed by a provider or facility, contact the federal
government at: 1-800-985-3059 or the Maryland Insurance Administration at
https://insurance.maryland.qov/Consumer/Pages/FileAComplaint.aspx or call 1-800-492-
6116.

Visit www.cms.gov/nosurprises/consumers for more information about your rights under federal law.
Visit
https://insurance.maryland.qgov/Consumer/Documents/publications/AssignmentofBenefitsFAQ.pdf
for more information about your rights under Maryland state law.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (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:
e Qualified interpreters
» Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711,

If you believe that Kaiser Health Plan has failed to |. avide these services or
discriminated in another way on the basis of raChcoic s, natia®al origin, age, disability,
or sex, you can file a grievance by mail or p".one ¢ ' Kaic ».”ermanente, Appeals and
Correspondence Department, Attn: Kaiser  ivil R ghts Coordinator, 2101 East
Jefferson St., Rockville, MD 20852, tel¢ shonc « uamber: 1-800-777-7902.

You can also file a civil rights complaint v ithi e U.S. Department of Health and
Human Services, Office for Civii® «Jats elc ctrotically through the Office for Civil
Rights Complaint Portal, available s htews ‘ocrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail or phone at: U.§Repartmc at of Health and Human Services,

200 Independence Avenue SWv., oo 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537 7677 (1wD). Complaint forms are available at
http://mwww.hhs.goxoc./office ile/index.html.

HELP IN YOUR LANZUAGE

ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call 1-800-777-7902 (TTY: 711).

ATICE (Amharic) T0F3@a: 291,551 £7% ATICE NP1 CTHCTI° ACAF £CEPFE 1R ALINPT
FHOEAPA: OF TLnFAD TC L@ 1-800-777-7902 (TTY: 711).

Olaally el 655 4y gall) ae Lsall ladd (b ¢ jall aaaii i€ 1Y) 142 gala (Arabic) Al
(711 :TTY) 1-800-777-7902 &8 » Jusail
‘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 1-800-777-7902 (TTY: 711)
JIAT (Bengali) Ty FFaz IW IFfA IRAT, FYT Tel@ AN, SR

fr: g o] TR¥e] AF@EAT TTGF A®R| (HF FP 1-800-777-7902
(TTY: 711) |

B3 (Chinese) JEF : AIAEEAZAG TS - 0] DIREIESEE SRR - SHEE
1-800-777-7902 (TTY : 711) -
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d\}u&a\JuJ}@@bJumcmﬁwﬁ_\ssw)bub)mﬁ\ AA\F(FaI’SI)u-HJu
50 O (711 TTY) 1-800-777-7902 L 230 e abl_ L

Frangais (French) ATTENTION: Si vous parlez frangais, des services d'aide
linguistique vous sont proposeés gratuitement. Appelez le 1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-800-777-7902 (TTY: 711).

oyl (Gujarati) YAsil: S dAR Al Al &, Al [R:Yes eidl Usl2A At
AHRL HIe Gudsu 8. $lot 52 1-800-777-7902 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sevis
ed pou lang ki disponib gratis pou ou. Rele 1-800-777-7902 (TTY: 711).

Rea (Hindi) eamer & afe; 39 [&EY allerd & dl 31mdeh e o & 79T Ferdar dare
3Ucle &1 1-800-777-7902 (TTY: 711) WX It Y|

Igbo (Igbho) NRUBAMA: O bury na i na asu Igbo, oru enx.makadasusu, n’efu, diiri gi.
Kpoo 1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia i )liapt, sono disponibili
servizi di assistenza linguistica gratuiti. Chiamare ii. umero 1-80C . 77-7902 (TTY: 711).

A AR (Japanese) YERHIE : AAH % 75 SO0V L) IO S FE3E R R

727209, 1-800-777-7902 (TTY: 7110 £ T, B ICCTEE S0,

5’%%01 (Korean) F9]: @=70] & AF8FMAIL0 -, o] A9 MH|AE FER
o] &3l 4 95U th 1-800-777-790. \(GTY: 1) o= X%@fsﬂ T A2

Naabeeho (Navajo) Dii baa akd pfnizin: L scd bee yanilti’go Diné Bizaad, saad bee

aka’anida’awo’dé¢’, t°aa jiik’eh, éi v A s, Koii” hodiilnih 1-800-777-7902 (TTY: 711).

Portugués (Portuguese)dsTENCAU, Se Tala portugués, encontram-se disponiveis

servicos linguisticos, gratic \Liycmnara 1-800-777-7902 (TTY: 711).

Pycckuin (Russian)ZHUM; ‘“/AE: ecnv Bbl roBopuTE Ha PYCCKOM SA3blKe, TO BaM

AocTynHbl 6ecnns (Hble ycnyl \ nepesoaa. 3B8oHuTe 1-800-777-7902 (TTY: 711).

Espafiol (Spanis .1 ENC JON: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia ling'iistica. Llame al 1-800-777-7902 (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 1-800-777-7902 (TTY: 711).

‘Ing (Thai) Bau: daanan ' lng aasunsaldusnashamdanmnelans Tns
1-800-777-7902 (TTY: 711).

uuuuuuhusd_\aéth)Su\ycuucﬂyde\ a_a\ )S\ J“J-‘A(UI’dU)JAJ‘
(711 :TTY) 1-800-777-7902 LS JIS - G i

Tleng Viét (Vletnamese) CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd tro
ngdn ng® mién phi danh cho ban. Goi s 1-800-777-7902 (TTY: 711).

Yorubd (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun
yin 0. E pe ero ibanisoro yi 1-800-777-7902 (TTY: 711).
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Kaiser Permanente
Maryland Large Group Agreement and Evidence of Coverage

SECTION 1: Introduction to Your Kaiser Permanente Health Plan

Welcome to Kaiser Permanente

Thank you for choosing us as your partner in total health. Kaiser Permanente provides you with many
resources to support your health and wellbeing. This Group Agreement and Evidence of Coverage (EOC)
is one of them. It provides you with an overview of your Group Health Plan, including the benefits you are
entitled to, how to get care, what services are covered and what part of the costs of your care you will have

to pay.
We ask that you review your EOC in full and contact us with any questions you may have. Member Services

representatives are ready and available to assist you Monday through Friday between 7:30 a.m. and 9 p.m.
Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY).

You may also visit our website, www.kp.org to schedule an appointment, select a Plan Provider, choose or
change your Primary Care Plan Physician, access valuable wellness £ s and find answers to frequently
asked questions.

Again, thank you for enrolling with Kaiser Permanente. We look forwe 1 to th¢ opportunity to help you
live a happier, healthier life!

Our Commitment to Diversity and Nond s¢i mii atior!
We do not discriminate in our employment practic{ or the/ .elivery of Health Care Services on the basis
of age, race, color, national origin, sex, sexual ¢ »utat. = or physical or mental disability.

About This Group Agreement
Once you are enrolled under this Group A_ «©cipent,’ ou become a Member. A Member may be a Subscriber
and/or any eligible Dependents, once prope: . eniol »d. Members are sometimes referred to by the terms
“you” and “your.” Kaiser Foundat »ii Tpalth Plc of the Mid-Atlantic States, Inc., is sometimes referred to

99 ¢¢ 9

as “Health Plan,” “we,” “us,” “our’ nd< ~ai. ¥ Permanente.”

Note: Under no circumg’.nces should he terms “you” or “your” be interpreted to mean anyone other than
the Member, including | av. @ .-ivic abur reading or interpreting this contract on behalf of a Member.

Important Terms
Some terms in this contract are capitalized. They have special meanings. Please see the Important Terms
You Should Know section to familiarize yourself with these terms.

Purpose of this Group Agreement and EOC
This EOC, including the large Group Agreement and any attached applications, riders and amendments
serves three important purposes. It:
1. Constitutes the entire contract between your Group and Kaiser Foundation Health Plan of the Mid-
Atlantic States, Inc.
2. Provides evidence of your health care coverage; and
3. Describes the Kaiser Permanente Select™ health care coverage provided under this contract.

MDLG-ALL-SEC1(01-24) 1.1



Kaiser Permanente
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Administration of this Group Agreement and EOC
We may adopt reasonable policies, procedures and interpretations that promote the orderly and efficient
administration of this Group Agreement and EOC.

Group Agreement and EOC Binding on All Members

By electing coverage or accepting benefits under this EOC, legally capable Subscribers accept this contract
and all provisions contained within it on behalf of his or herself and any Dependent Members not legally
permitted to accept this contract themselves.

Amendment of Group Agreement and EOC
Your Group’s Agreement with us may change periodically. If any changes affect this contract, we will
notify you of such changes and will issue an updated EOC to you.

No Waiver
Our failure to enforce any provision of this EOC will not constitute a wair _r of that or any other provision,
nor impair our right thereafter to require your strict performance of an’ provisgion.

Entire Contract
This Group Agreement replaces any earlier Group Agreement that may L we k€ ¢n issued by us. The term
of this EOC is based on your Group’s contract year and you heffective datc of coverage. Your Group’s

benefits administrator can confirm that this EOC is stil} i ¢ ‘=ct.

No agent or other person, except an officer of the Hc th Pl< ., has th¢ authority to:
1. Bind the Health Plan in any way, verbal hor o wise, by:
a. Making any promise or representatio \; «
b. Giving or receiving any infed Wation.

Any change to this contract may not be valic untir !
1. Approval is endorsed by & cipsutive ¢ Scer of the Health Plan; and
2. Endorsement appears on, oi is at.Ci. Ihto the contract.

How Your Health‘Zlan Wor :s
The Health Plan provic s,//7 uith € ire”Services to Members through an integrated medical care system,
rather than reimbursement of exps’ :ses on a fee-for-service basis. Please keep the direct service nature in
mind as you read this Group agreement and EOC.

Under our contract with your Group, we have assumed the role of a named fiduciary, which is the party
responsible for determining whether you are entitled to covered Services under this EOC and provides us
with the authority to review and evaluate claims that arise under this EOC. We conduct this evaluation
independently by interpreting the provisions of this EOC.

Relations Among Parties Affected By This Group Agreement and EOC
Kaiser Permanente is comprised of three entities: the Health Plan, Medical Group and Plan Hospitals. Please
note that:
1. The relationship between the Health Plan and Medical Group and between the Health Plan and Plan
Hospitals are those of independent contractors;
2. Plan Providers and Plan Hospitals are not agents or employees of the Health Plan; and

3. Neither the Health Plan nor any employee of the Health Plan is an employee or agent of Plan

MDLG-ALL-SEC1(01-24) 1.2



Kaiser Permanente
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Hospitals, the Medical Group or any other Plan Provider.

Additionally:
1. Plan Physicians maintain the physician-patient relationship with Members and are solely
responsible to Members for all medical Services; and
2. Plan Hospitals maintain the Hospital-patient relationship with Members and are solely responsible
to Members for all Hospital Services.

Patient Information Obtained by Affected Parties

Patient-identifying information from the medical records of Members and that is received by Plan
Physicians or Plan Hospitals incident to the physician-patient or Hospital-patient relationship is kept
confidential. Patient-identifying information is not disclosed without the prior consent of a Member, except
for use by the Health Plan, Plan Hospitals, Medical Group or Plan Physicians in relation to:

1. Administering this Group Agreement and EOC;
2. Complying with government requirements; and
3. Bona fide research or education.

Liability for Amounts Owed by the Health Plan
Members are not liable for any amounts owed to the Medica Group or Plai. ".ospitals by the Health Plan,

as stipulated by contracts between these entities.

Kaiser Permanente Selects™

Kaiser Permanente Select®™ provides you with{d halth <. benefits administered by Plan Providers at our
Plan Medical Centers, and through affiliated Plai \t. wvidei hlocated throughout our Service Area.

Plan Medical Centers and medical offit_ s%se loC ted hroughout the Washington, D.C. and Baltimore
metropolitan areas. We have placed an integ atea i 1 of Specialists, nurses and technicians alongside our
physicians, all working together t{ S@pnort you yhealth and wellbeing at our state-of-the-art Plan Medical
Centers. Pharmacy, optical, laboratc 1y an< .y facilities are also available at many Plan Medical Centers.

Eligibility for This ¢lan

Eligibility of a Membe¢

Members may be accepted for entg’ iment and continuing coverage hereunder only upon meeting all of the
applicable requirements belov..

1. Your Group's eligibility requirements that we have approved (your Group is required to inform
Subscribers of the Group's eligibility requirements) and meet the Subscriber or Dependent
eligibility requirements below.

2. You must work or reside inside our Service Area to be eligible for this Plan. However, the
Subscriber and their Spouse’s or Domestic Partner’s eligible children who live outside of our
Service Area may be eligible to enroll if you are required to cover them pursuant to any court order,
court-approved agreement or other testamentary appointment. A Dependent who attends school
outside of our Service Area and meets the eligibility requirements listed below under Dependents
is also eligible for enrollment. However, the only covered Services outside of our Service Area are:

a. Emergency Services;
b. Urgent Care Services;
c. Continuity of Care for New Members;
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Continuity of Care when a plan provider’s contract is terminated;

e. Services as described in Section 2: How to Get the Care You Need under the Non-Emergency
Services & Urgent Care Services provision.

f. Services received in connection with an approved referral, unless you elect to bring the
Dependent within our Service Area to receive covered Services;

g. Approved Clinical Trials; and

h. Covered Services received in other Kaiser Permanente regions and Group Health Cooperative
service areas.

Subscribers

You are eligible to enroll if you are employed by a Large Employer and that Large Employer offers
you coverage under this Health Plan as an eligible employee, based on your Group's eligibility
requirements, which we have previously approved (e.g., you are s employee of your Group who
works at least the number of hours specified in those requiraf.ients). At the option of the Large
Employer, an eligible employee may include:

a. Only Full-Time Employees; or

b. Both Full-Time Employees and Part-Time Emplavees.

Dependents
If you are a Subscriber, the following persd. »may X . eligiblc to enroll as your Dependents:

a. Your lawful Spouse or Domestic P¢ ner;
b. You or your Spouse’s or Domestic te ner < Dependent child who is under the age limit
specified in the Summary of “evvices' nd " “ast Shares and who is:
i. A biological child, stepchi Y, giadchild or foster child,
ii. A lawfully adoptstychild, or, om tne date of placement, a child in the process of being
adopted;
iii. A grandchild under' :sfumentary or court-appointed guardianship of the Subscriber or the
Subscri’ _r's Spouse ¢ \Domestic Partner;
iv. A childa ors@ omy wu or your Spouse or Domestic Partner have been granted legal custody
(other than custods as a result of a guardianship); or
v. A child for"v...0in you or your Spouse or Domestic Partner have the legal obligation to
provide coverage pursuant to a child support order or other court order or court-approved
agreement or testamentary appointment.

Anunmarried child who is covered as a Dependent when they reach the age limit specified in the Summary

of Services and Cost Shares may be eligible for coverage as a disabled Dependent if they meet all of the
following requirements:

L.

They are incapable of self-sustaining employment because of a mental or physical incapacity that
occurred prior to reaching the age limit for Dependents;

They are primarily dependent for their support and maintenance from you or your Spouse or
Domestic Partner; and

You provide us proof of their incapacity and dependency in accordance with the Disabled
Dependent Certification requirements in this section.
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Disabled Dependent Certification

An unmarried child who is covered as a Dependent when they reach the age limit specified in the Summary

of Services and Cost Shares may be eligible for coverage as a disabled Dependent as further described in
this section. Proof of incapacity and dependency must be provided when requested by the Health Plan as

follows:
1.

If your Dependent is a Member and reaches the age limit specified in the Summary of Services

and Cost Shares, we will send you a notice of his or her membership termination due to loss of

eligibility under this Plan at least ninety (90) days before the date that coverage will end. Your

Dependent's membership will terminate as described in our notice unless you provide us with

documentation of his or her incapacity and dependency. Once proof of incapacity and dependency

are received, we will make a determination as to whether he or she is eligible as a disabled

Dependent. If you provide proof of incapacity and dependency to us:

a. Prior to the termination date in the notice and we do not #‘.ke an eligibility determination
before the termination date, the Dependent’s coveras’ will ssontinue until we make a
determination.

b. Within the sixty (60) days following the Dependent reaching e limi{.ng age and we determine
that your Dependent is eligible as a disabled Dept dent, then the. ~ will be no lapse in coverage.

If we determine that your Dependent does nofameet < 2 eligihfity requirements as a disabled
Dependent, we will notify you that he opf.ne is) wt e 5 ¢ and advise you of the child’s
membership termination date.
Beginning two (2) years after your Dep. . ‘ent rc_ches the limiting age you are required to provide
us with proof of his or her continued inca »ac w anc Hependency annually. Proof must be received
within sixty (60) days of our req. mOnce sece. 2d, we will determine whether he or she remains
eligible as a disabled Dependent.” Ve 1dye ve the right to request proof of your Dependent’s
incapacity and dependenc| s frequei v than once per year; however, proof still must be received
within sixty (60) days of ot \reqr ..

Rights and Resporiibilities' f Members: Qur Commitment to Each Other

Kaiser Permanente is ¢ nmi«_u 10 »roviding you and your family with quality Health Care Services. In a
spirit of partnership with you, here/ ‘e the rights and responsibilities we share in the delivery of your Health

Care Services.

Rights of Members
As a Member of Kaiser Permanente, you have the right to:

1.

Receive information that empowers you to be involved in health care decision making. This

includes the right to:

a. Actively participate in discussions and decisions regarding your health care options;

b. Receive and be helped to understand information related to the nature of your health status or
condition, including all appropriate treatment and non-treatment options for your condition and
the risks involved — no matter what the cost is or what your benefits are;

c. Receive relevant information and education that helps promote your safety in the course of
treatment;

d. Receive information about the outcomes of health care you have received, including
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unanticipated outcomes. When appropriate, family members or others you have designated will
receive such information;

Refuse treatment, providing you accept the responsibility and consequences of your decision;
Give someone you trust the legal authority to make decisions for you if you ever become unable
to make decisions for yourself by completing and giving us an advance directive, a Durable
Power of Attorney for Health Care, Living Will, or other health care treatment directive. You
can rescind or modify these documents at any time;

Receive information about research projects that may affect your health care or treatment. You
have the right to choose to participate in research projects; and

Receive access to your medical records and any information that pertains to you, except as
prohibited by law. This includes the right to ask us to make additions or corrections to your
medical record. We will review your request based on applicable federal and state law to
determine if the requested additions are appropriate. If we aprdove your request, we will make
the correction or addition to your protected health inforp: aon. If we deny your request, we
will tell you why and explain your right to file a writtc_,stataf ient of disagreement. You or
your Authorized Representative will be asked to provide wri n perna’ sion before a Member’s
records are released, unless otherwise permitteddyyv law.

2. Receive information about Kaiser Permanente and", hur PlanThis includes the right to:

a.

Receive the information you need to chduse 6 chai e 3 ur Primary Care Plan Physician,
including the name, professional level & 4 cred< itials of the doctors assisting or treating you;
Receive information about Kaiser ¥ syman ¥ ¢, our Services, our practitioners and Providers,
and the rights and responsibilities you ‘he e as'« Member. You also can make recommendations
regarding Kaiser Permanents®ymembe i rig s and responsibility policies;

Receive information about fir hciaiprre agements with physicians that could affect the use of
Services you might naty:

Receive Emergency Sc wvices hen you, as a prudent layperson, acting reasonably, would have
believed that an.emerge. =@ medical condition existed, and receive information regarding cost
sharing, pay.ient obligati, as and balance billing protections for Emergency Services;
Receive co' sredd _gen: v riceded Services when traveling outside Kaiser Permanente’s Service
Area;

Receive informa..C.. about what Services are covered and what you will have to pay and to
examine an explanation of any bills for Services that are not covered; and

File a Complaint, Grievance or Appeal about Kaiser Permanente or the care you received
without fear of retribution or discrimination, expect problems to be fairly examined, and
receive an acknowledgement and a resolution in a timely manner.

3. Receive professional care and Service. This includes the right to:

a.

See Plan Providers, get covered Health Care Services and get your prescriptions filled within
a reasonable period of time and in an efficient, prompt, caring and professional manner;

Have your medical care, medical records and protected health information (PHI) handled
confidentially and in a way that respects your privacy;

Be treated with respect and dignity;

Request that a staff member be present as a chaperone during medical appointments or tests;
Receive and exercise your rights and responsibilities without any discrimination based on age,
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gender, sexual orientation, race, ethnicity, religion, disability, medical condition, national
origin, educational background, reading skills, ability to speak or read English, or economic or
health status, including any mental or physical disability you may have;

f.  Request interpreter Services in your primary language at no charge; and

g. Receive health care in facilities that are environmentally safe and accessible to all.

Responsibilities of Members
As a Member of Kaiser Permanente, you are responsible to:
1. Promote your own good health:
a. Be active in your health care and engage in healthy habits;
b. Select a Primary Care Plan Physician. You may choose a doctor who practices in the specialty
of Internal Medicine, Pediatrics, or Family Practice as your Primary Care Plan Physician. You

may also choose a personal OB/GYN in addition to Primary Care Plan Physician;

c. To the best of your ability, give accurate and complete infed nation about your health history
and health condition to your doctor or other health care pf tessiofals treating you;

d. Work with us to help you understand your health problen: »ant develon mutually agreed upon
treatment goals;

e. Talk with your doctor or health care professional” “vou have quc. aons or do not understand or
agree with any aspect of your medical treats

f. Do your best to improve your health bi rollow g the  atment plan and instructions your
Primary Care Plan Physician or health ca ) prsf ¢ssional recommends;

g. Schedule the health care appointr . *s yG s Primary Care Plan Physician or health care
professional recommends;

h. Keep scheduled appointmeri. cisance \app. ‘ntments with as much notice as possible.

2. Know and understand your Plan ad by Cits:

a. Read about your heal 1 (w2 benei. 1 in this contract and become familiar with them. Call us
when you have questio; 3 ors o pms;

b. Pay your Plans™ Smium, .1d bring payment with you when your Visit requires a Copayment,
Coinsurang  or Dedumtiblc

c. Letus know 27 ou havl any questions, concerns, problems or suggestions;

d. Inform us if youshavat.ny other health insurance or prescription drug coverage; and

e. Inform any network or non-Participating provider from whom you receive care that you are
enrolled in our Plan.

3. Promote respect and safety for others:
a. Extend the same courtesy and respect to others that you expect when seeking Health Care

Services; and
b. Assure a safe environment for other members, staff and physicians by not threatening or
harming others.

If You Have a Health Savings Account-Qualified High Deductible Health Plan
The health care coverage described in this Agreement has been designed to be a High Deductible Health
Plan qualified for use with a Health Savings Account. A Health Savings Account is a tax-exempt account
established under Section 223(d) of the Internal Revenue Code for the exclusive purpose of paying current
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and future Qualified Medical Expenses. Contributions to such an account are tax deductible, but in order to
qualify for and make contributions to a Health Savings Account, you must be enrolled in a qualified High
Deductible Health Plan.

A qualified High Deductible Health Plan provides health care coverage that includes an:
1. Individual Deductible of $1,600 or greater and a family Deductible of $3,200 or greater; and
2. Individual Out-of-Pocket Maximum of no more than $8,050 and a family Out-of-Pocket Maximum
of no more than $16,100 in the current contract year.

In a qualified High Deductible Health Plan, all Deductible, Copayment and Coinsurance amounts must be
counted toward the Out-of-Pocket Maximum. Review the cost sharing information contained within this
contract to see whether or not this Plan meets the High Deductible Health Plan requirements described in
this paragraph. A Plan is a qualified High Deductible Health Plan only if it meets those requirements.
Enrollment in a qualified High Deductible Health Plan is only one ofhe eligibility requirements for
establishing and contributing to a Health Savings Account. Other 1< uirements include the following
prohibitions: The Member must not be:

1. Covered by another health plan (for example, through you. pouse’sf or Domestic Partner’s

employer) that is not also an HSA-qualified plan, with certain exc tid'ss;
2. Enrolled in Medicare; and/or
3. Able to be claimed as a Dependent on anotherd crsc. s ta. wetud .

Please note that the tax references contained in thi. zontz(Ct relate to federal income tax only. The tax
treatment of Health Savings Account contributi. . »ana'_stributions under a state’s income tax laws may
differ from the federal tax treatment. Kaiser Perm: ac. = doc mot provide tax advice. Contact your financial
or tax advisor for more information abe  waur el xibii w for a Health Savings Account or to obtain tax
advice.

Payment of Premium
Members are entitled to health care \ »wva'age v.ly for the period for which the Health Plan has received the

appropriate Premium fi.a your Gr 1p. You are responsible to pay any required contribution to the
Premium, as determine, and4® u.2d " y your Group. Your Group will tell you the amount you owe and
how you will pay it to your Group./ or example: A payroll deduction.

Payment of Copayments, Coinsurance and Deductibles

In addition to your monthly Premium payment, you may also be required to pay a Cost Share when you
receive certain covered Services. A Cost Share may consist of a Copayment, Coinsurance, Deductible or a
combination of these. Copayments are due at the time you receive a Service. You will be billed for any
Deductible and/or Coinsurance you owe.

There are limits to the total amount of Copayments, Coinsurance and Deductibles you have to pay during
the contract year. This limit is known as the Out-of-Pocket Maximum.

Any applicable Copayment, Coinsurance or Deductible you may be required to pay, along with the Out-of-
Pocket Maximum, will be listed in the Summary of Services and Cost Shares, which is attached to this
EOC.

The Health Plan will keep accurate records of each Member’s cost sharing and will notify the Member in
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writing within thirty (30) days of when he or she has reached the Out-of-Pocket Maximum. Once you have
paid the Out-of-Pocket Maximum for Services received within the contract year, no additional Copayments,
Coinsurance or Deductibles will be charged by the Health Plan for the remainder of the contract year. We
will promptly refund a Member’s Copayment, Coinsurance or Deductible if it was charged after the Out-
of-Pocket Maximum was reached.

Open Enrollment
By submitting a Health Plan-approved enrollment application to your Group during the open enrollment
period, you may enroll:

1. Yourself, as a new Subscriber, along with any of your eligible Dependents; or

2. Eligible Dependents, if you are already an existing Subscriber.

Enrollment Period and Effective Date of Coverage

When the Health Plan provides its annual open enrollment period, it will}_gin at least thirty (30) days prior
to the first day of the contract year. During the annual open enrollm< it perigl an eligible employee may
enroll or discontinue enrollment in this health benefit plan; or chan » thir enrollment from this health
benefit plan to a different health benefit plan offered by the large Employ .

Your Group will let you know when the open enrollment per. i begins and ends. Your membership will
be effective at 12 a.m. Eastern Time (the time at the lod.uox »f tiv hadm’ astrative office of carrier at 2101
East Jefferson Street, Rockville, Maryland 20852) ¢ the firy day o1 .ie contract year.

New Employees and Their Dependents
Employees who become eligible outside of the ai nt ' ope: enrollment period may enroll themselves and
any eligible Dependents thirty-one (31) < Jwfrom (he a. ¢ that the employee first becomes eligible.

The Group shall notify you and anyv enrollec: Yepenc nts of your effective date of membership if that date
is different than the effective date' t .. Group . hgreement specified on the Face Sheet, or if it is different
than the dates specified under Spect ! E< /ou.. 2nt Due to New Dependents, below.

Special Enrollment
You can only enroll dur et annu \l open enrollment described above, unless one of the following is true.
You:

1. Become eligible for'a'. <cial enrollment period, as described in this section; or

2. Did not enroll in any coverage through your Group when you were first eligible and your Group

does not give us a written statement that verifies you signed a document that explained restrictions
about enrolling at a later time. The effective date of an enrollment resulting from this provision is
no later than the first day of the month following the date your Group receives a Health Plan-
approved enrollment or change of enrollment application from the Subscriber.

Special Enrollment Due to New Dependents

You may enroll as a Subscriber (along with any or all eligible Dependents), and existing Subscribers may
add any or all eligible Dependents, within thirty-one (31) days after marriage, , birth, adoption or placement
for adoption by submitting to your Group a Health Plan-approved enrollment application.
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The effective date of an enrollment as the result of newly acquired Dependents will be:

1.

For new Spouse, no later than the first day of the month following the date your Group receives
an enrollment application from the Subscriber.

For newborn children, the moment of birth. If payment of additional Premium is required to
provide coverage for the newborn child then, in order for coverage to continue beyond thirty-one
(31) days from the date of birth, notification of birth and payment of additional Premium must be
provided within thirty-one (31) days of the date of birth, otherwise coverage for the newborn will
terminate thirty-one (31) days from the date of birth.

For children, stepchildren, grandchildren, or adopted children who become eligible through
Subscriber’s marriage, the date of the marriage. If payment of additional Premium is required
to provide coverage for the child(ren) then, in order for coverage to continue beyond thirty-one (31)
days from the date of eligibility, notification of eligibility and payment of additional Premium must
be provided within thirty-one (31) days of the date of eligibility, atherwise coverage for the newly
eligible child(ren) will terminate thirty-one (31) days from the¢.ate of eligibility.

For children, stepchildren, grandchildren, or adopted ci._ dren< . no become eligible through
Subscriber’s new Domestic Partner arrangement, the date o._ 1e sign< .« Affidavit of Domestic
Partnership. If payment of additional Premium is r¢quired to pro+ ¢ coverage for the child(ren)
then, in order for coverage to continue beyond thirty- e (31) days from the date of cligibility,
notification of eligibility and payment of add#.onal ren. »u4 .ust be provided within thirty-one
(31) days of the date of eligibility, othef" ise coi crage for the newly eligible child(ren) will
terminate thirty-one (31) days from the{ e o1 " zibility.

For newly born, newly adopted childre » v »new. »adopted grandchildren (including children
newly placed for adoption), the®*date of 'dop “on.” The “date of adoption” means the earlier of:
(1) ajudicial decree of adoption, 0. 2) pas wumption of custody or placement with the Subscriber
or Subscriber’s Spouse onfRamestic i rtner, pending adoption of a prospective adoptive child by
a prospective adoptive par it.

If payment of add".(al Pre. .um is required to provide coverage for the child then, in order for
coverage to con’ nue bexsad ti rty-one (31) days from the date of adoption, notification of adoption
and payment o1 .1onal | remium must be provided within thirty-one (31) days of the date of
adoption, otherwise gove: ge for the newly adopted child will terminate thirty-one (31) days from
the date of adoption.

For a newly eligible grandchild, the date the grandchild is placed in your or your Spouse’s or
Domestic Partner’s custody. If payment of additional Premium is required to provide coverage
for the child then, in order for coverage to continue, notification of the court ordered custody and
payment of additional Premium must be provided within thirty-one (31) days of the date of the
court ordered custody, otherwise coverage terminates thirty-one (31) days from the date of the court
ordered custody.

Special Enrollment for Child Due to Order

If you are enrolled as a Subscriber and you are required under a court or administrative order to provide
coverage for a Dependent child, you may enroll the child at any time pursuant to the requirements specified
by §15-405(f) of the Maryland Insurance Article. You must submit a Health Plan-approved enrollment
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application along with a copy of the order to your employer.

The membership effective date for children who are newly eligible for coverage as the result of a court or
administrative order received by you or your Spouse or Domestic Partner, will be the date specified in the
court or administrative order.

If a child has health insurance coverage through an insuring parent, Health Plan shall:

(1) provide to the non-insuring parent membership cards, claims forms, and any other information
necessary for the child to obtain benefits through the health insurance coverage; and

(2) process the claims forms and make appropriate payment to the non-insuring parent, health
care provider, or Department of Health if the non-insuring parent incurs expenses for health care
provided to the child.

If payment of additional Premium is required to provide coverage for th4 child, notification of the court or
administrative order may be provided at any time but, payment of a{.ditions’ Premium must be provided
within thirty-one (31) days of enrollment of the child, otherwise, ei. a1 .ient ofthe child will be void.
Enrollment for such child will be allowed in accordance with Section 124054 ) of the Insurance Article
which provides for the following:
1. An insuring parent is allowed to enroll in fami!¢ ... hmbe. s covel age and include the child in that
coverage regardless of enrollment period res’ . ictions
2. A non-insuring parent, child support ageacy, v "M« yland Department of Health (MDH) is allowed
to apply for health insurance coverage ¢« »hali* €the child and include the child in the coverage
regardless of enrollment period restrictior. ; a.
3. The Health Plan may not term. a.gheali ) insurance coverage for a child eligible under this
subsection unless written evidence 1. arovic ! that the:
a. Order is no longer in ¢ ‘Tce
b. Child has been or will | = exfolic.Jander other reasonable health insurance coverage that will
take effect onfui cefore ti : effective termination date;
c. Employer I is elimm@ind 1_mily member’s coverage for all employees; or
d. Employer nc.Cager e loys the insuring parent, except the parent elects to enroll in COBRA,
coverage shallghe« rovided for the child consistent with the employer’s plan for
postemployment health insurance coverage for dependents under COBRA.

If you are not enrolled at the time we receive a court or administrative order to provide coverage for a
Dependent child, we shall enroll both you and the child, without regard to any enrollment period
restrictions, pursuant to the requirements and time periods specified by §15-405(f) and (g) of the Maryland
Insurance Article.

Special Enrollment Due to Loss of Other Coverage
By submitting a Health Plan-approved enrollment application to your Group within thirty (30) days after a
subscriber or an enrolling person you are dependent upon for coverage loses that coverage, you may enroll:
1. Yourself, as a new Subscriber, along with any of your eligible Dependents; or
2. Eligible Dependents, if you are already an existing Subscriber, as long as the:
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a. Enrolling person or at least one (1) of the Dependents had other coverage when you previously
declined all coverage through your Group, and
b. Loss of the other coverage is due to either:

i.  Exhaustion of coverage under COBRA continuation provision under Maryland law;

ii. Termination of employer contributions for non-COBRA coverage; however, the special
enrollment period is still applicable even if the other coverage continues because the
enrolling person is paying the amounts previously paid by the employer;

iii. Loss of eligibility for non-COBRA coverage, but not termination for cause or termination
from an individual (non-group) plan for nonpayment.

a) For example, this loss of eligibility may be due to legal separation or divorce, reaching
the age limit for dependent children, death, termination of employment or reduction in
hours of employment;

iv. Loss of eligibility for Medicaid coverage or Child He¢'th Insurance Program (CHIP)
coverage, but not termination for cause; or

v. Reaching a lifetime maximum on all benefits.

Note: If you are enrolling yourself as a Subscriber along with at least onc 1) el ible Dependent, only one
(1) of you must meet the requirements stated above.

To request enrollment, the Subscriber must submit« Hc ‘th i »n-af jroved enrollment or change of
enrollment application to your Group within thirty{ 30)dav/ after 1Css of other coverage, except that the
timeframe for submitting the application is sixtz<60) . if you are requesting enrollment due to loss of
eligibility for Medicaid or CHIP coverage. The ¢ tc tive ¢ e of an enrollment resulting from loss of other
coverage is no later than the first day of #he monti \fo. ywing the date your Group receives an enrollment
or change of enrollment application from'. = Cisci ber.

Special Enrollment Due to Eligii . for Pr. mium Assistance Under Medicaid or CHIP
You may enroll as a Subscriber (ali_ag w- . av or all eligible Dependents), and existing Subscribers may

add any or all eligible Dezsmilents, i ‘e Subscriber or at least one of the enrolling Dependents becomes
eligible to receive premi' .m assistance' ader Medicaid or CHIP. To request enrollment, the Subscriber must
submit a Health Plan-ap ¢ a enr¢ Iment or change of enrollment application to your Group within sixty
(60) days after the Subscriber or 12 pendent is determined eligible for premium assistance.

The effective date of an enrollment resulting from eligibility for the premium assistance under Medicaid or
CHIP is no later than the first day of the month following the date your Group receives an enrollment or
change of enrollment application from the Subscriber.

Enrollment Due to Reemployment After Military Service

If you terminated your health care coverage because you were called to active duty military service, you
may be able to be reenrolled in your Group's health Plan, as required by federal law. Please ask your Group
for more information.

Genetic Testing
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We will not use, require or request a genetic test, the results of a genetic test, genetic information or genetic
Services for the purpose of rejecting, limiting, canceling or refusing to renew a health insurance policy or
contract. Additionally, genetic information or the request for such information will not be used to increase
the rates or affect the terms or conditions of, or otherwise affect the coverage of a Member.

We will not release identifiable genetic information or the results of a genetic test without prior written
authorization from the Member from whom the test results or genetic information was obtained to:

1. Any person who is not an employee of the Health Plan; or

2. A Plan Provider who is active in the Member’s health care.

As used in this provision, genetic information shall include genetic information of:
1. A fetus carried by a Member or family member of a Member who is pregnant; and
2. An embryo legally held by a Member or family member of a Member utilizing an assisted
reproductive technology.
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SECTION 2: How to Get the Care You Need

Please read the following information so that you will know from whom and what group of providers you

may obtain health care.

When you join the Health Plan, you are selecting our medical care system to provide your medical care.
You must receive your care from Plan Providers within our Service Area, except for:
1. Emergency Services, as described in Section 3: Benefits, Exclusions and Limitations;
2. Urgent Care Services outside of our Service Area, as described in Section 3: Benefits, Exclusions
and Limitations,
3. Continuing Care Patients, as described in this section;
4. Continuity of Care for New Members, as described in this section;
5. Approved Referrals, as described in this section under the Getting a Referral, including referrals
for Clinical Trials as described in Section 3: Benefits, Exclusions.and Limitations; and
6. Covered Services received in other Kaiser Permanente regios’, and Group Health Cooperative
service areas.
7. Non-Emergency Services, including Ancillary Services, an  crvices(ior unforeseen urgent
medical needs received by a non-Participating Provider at a Pla. 3Haf pital or a Plan Facility as
described in this section.

Making and Cancelling Appointments <.id W ho 1. ontact
At Kaiser Permanente, we are available to assist vou'. heget.ig the care you need. Should you experience a

medical condition or require assistance from us, . hase ¢._atact the appropriate number below.

Medical Emergencies
e (Call 911, where available, if you “hi."pvo. have a medical emergency.

Medical Advice
e Call us at 1-800-677-1112" € yor ... nunsure of your condition and require immediate medical
advice. You shox'mlso ci * this number in the event that you have an emergency hospital

admission. We/ cquire natice | sithin 48 hours, or as soon as reasonably possible thereafter, of any
emergency hosp ' .umiss, n.

Making or Canceling App<{=4i_¢ents
To make or cancel an appointment, please visit us online at www.kp.org.

You may also make or cancel an appointment with a Primary Care Plan Physician in one of our Plan
Medical Centers by phone. To do so, please have your Kaiser Permanente identification card with you and
contact us at 1-800-777-7904 or 711 (TTY). We are available to assist you 24/7.

If your Primary Care Plan Physician is in our Network of Plan Providers, but not located in a Plan Medical
Center, please contact his/her office directly for assistance making or canceling an appointment. The
telephone number for their office is located on your Kaiser Permanente identification card.

Choosing or Changing Your Primary Care Plan Physician
We recommend that you choose a Primary Care Plan Physician if you have not done so already. For more

information, see Choosing Your Primary Care Plan Physician in this section.
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You may choose or change your Primary Care Plan Physician at any time, for any reason, by visiting
www.kp.org/doctor. On the website, you can browse all doctor’s profiles and select a doctor who matches
your needs.

Y ou may also choose or change your Primary Care Plan Physician by phone by contacting Member Services
Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or
711 (TTY).

Customer Service

We want you to be satisfied with your health care. Member Services representatives are available to assist
you with questions about your Plan Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard
Time (EST) at 1-800-777-7902 or 711 (TTY).

Member Services representatives are also available at most of our Plan Medical Centers. You may also ask
your Primary Care Plan Physician or other health care professionals abouf problems you may have.

Advance Directives to Direct Your Care While In¢ oacit.cted
Advance directives are legal forms that help you control the kind of i “.ith card you will receive if you
become very ill or unconscious. We ask that you please consider the benel. »s completing a:

1. Durable Power of Attorney for Health Care, which 1¢ ) you name someone to make health care
decisions for you when you cannot speak fors ours. f. It 'so/ s you write down your views on
life support and other treatments; and

2. Living Will and the Natural Death Act{ »clare .1 to Physicians lets you write down your wishes
about receiving life support and other tre ti. hnt.

For additional information about advané_ .Jective ) inc rding how to obtain forms and instructions, visit
us online at www.kp.org or contact Memu 'z Sci'% s Monday through Friday between 7:30 a.m. and 9
p.m. Eastern Standard Time (EST| «3%800-7757902 or 711 (TTY).

Using Your Kaiser Permai >rl.e laentification Card

Digital Kaiser Perman/ .ite Identific tion Card

Managing your health ¢_:e ia® snve verc with the Kaiser Permanente mobile app. The app gives you access
to your digital Kaiser Permanente  entification card, which allows you to check in for appointments, pick
up prescriptions and providc™, our membership information, all from your smartphone. To access your
digital Kaiser Permanente identification card:

1. Log into the Kaiser Permanente mobile app; and
2. Select “Member ID Card” from the menu options.

Note: Verify that the Kaiser Permanente mobile app is available on your smartphone and create your login
before arriving at your appointment. Additionally, the availability of the digital Kaiser Permanente
identification card is limited to certain types of Plans and does not replace the physical card. Each Member
will also receive a physical Kaiser Permanente identification card.

Using Your Kaiser Permanente Identification Card

Your Kaiser Permanente identification card is for identification purposes only. It contains your name,
medical record number and our contact information. When you Visit a Plan Facility, please have both your
Kaiser Permanente identification card and a valid photo ID with you. You will be asked to show both of
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them when checking in.

Your medical record number is used to identify your medical records and status as a Member. You should
always have the same medical record number.

If you need to replace your Kaiser Permanente identification card, or if we ever issue you more than one
(1) medical record number, please let us know by contacting Member Services Monday through Friday
between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY).

Note: Allowing another person to use your ID card will result in forfeiture of your Kaiser Permanente
identification card and may result in termination of your status as a Member.

Choosing Your Primary Care Plan Physician

We highly encourage you to choose a Primary Care Plan Physician when you enroll. He or she will play an
important role in coordinating your health care Services, including Mospital stays and referrals to
specialists. Additionally, your Primary Care Plan Physician and Plan P{sviders will work as a team, along
with you, to ensure continuity of care and medically appropriate cotes of« catment.

Each Member in your family should select a Primary Care Plan Physicic » If v@ 4 do not select a Primary
Care Plan Physician upon enrollment, we will assign you ofi mear your hoi -. You may select or change
your Primary Care Plan Physician at any time by visitina®moni. = at wy' v.kp.org or contacting Member
Services Monday through Friday between 7:30 a.m. 2049 p.n | Eastc ' standard Time (EST) at 1-800-777-
7902 or 711 (TTY).

Primary Care Plan Physicians are located withi»“ wur Pi s Medical Centers or through our Network of
Primary Care Plan Physicians located in gur Servi e A »a.

Our Provider Directory is available online™ s wv. it n.0rg and updated twice each month. A listing of all
Primary Care Plan Physicians is al .yarovidea » you on an annual basis.

You may select a Primary Care Plan hysfCian, who is available to accept new Members, from the following
areas: Internal medicine. 7.y praci e, and pediatrics. Within pediatrics, you may select an allopathic or
osteopathic pediatriciar 1s the 2@ nary ' “are Plan Physician for your child. In addition to selecting a Primary
Care Plan Physician, Mew..ocrs may -hoose a Plan Physician who practices in the specialty of obstetrics or
gynecology (OB/GYN) as thairs¢.sonal OB/GYN.

Getting a Referral

Our Plan Providers offer primary medical, pediatric and obstetric/gynecological (OB/GYN) care as well as

specialty care areas such as general surgery, orthopedic surgery, dermatology and other medical specialties.
If your Primary Care Plan Physician decides, in consultation with you, that you require covered Services
from a Specialist, you will be referred to a Plan Provider in your Select™ care delivery system who is a
Specialist that can provide the care you need.

Our facilities include Plan Medical Centers and Plan Hospitals located within our Service Area. You can
receive most of the covered Services you routinely need, as well as some specialized care, at Plan Medical
Centers.

If you have selected a Primary Care Plan Physician located in one of our Plan Medical Centers, you will
receive most of your health care Services at our Plan Medical Centers. When you require specialty care,
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your Primary Care Plan Physician will work with you to select the Specialist from our listing of Plan
Providers.

When using a Plan Hospital, you will be referred to a Plan Hospital within the delivery system where the
Plan Provider who is providing the Service has admitting privileges.

If your Provider decides that you need covered Services from a Specialist, your Provider will request a
referral for you. To check whether the referral is approved or denied, please call Member Services Monday
through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711
(TTY). You will not be held liable if the provider does not obtain the referral.

In the event that the covered Services you need are not available from a Plan Provider, we may refer you to
another provider. For more information, see Referrals to Non-Plan Specialists and Non-Physician
Specialists below.

The Cost Shares for approved referral Services provided by a non-Pl#. Provider are the same as those
required for Services provided by a Plan Provider.

Any additional radiology studies, laboratory services or services from a._others’ ofessional not named in
the referral are not authorized and will not be reimbursed. I£the non-Plan". »¢vider recommends Services
not indicated in the approved referral, your Primary Care Rlan* ysicianvill work with you to determine
whether those Services can be provided by a Plan Proif.der.

Services that Do Not Require a Referral

There are specific Services that do not require a 1 fc :al fre » your Primary Care Plan Physician. However,
you must obtain the care from a Plan Promider.

Except for Emergency Services, these Servi =s 1’ ‘e the following:

1. An initial consultation ¢ Jstment ¢ hmental illness, emotional disorders, and drug or alcohol
abuse when provided by a i ‘an P .-3ter. For continued treatment, you or your Plan Provider must
contact the Behayisma! Heal ¢ Access Unit for assistance to arrange and schedule these covered
Services. The B ‘havioral.Hea! 1 Access Unit may be reached at 1-866-530-8778;

2. OB/GYN Servic s ovider by an OB/GYN, a certified nurse-midwife or any other Plan Provider
authorized to provide OF GYN Services, including the ordering of related, covered OB/GYN
Services; and

3. Optometry Services.

Emergency Services do not require a referral from your Primary Care Plan Physician, regardless if the
Emergency Services are received from a Plan Provider or a non-Participating Provider.

Although a referral or prior authorization is not required to receive care from these Providers, the Provider
may have to get prior authorization for certain Services.

For the most up-to-date list of Plan Medical Centers and Plan Providers, visit us online at www.kp.org. To
request a Provider Directory, please contact Member Services Monday through Friday between 7:30 a.m.
and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY).
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Prior Authorization for Prescription Drugs
Requests for covered outpatient prescription drugs, or certain drugs, supplies, and supplements

administered by medical personnel in an office Visit, may require prior authorization or step therapy. A list
of drugs subject to utilization management is available to you upon request. You may contact Member
Services Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-
7902 or 711 (TTY).

Step-therapy is a process that requires a prescription drug or sequence of prescription drugs to be used by
a Member before the Health Plan will cover a prescription drug prescribed by a prescriber.

We will not require step-therapy if:
1. The step-therapy drug has not been approved by the U.S. Food & Drug Administration (FDA) for
the medical condition being treated; or
2. A prescriber provides supporting medical information to us that asrescription drug we cover:
a. Was ordered by the prescriber for the Member within £ past 180 days; and
b. Based on the professional judgement of the prescrik{ :, was< .rective in treating the
Member’s disease or medical condition; or
3. A prescription drug was approved by the FDA; and
a. Isused to treat a Member’s stage four advance jmetastatic cancer; and
b. Use of the prescription drug is:
i. Consistent with the FDA afl ‘roved/ .dicatio.. or the National Comprehensive
Cancer Network Drugs<™s Bio: ' ’s Compendium indication for the treatment of
stage four advanced met s. fic ca ser; and
ii. Supported by peas-teview d 1. dical literature.

Supporting medical information means:
1. A paid claim from the He{ ..yRlan for - »Member;
2. A pharmacy record that d¢_umer hat a prescription has been filled and delivered to a Member
or a representativesn®s Meni (. or
3. Other informatif o mutually ag eed on by the Health Plan and the prescriber.

If we deny a Service or prescription drug because prior authorization was not obtained, or if a step-therapy
exception request is denied,{ouiay submit an appeal. For information on how to submit an appeal, see
Section 5:Health Care Service Review, Appeals and Grievances.

Standing Referrals to Specialists
If you suffer from a life-threatening, degenerative, chronic or disabling disease or condition that requires

Specialty Services, your Primary Care Plan Physician may determine, in consultation with you and a
Specialist, that you need continuing care from that Specialist. In such instances, your Primary Care Plan
Physician will issue a standing referral to the Specialist.

A standing referral should be developed by the specialist, your Primary Care Plan Physician and you, and
made in accordance with a written treatment plan consisting of covered Services. The treatment plan may
limit the authorized number of Specialist Visits and/or the period of time in which those Specialist Visits
are authorized. It may also require that the Specialist communicate regularly with your Primary Care Plan
Physician regarding your treatment and health status.
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Referrals to Non-Plan Specialists and Non-Physician Specialists
A Member may request a referral to a non-Plan Specialist or a Non-Physician Specialist if:

1. The Member has been diagnosed with a condition or disease that requires specialized health care
Services or medical care; and the Health Plan:
a. Does not have a Plan Specialist or Non-Physician Specialist with the professional training and
expertise to treat or provide health care Services for the condition or disease; or
b. Cannot provide reasonable access to a Specialist or Non-Physician Specialist with the
professional training and expertise to treat or provide health care Services for the condition or
disease without unreasonable delay or travel.

You must have an approved referral to the non-Plan Specialist or Non-Physician Specialist in order for us
to cover the Services. Any additional radiology studies, laboratory Services or Services from any
professional who is not named in the referral are not authorized and will not be reimbursed. If the non-Plan
Provider recommends Services not indicated in the approved referral, 2(,ur primary care Plan Physician
will work with you to determine whether those Services can be pref ided h@>a Plan Provider. The Cost
Shares for approved referral Services provided by non-Plan Providei »ar< «he same as those required for
Services provided by a Plan Provider. The Member will not be liable for »n am ant that exceeds the Cost
Sharing that would have applied to the Member if the pro' der was a Pa .icipating Provider. Services
received for mental health or substance use disorders ara®"hwvidc Hat no 4¢ cater cost to the Member than if
the covered benefit were provided by a provider on ¥ iiser’s) roviac i anel.

Post-Referral Services Not Covered
Any additional Services not specifically listed, ai a2/ x thav e provided by a professional not named in the
referral, are not authorized and will not bayreimbui ed.

If a non-Plan Provider for whom you have v =e1viiy> » authorized referral recommends additional Services
that are not indicated in that appr¢ . & referral, \dvise your Plan Provider. He or she will work with you to
determine whether those Services ¢ n be. . wided by a Plan Provider. Additional services not specifically
listed in the referral aresmmt auth <.zed and will not be reimbursed unless you have received a
preauthorization for tho ¢ Servicas.

Continuing Care Fauent
A Continuing Care Patient, «.%7_iined in the section Important Terms You Should Know, receiving care

from a Participating Provider may elect to continue to receive transitional care from such provider if the
provider’s Participating Provider contract is terminated or non-renewed for reasons other than for failure to
meet applicable quality standards or for fraud; or if the group contract terminates resulting in a loss of
benefits with respect to such provider or facility. Health plan will notify each Member who is a Continuing
Care Patient at the time of termination or non-renewal on a timely basis of such termination and the
Member’s right to elect transitional care.

When elected, benefits will be provided under the same terms and conditions as would have applied with
respect to items and Services that would have been covered had termination not occurred, with respect to
the course of treatment provided by such provider or facility relating to the Member’s status as a
Continuing Care Patient. Benefits will be provided during the period beginning on the date Health Plan
notifies the Continuing Care Patient of the termination and ending on the earlier of: (i) 90 days after the
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date of such notice; or (ii) the date on which such member is no longer a Continuing Care Patient with
respect to such provider or facility.

The member will not be liable for an amount that exceeds the cost-sharing that would have applied to the
member had the termination not occurred.

Continuity of Care for New Members
At the request of a new Member, or a new Member’s parent, guardian, designee or health care provider, the
Health Plan shall:
1. Accept a preauthorization issued by the Member’s prior carrier, managed care organization or third-
party administrator; and

2. Allow a new enrollee to continue to receive health care Services being rendered by a non-Plan
provider at the time of the Member’s enrollment under this Agreement. If this Agreement is an
Added Choice Point-of-Service (POS) plan the cost share will bé»covered at the In-Plan level as
shown in the Summary of Services and Cost Shares.

As described below, the Health Plan will accept the preauthorization a . .ow a péw Member to continue
to receive Services from a non-Plan Provider for:

1. The course of treatment or ninety (90) days, whichevi s less; or

2. Up to three (3) trimesters of a pregnancy and the ... al p stpartd . Visit.

Transitioning to Qur Services

At the end of the applicable time period immed ely « ¢ ve under Continuity of Care in this section, we
may elect to perform our own review to deterr. 1. hthe W hed for continued treatment; and to authorize
continued Services as described under G&ting a Kk fer, 2l in this section.

Accepting Preauthorization for Services

The Health Plan shall accept a | «cgthorizav »n for the procedures, treatments, medications or other
Services covered under this Agreern »nt.

If the Health Plan requj#.s a preauth rization for a prescription drug, the preauthorization request shall
allow a health care prov. ler tad.uihte' thether a prescription drug is to be used to treat a chronic condition.

If the prior health care provider i .icates the prescription drug is to treat a chronic condition, the Health
Plan may not request a reauthurization for a repeat prescription for the prescription drug for one (1) year or
for the standard course of treatment for the chronic condition being treated, whichever is less.

The Health Plan shall accept preauthorization from the prior Kaiser Plan for at least the initial ninety (90)
days of the Member’s prescription drug benefit coverage. At the end of the applicable time period, we may
elect to perform our own review to allow the preauthorization for the prescription drug. The Health Plan
shall accept preauthorization from the prior Kaiser Plan to another Kaiser plan if:

1. The prescription drug is a covered benefit under the current Kaiser Plan; or

2. The dosage for the approved prescription drug changes and the change is consistent with Federal
Food and Drug Administration labeled dosages.
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Health Plan may not accept preauthorization for a change in dosage for an opioid. If the Health Plan requires
a preauthorization for a prescription drug, we shall provide notice of the new requirement at least thirty (30)
days before the requirement of the new preauthorization is implemented in writing and electronically.

If the Health Plan denies coverage for a prescription drug, the Health Plan shall provide a detailed written
explanation for the denial of coverage, including whether the denial was based on a required
preauthorization.

After receiving the consent of a Member, or the Member’s parent, guardian or designee, we may request a
copy of the preauthorization by following all the laws for confidentiality of medical records. The prior
carrier, managed care organization or third-party administrator must provide a copy of the preauthorization
within ten (10) days following receipt of our request.

Continuity of Care Limitation for Preauthorization
With respect to any benefit or Service provided through the fee-for-servi<.s Maryland Medical Assistance
Program, this subsection shall apply only to:
1. Enrollees transitioning from the Maryland Medical Assistanc \Praf.am to the Health Plan; and
2. Behavioral health and dental benefits, to the extent they « = aut’urized by a third-party
administrator.

Services from Non-Plan Providers
The Health Plan shall allow a new Member to cqf.nue t¢ receive covered health care Services being
rendered by a non-Plan Provider at the time @€ the” Maf.per's transition to our plan for the following
conditions:

1. Acute conditions;
Serious chronic conditions;

Pregnancy;
Mental health conditions & a - stance se disorders; and
Any other condition on whi_ th- now ?lan Provider and the Health Plan reach agreement.

wok v

Examples of acute and g rious chronic conditions may include:
1. Bone fractures;

2. Joint replacements;
3. Heart attack;

4. Cancer;

5.

HIV/AIDS; and
6. Organ transplants.

Getting Emergency, Non-Emergency and Urgent Care Services

Emergency Services

Emergency Services are covered twenty-four (24) hours per day, seven (7) days per week no matter when
or where in the world they occur without Prior Authorization and without regard to whether the health care
provider furnishing the services is a Plan Provider.

If you have an Emergency Medical Condition, call 911 (where available) or go to the nearest hospital
emergency department or Independent Freestanding Emergency Department. You do not need Prior
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Authorization for Emergency Services. When you have an Emergency Medical Condition, we cover
Emergency Services that you receive from Participating Providers, non-Participating Providers,
Participating Emergency Facilities, or non-Participating Emergency Facilities anywhere in the world, as
long as the Services would be covered under Emergency Services in Section 3: Benefits, Exclusions and
Limitations as if you had received them from Participating Providers or Participating Emergency Facilities.
Emergency Services are available from Plan Hospital emergency departments Twenty-four (24) hours a
day, seven (7) days a week.

You will incur the same cost sharing (Deductible, Coinsurance and/or Copayment, as applicable) for
Emergency Services furnished by non-Participating Providers as Participating Providers, or for Emergency
Services furnished by non-Participating Emergency Facilities as Participating Emergency Facilities, and
such Cost Sharing will be calculated based on the Recognized Amount in accordance with applicable law .
Any Cost Share payments made by you will apply toward any in-network Deductible, if any, and in-network
Out-of-Pocket Maximum, if any.

If Emergency Services are provided by a Non-Participating Prov( ‘er ors.on-Participating Emergency
Facility, Health Plan will make payment for the covered Emerger ¢ Servigls directly to the non-
Participating Provider or non-Participating Emergency Facility. The payn. at< .nount will be equal to the
amount by which the Allowable Charge exceeds your cost-sha ‘ng amount for the Services. You will not
be liable for an amount that exceeds the Member’s Cos -she ‘ng « »furt'_r described in this Agreement

Bills for Emergency Services

You should not receive a bill for Emergency St ‘ces ¢ =ctly from a Plan Provider or non-Plan Provider
when the federal No Surprises Act applies. Whet yc hrece. e a bill from a hospital, physician or ancillary
provider for Emergency Services that w¢  Jmovide | to ) hu, you should either:

1. Contact the hospital, physician or oti x prov..ier to inform them that the bill should be sent to us at
the address or fax number :Sic ihelow,

2. Simply mail or fax;the bill\ 2fus with your medical record number written on it. Your medical
record number ¢'.n be found o \the front of your Kaiser Permanente identification card. You do not
have to pay the \illa® .1 wi decermine what amount you owe, if any, for the Emergency Services.
A bill from either the proy/ .er or you can be mailed or faxed to us at:

Kaiser Permanente National Claims Administration - Mid-Atlantic States
PO Box 371860

Denver, CO 80237-9998

Fax: 1-866-568-4184

If you have already paid the bill, then please send proof of payment and a copy of the bill to the address
listed above. Please remember to include your medical record number on your proof. For more information
on the payment or reimbursement of covered services and how to file a claim, see Section 5: Health Care
Service Review, Appeals and Grievances.

Non-Emergency Services & Urgent Care Services
Urgent Care Services are Services required as the result of a sudden illness or injury, which requires prompt

attention, but are not of an emergent nature.
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All Primary Care Plan Physicians are on-call 24/7. When a situation is not an emergency but requires
prompt attention for symptoms such as a sudden rash, high fever, severe vomiting, ear infection or sprain,
please call your Primary Care Plan Physician as instructed under Making and Cancelling Appointments
and Who to Contact, which is located at the beginning of this section.

When a non-Participating Provider provides non-Emergency Services at a Plan Hospital or a Plan Facility,
your Cost Share will be the same Cost Sharing amount for the same Service(s) from a Participating Provider
unless the non-Participating Provider has satisfied the notice and consent requirements of §149.420(c)
through (i) with respect to those non-Emergency Services. Any Cost Sharing requirement for the items and
Services will be calculated based on the Recognized Amount. Such Cost Share shall count toward your
Deductible, if any, and Out-of-Pocket Maximum. You will not be liable for any additional payment other
than your Cost Share for non-Emergency Services. We will make payment for the items and Services
directly to the non-Participating Provider. The payment amount will be equal to the amount by which the
Out-of-Network Rate exceeds the Cost Sharing amount for the items and{services.

For covered Services rendered by a Health Care Provider for whick{ saymes . 1s required under §19-710.1
of the Health-General Article, Ancillary Services, and items or Services (. nished< s a result of unforeseen,
urgent medical needs that arise at the time an item or Servica is furnishea, wes.cdless of whether the non-
Participating Provider satisfied the notice and consent criteria." “he notice ana consent criteria of 45 C.F.R.
§149.420 (c) through (i) do not apply to non-Particips.ng " sovic xs. « .dditionally, when these Services
are received by a non-Participating Provider they w( t alway' be subj_ct to the conditions described in the
above paragraph.

Hospital Admissions

If you are admitted to a non-Plan Hospiw. ;% yo v Pacent/Guardian, Financially Responsible Person or
someone else must notify us within the later € fori ;% ight (48) hours of a Member’s Hospital admission or
on the first working day following tiiiipdmissic hunless it was not reasonably possible to notify us within
that time.

Getting Assistanc/ from Ou Advice Nurses

Our advice nurses are re_ist cd nui es (RNs) specially trained to help assess clinical problems and provide
clinical advice. They can help soly a problem over the phone and instruct you on self-care at home, when
appropriate. If the problem is iiore severe and you need an appointment, they will help you get one.

If you are not sure you are experiencing a medical emergency, or for Urgent Care Services for symptoms
such as a sudden rash, high fever, severe vomiting, ear infection or sprain, you may call our advice nurses
at 1-800-777-7904 or 711 (TTY).

You may also call 1-800-677-1112 from anywhere in the United States, Canada, Puerto Rico or the Virgin
Islands.

Getting a Second Opinion
You are welcome to receive a second medical opinion from a Plan Physician. We will assist you to arrange
an appointment for a second opinion upon request.

Receiving Care in Another Kaiser Foundation Health Plan Service Area
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You may receive covered Services from another Kaiser Foundation Health Plan, if the Services are
provided, prescribed, or directed by that other plan, and if the Services would have been covered under this
EOC. Covered Services are subject to the terms and conditions of this EOC, including prior authorization
requirements, the applicable Copayments, Coinsurance and/or Deductibles shown in the Summary of
Services and Cost Shares and the exclusions, limitations and reductions described in this EOC.

For more information about receiving care in other Kaiser Foundation Health Plan service areas, including
availability of Services, and 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.

Payment Toward Your Cost Share and When You May Be Billed

In most cases, you will be asked to make a payment toward your Cost Share at the time you receive Services.
If you receive more than one type of Services, such as Primary Care treatment and laboratory tests, you
may be required to pay separate Cost Shares for each of those Services. l#’some cases, your provider may
not ask you to make a payment at the time you receive Services, and ya may be billed for your Cost Share.

Keep in mind that your payment toward your Cost Share may cover oi. .2’ portion®f your total Cost Share
for the Services you receive, and you will be billed for any additional am< snts+ .at are due. The following
are examples of when you may be asked to pay Cost Share a. »ounts in addi..on to the amount you pay at
check-in:

1. You receive non-preventive Services duri’.g a pr ventiv /isit. For example, you go in for a
routine physical exam, and at check-in yau pa_ w0 Cost Share for the preventive exam (your Cost
Share may be "no charge"). However, d. 1. \2 you yoreventive exam your provider finds a problem
with your health and orders non-preventiy : SCwices to diagnose your problem, such as laboratory
tests. You may be asked to pay . «womCosi Shai: for these additional non-preventive diagnostic
Services.

2. You receive diagnostic S v+ s durii s a treatment Visit. For example, you go in for treatment
of an existing health condi ‘on/nu »check-in you pay your Cost Share for a treatment Visit.
However, duringe.c"Visit y. ur provider finds a new problem with your health and performs or
orders diagnost' : Servi suc ), as laboratory tests. You may be asked to pay your Cost Share for
these additional “ ¥ 2nostic | ervices.

3. You receive treatpent{services during a diagnostic Visit. For example, you go in for a
diagnostic exam, and at check-in you pay your Cost Share for a diagnostic exam. However, during
the diagnostic exam your provider confirms a problem with your health and performs treatment
Services, such as an outpatient procedure. You may be asked to pay your Cost Share for these
additional treatment Services.

4. You receive non-preventive Services during a no-charge courtesy Visit. For example, you go
in for a blood pressure check or meet and greet and Visit the provider finds a problem with your
health and performs diagnostic or treatment Services. You may be asked to pay your Cost Share
for these additional diagnostic or treatment Services.

5. You receive Services from a second provider during your Visit. For example, you go in for a

diagnostic exam, and at check-in you pay your Cost Share for a diagnostic exam. However, during
the diagnostic exam your provider requests a consultation with a specialist. You may be asked to
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pay your Cost Share for the consultation with the specialist.

Note: If your plan is subject to a Deductible, any required Deductible amount must be met by the Member
prior to our payment of non-preventive or diagnostic Services.
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SECTION 3: Benefits, Exclusions and Limitations

Your Benefits

The benefits described in this section are covered only when:

L.
2.

A Plan Physician determines that the Services are Medically Necessary;
The Services are provided, prescribed, authorized or directed by a Plan Physician; and
a. Youreceive the Services at a Plan Facility, Plan Provider or contracted Skilled Nursing Facility
inside our Service Area (except when specifically noted otherwise within this Agreement); or
b. You agree to have Services delivered through a patient centered medical homes program for
individuals with chronic conditions, serious illnesses or complex health care needs. This
includes associated costs for coordination of care, such as:
1. Liaison services between the individual and the Health Care Provider, nurse coordinator
and the care coordination team,;
ii. Creation and supervision of a care plan;
iii. Education of the Member and their family regaré ¢ thef.vlember’s disease, treatment
compliance and self-care techniques; and
iv. Assistance with coordination of care, including arranging = sultations with Specialists
and obtaining Medically Necessary supplies al. services.Ancluding community resources.

You must receive all covered Services from Plan Praf.ders i ;ide 6.3 ervice Area except for:

A

Emergency Services, as described in this sec. hn;

Urgent Care Services outside of our Ser. « 2 Arc. \as described in this section;

Continuity of Care for New Members, as' 'es nibea  x Section 2: How to Get the Care You Need,
Continuing Care Patients, as de$. ~owdin S ctio. »2: How to Get the Care You Need,

Receiving Care in Another Kaiser i wnaa.n \Health Plan Service Area, as described in Section 2:
How to Get the Care You -

Approved referrals, as desc, ‘beds ..cinGetting a Referral in Section 2: How to Get the Care You
Need, including o™ nls for| ‘inical trials as described in this section; and

Non-Emergenc/  Servieas, in 'uding Ancillary Services, and Services for unforeseen urgent
medical needs 1 ~ed by 1 non-Participating Provider at a Plan Hospital or a Plan Facility as
described in Section.2: ¥ ,w to Get the Care You Need under the Non-Emergency Services &
Urgent Care Services provision.

Note: Some benefits may require payment of a Copayment, Coinsurance or Deductible. Refer to the
Summary of Services and Cost Shares for the Cost Sharing requirements that apply to the covered Services
contained within the List of Benefits in this section.

This Agreement does not require us to pay for all Health Care Services, even if they are Medically
Necessary. Your right to covered Services is limited to those that are described in this contract in accordance
with the terms and conditions set forth herein. To view your benefits, see the List of Benefits in this section.

List of Benefits

The following benefits are covered by the Health Plan. Benefits are listed alphabetically for your
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convenience. Some benefits are subject to benefit-specific limitations and/or exclusions, which are listed,
when applicable, directly below each benefit. A broader list of exclusions that apply to all benefits,
regardless of whether they are Medically Necessary, is provided under Exclusions in this section.

Accidental Dental Injury Services

Medically Necessary dental services to treat injuries to the jaw, sound natural teeth, mouth or face as a
result of an accident. Dental appliances required to diagnose or treat an accidental injury to the teeth, and
the repair of dental appliances damaged as a result of accidental injury to the jaw, mouth or face, are also
covered. Coverage is provided when all of the following conditions have been satisfied:
1. The accident has been reported to your Primary Care Plan Physician within seventy-two (72)
hours of the accident;
2. A Plan Provider provides the restorative dental Services;
3. The injury occurred as the result of an external force that is defined as violent contact with an
external object, not force incurred while chewing;
Coverage under this benefit is provided for the most cost-effective¢ ocedus’. available that, in the opinion
of the Plan Provider, would produce the most satisfactory result.

For the purposes of this benefit, sound natural teeth are def'ned as a tooti. ¢ teeth that:
1. Have not been weakened by existing dental pathalog, such as zcay or periodontal disease; or
2. Have not been previously restored by a caf wn, it 1y, 0. a3 porcelain restoration or treatment
by endodontics.

Note: An injury that results from chewing or 5. ng 1s »ot considered an Accidental Injury under this
Plan.

See the benefit-specific exclusion(s) imi =ai.lv elow for additional information.

Benefit-Specific Exclusion(s):
1. Services provided by noi Plar i pders.
2. Services for tea®.hat hav, oeen avulsed (knocked out) or that have been so severely damaged
that in the o’ nion of«'m Pl ) Provider, restoration is impossible.

Allergy Services

We cover the following allcigy Services:
1. Evaluations and treatment; and
2. Injection Visits and serum.

Ambulance Services

We cover licensed ambulance Services only if your medical condition requires:
1. The basic life support, advanced life support, or critical care life support capabilities of an
ambulance for inter-facility or home transfer; and
2. The ambulance transportation has been ordered by a Plan Provider.

Coverage is also provided for Medically Necessary transportation or Services, including Medically
Necessary air ambulance transport to the nearest hospital able to provide needed Services, rendered as
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the result of a 911 call. Your Cost Share will apply to each encounter, whether or not transport was
required. Ambulance transportation from an emergency room to a Plan Facility or from a hospital to a
Plan Facility that is both Medically Necessary and ordered by a Plan Provider is covered at no charge.

Coverage for Air Ambulance Services, as defined in the section Important Terms You Should Know,
when Services are received from a Non-Participating Provider of Air Ambulance Services:

1. The Cost Shares for Air Ambulance Services provided by a non-Participating Provider will not
exceed that of Cost Shares for Air Ambulance Services provided by a Participating Provider and
will apply toward your Deductible, if any, and Out-of-Pocket Maximum, if any;

2. Any cost-sharing requirement will be calculated based on the lesser of the Qualifying Payment
Amount or the billed amount for the services;

3. Any cost-sharing payments made with respect to the Air Ambulance Service will be counted
toward any applicable in-network deductible and in-network out-of-pocket maximum;

4. We will make payment for the Air Ambulance Services direc y to the non-Participating Provider
of ambulance services. The payment amount will be equ{_to the.mount by which the Out-of-
Network Rate exceeds the cost-sharing amount for Air Amb. C.ice Ser.ces; and

5. The member will not be liable for an amount that excec w« . member’s cost-sharing
requirement.

/

We also cover medically appropriate ambulette £/ .on-en rgen. ‘nf.sportation) Services provided by

select transport carriers when ordered by a Plan Pi widex .t no charge.

We will not cover emergency ambulance or' . huleti Wnon-emergent transportation) Services in any
other circumstances, even if no otherytranspoi aticy, is available. We cover licensed ambulance and
ambulette (non-emergent transportatic. >, oawvzice ) oracred by a Plan Provider only inside our Service
Area, except as covered under Emergency “ervice..

See the benefit-specific exclusio. (s) 11, ‘ndiatcly below for additional information.

Benefit-Specific Excl.v..(s):

1. Except for ¢ lect pasimer ent transportation ordered by a Plan Provider, we do not cover
transportation ., car, ta , bus, minivan and/or any other type of transportation (other than a
licensed ambulang=)_a® ¢n if it is the only way to travel to a Plan Provider.

2. Ambulette (non-emergent transportation Services) that are not medically appropriate and that
have not been ordered by a Plan Provider.

Anesthesia for Dental Services

We cover general anesthesia and associated hospital or ambulatory facility Services for dental care
provided to Members who:
1. Are seven (7) years of age or younger or are developmentally disabled and for whom a:
a. Superior result can be expected from dental care provided under general anesthesia; and
b. Successful result cannot be expected from dental care provided under local anesthesia
because of a physical, intellectual or other medically compromising condition.
2. Are seventeen (17) years of age or younger who are extremely uncooperative, fearful or
uncommunicative with dental needs of such magnitude that treatment should not be delayed or
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deferred, and for whom a lack of treatment can be expected to result in oral pain, infection, loss
of teeth, or other increased oral or dental morbidity.

3. Have a medical condition that requires that dental Services be performed in a hospital or
ambulatory surgical center for the safety of the Member (e.g., heart disease and hemophilia).

General anesthesia and associated hospital and ambulatory facility charges will be covered only for dental
care that is provided by a fully accredited Specialist for whom hospital privileges have been granted.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. The dentist or Specialist’s dental Services.
2. Anesthesia and associated facility charges for dental care for temporomandibular joint (TMJ)
disorders.

Blood, Blood Products and their Ad- anistration

We cover blood and blood products, both derivatives and comj ments including the collection and
storage of autologous blood for elective surgery, as well as cord b. od prod.rement and storage for
approved Medically Necessary care, when authorized by« Plan Providc % ne administration of blood
and blood products are also covered.

In addition, benefits shall be provided for the purs’.ase of lood p ¥ iucts and blood infusion equipment
required for home treatment of routine bleeding epic desd ssociated with hemophilia and other congenital
bleeding disorders when the home treatmeni ¢ wgrai. yis under the supervision of the state-approved
hemophilia treatment center.

See the benefit-specific limitation(s) an< =Xxcisio (s) immediately below for additional information.

Benefit-Specific Limitation(s)
1. Member recipients must| e des .z ed at the time of procurement of cord blood.

Benefit-Specific Exclfi0n(s):
1. Directed blol 1 dore oo

Chem’-al! sependency and Mental Health Services

Mental Illness, Emotional Disorders, Drug and Alcohol Misuse Services

We cover the treatment of mental illnesses, emotional disorders, drug misuse and alcohol misuse for
conditions that, in the opinion of a Plan Provider, would be Medically Necessary and treatable and follow
the American Society of Addiction Medicine (ASAM) criteria. For the purposes of this benefit provision,
drug and alcohol misuse means a disease that is characterized by a pattern of pathological use of a drug
and/or alcohol with repeated attempts to control its use and with significant negative consequences in at

least one the following areas of life: medical, legal, financial or psycho-social.

ASAM criteria means the most recent edition of the American Society of Addiction Medicine treatment
criteria for addictive, substance related and co-occurring conditions that establish guidelines for
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placement, continued stay and transfer or discharge of Members with addiction and co-occurring
conditions.

We cover inpatient hospital in a licensed or certified facility or program, including hospital inpatient and
a licensed or certified residential treatment center. Covered Services include all medical Services of
physicians and other health professionals as performed, prescribed or directed by a physician including,
but not limited to:
1. Individual therapy;
Group therapy;
Electroconvulsive Therapy (ECT);
Drug therapy;
Education;
Psychiatric nursing care; and
Appropriate hospital Services.

Nk wd

Medical Services for detoxification are limited to the removal of € = toxis’ substance or substances from
the system.

Partial hospitalization is defined as the provision of medit My directed 1. ".nsive or intermediate short-
term treatment for mental illness, emotional disordersemmd di ' and al¢bhol misuse for a period of less
than twenty-four (24) hours but more than four (4¢ hours n a ¢ w1 a licensed or certified facility or
program.

In an outpatient and intensive outpatient setting \ « = cov. »all Medically Necessary Services of physicians
and other health care professionals to treat men 2l 1. »ess, emotional disorders, drug misuse and alcohol
misuse, and opioid treatment Services « beifarm d, prescribed or directed by a physician including, but
not limited to:

Medication evaluation and management Visits;

Psychological and neuropsychological testing for diagnostic purposes;
Medical treatment for withdrawal symptoms; and

10. Visits for the purpose of monitoring drug therapy.

1. All office Visits

2. Diagnostic evalamians;
3. Opiod treatm’ nt Services;
4. Crisis interve i,

5. Individual therapy;

6. Group therapy;

7.

8.

9.

Psychiatric Residential Crisis Services

We cover residential crisis Services that are:
1. Provided to a Member with a mental illness who is experiencing or is at risk of a psychiatric
crisis that would impair the individual’s ability to function in the community;
2. Designed to prevent a psychiatric inpatient admission, provide an alternative to psychiatric
inpatient admission, or shorten the length of inpatient stay;
3. Provided out of the Member’s residence on a short-term basis in a community-based residential
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setting; and
4. Provided by entities that are licensed by the Maryland Department of Health to provide
residential crisis Services.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):

1. Services for Members who, in the opinion of the Plan Provider, are seeking services and supplies
for other than therapeutic purposes.
Psychological and neuropsychological testing for ability, aptitude, intelligence or interest.

3. Services on court order or as a condition of parole or probation, unless determined by the Plan
Provider to be necessary and appropriate.

4. Evaluations that are primarily for legal or administrative purposes and are not Medically
Necessary.

Cleft Lip, Cleft Palate or ™ oth

We cover inpatient and outpatient Services arising from orthou wfCs, ora!isurgery and otologic,
audiological and speech/language treatment as the result of the congeniv ', de/.ct known as cleft lip, cleft
palate or both.

Clinic . Tri E

We cover the patient costs you incur for clinical ti)!s nfsvided on an inpatient and an outpatient basis.
“Patient costs” mean the cost of a Medically N« ssary. ‘ervice that is incurred as a result of the treatment
being provided to the member for purposes of ¢ ¢ ‘nica. xial. “Patient costs” do not include:
1. The cost of an investigationd. 35,01 G vice rexcept as provided below for off-label use of a
United States Food and Drug Aa: inisud »n (FDA) approved drug or device;
2. The cost of non-health' . Services hat may be required as a result of treatment in the clinical
trial; or
3. Costs associated™. "ph mar. _.ing the research for the clinical trial.

We cover Services r¢_eived? ¢ ane -tion with a clinical trial if all of the following conditions are met:

1. The Services would be ¢ vered if they were not related to a clinical trial;

2. You are eligible tCip cipate 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, or your beneficiary, provide us with medical and scientific information establishing
this determination;

3. Ifyou participate in the clinical trial, the service area restrictions and requirements for non-Plan
Providers will not be applied to the clinical trial benefit;

4. The clinical trial is a phase I, phase II, 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
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reviewed by the FDA;
b. The study or investigation is a drug trial that is exempt from having an investigational new
drug application; or
c. The study or investigation is approved or funded, including funding through in-kind
contributions, by at least one (1) of the following:
1. The National Institutes of Health;
ii. The Centers for Disease Control and Prevention;
iii. The Agency for Health Care Research and Quality;
iv. The Centers for Medicare & Medicaid Services;
v. A cooperative group or center of any of the above entities or of the Department of
Defense or the Department of Veterans Affairs;
vi. An institutional review board of an institution in the state which has a Multiple Project
Assurance Contract approved by the Office of Protectbon from Research Risks of the
National Institutes of Health;
vii. A qualified non-governmental research entity idc. sified<.i the guidelines issued by the
National Institutes of Health for center support grant. or
viii.The Department of Veterans Affairs, Dénartment of 1 »(_nse or the Department of
Energy; but only if the study or investigatior. 1as been zeviewed and approved though a
system of peer review that the Uni{_d St. es SCret [y of Health and Human Services
determines meets all of the folloV. ng real irements:
(a) It is comparable to the N¢ wnali .itutes of Health system of peer review of studies
and investigations; and
(b) It assures unbiasaseview f tiyhighest scientific standards by qualified people
who have no interes in uipot ‘come of the review.
5. The facility and persornl providi. x the treatment are capable of doing so by virtue of their
experience, training and. olur,. " fpauents treated to maintain expertise;
6. There is no clearhzsuperic i .0n-investigational treatment alternative; and
7. The availablef 1inical or pr¢ clinical data provide a reasonable expectation that the treatment will
be at least as._ffea®,c as ‘he'non-investigational alternative.

Note: Coverage will not he raf ricted solely because the Member received the Service outside of the
Service Area or the Service was provided by a non-Plan Provider.

Off-Label Use of Drugs or Devices

We also cover patient costs incurred for drugs and devices that have been approved for sale by the FDA
whether or not the FDA has approved the drug or device for use in treating the patient’s particular
condition, to the extent that the drugs or devices are not paid for by the manufacturer, distributor or
provider of that drug or device.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. The investigational Service.
2. Services provided solely for data collection and analysis and that are not used in your direct
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clinical management.

Diabetic Equipment, Supplies and Self-Management Training

We cover diabetes equipment, diabetes supplies, and diabetes outpatient self-management training and
educational Services, including medical nutrition therapy, when prescribed by a Plan Provider and
purchased from a Plan preferred vendor, for the treatment of:
1. Insulin-using diabetes;
2. Insulin-dependent diabetes;
3. Non-insulin using diabetes;
4. Elevated or impaired blood glucose levels induced by pregnancy, including gestational diabetes;
or
5. Consistent with the American Diabetes Association’s standards, elevated or impaired blood
glucose levels induced by prediabetes.

Pursuant to IRS Notice 2019-45, coverage for glucometers and ghaf ometensupplies, including diabetic

test strips, for individuals diagnosed with diabetes is not subject to v 2 Daf actible, Refer to the Summary
of Services and Cost Shares for Cost Sharing requirements.Note: © sulin<. not covered under this
benefit. Refer to the Qutpatient Prescription Drug Rider; “applicable.

See the benefit-specific limitation(s) immediately be!@ w i a¢ tiona’ .nformation.

Benefit-Specific Limitation(s):
Diabetic equipment and supplies are limited ¢ eali.* lan preferred equipment and supplies unless the
equipment or supply:
1. Was prescribed by a Plan Proz® War: and
2. There is no equivalent preferrc ’, eqiinr =nt or supply available, or an equivalent preferred
equipment or supply ha®een ineti stive 1n treating the disease or condition of the Member or
has caused or is likely t¢ zausc madvirse reaction or other harm to the Member.

Note: “Health Plan pre©.. i equip «ent and supplies” are those purchased from a Plan preferred vendor.
To obtain informatic’ about<"mn pi ferred vendors, contact Member Services Monday through Friday
between 7:30 a.m. anc. 7 ,.m. Ea' ern Standard Time (EST) at 1-800-777-7902 or 711 (TTY).

Dialysis

If the following criteria are met, we cover dialysis Services related to acute renal failure and chronic end-
stage renal disease (ESRD):
1. You satisty all medical criteria developed by Medical Group and by the facility providing the
dialysis; and
2. A Plan Physician provides a written referral for care at the facility.

We cover the following renal dialysis Services:
1. Outpatient maintenance dialysis treatments in a Plan dialysis facility. Coverage includes the cost
of laboratory tests, equipment, supplies and other Services associated with your treatment;
2. Inpatient maintenance dialysis if you are admitted to a Plan Hospital because your medical
condition requires specialized hospital Services on an inpatient basis; and
3. Plan Provider Services related to inpatient and outpatient dialysis.
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We cover the following self-dialysis Services:
1. Training for self-dialysis including the instructions for a person who will assist you with self-
dialysis;
2. Services of the Plan Provider who is conducting your self-dialysis training; and
3. Retraining for use of new equipment for self-dialysis.

We cover home dialysis, which includes:
1. Hemodialysis;
2. Home intermittent peritoneal dialysis (IPD);
3. Home continuous cycling peritoneal dialysis (CCPD); and
4. Home continuous ambulatory peritoneal dialysis (CAPD).

Members traveling outside the Service Area may receive pre-planned dialysis Services for up to sixty
(60) days of travel per calendar year. Prior Authorization is required.

Drugs, Supplies and Suppler <¢nts

We cover drugs, supplies and supplements during a covered stay 'n a< i1an Hospital, Skilled Nursing
Facility and outpatient settings, or if they require administration or obs. wvation{,y medical personnel and
are administered to you in a Plan Medical Center or during » home healti. @ sit:

1. Oral, infused or injected drugs and radioactivesmateric » used fadtherapeutic purposes, including
chemotherapy. This includes off-label usafut a d; 1g wi md e drug is recognized in Standard
Reference Compendia or certain medic. ) litexd wure as appropriate in the treatment of the
diagnosed condition;

a. Note: If a drug covered under tiis*)enel. ymeets the criteria for a Specialty Drug, in
accordance with §15-847¢ Whe Insu ancArticle, or is a prescription drug to treat diabetes,
human immunodeficiency vi :s (1.2 \or acquired immunodeficiency syndrome (AIDS), as
described in §15-84 Wyaf the In srance Article, then the Member’s cost for the drug will not
exceed $150 for a 3¢ day s ' It this benefit is subject to the Deductible, as shown in the
Summary of “svvices  d Cost Shares, the Deductible must be met first. For all insulin, the
Member? cost willnot, xceed $30 for a 30-day supply in accordance with §15-822.1 (b), of
the Insurc e (rticle Insulin is not subject to the Deductible.

b. Note: As permittedd ader §15-846 of the Insurance Article, oral chemotherapy drugs will be
provided at the same or better level than intravenous or injectable chemotherapy drugs.

Injectable devices;

3. The equipment and supplies associated with the administration of infused or injected drugs,
devices or radioactive materials;

4. Medical and surgical supplies including dressing, casts, hypodermic needles, syringes or any
other Medically Necessary supplies provided at the time of treatment; and

5. Vaccines and immunizations approved for use by the FDA that are not considered part of routine
preventive care.

Note: Additional Services that require administration or observation by medical personnel are covered.
Refer to the Outpatient Prescription Drug Rider, if applicable, for coverage of self-administered
outpatient prescription drugs, Preventive Health Care Services for coverage of vaccines and
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immunizations that are part of routine preventive care; Allergy Services for coverage of allergy test and
treatment materials ; and Family Planning Services for the insertion and removal of contraceptive drugs
and devices.

Note: Prior Authorization or step-therapy may be required for certain prescription drugs, supplies or
supplements administered by medical personnel in an office Visit. A list of drugs subject to utilization
management is available to you upon request. You may contact Member Services Monday through
Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY). For
more information, see Getting a Referral in Section 2: How to Get the Care You Need.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. Drugs for which a prescription is not required by law.
2. Drugs, supplies, and supplements that can be self-administered or do not require administration
or observation by medical personnel.
3. Drugs for the treatment of sexual dysfunction disorders.
Drugs for the treatment of infertility. Refer to Infertility Serv. 2s forf _overage of administered
drugs necessary for in vitro fertilization (IVF).

Durable Medical © qui, me. ¢ (" VE)

Durable Medical Equipment is defined as equipni at that
1. Isintended for repeated use;
2. Is primarily and customarily used to s¢ e ».mec =al purpose;
3. Is generally not useful to a pez wa,in the absc e of illness or injury and
4. Meets Health Plan criteria for be g 1.iadi ally Necessary.

Durable Medical Equipment dot : no.include Joverage for Prosthetic Devices, such as artificial eyes or
legs or Orthotic Devices, such as' rad_s or wierapeutic shoes. Refer to Prosthetic and Orthotic Devices
for coverage of Prosth(.ic and Ortl; tic Devices.

Basic Durable Medi ~'" ,dipn 'nt
We cover Durable Medical Eail pment as prescribed by a Plan Provider for use in your home (or an

institution used as your honic). We also cover Durable Medical Equipment used during a covered stay in
a Plan Hospital or Skilled Nursing Facility, but only if the Skilled Nursing Facility ordinarily furnishes
Durable Medical Equipment.

Coverage is limited to the standard item of equipment that adequately meets your medical needs. We
decide whether to rent or purchase the equipment, and we select the vendor. We will repair or replace
the equipment, unless the repair or replacement is due to loss, misuse or theft. You must return the
equipment to us or pay us the fair market value of the equipment when we are no longer covering it.

Note: Diabetes equipment and supplies are not covered under this section. Refer to Diabetes Equipment,
Supplies and Self-Management Training.

Supplemental Durable Medical Equipment
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We cover the following Durable Medical Equipment for home use as separate benefits, and as indicated
below.

Oxygen and Equipment

We cover oxygen and equipment when prescribed by a Plan Provider and your medical condition meets
the Health Plan’s criteria for Medical Necessity. A Plan Provider must certify the continued medical need
for oxygen and equipment.

Positive Airway Pressure Equipment

We cover continuous positive airway pressure (CPAP) and bi-level positive airway pressure (BIPAP)
equipment when prescribed by a Plan Provider and your medical condition meets the Health Plan’s
criteria for being Medically Necessary. A Plan Provider must certify the continued medical need for
positive airway pressure equipment.

Apnea Monitors
We cover apnea monitors for a period not to exceed six (6) months

Asthma Equipment
We cover the following asthma equipment for pediatric and adult asthme “css¢ aen purchased from a Plan
Provider:

1. Spacers;

2. Peak-flow meters;

3. Home UV Lightbox; and

4. Nebulizers.

Pursuant to IRS Notice 2019-45, covg’ e for p ak « »w meters for individuals diagnosed with asthma

is not subject to the Deductible. Refer v ithe Tun mary of Services and Cost Shares for Cost Sharing
requirements.

Bilirubin Lights
We cover bilirubin ligh®>",c? a peri 1 not to exceed six (6) months.

Lymphedema Equij ner < 5. ipi.es

We cover diagnosis, evaluation # id treatment of lymphedema, including:
1. Equipment;

Supplies;

Complex decongestive therapy;

Gradient compression garments, and

Self~management training and education.

A o S

Note: A “gradient compression garment” means a garment that is used for the treatment of lymphedema,
requires a prescription, and is custom fit for the individual for whom the garment is prescribed.

Benefits for Lymphedema Equipment & Supplies are available to the same extent as benefits provided
for other similar Services.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
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Comfort, convenience or luxury equipment or features.

Exercise or hygiene equipment.

Non-medical items such as sauna baths or elevators.

Modifications to your home or car.

Devices for testing blood or other body substances, except as covered under the Diabetes
Equipment, Supplies and Self-Management Training benefit.

MRS

o

International Normalized Ratio (INR) home testing machines.

7. Electronic monitors of the heart or lungs, except infant apnea monitors and oximetry monitors
for patients on home ventilation.

8. Disposable medical supplies, including over—the—counter compression or elastic knee—high or
other stocking products.

9. Services not preauthorized by the Health Plan.

Emergency Services

As described below, you are covered for Emergency Services{ withou' Prior Authorization, if you
experience an Emergency Medical Condition anywhere in the worla.

If you think you are experiencing an Emergency Medi al Condition,  ‘su should call 911, (where
available) immediately. If you are not sure whethesgrou e exper®dncing an Emergency Medical
Condition, please contact us at the number lista’. on t 2 rev us( side of your Kaiser Permanente
identification card for immediate medical adviiy, Ex{¢pt for non-Emergency Services, including
Ancillary Services, and Services for unfores.  »urge - medical needs received by a non-Participating
Provider at a Participating Facility, any emery =1 % dep stment/room Visit that is not attributed to an
Emergency Medical Condition, will i e auth rizc hby the Health Plan, and you will be responsible
for all charges. You or your representati. »shoi's qotify the Health Plan as soon as possible, and not to
exceed forty-eight (48) hours ¢ Whe first bosiness day, whichever is later, after you receive care at a
hospital emergency room (ER) "\ ens: weaverage, unless it was not reasonably possible to notify us
within that time frame.

We cover Emergenc] Servia » fo ows:

Inside our Service Area

We cover Emergency Sei.ocs provided within our Service Area by a Plan Provider or a non-Plan
Provider. Coverage provided by a non-Plan Provider is limited to Emergency (screening and
stabilization) Services required before you can, without medically harmful consequences, be transported
to a Plan Hospital or your Primary Care Plan Physician’s office.

Outside of our Service Area

We cover Emergency Services if you are injured or become ill while temporarily outside of our Service
Area. We cover emergency room Surgical or Ancillary Services when received by a non-Plan Provider
at a Plan Facility and non-Plan facility. You will not incur any additional Cost Sharing for Emergency
Services beyond that which is indicated in your Summary of Services and Cost Shares.

We do not cover Services for conditions that, before leaving the Service Area, you should have known
might require Services while you are away, such as, post-operative care following surgery and treatment
for continuing infections, unless we determine that you were temporarily outside our Service Area
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because of extreme personal emergency.

Continuing Treatment Following Emergency Services
Inside our Service Area

After Emergency Services have been received inside the Service Area, all continuing or follow-up
treatment must be provided or coordinated by your Primary Care Plan Physician.

Inside another Kaiser Permanente Region

If you have received Emergency Services while you are temporarily in another Kaiser Permanente
Region, continuing or follow-up treatment is available from physicians contracting with that Kaiser
Permanente plan.

Outside our Service Area

Except for Emergency Services received for emergency surgery described below, see Urgent Care
benefit in this List of Benefits. All other continuing or follow-up caraf or Emergency Services received
outside our Service Area must be authorized by us, until you can s ¢ly refzésn to the Service Area.

Continuing Treatment Following Emergency Surgery
We will not impose any Copayment or other cost-sharing,requirement »t< silow-up care that exceeds

that which you would be required to pay had the follow-up « xe been rendered by Plan Providers within
our Service Area.

Post-Stabilization Care

Post-Stabilization Care is Medically Necessa . Servi._ s related to your Emergency Medical Condition
that you receive in a hospital (including the Ei »rgein v Department) after your treating physician
determines that your Emergency Med. #,Cond: ion"  stabilized. Post-stabilization Care also includes
durable medical equipment covered unc x thid%0C, if it is Medically Necessary after your discharge
from a hospital and related to{ .psame Ei ergency Medical Condition. For more information about
durable medical equipment co' »red . 'er tnis EOC, see “Durable Medical Equipment” in the
“Benefits, Exclusions ozp-Limita (.1s and Summary of Services and Cost Shares.”

When you receive El erges " rvi es in Maryland (and federal law does not require that we consider
the Post-Stabilization Care as Enz rgency Services), We cover Post-Stabilization Care only if We provide
Prior Authorization for tKy77,t-Stabilization Care. Therefore, it is very important that You, Your
provider including Your non-Participating Provider, or someone else acting on Your behalf, call
us to notify Us that You need Post Stabilization Care and to get Prior Authorization from us before
You receive the Post-Stabilization Care.

To request Prior Authorization, You, Your provider including Your non-Participating Provider (or
someone else acting on your behalf) must call 1-800-225-8883 or the notification telephone number on
the reverse side of your ID card before you receive the care. We will discuss your condition with the non-
Participating Provider. If we determine that you require post-stabilization care, we will authorize your
care from the non-Participating Provider or arrange to have a Participating Provider (or other designated
provider) provide the care. If we decide to have a Plan Hospital, Plan Skilled Nursing Facility, or

designated non-Participating Provider provide your care, we may authorize special transportation
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services that are non-Participating Providers. If you receive care from a non-Participating Provider that
we have not authorized, you may have to pay the full cost of that care.

When you receive Emergency Services from non-Participating Providers, Post Stabilization Care may
qualify as Emergency Services pursuant to federal law. We will not require Prior Authorization for such
Post-Stabilization Care at a non-Participating Facility when your attending non-Participating Provider
determines that, after You receive Emergency (screening and stabilization) Services, You are not able to
travel using non-medical transportation or non-emergency medical transportation to an available
Participating Provider located within a reasonable travel distance taking into account Your medical
condition. Additionally, we will not require Prior Authorization for such Post-Stabilization Care at a non-
Participating facility when you, or your Authorized Representative, are not in a condition to receive notice
of nor provide informed consent to be treated by a non-Participating Provider.

Non-Participating Providers may provide notice and seek Your conseat to provide Post-Stabilization
Care Services or other covered Services as stated in the notice ai'. consent criteria of 45 C.F.R. §
149.420(c) through (g). Such Services will not be covered when< ou dos ot obtain Prior Authorization
as described herein. If you (or your authorized representative) consc ¥ (o the £ inishing of Services by
non-Plan Providers, then You will be responsible for paying for such Ser ‘es in the absence of any Prior
Authorization. The cost of such Services will not accun. 'ate to Yeur deductible, if any, or your
maximum out-of-pocket costs.

Transport to a Service Area
If you obtain prior approval from us, or from"  mearc - Kaiser Foundation Health Plan Medical Center,
we will cover necessary ambulance Services' »r ther « hecial transportation arrangements medically

required to transport you to a Plan Hos| .%ar Mc licar Mfice in our Service Area, or in the nearest Kaiser
Foundation Health Plan Region, for cont. »ung % dllow-up treatment.

Note: All ambulance transporta. ot . maveree nnder Ambulance Services.

Continued Care in Nop,”'an Fa *.y Limitation

If you are admitted tof . non-Plan H¢ 'pital, you or someone on your behalf must notify us within the later
of forty-eight (48) ho ssaf uny & spital admission, or on the first business day following the admission,
unless it was not reasonably pa’ sible to notify us within that time. We will decide whether to make
arrangements for necessary continued care where you are, or to transfer you to a facility we designate. If

you do not notify us, or if you choose not to be transferred, we will not cover any Services you receive
after transfer would have been possible.

Filing Claims for Non-Plan Emergency Services

Keep all your receipts for Emergency Services provided by non-Plan Providers and verify that the non-
Plan Provider has submitted the claims. All claims must be filed with us within one (1) year of receipt of
covered Services. Failure to submit such a request within one (1) year of receipt of the covered Services
will not invalidate or reduce the amount of the claim, if it was not reasonably possible to submit the
request within the aforementioned time frame. If it is not reasonably possible to submit the claim within
one (1) year after the date of Service, it shall be sent to us no later than two (2) years from the time, proof
is otherwise required. A Member’s legal incapacity shall suspend the time to submit a claim. Such
suspension period ends when legal capacity is regained.
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See the benefit-specific limitation(s) immediately below for additional information.

Benefit-Specific Limitation(s):

1. Notification: If you are admitted to a non-plan hospital, you, or someone on your behalf, should
notify us as soon as possible, but not later than forty-eight (48) hours or the end of the first
business day, whichever is later, after the hospital admission unless it was not reasonably
possible to notify us. If you are admitted to a hospital, we will decide whether to make
arrangements for necessary continued care where you are, or to transfer you to a facility we
designate. If you do not notify us as provided herein, we will not cover the hospital care you
receive after transfer would have been possible. If possible, we urge you or your authorized
representative to notify us of any emergency room Visits to assist you in coordinating any
necessary follow-up care.

2. Continuing or Follow-up Treatment: Except as provided far under Continuing Treatment
Following Emergency Surgery, we do not cover contipd.ng or follow-up treatment after
Emergency Services unless authorized by the Health { an. W@ cover only the out-of-Plan
Emergency Services that are required before you could, withi . medicd 1y harmful results, have
been moved to a facility we designate either inside or outside™ wud service Area or in another
Kaiser Permanente Region or Group Health Cooper. ‘ive Service Area.

3. Hospital Observation: Transfer to an obg(.vatior bed ¢. v’ servation status does not qualify as
an admission to a hospital and your emerg nacy#f om Visit Copayment will not be waived.

Family } ‘a "uin, Services

We cover the following:

1. Family planning counseling (cou. 'seripd s not include instruction for fertility awareness based
methods), including prfahortion o d post-abortion care counseling and information on birth
control; and

2. Insertion and remaval ar 'y Medically Necessary examination associated with the use of

contraceptive’irugs and dev ces. Contraceptive devices (other than diaphragms) and implantable
contraceptive \dme 5 ar | stpplied by the provider, and are covered under this benefit.
Contraceptive drug and( siaphragms are covered only under an Qutpatient Prescription Drug
Rider, if applicabic, wud

Tubal ligations;

Male sterilization; and

Abortion care services: as permitted under Maryland state law; and

Instruction by a licensed health care provider on fertility awareness—based methods, which are

AN

methods of identifying times of fertility and infertility by an individual to avoid pregnancy,
including: cervical mucous methods, sympto-thermal or sympto-hormonal methods, the standard
days methods, and the lactational amenorrhea method.

Note: We also cover abortion care as permitted under state law (1) if the fetus is believed to have an
incapacitating chromosomal, metabolic or anatomic defect or deformity that has been certified by a Plan

Provider; or (2) when the life of the mother is endangered by a physical disorder, physical illness, or

MDLG-ALL-SEC3(01-24) 3.15



Kaiser Permanente
Maryland Large Group Agreement and Evidence of Coverage

physical injury, including a life-endangering physical condition caused by or arising from the pregnancy
itself; or (3) when the pregnancy is the result of an alleged act of rape or incest.

Note: Diagnostic procedures are not covered under this section, refer to X-ray, Laboratory and Special
Procedures for coverage of diagnostic procedures and other covered Services.

Fertility Services

We cover the following fertility Services:

1. Standard fertility preservation procedures performed on you or your dependent and that are
Medically Necessary to preserve fertility for you or your dependent due to a need for medical
treatment that may directly or indirectly cause iatrogenic infertility. These procedures include
sperm and oocyte collection and cryopreservation, evaluations, laboratory assessments,
medications, and treatments associated with sperm and oocyte collection and cryopreservation.

Definitions:

e Jatrogenic infertility: Impairment of fertility caused.irectlvsor indirectly by surgery,
chemotherapy, radiation, or other medical treatment a. xctiz. the reproductive organs or
processes.

e Medical treatment that may directly or indii =tly cause ia ogenic infertility: Medical
treatment with a likely side effect of inferfiimas™ stablishet by the American Society for
Reproductive Medicine, the American £ ollege] »f Ov ¢ .iicians and Gynecologist, or the
American Society of Clinical Oncology.

e Standard fertility preservation pro. - mres. ‘rocedures to preserve fertility that are consistent
with established medical practices a1 1  ofess vnal guidelines published by the American
Society for Reproductive Mel ., the \mc. zan College of Obstetricians and Gynecologists,
or the American Society of Clini )l Ondy \gy.

See the benefit-specific exclusic \(s) - mmedia. ly below for additional information.

Benefit-Specific Exclusim(s):
1. All chargef associated w1 thawing and the storage of female Member’s eggs (oocytes) and/or
male Membe: ‘s Crm.

Habilitative Services

We cover Medically Necessary Habilitative Services with no Visit limits for children up until end of the
month in which they turn age nineteen (19). “Medically Necessary Habilitative Services” are those
Services and devices, including occupational therapy, physical therapy, and speech therapy that help a
child keep, learn, or improve skills and functioning for daily living.

Medical Necessary Services to treat autism and autism spectrum disorders shall include Applied
Behavioral Analysis (ABA).

For adults age nineteen (19) and over, we cover Medically Necessary Habilitative Services that are
designed to enhance a Member’s functional ability, without effecting a cure, for the treatment of autism
or an autism spectrum disorder. “Medically Necessary Habilitative Services” include occupational
therapy, physical therapy, speech therapy and Applied Behavioral Analysis (ABA).
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See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. Services provided through federal, state or local early intervention programs, including school
programs.
2. Services not preauthorized by the Health Plan.

Hearing Services

Hearing Exams
We cover hearing tests to determine the need for hearing correction, when ordered by a Plan Provider.

Refer to Preventive Health Care Services for coverage of newborn hearing screenings.

Hearing Aids
A hearing aid is defined as a device that is of a design and circuitry tod ptimize audibility and listening

skills in the environment commonly experienced by children, and jsf.1on-dignosable.

Children up until the end of the month they turn age nineteen (:
We cover one hearing aid for each hearing-impaired ear every thirty-si.. $36X nonths.

See the benefit-specific exclusion(s) immediately belowz for ¢ 'ditional jaformation.

Benefit-Specific Exclusion(s):
Except as listed above for hearing aids for childrer, the< sllowing exclusions apply:
1. Hearing aids or tests to determine an ap, « wriate »earing aid and its efficacy; except as specifically
provided in this section, or as provided v aac »a He lring Services Rider, if applicable.
2. Replacement parts and batteric.
Replacement of lost or broken hea. g aid
4. Comfort, convenience o 'u.2ysv equip nent or features.

98]

" Home Health Care

We cover the followi( g home.healt, \care Services, only if you are substantially confined to your home,
and only if a Plan Phy yei . detel nines that it is feasible to maintain effective supervision and control of
your care in your home:

1. Skilled nursing carc,

2. Home health aide Services; and

3. Medical social Services.

Home health Services are Medically Necessary health Services that can be safely and effectively
provided in your home by health care personnel and are directed by a Plan Provider. They include Visits
by registered nurses, practical nurses or home health aides who work under the supervision or direction
of a registered nurse or medical doctor.

We also cover any other outpatient Services, as described in this section that have been authorized by
your Plan Physician as Medically Necessary and appropriately rendered in a home setting.

Home Health Visits Following Mastectomy or Removal of Testicle
We cover the cost of inpatient hospitalization Services for a minimum of forty-eight (48) hours following
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a mastectomy. A Member may request a shorter length of stay following a mastectomy if the Member
decides, in consultation with the Member’s attending physician that less time is needed for recovery.

For a Member who remains in the hospital for at least forty-eight (48) hours following mastectomy, we
cover the cost of a home Visit if prescribed by the attending physician. For Members undergoing a
mastectomy or removal of a testicle on an outpatient basis, as well as Members who receive less than
forty-eight (48) hours of inpatient hospitalization following the surgery, we cover the following:
1. One home Visit scheduled to occur within twenty-four (24) hours following his or her discharge
from the hospital or outpatient facility; and
2. One additional home Visit, when prescribed by the patient’s attending physician.

Additional limitations may be stated in the Summary of Services and Cost Shares.

See the benefit-specific limitation(s) and exclusion(s) immediately below for additional information.

Benefit-Specific Limitation(s):
1. Home Health Care Visits shall be limited to two (2) how per Vi{.t. Intermittent care shall not
exceed three (3) Visits in one day.

Note: If a Visit lasts longer than two (2) hours, then eacl{wo (2)-hour" .ement counts as a separate
Visit. For example, if a nurse comes to your home for th=ee (2 yhours ant! then leaves, that counts as two
(2) Visits. Also, each person providing Services cox.ts tov wd ti. med 1sit limits. For example, if a home
health aide and a nurse are both at your home duri. s the s€.ne two (2) hours that counts as two (2) Visits.

Benefit-Specific Exclusion(s):

1. Custodial care (see the definition under Ex: ‘usioi.s in this section).
Routine administration of orar ciigatios's, ey drops and/or ointments.
General maintenance care of colo. amy, . ostomy and ureterostomy.
Medical supplies or dre sin manpliec 'y a Member or family caregiver.
Corrective appliances, a1, ficid. ai. Jand orthopedic devices.
Homemaker Se7vics.

Services not/ reautha®iad L 5 the Health Plan.

O NNk WD

Care that a Pla.".rovider letermines may be provided in a Plan Facility and we provide or offer
to provide that cam.in< e of these facilities.

9. Transportation and delivery service costs of Durable Medical Equipment, medications and drugs,
medical supplies and supplements to the home.

Hospice Care Services

Hospice Care Services are for terminally ill Members. If a Plan Physician diagnoses you with a terminal
illness and determines that your life expectancy is six (6) months or less, you can choose hospice Services
through home or inpatient care instead of traditional Services otherwise provided for your illness. We
cover Hospice Care Services in the home if a Plan Physician determines that it is feasible to maintain
effective supervision and control of your care in your home.

We cover Hospice Care Services within our Service Area and only when provided by a Plan Provider.
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Hospice Services include the following:
1. Nursing care;
Physical, occupational, speech and respiratory therapy;
Medical social Services;
Home health aide Services;
Homemaker Services;

AN

Medical supplies, equipment and medication required to maintain the comfort and manage the
pain of the terminally ill Member;

Palliative drugs in accordance with our drug formulary guidelines;

Physician care;

>~

9. Short-term inpatient care (minimum of 30 days inpatient care); including care for pain
management and acute symptom management as Medically Necessary;

10. Respite Care for up to fourteen (14) days per contract year, limfted to five (5) consecutive days
for any one inpatient stay;

11. Counseling Services for the Member and his Family M nbers‘und the Member’s caregiver,
including dietary counseling for the Member; and bereaver. at cour ¢cling for the Member’s
Family or the Member’s caregiver for a period oféne (1) year ai ».ne Member’s death; and

12. Services of hospice volunteers.

Hospital J- patie tCa.

We cover the following inpatient Services ;/&.a Fiwd 1ospital, when the Services are generally and
customarily provided by an acute care general ¢ wital hour Service Area:

1. Room and board (includes bedymeals ¢ 1d © 2ciai diets), including private room when deemed
Medically Necessary);
Specialized care and critical care u jits;
General and special nur, ‘ng «ms:
Operating and recovery 1
Plan Physiciax, and surge. ns’ Services, including consultation and treatment by Specialists;
Anesthesia, 1 clud:
Medical supplics;

~ o wic s of an anesthesiologist;

Chemotherapy ant .ation therapy;

0 ook W

Respiratory therapy; and
10. Medical social Services and discharge planning.

Additional inpatient Services are covered, but only as specifically described in this section, and subject
to all the limits and exclusions for that Service.

Infertility Services

We cover the following Services for diagnosis and treatment of involuntary infertility:
1. Artificial insemination;
2. In vitro fertilization (IVF), if:
a. For a married Member whose Spouse is of the opposite sex, the married Member’s oocytes
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are fertilized with the married Member’s Spouse’s sperm; unless:

i. The Spouse is unable to produce and deliver functional sperm; and the inability to
produce and deliver functional sperm does not result from:
(a) A vasectomy; or
(b) Another method of voluntary sterilization;

b. The married Member and the married Member’s Spouse have a history of involuntary
infertility, which may be demonstrated by a history of:

i. Intercourse of at least one (1) year’s duration failing to result in a successful pregnancy
when the Member and the Member’s Spouse are of opposite sexes; or

c. For an unmarried Member or if the married Member and the married Member’s Spouse are
of the same sex, three (3) attempts of artificial insemination over the course of one (1) year
failing to result in a successful pregnancy; or

d. The infertility of the unmarried Member or of the Memer or the Member’s Spouse is
associated with any of the following:

i. Endometriosis;

ii. Exposure in utero to diethylstilbestrol, commonly ki /m as R7.s;

iii. Blockage of, or surgical removal of, one<?) or both fal. »s‘.n tubes (lateral or bilateral
salpingectomy); or

iv. Abnormal male factors, including £7.gosp 'mia; hont ibuting to the infertility;

e. The unmarried Member or the mai. »d Mg .iber has been unable to attain a successful
pregnancy through a less costly ¢ ‘=rtili.  areatment for which coverage is available under
this EOC; and

f.  The in vitro fertilization £ %) proc dur s are performed at medical facilities that conform
to applicable guidelines ¢ hm¥mim standards issued by the American College of
Obstetricians and (fwacologisi hor the American Society for Reproductive Medicine.

3. Intracytoplasmic Sperm' njecy, m4CSy) if the Member meets medical guidelines.

Note: Diagnostic proced”..rand a_ gs administered by or under the direct supervision of a Plan Provider
are covered under thi provijs:

See the benefit-specific limitatio’ (s) and exclusion(s) immediately below for additional information.

Benefit-Specific Limitation(s):

1. Coverage for in vitro fertilization(IVF) embryo transfer cycles, including frozen embryo transfer
(FET) procedure, is limited to three attempts per live birth, not to exceed a maximum lifetime
benefit of $100,000.

Benefit-Specific Exclusion(s):

1. Any charges associated with freezing, storage and thawing of fertilized eggs (embryos), female
Member’s eggs and/or male Member’s sperm for future attempts.

2. Any charges associated with donor eggs, donor sperm or donor embryos.

3. Infertility Services, except for covered Services for in vitro fertilization (IVF), that does not meet
the medical guidelines established by the American Society for Reproductive Medicine, the
American College of Obstetricians and Gynecologists, or American Society of Clinical
Oncology.
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4. Services to reverse voluntary, surgically induced infertility.

5. Infertility Services when the infertility is the result of an elective male or female sterilization
surgical procedure.

6. Assisted reproductive technologies and procedures, other than those described above: gamete
intrafallopian transfers (GIFT); zygote intrafallopian transfers (ZIFT); and prescription drugs
related to such procedures.

Maternity Services

We cover pre-and post-natal Services, which includes routine and non-routine office Visits, telemedicine
Visits, X-ray, laboratory and specialty tests. The Health Plan covers birthing classes and breastfeeding
support, supplies, and counseling from trained providers during pregnancy and/or in the postpartum
period.

We cover obstetrical care, which includes:
1. Services provided for a condition not usually associated wi‘. pregpancy;
2. Services provided for conditions existing prior to pregnany
3. Services related to the development of a high-risk condition(s; furing/.regnancy; and
4. Services provided for the medical complications ¢ ‘oregnancy.

Services for non-routine obstetrical care are coveredd .. hct 1 the anficable Cost Share for specialty,
diagnostic and/or treatment Services.

Services for diagnostic and treatment servé »s fo. ¥ iness or injury received during a non-routine
maternity care Visit are subject to the applicab = ast Sire.

We cover inpatient delivery, birthing ¢ ««&ys,and " ospi rlization Services for you and your newborn child
for a minimum stay of at least forty-eigh. ¥4&)2y s following an uncomplicated vaginal delivery; and
at least ninety-six (96) hours f{ «“iing an v complicated cesarean section. We also cover postpartum
home care Visits upon release, w,_en n' -5 1 hed by the attending provider.

Outpatient delivery anf associated' ervices are covered, subject to the applicable Cost Share.

In consultation with y_ wse.ysici 1, you may request a shorter length of stay. In such cases, we will cover
one home health Visit scheduled’ 0 occur within twenty-four (24) hours after discharge, and an additional
home Visit if prescribed by uie attending provider.

Up to four (4) days of additional hospitalization for the newborn is covered if the enrolled mother is
required to remain hospitalized after childbirth for medical reasons.

Comprehensive lactation (breastfeeding) education and counseling, by trained clinicians during
pregnancy and/or postpartum period in conjunction with each birth. Breastfeeding equipment is issued,
per pregnancy. The breastfeeding pump (including any equipment that is required for pump functionality)
is covered at no cost sharing to the member.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. Personal and convenience supplies associated with breastfeeding equipment such as pads,

bottles, and carrier cases.
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2. Services for newborn deliveries performed at home.

Medical Foods

We cover medical foods and low protein modified food products for the treatment of inherited metabolic
diseases caused by an inherited abnormality of body chemistry including a disease for which the State
screens newborn babies. Coverage is provided if the medical foods and low protein food products are
prescribed as Medically Necessary for the therapeutic treatment of inherited metabolic diseases and are
administered under the direction of a Plan Provider.

Medical foods are intended for the dietary treatment of a disease or condition for which nutritional
requirements are established by medical evaluation and are formulated to be consumed or administered
enterally (i.e., by tube directly into the stomach or small intestines) under the direction of a Plan Provider.

Low protein modified foods are food products that are:
1. Specially formulated to have less than one (1) gram of protein{ er serving; and
2. Intended to be used under the direction of a Plan Provider fo* the diafary treatment of an inherited
metabolic disease.

Amino Acid-Based Elemental Formula (Drugs, Supplies and Supp: me» )

We cover amino acid-based elemental formula, regardles: »f delivery n.cthod, for the diagnosis and
treatment of:

1. Immunoglobulin E and non-Immunoglok¢.in E m' diated ' .ergies to multiple food proteins;

2. Severe food protein induced enterocolitis s; hd# ine;

3. Eosinophilic disorders, as evidenced v v e res 'ts of a biopsy; and

4. Impaired absorption of nutrients causec by ‘soracrs affecting the absorptive surface, functional

length, and motility of the gasv .iysting \trac..

Coverage shall be provided if th= ordering hyhysicCian has issued a written order stating that amino acid-
based elemental formula is Mec sali, ecessc vy for the treatment of a disease or disorder listed above.
The Health Plan, or a private revi_ w4 gent acting on behalf of the Health Plan, may review the ordering
physician’s determinaf on of the M dical Necessity of the amino acid-based elemental formula for the
treatment of a diseas| or die’ . uc k11 led above.

Note: The Deductible does not 2° ply to pharmacy dispensed items.

See the benefit-specific exclusions(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. Medical food for treatment of any conditions other than an inherited metabolic disease.
2. Amino-acid based elemental formula for treatment of any condition other than those listed above.

Medical Nutrition Therapy and Counseling

Coverage is provided for unlimited Medically Necessary nutritional counseling and medical nutrition
therapy provided by a licensed dietician-nutritionist, Plan Physician, physician assistant or nurse
practitioner for an individual at risk due to:

1. Nutritional history;

2. Current dietary intake;
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3. Medication use; or
4. Chronic illness or condition.

Coverage is also provided for unlimited Medically Necessary nutrition therapy provided by a licensed
dietician-nutritionist, working in coordination with a Primary Care Plan Physician, to treat a chronic
illness or condition.

Morbid Obesity Services

We cover diagnosis and surgical treatment of morbid obesity that is:
1. Recognized by the National Institutes of Health (NIH) as effective for long-term reversal of
morbid obesity; and
2. Consistent with guidelines approved by the NIH.

Such treatment shall be covered to the same extent as for other Medically Necessary surgical procedures
under this EOC.

Morbid obesity is defined as a Body Mass Index (BMI) that is:
1. Greater than forty (40) kilograms per meter squared; or
2. Equal to or greater than thirty-five (35) kilogram@oer meter sq. % d with a comorbid medical
condition, including hypertension, a cardiopulmanai condition, sleep apnea or diabetes.

Body Mass Index means a practical marker that isf.sed to ssess™  degree of obesity and is calculated
by dividing the weight in kilograms by the hejght . »me# :'s squared.

O1 1 “urg vy

We cover treatment of tumors where ¢ pnsy is\reea  for pathological reasons.

We also cover treatment of significant co. wenital lefects, causing functional impairment, found in the
oral cavity or jaw area which a1\ si.0ilar to G.ease or which occur in other parts of the body, including
Medically Necessary medical or| urg'.al o Scedures occurring within or adjacent to the oral cavity or
sinuses.

For the purposes of ti_s hat_iit, « hverage for diseases and injuries of the jaw include:
1. Fractures of the jaw or f ‘ial bones;
2. Removal of cysts“c. non-dental origin or tumors, including any associated lab fees prior to
removal; and
3. Surgical correction of malformation of the jaw when the malformation creates significant
impairment in the Member’s speech and nutrition, and when such impairments are demonstrated
through examination and consultation with appropriate Plan Providers.

4. Medically Necessary oral restoration after major reconstructive surgery.

For the purposes of this benefit, coverage of significant congenital defects causing functional impairment
must be:
1. Evidenced through documented medical records showing significant impairment in speech or a
nutritional deficit; and
2. Based on examination of the Member by a Plan Provider.
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Note: Functional impairment refers to an anatomical function as opposed to a psychological function.

The Health Plan provides coverage for cleft lip, cleft palate or both under a separate benefit. Please see
Cleft Lip, Cleft Palate or Both.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. Oral surgery Services when the functional aspect is minimal and would not in itself warrant
surgery.
2. Lab fees associated with cysts that are considered dental under our standards.
Orthodontic Services.
4. Dental appliances.

W

Outpatient Care

We cover the following outpatient care for preventive medicine, diz{.10sis and treatment:

1. Primary Care Visits for internal medicine, family practi > ped atrics and routine preventive
obstetrics and gynecology Services. (Refer to Preventive He.. h Car< services for coverage of
preventive care Services);

2. Specialty care Visits. (Refer to Section 2: How,ta Ge the CaresVou Need for information about
referrals to Plan Specialists);

3. Consultations and immunizations for forc m tray i;

4. Diagnostic testing for care or treatnf % .of o .lness, or to screen for a disease for which you
have been determined to be at high risi \fc hconi. eting, including, but limited not to:

a. Diagnostic examinations wluding' ligiw yrectal exams and prostate-specific antigen (PSA)
tests provided:

i. For men who afighetween = Mand /5 years of age;

ii. When used for 1_ale p. ‘s who are at high risk for prostate cancer;

iii. When used for th \sfurpose of guiding patient management in monitoring the response
to pr¢ state cancer U atment; or

iv. Whe \usatjor s \giug in determining the need for a bone scan in patients with prostate
cancer.

b. Colorectal catice: screening, specifically screening with an annual fecal occult blood test,
flexible sigmoidoscopy or colonoscopy, or in appropriate circumstances, radiological
imaging, for persons who are at high risk of cancer in accordance with the most recently
published guidelines of the American Cancer Society. Your initial screening colonoscopy
will be preventive;

c. Bone mass measurement for the diagnosis and treatment of osteoporosis is provided when
the bone mass measurement is requested by a health care provider for a qualified individual.
A “qualified individual” means an individual:

i. Who is estrogen deficient and at clinical risk for osteoporosis;

ii. With a specific sign suggestive of spinal osteoporosis, including roentgenographic
osteopenia or roentgenographic evidence suggestive of collapse, wedging, or ballooning
of one or more thoracic or lumbar vertebral bodies, who is a candidate for therapeutic
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intervention or for an extensive diagnostic evaluation for metabolic bone disease;
iii. Receiving long-term glucocorticoid (steroid) therapy;
iv. With primary hyperparathyroidism; or
v. Being monitored to assess the response to or efficacy of an approved osteoporosis drug
therapy.
Outpatient surgery;
Anesthesia, including Services of an anesthesiologist;
Respiratory therapy;
Medical social Services;
House calls when care can best be provided in your home as determined by a Plan Provider;

O XN

10. After hours urgent care received after the regularly scheduled hours of the Plan Provider or Plan
Facility. Refer to Urgent Care for covered Services;

11. Smoking cessation counseling programs; and

12. Lymphedema Services. Refer to Durable Medical Equipm/ ¢ for covered Services.

Note: As described here, diagnostic testing is not preventive ca. hax'. may ieclude an office Visit,
outpatient surgery, diagnostic imaging, or x-ray and laboratory. The \ »olicssie Cost Share will apply
based on the place and type of Service provided.

Refer to Preventive Health Care Services for cover/_e o1 reve tivel are tests and screening Services.

Additional outpatient Services are covered, but on. has si'_cifically described in this section, and subject
to all the limits and exclusions for that Servic

Pediatric Autoimmur ~ Neur _\pi'chlatric Disorders (PANDAS)

We cover Medically Necessary diaé_ asisymeyaluation, and treatment of pediatric autoimmune
neuropsychiatric disorders agfmsiated woh streptococcal infections and pediatric acute onset
neuropsychiatric syndrome, incli 1ing". muse uf intravenous immunoglobulin therapy.

Benefits are available taf..bsame | .cent as benefits provided for other similar Services.

P *ventive Health Care Services

We cover medically appropriated reventive health care Services, health education and counseling without
Cost Sharing requirements vased on your age, sex, or other factors, as determined by your Primary Care
Plan Physician in accordance with national preventive health care standards.

These Services include the exam, screening tests and interpretation for:

1. Preventive care exams, including:

a. Routine physical examinations and health screening tests appropriate to your age and sex;
b. Well-woman examinations; and
c. Well child care examinations.

2. Routine and necessary immunizations (travel immunizations are not preventive and are covered
under Qutpatient Care) for children and adults in accordance with Plan guidelines. Childhood
immunizations include diphtheria, pertussis, tetanus, polio, hepatitis B, measles, mumps, rubella
and other immunizations as may be prescribed by the Commissioner of Health;

3. An annual pap smear, including coverage for any FDA-approved gynecologic cytology
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screening technology;
4. Breast cancer screening (for which the Deductible, if any, will not apply):
a. In accordance with the latest screening guidelines issued by the American Cancer Society;
and
b. Digital tomosynthesis, commonly referred to as three-dimensional “3-D” mammography
will be covered when the treating Plan physician determines that it is Medically Necessary.
5. Bone mass measurement to determine risk for osteoporosis;
6. Prostate Cancer screening. Medically recognized diagnostic examinations including prostate-
specific antigen (PSA) tests and digital rectal examinations:
a. For men who are between age forty (40) and seventy-five (75) years of age or older;
b.  When used for the purpose of guiding patient management in monitoring the response
to prostate cancer treatment;
c.  When used for staging in determining the need for a ba®e scan for patients with prostate
cancer; or
d.  When used for male Members who are at high ric_\for nfustate cancer.
7. Colorectal cancer screening in accordance with the latest s. “eningd_ uidelines issued by the
American Cancer Society;
8. Cholesterol test (lipid profile);
9. Diabetes screening (fasting blood glucose 4 .t);
10. Sexually Transmitted Disease (STD) tests includ! ig chlamydia, gonorrhea, syphilis and Human
Papillomavirus (HPV) screening, sul{ »tto . ¢ rollowing:
a. Annual chlamydia screening is co' =1 for.
i.  Women under age 204 they arc sexlly active; and
ii. Women age 20 or oldc hancume of any age, who have multiple risk factors, which
include:
a) Prior history of sc; Wlly transmitted diseases;
b) New.er multi, 's/sex partners;
c) I# onsistent us \of barrier contraceptives; or
d) (rvidiiect oy,
b. Human Papillomavi is (HPV) screening at the intervals recommended for cervical cytology
screening by e .american College of Obstetricians and Gynecologists.
11. HIV tests;
12. TB tests;
13. Hearing loss screenings for newborns provided by a hospital prior to discharge;
14. Associated preventive care radiological and laboratory tests not listed above; and
15. BRCA counseling and genetic testing is covered at no Cost Share. Any follow up Medically
Necessary treatment is covered at the applicable Cost Share based upon type and place of
Service.

Pursuant to IRS Notice 2019-45, coverage is provided for expanded preventive care Services for
laboratory tests and screenings without any Cost Sharing requirements such as Copayments, Coinsurance
amounts and Deductibles:

1. Retinopathy screening for diabetics

MDLG-ALL-SEC3(01-24) 3.26



Kaiser Permanente
Maryland Large Group Agreement and Evidence of Coverage

2. HbAlc for diabetics
3. Low density Lipoprotein laboratory test for people with heart disease
4. INR laboratory test for liver failure and bleeding disorders

For coverage of glucometers, see the Diabetic Equipment, Supplies and Self-Management Training
benefit in this List of Benefits.

For coverage of peak flow meters, see the Durable Medical Equipment benefit in this List of Benefits.

For coverage of diagnostic breast examinations, supplemental breast examinations, and follow-up
diagnostic imaging to assist in the diagnosis of lung cancer, please sec the X-Ray, Laboratory and
Special Procedures benefit in this List of Benefits.

Note: Refer to Outpatient Care for coverage of non-preventive diagnostic tests and other covered
Services.

See the benefit-specific limitation(s) immediately below for additioi’.1 information.

Benefit-Specific Limitation(s):
While treatment may be provided in the following situations, the follo ¥ing« _rvices are not considered
Preventive Health Care Services. The applicable Cost Shat< will apply:
1. Monitoring chronic disease.
2. Follow-up Services after you have been ¢ .gnose¢ with a* " sease.
3. Services provided when you show sigas o1 wm( .oms of a specific disease or disease process.
4. Non-routine gynecological Visits.

Prost’ .“‘c an ' (G thotic Devices

We cover the devices listed below if thc hare 2y eneral use, intended for repeated use, primarily and
customarily used for medical  «mses, ana »enerally not useful to a person who is not ill or injured.
Coverage includes fitting and ac¢ ustnz .. € these devices, repair or replacement (unless due to loss,
misuse or theft), and Ses#iss to ¢ (_rmine whether you need the Prosthetic Device. If we do not cover
the Prosthetic Devicd we will.try thelp you find facilities where you may obtain what you need at a
reasonable price. Cov wa_1s lim ed to the Prosthetic Device that is considered Medically Necessary by
meeting the indications and lim: itions of coverage and medical necessity established under the Medicare
Coverage Database.

Internal Prosthetics
We cover Medically Necessary internal devices implanted during surgery, such as pacemakers,

monofocal intraocular lens implants, artificial hips and joints, breast implants following mastectomy (see
Reconstructive Surgery below), and cochlear implants, that are approved by the FDA for general use.

External Prosthetic & Orthotic Devices
We cover the following external Prosthetic and Orthotic Devices when prescribed by a Plan Provider:

1. External Prosthetic Devices (other than dental) that replace all or part of the function of a
permanently inoperative or malfunctioning body part.

2. Rigid and semi-rigid external Orthotic Devices that are used for the purpose of supporting a weak
or deformed body member, or for restricting or eliminating motion in a diseased or injured part
of the body. Examples of covered Orthotic Devices include, but are not limited to, leg, arm, back
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and neck braces.
3. Fitting and adjustment of these devices, their repair or replacement (unless due to loss, misuse
or theft), and services to determine whether you need a Prosthetic or Orthotic Device.

Artificial Arms, Legs or Eves
We cover:

1. Artificial devices to replace, in whole or in part, a leg, an arm or an eye;
2. Components of an artificial device to replace, in whole or in part, a leg, an arm or an eye; and
3. Repairs to an artificial device to replace, in whole or in part, a leg, an arm or an eye.

The artificial arm, leg, eye or component will be considered Medically Necessary if it meets the
indications and limitations of coverage and medical necessity established under the Medicare Coverage
Database.

Ostomy and Urological Supplies and Equipment
We cover ostomy and urological supplies when prescribed by a Pland rovider and your medical condition

meets Health Plan’s criteria for being Medically Necessary. Covi ed eduipment and supplies include,
but are not limited to:
1. Flanges;
Collection bags;
Clamps;
Irrigation devices;
Sanitizing products;
Ostomy rings;

Ostomy belts; and

e R

Catheters used for drainage of w. stor.iips

Breast Prosthetics and Hair F 95 . nsis

We cover breast prostheses an \, ma «w<yny bras following a Medically Necessary mastectomy.
Coverage includes cusfl.»made aternal and external breast prostheses, regardless of when the
mastectomy was per ormed«“aver ze also includes breast prostheses for the non-diseased breast to
achieve symmetry.

We cover one hair prostiiin™ required for a Member whose hair loss results from chemotherapy or
radiation treatment for cancer.

See the benefit-specific limitation(s) and exclusion(s) immediately below for additional information.

Benefit-Specific Limitation(s):
1. Coverage for mastectomy bras is limited to a maximum of four (4) per calendar year.
2. Coverage for hair prosthesis is limited to one (1) prosthesis per course of chemotherapy and/or
radiation therapy, not to exceed a maximum benefit of $350 per prosthesis.
3. Standard Devices: Coverage is limited to standard devices that adequately meet your medical
needs.
4. Coverage is provided for Medically Necessary therapeutic shoes and inserts.

Benefit-Specific Exclusion(s):
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1. Internally implanted breast prosthetics for cosmetic purposes.

2. Repair or replacement of prosthetics due to loss, misuse or theft.

3. Microprocessor and robotic-controlled external prosthetics not covered under the Medicare
Coverage Database.

4. More than one piece of equipment or device for the same part of the body, except for
replacements, spare devices or alternate use devices.

5. Dental prostheses, devices and appliances, except as specifically provided in this section, or the
Oral Surgery section, or as provided under an Adult Dental Plan Rider or a Pediatric Dental
Plan Rider, if applicable.

6. Hearing aids, except as specifically provided in this section, or as provided under a Hearing
Services Rider, if applicable.

7. Corrective lenses and eyeglasses, except as specifically provided in this section.

8. Orthopedic shoes or other supportive devices, unless the shoe<» an integral part of a leg brace;
or unless indicated above.

9. Non-rigid appliances and supplies, including jobst stocking »elast . garments and stockings, and
garter belts except when Medically Necessary for the treatme. of lynif nedema.

10. Comfort, convenience, or luxury equipment or featires.

Reconstruct’ . ¢ . ury vy

We cover reconstructive surgery to:
1. Correct significant disfigurement resy‘ing . w( an injury or Medically Necessary surgery;
2. Correct a congenital defect, disease, 0, \a. amal, in order to produce significant improvement in
physical function; and
3. Treat congenital hemangioma s 0w ss 1 rt wine stains on the face.

Breast augmentation is covered ' if detc: mined to be Medically Necessary. Following mastectomy,
we cover reconstructive breast | wrger: . all stages of reconstruction of the non-diseased breast to
produce a symmetrical 2sgmarance ¢ad treatment of physical complications of all stages of mastectomy,
including lympheden' s, in amanr r determined in consultation with the attending physician and the
patient. Mastectomy © »#'¢ “surgi 1l removal of all or part of a breast. Reconstructive breast surgery is
surgery performed as a resul of a mastectomy to reestablish symmetry between both breasts.
Reconstructive breast surgery includes augmentation mammoplasty, reduction mammoplasty and
mastopexy.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):

Cosmetic surgery, plastic surgery or other Services, supplies, dermatological preparations and ointments,
other than those listed above, that are intended primarily to improve your appearance, or are not likely to
result in significant improvement in physical function or correct deformity resulting from disease,
trauma, or congenital or developmental anomalies.

Routine Foot Care

Coverage is provided for Medically Necessary routine foot care.
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Benefit-Specific Exclusion(s):
Routine foot care Services that are not Medically Necesssary.

Skilled Nursing Facility Care

We cover skilled inpatient Services in a licensed Skilled Nursing Facility. The skilled inpatient Services
must be those customarily provided by Skilled Nursing Facilities. A prior three (3)-day stay in an acute
care hospital is not required.

We cover the following Services:
1. Room and board;
Physician and nursing care;
Medical social Services;
Medical and biological supplies; and
Respiratory therapy.

wok v

Note: The following Services are covered, but not under this prov .ion:
1. Blood (see Blood, Blood Products and Their Administratic
2. Drugs (see Drugs, Supplies and Supplements);
3. Durable Medical Equipment ordinarily furnished by »Skilled Nurs.ng Facility, including oxygen
dispensing equipment and oxygen (see Dure’.c . ‘edic . Equi _ment),
4. Physical, occupational, and speech theran® (see 7' zrapy . d Rehabilitation Services); and
5. X-ray, laboratory, and special procedires (L 2

¥

ray, Laboratory and Special Procedures).

See the benefit-specific exclusion(s) immediat: 'y helow  ar additional information.

Benefit-Specific Exclusion(s):
1. Custodial care (see the definition” mder &7 slusions in this section).
2. Domiciliary Care.

«elemedicine Services

We cover telemedicir’ - Services tha would otherwise be covered under this section when provided on a
face-to-face basis.

Telemedicine Services medns< ¢ delivery of healthcare Services through the use of audio-only telephone
conversation and interactive audio, video, or other telecommunications or electronic media used for the
purpose of diagnosis, consultation or treatment as it pertains to the delivery of covered Health Care
Services. We cover an audio-only telephone conversation if it results in the delivery of a billable, covered
health care service.

Note: We cover telehealth Services regardless of the location of the patient at the time the telehealth
Services are provided.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. Services delivered through electronic mail messages or facsimile transmissions. Not all medical
services are conducive to telemedicine, as such the provider will make a determination whether
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the Member should instead be seen in a face-to-face medical office setting.

Therapy and Rehabilitation Services

Physical, Occupational and Speech Therapy Services
If, in the judgment of a Plan Physician, measurable improvement in functional capabilities are achievable

within a ninety (90)-day period, we cover physical, occupational and speech therapy that is provided:

1. In a Plan Medical Center;

2. In a Plan Provider’s medical office;

3. In a Skilled Nursing Facility or as part of home health care per calendar year per injury, incident

or condition.

4. ViaTelehealth; or

5. While confined in a Plan Hospital.
Refer to the Summary of Services and Cost Shares for Visit limitationg, for Physical, Occupational, and
Speech Therapy Services. The limits do not apply to necessary treatnf-nt of cleft lip or cleft palate.

Note: Speech therapy includes Services necessary to improve or te ch g€ cech, language, or swallowing
skills, which results from disease, surgery, injury, congenital anatc sical 2fomaly, or prior medical
treatment and will treat communication or swallowing difi =ulties to cori« ¥ a speech impairment.

Multidisciplinary Rehabilitation Services
If, in the judgment of a Plan Physician, measurabls® mprovs nent i1, .nctional capabilities are achievable

within a two (2)-month period, we cover multidiiscip n2(, rehabilitation Services in a Plan Hospital, Plan
Medical Center, Plan Provider’s medical offt ~ »r a S illed Nursing Facility. Coverage is limited to a
maximum of two (2) consecutive months of tre. ‘mc )t pet injury, incident or condition.

Multidisciplinary rehabilitation Servicchorcguan s mean inpatient or outpatient day programs that
incorporate more than one (1) t#sany at a v »e in the rehabilitation treatment.

Cardiac Rehabilitation Service.
We cover Medically 27 pssary' ardiac rehabilitation Services following coronary surgery or a
myocardial infarctior’ ror up£mmavel = (12) weeks, or thirty-six (36) sessions, whichever occurs first.

Cardiac rehabilitation Services 2 ust be provided or coordinated by a facility approved by the Health
Plan, and that offers exerd. i ress testing, rehabilitative exercises and education and counseling.

See the benefit-specific limitation(s) and exclusion(s) immediately below for additional information.

Benefit-Specific Limitation(s):
1. Occupational therapy is limited to treatment to achieve and maintain improved self-care and
other customary activities of daily living, except as provided in Habilitative Services in this List
of Benefits.

2. Physical therapy is limited to the restoration of an existing physical function, except as provided
in Habilitative Services in this List of Benefits.

Benefit-Specific Exclusion(s):
1. Except as provided for cardiac rehabilitation Services, no coverage is provided for any therapy
that the Plan Physician determines cannot achieve measurable improvement in function within a
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three (3) month period.

2. Long-term therapy and rehabilitation Services.

Therapy: Radiation, Chemotherapy and Infusion Therapy

Coverage is provided for chemotherapy, radiation and infusion therapy Visits.

We cover Services for infusion therapy, which is treatment by placing therapeutic agents into the vein
(including therapeutic nuclear medicine), and parenteral administration of medication and nutrients.
Infusion Services also include enteral nutrition, which is the delivery of nutrients by tube into the
gastrointestinal tract. These Services include coverage of all medications administered intravenously
and/or parentally.

Infusion Services may be received at multiple sites of Service, including facilities, professional provider
offices and ambulatory infusion centers and from home infusion provi< ’rs. The Cost Share amount will
apply based on the place and type of Service provided.

Coverage is also provided for oral chemotherapy drugs. For additic 32" informstion on this benefit, see
Drugs, Supplies and Supplements in this List of Benefits.

Note: If a drug covered under this benefit meets the criteri. for a Spesialty Drug, in accordance with
§15-847 of the Insurance Article, or is a prescripti€. dru_ \to ti at 4 abetes, human immunodeficiency
virus (HIV), or acquired immunodeficiency s§ drome’ (AIDS), as described in §15-847.1 of the
Insurance Article, then the Member’s cost fof he dit ¢ will not exceed $150 for up to a 30-day supply.
In addition, insulin; may not exceed a maximu 1« 2$30°, »r 30-day supply pursuant to §15-822.1 (b), of
the Insurance Article. If this benefit ig@sbiject tc the: Deductible, as shown in the Summary of Services
and Cost Shares, the Deductible must b e Fxs.

1 ansplants

If the following criteria are met, wed_over stem cell rescue and transplants of organs, tissue or bone
marrow:
1. You satisty | | med7 . it ia developed by Medical Group and by the facility providing the
transplant;
2. The facility is cerd oy Medicare; and
3. A Plan Provider provides a written referral for care at the facility.

o

After the referral to a transplant facility, the following applies:

1. Unless otherwise authorized by Medical Group, transplants are covered only in our Service Area.

2. If either Medical Group or the referral facility determines that you do not satisfy its respective
criteria for transplant, we will pay only for covered Services you receive before that
determination was made.

3. Health Plan, Plan Hospitals, Medical Group and Plan Providers are not responsible for finding,
furnishing, or ensuring the availability of a bone marrow or organ donor.

4. We cover reasonable medical and hospital expenses as long as these expenses are directly related
to a covered transplant for a donor, or an individual identified by Medical Group as a potential
donor even if not a Member.
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We also provide coverage for Medically Necessary routine dental Services recommended prior to
transplant.

See the benefit-specific exclusion(s) immediately below for additional information.

Benefit-Specific Exclusion(s):
1. Services related to non-human or artificial organs and their implantation.

Urgent Care

As described below, you are covered for Urgent Care Services anywhere in the world. Your Copayment
or Coinsurance will be determined by the place of Service (i.e., at a Provider’s office or at an after-hours
urgent care center).

Urgent Care Services are defined as Services required as the result of a sudden illness or injury, which
requires prompt attention, but is not of an emergent nature.

Inside our Service Area

We will cover Urgent Care Services received from Plan Providers « ' 7 an Facitities within the Service
Area.

If you require Urgent Care Services please call your Primary Sare Plan Provider as follows:

If your Primary Care Plan Physician is located at a¢-1an M dicai" "< .cer please contact us at 1-800-777-
7902 or 711 (TTY).

If your Primary Care Plan Physician is locatec 1. our 1._work of Plan Providers, please call their office
directly. You will find his or her telephane numi er » the tront of your identification card.

Outside of our Service Area

If you are injured or become ill@while temp sarily outside the Service Area, we will cover Urgent Care
Services as defined in this sectic \. Exc wtas provided for emergency surgery below, all follow-up care
must be provided by a Plan Provic =(ir Plan Facility.

If you obtain prior /[ pprove!sSom  he Health Plan, covered benefits include the cost of necessary
ambulance or other sp ¥ ., transy rtation Services medically required to transport you to a Plan Hospital
or Medical Center in the,Ser e Area, or in the nearest Kaiser Foundation Health Plan Region, for
continuing or follow-up treatment.

Follow-up Care for Emergency Surgery

In those situations when we authorize, direct, refer or otherwise allow you access to a hospital emergency
facility or other urgent care facility for a medical condition that requires emergency surgery, we will
reimburse the physician, oral surgeon, periodontist or podiatrist who performed the surgical procedure
for any follow-up care that is:

1. Medically Necessary;
2. Directly related to the condition for which the surgical procedure was performed; and
3. Provided in consultation with your Primary Care Plan Physician.

We will not impose any Copayment or other cost-sharing requirement for follow-up care under this
provision that exceeds that which you would be required to pay had the follow-up care been rendered by
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Plan Providers within our Service Area.

See the benefit-specific limitation(s) and exclusion(s) immediately below for additional information.

Benefit-Specific Limitation(s):

1. We do not cover Services outside our Service Area for conditions that, before leaving the Service
Area, you should have known might require Services while outside our Service Area, such as,
post-operative care following surgery, and treatment for continuing infections, unless we
determine that you were temporarily outside our Service Area because of extreme personal
emergency.

Benefit-Specific Exclusion(s):
1. Urgent Care Services within our Service Area that were not provided by a Plan Provider or Plan
Facility.

Vision Services

Medical Treatment
We will provide coverage for Medically Necessary treatment for disc. es of e injuries to the eye. Such
treatment shall be covered to the same extent as for otherdedically Nec wfury treatments for illness or
injury.
Eye Exams for Adults
We cover routine and necessary eye exams, inclua, a:

1. Routine tests such as eye health and g « soma =sts; and

2. Refraction exams to determine the nec ! t& hvisici correction and to provide a prescription for

corrective lenses.

Pediatric Eye Exams
We cover the following for child =n u..)"the ¢..d of the month in which the child turns age nineteen (19):

1. One routine eye exam pei_val., inciuding
a. Routine t s such as ¢ = health and glaucoma tests; and
b. Routine | ve raf icu n c¢iams to determine the need for vision correction and to provide a
prescription tor corr :tive lenses.

Pediatric Lenses and Frames

We cover the following for children, until the end of the month in which the child turns age nineteen
(19), at no charge:
1. One (1) pair of lenses per year;
2. One (1) pair of frames per year from a select group of frames;
3. Regular contact lenses (in lieu of lenses and frames) (based on standard packaging for type
purchased); or
4. Medically Necessary contact lenses up to two (2) pair per eye per year.

In addition, we cover the following Services:

Eyeglass Lenses
We provide a discount on the purchase of regular eyeglass lenses, including add-ons, when purchased at
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a Kaiser Permanente Optical Shop. Regular eyeglass lenses are any lenses with a refractive value. If only
one eye needs correction, we also provide a balance lens for the other eye.

Frames
We provide a discount on the purchase of eyeglass frames, when purchased at a Kaiser Permanente

Optical Shop. The discount includes the mounting of eyeglass lenses in the frame, original fitting of the
frame and subsequent adjustment.

Note: Discounts are available for lenses and frames.

Contact Lenses
We provide a discount on the initial fitting for contact lenses when purchased at a Kaiser Permanente
Optical Shop. Initial fitting means the first time you have ever been examined for contact lens wear at a
Plan Facility. The discount includes the following Services:

1. Fitting of contact lenses;

2. Initial pair of diagnostic lenses (to assure proper fit);

3. Insertion and removal of contact lens training; and

4. Three (3) months of follow-up Visits.

You will also receive a discount on your initial purchase ¢ contact lenscs, if you choose to purchase
them at the same time. Note: Additional contact lend < wice. are ay.1able without the discount from
any Kaiser Permanente Optical Shop.

See the benefit-specific exclusion(s) immedis’ v be. ¢ for additional information.

Benefit-Specific Exclusion(s):

1. Sunglasses without correctiv€ :.ips.unl ss M dically Necessary.

2. Any eye surgery solely for the pui ase G.2r rrecting refractive defects of the eye, such as myopia,
hyperopia, or astigmati 1.2 %r exatn hle: radial keratotomy, photo-refractive keratectomy, and
similar procedures).

3. Eye exercises,

4. Non-correcti’ ¢ conf2aislens =

5. Contact lens = .Ces ot] r than the initial fitting and purchase of contact lenses as provided in
this section.

6. Replacement of lost or broken lenses or frames.

7. Orthoptic (eye training) therapy.

X-Ray, Laboratory and Special Procedures

We cover the following Services only when prescribed as part of care covered in other parts of this
section (for example, diagnostic imaging and laboratory tests are covered for outpatient Services only to
the extent the outpatient Services are covered under Quipatient Care):

1. Diagnostic imaging, including x-ray, diagnostic mammograms and ultrasounds;

2. Laboratory tests, including tests for specific genetic disorders such as preimplantation genetic
testing (PGT), PGT for Monogenic/single gene defects (PGT-M) or PGT for inherited structural
chromosome rearrangements (PGT-SR) for which genetic counseling is available;

3. Special procedures, such as:
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a. Electrocardiograms,

b. Electroencephalograms;and
c. Intracytoplasmic Sperm Injection (ICSI) in conjunction with preimplantation genetic testing
(PGT), (PGT-M) or (PGT-SR) if the Member meets medical guidelines.

4. Sleep laboratory and sleep studies; and
5.

Specialty imaging, including computerized tomography (CT), magnetic resonance imaging
(MRI), positron emission tomography (PET) scans, diagnostic Nuclear Medicine studies and
interventional radiology.

Biomarker testing for the purpose of diagnosis, treatment, appropriate management, or ongoing

monitoring of a disease or condition that is supported by medical and scientific evidence
including testing:

a.

b.

Cleared or approved by the U.S. Food and Drug Administration;

Required or recommended for a drug approved by the U.S. Food and Drug

Administration to ensure a Member is a good candid< ¢ for the drug treatment;

Required or recommended through a warning ors  ecauti< . for a drug approved by the

U.S. Food and Drug Administration to identify whe he® a Mem er will have an adverse

reaction to the drug treatment or dosage;

Covered under a Centers for Medicare « »d Medicaid “services National Coverage

Determination or Medicare Adminjis’.au 2 Cc tracts’ Local Coverage Determination;

or

Supported by nationally recognizec nlif.cal practice guidelines that are:

(i) developed by independer.  « »eani. tions or medical professional societies using a
transparent methodology ai d 1 ortinig structure and that have a conflict of interest
policy; and

(i1) established standardsf carc' aformed by a systematic review of evidence and an
assessment| o1 2. benc ts and risks of alternative care options and include
recommenda,_on<intc..wed to optimize patient care.

Bior arker" man ja characteristic that is objectively measured and evaluated as an
indicacor of noy nal biological processes, pathogenic processes, or pharmacologic
responsesdiaa’ pecific therapeutic intervention including known gene-drug interactions
for medications being considered for use or already being administered and 2) includes
gene mutations, characteristics of genes, or protein expressions.
Biomarker testing is the analysis of a Member’s tissue, blood, or other biospecimen for
the presence of a biomarker, the results of which provide:
e information that may be used in the formulation of a treatment or monitoring
strategy that informs a patient’s outcomes and impacts the clinical decision; and
e include both information that is actionable and some information that cannot be
immediately used in the formulation of a clinical decision.

Biomarker testing also includes single-analyte tests, multi-plex panel tests, protein expression, and
whole exome, whole genome, and whole transcriptome sequencing.

Benefits for biomarker testing are available to the same extent as benefits provided for other similar
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Services.

We cover diagnostic breast examinations and supplemental breast examination, including image-guided
biopsies, and lung cancer screening at no charge.

For HDHP plans, coverage of these Services is subject to the Deductible.

Diagnostic breast examination means Medically Necessary and appropriate examination of the breast
that is used to evaluate an abnormality that is:
1. Seen or suspected from a prior screening examination for breast cancer; or
2. Detected by another means of prior examination and includes
a. An examination using diagnostic mammography, breast MRI, or breast ultrasound.

Supplemental breast examination means a Medically Necessary examination of the breast that is used
to screen for breast cancer when:
1. There is no abnormality seen or suspected from a prior exap aation; and
2. There is a personal or family medical history or additiona!’ actors< .at may increase a Member’s
risk of breast cancer and includes:
a. An examination using breast MRI or breast ultrasounc

Lung cancer screening also includes recommended fallow' o diagnestic imaging for individuals for
which lung cancer screening is recommended by the Jnitc | Stav n P{_ventive Services Task Force, such
as diagnostic ultrasound, MRI, CT, and image-gu. ded bi{ psy, to assist in the diagnosis of lung cancer.

Note: Refer to Preventive Health Care Serv o s for nverage of preventive care tests and screening
Services such as routine screening mammogra. 3s.

Exclusions
This provision provides inf#ation « ¢ what Services the Health Plan will not pay for regardless of whether
or not the Service is M¢ .ically Nacess ry.

These exclusions apply 10 all Serv ces that would otherwise be covered under this Agreement. Benefit-
specific exclusions that appl{is, to a particular Service are noted in the List of Benefits in this section.

When a Service is not covered, all Services, drugs, or supplies related to the non-covered Service are
excluded from coverage, except Services we would otherwise cover to treat serious complications of the
non-covered Service.

For example, if you have a non-covered cosmetic surgery, we will not cover Services you receive in
preparation for the surgery or for follow-up care. If you later suffer a life-threatening complication, such as
a serious infection, this exclusion will not apply and we would cover any Services that we would otherwise
cover to treat that complication.

The following Services are excluded from coverage:
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L.

Alternative Medical Services: Chiropractic and acupuncture Services and any other Services of a
Chiropractor, Acupuncturist, Naturopath and/or Massage Therapist, except as specifically provided
in the List of Benefits, or as provided under a Rider attached to this EOC, if applicable.

Certain Exams and Services: Physical examinations and other Services:

a. Required for obtaining or maintaining employment or participation in employee programes;

b. Required for insurance, or licensing,; or

¢.  On court-order or required for parole or probation, except for Medically Necessary Services
covered in the List of Benefits in this section.

Cosmetic Services: Cosmetic Services, including surgery or related Services and other Services
for cosmetic purposes to improve appearance, but not to restore bodily function or correct deformity
resulting from disease, trauma, or congenital or developmental anomalies. Cosmetic contact lenses
do not apply to this exclusion when they are covered under Visiorn,Services in the List of Benefits
in this section.

Custodial Care: Custodial care means assistance with ac. yitied of daily living (for example:
walking, getting in and out of bed, bathing, dressing, feeding, « letingfund taking medicine), or
care that can be performed safely and effectively by »eople who, 1. " rder to provide the care, do
not require medical licenses or certificates or thegmesen » of a sufervising licensed nurse.

Dental Care: Dental care and dental X< ays, ip iuding  .ental appliances, dental implants,
orthodontia, shortening of the mandihle ¢ hwrfxillae for cosmetic purposes, correction of
malocclusion, and dental Services resulti 'y rom' edical treatment such as surgery on the jawbone
and radiation treatment, unless .otherwis ¢ erea under a Rider attached to this EOC. This
exclusion does not apply to Mex ca.jpNe essary dental care covered under Accidental Dental
Injury Services, Cleft Lip. Cleft Pu te or Joth or Oral Surgery in the List of Benefits in this
section.

Disposable Supplies: Dispc¢_2"".e supplies for home use such as bandages, gauze, tape, antiseptics,
dressings, ace-/{ pe bandage. \ and any other supplies, dressings, appliances or devices, not
specifically list. 1 ase” svere ! iri the List of Benefits in this section.

Durable Medical Esauiri.ent: Except for Services covered under Durable Medical Equipment in
the List of Benefits in this section.

Employer or Government Responsibility: Financial responsibility for Services that an employer
or government agency is required by law to provide.

Experimental or Investigational Services: Except as covered under Clinical Trials in the List of

Benefits in this section, a Service is experimental or investigational for your condition if any of the

following statements apply to it as of the time the Service is, or will be, provided to you:

a. It cannot be legally marketed in the United States without the approval of the United States
Food and Drug Administration (FDA), and such approval has not been granted; or

b. Itis the subject of a current new drug or new device application on file with the FDA and FDA
approval has not been granted; or

c. It is subject to the approval or review of an Institutional Review Board (IRB) of the treating
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facility that approves or reviews research concerning the safety, toxicity or efficacy of services;
or

d. Itis the subject of a written protocol used by the treating facility for research, clinical trials, or
other tests or studies to evaluate its safety, effectiveness, toxicity or efficacy, as evidenced in
the protocol itself or in the written consent form used by the facility.

In making determinations whether a Service is experimental or investigational, the following

sources of information will be relied upon exclusively:

a. Your medical records;

b. Written protocols or other documents pursuant to which the Service has been or will be
provided;

c. Any consent documents you or your representative has executed or will be asked to execute, to
receive the Service;

d. Files and records of the IRB or a similar body that appi ves or reviews research at the
institution where the Service has been or will be provid«., and sther information concerning
the authority or actions of the IRB or similar body;

e. Published authoritative medical or scientific literature regara. 'z thed ervice, as applied to your
illness or injury; and

f. Regulations, records, applications, and any 47 doc ments« “actions issued by, filed with, or
taken by, the FDA, the Office of Techng’sgy As :ssme “f or other agencies within the United
States Department of Health and Huma ) Ses ices, or any state agency performing similar
functions.

The Health Plan consults the Medica',Group « ad < »en uses the criteria described above to decide if a

particular Service is experimental or 1. ¥es.gatic nal.

10.

11.

12.

13.

14.

Prohibited Referrals: P(.yent of ai » claim, bill or other demand or request for payment for
covered Services determinc ! to b wmisned as the result of a referral prohibited by law.

Services for Inef.cevated N 2mbers in the Custody of Law Enforcement Officers: Non-Plan
Provider Servi¢ s prox ™ - hor | ranged by criminal justice institutions for Members in the custody
of law enforcemciic officer | unless the Services are covered as Out-of-Plan Emergency Services
and Out-of-Plan Urghsat are.

Travel and Lodging Expenses: Travel and lodging expenses, except that in some situations, if a
Plan Physician refers you to a non-Plan Provider outside our Service Area as described under
Getting a Referral in Section 2: How to Get the Care You Need, we may pay certain expenses that
we pre-authorize in accord with our travel and lodging guidelines.

Vision Services: Any eye surgery solely for the purpose of correcting refractive defects of the eye,
such as myopia, hyperopia or astigmatism (for example: radial keratotomy, photo-refractive
keratectomy and similar procedures.

Worker’s Compensation: Charges made for the following are not covered by the Health Plan.
Services for injuries or diseases related to a Member’s job to the extent the Member is required to
be covered by a worker’s compensation law.
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Limitations

We will make our best efforts to provide or arrange for your health care Services in the event of unusual
circumstances that delay or render impractical the provision of Services under this Agreement, for reasons
such as:

Civil insurrection;

1. A major disaster;
2. An epidemic;

3. War;

4. Riot;

5.

6.

Disability of a large share of personnel of a Plan Hospital or Plan Medical Center; and/or
7. Complete or partial destruction of facilities.

In the event that we are unable to provide the Services covered undesn’ nis Agreement, the Health Plan,
Kaiser Foundation Hospitals, Medical Group and Kaiser Permanex’ ¢’s Maf.ical Group Plan Physicians
shall only be liable for reimbursement of the expenses necessarily inc. . by a Member in procuring the
Services through other providers, to the extent prescribed by the Commis: anex st Insurance.

For personal reasons, some Members may refuse to accent.Ser. =es recommended by their Plan Physician
for a particular condition. If you refuse to accept Servi® ¢s rev ymni »ded oy your Plan Physician, he or she
will advise you if there is no other professionally ¢ ceptak’ : alternative. You may get a second opinion
from another Plan Physician, as described undel Tettir. < Second Opinion in Section 2: How to Get the
Care You Need. If you still refuse to accept the r¢ 0. xmenc d Services, the Health Plan and Plan Providers
have no further responsibility to provid mar covi: ai. ) alternative treatment you may request for that
condition.
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SECTION 4: Subrogation, Reductions and Coordination of Benefits

There may be occasions when we will seek reimbursement of the Health Plan’s costs of providing care to

you, or your benefits are reduced as the result of the existence of other types of health benefit coverage.
This section provides information on these types of situations, and what to do when you encounter them.

Subrogation

There may be occasions when we require reimbursement of the Health Plan’s costs of providing care to
you. This occurs when there is a responsible party for an illness you acquire or injury you receive. This
process is called subrogation. For example, if you were involved in a slip-and-fall incident at a store because
of a spill, and the store was found liable for associated injuries you receive, they may become responsible
for payment of the costs of your care for those associated injuries. For more information, see When Illness

or Injury is Caused by a Third Party in this section.

Reductions

In addition there may be occasions when your benefits are reduced 2¢ the result of the existence of other
types of health benefit coverage available to you. For example, if yo. thavd Coverage under your spouse’s
health plan in addition to this coverage, the costs of care may be divided b. ween# ¢ available health benefit
plans. For more information, see the Reductions Undé Medicare o . TRICARE Benefits and
Coordination of Benefits provisions in this section.

The above scenarios are a couple of examples of wht .
1. We would seek to recover the costs of the cai »wi provided to you; or
2. We would reduce the payment of claims

The remainder of this section will provig Wou wit ) ini smation on what to do when you encounter these
situations.

When Illness or Injury istTanused vz a Third Party
If the Health Plan provides coverag \und: "3, Agreement when another party is alleged to be responsible

to pay for treatment you ssiiive, we ".ave the right to recover the costs of covered Services provided or
arranged by Health Plaf under.th%s A} 'eement. To secure our rights, the Health Plan will have a lien on
the proceeds of any judg wi' . 'you ¢ stain against, or settlement you receive from a third party for medical
expenses for covered Services praf «ded or arranged by Health Plan under this Agreement.

The proceeds of any judgment or settlement that the Member or the Health Plan obtains shall first be applied
to satisfy Health Plan’s lien, regardless of whether the total amount of recovery is less than the actual losses
and damages you incurred. However, you will not have to pay Health Plan more than what you received
from or on behalf of the third party for covered Services.

Notifying the Health Plan of Claims and/or Legal Action
Within thirty (30) days after submitting or filing a claim or legal action against the third party, you must
send written notice of the claim or legal action to us at the following address:

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
Attention: Patient Financial Services

2101 East Jefferson Street, 4 East

Rockville, Maryland 20852
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When notifying us, please include the third party’s liability insurance company name, policy and claim
numbers, business address and telephone number and, if known, the name of the handler of the claim.

If you are represented by an attorney in relation to the loss for which you have brought legal action against
a third party, please ensure that you provide your attorney’s name and contact information, including their
business address and telephone number. If you change attorneys during the legal process, you are required
to inform the Health Plan of your change in representation.

The Health Plan’s Right to Recover Payments

In order for the Health Plan to determine the existence of any rights we may have, and to satisfy those
rights, you must complete and send the Health Plan all consents, releases, authorizations, assignments and
other documents, including lien forms directing your attorney, the third party and the third party’s liability
insurer to reimburse the Health Plan directly. You may not take any action that is prejudicial to our rights.

If your estate, parent, guardian or conservator asserts a claim against a th{.d party based on your injury or
illness; both your estate, parent/guardian or conservator and any settld nent ¢sjudgment recovered by the
estate, parent/guardian or conservator, shall be subject to the Healti "®las’s liens,and other rights to the
same extent as if you had asserted the claim against the third party. The lealth4 1an may assign its rights
to enforce its liens and other rights.

The Health Plan's recovery shall be limited to the extaf.c v 2t thi Heal#” Plan provided benefits or made
payments for benefits as a result of the occurrence .t gave/ se to ti. cause of action.

Except for any benefits that would be payable u{ »r eiti * Personal Injury Protection coverage; and/or any
capitation agreement the Health Plan has with a parv hipati s provider:
1. If you become ill or injured thred v the fa \lt 6. » third party and you collect any money from the
third party or their insurance comp a2y 1y dical expenses; or
2. When you recover for m¢isal exper. =s in a cause of action, the Health Plan has the option of
becoming subrogated to al: clai. Weauscs of action and other rights you may have against a third
party or an insures.covert, »«at program, medical payments coverage under any premises or
homeowners’ mf dical pavmei s coverage or premises or homeowners’ insurance coverage or other
source of cove \oed .\ mc \etury damages, compensation or indemnification on account of the
injury or illness allegedly # wused by the third party:
a. The Health Plan"\...i be subrogated for any Service provided by or arranged for as:
i. A result of the occurrence that gave rise to the cause of action; or
ii. At the time it mails or delivers a written notice of its intent to exercise this option to you
or to your attorney, should you be represented by one, as follows:
a) Per the Health Plan’s fee schedule for Services provided or arranged by the Medical
Group; or
b) Any actual expenses that were made for Services provided by contracted providers.

When applicable, any amount returned to the Health Plan will be reduced by a pro rata share of the court
costs and legal fees incurred by the Member that are applicable to the portion of the settlement returned to
the Health Plan.

Medicare
If you are enrolled in Medicare, Medicare law may apply with respect to Services covered by Medicare.
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Workers’ Compensation or Employer’s Liability

If benefits are paid by the Health Plan and the Health Plan determines you received Workers’
Compensation benefits for the same incident, the Health Plan has the right to recover as described under
the section “When Illness or Injury is Caused by a Third Party”. The Health Plan will exercise its
right to recover against you.

The Recovery Rights will be applied even though:

o The Workers’ Compensation benefits are in dispute or are made by means of settlement or
compromise;

e No final determination is made that bodily injury or illness was sustained in the course of or
resulted from your employment;

e The amount of Workers” Compensation due to medical or health«re is not agreed upon or
defined by you or the Workers’ Compensation Carrier;

e The medical or health care benefits are specifically excluded iy ne Weorters’ Compensation
settlement or compromise.

You hereby agree that, in consideration for the coverace pi wided by this policy, you will notify the
Health Plan of any Workers’ Compensation claim¢ ou n. ke, « d .1 you agree to reimburse the
Health Plan as described above. If benefits are { :d und{  this poiicy and you or your covered
dependent recover from a responsible party¢ wseti. ' .ent, award or otherwise, the Health Plan has a
right to recover from you or your covered de; ¢i. 'ent a. yamount equal to the amount the Health Plan
paid.

If you have an active workers’ compensatic » cla.y ‘or injuries sustained while conducting the duties of
your occupation, you must send ¥ 12, notico »f the claim to us within thirty (30) days at the following
address:

Kaiser Foundation Healt’® rlan of the 41id-Atlantic States, Inc.
Attention: Patient Finai :ial S« iC »

2101 East Jefferson Street, 4 East

Rockville, Maryland 20852

When notifying us, please include the worker’s compensation insurance company or third-party
administrator (TPA) name, policy and claim numbers, business address and telephone number and, if
known, the name of the handler of the claim.

If you are represented by an attorney in relation to the worker’s compensation loss for which you have
brought legal action against your employer, please ensure that you provide your attorney’s name and contact
information, including their business address and telephone number. If you change attorneys during the
legal process, you are required to inform the Health Plan of your change in representation.

Health Plan Not Liable for Illness or Injury to Others

Who is eligible for coverage under this Agreement is stated in Section 1: Introduction to Your Kaiser
Permanente Health Plan. Neither the Health Plan, Plan Hospitals nor the Medical Group provide benefits
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or health care Services to others due to your liabilities. If you are responsible for illness or injury caused to
another person, coverage will not be provided under this Agreement unless they are a Member.

Failure to Notify the Health Plan of Responsible Parties

Note: This provision does not apply to payments made to a covered person under personal injury protection
(see §19-713.1(e) of the Maryland Health General Article.)

It is a requirement under this Agreement to notify the Health Plan of any third party who is responsible for
an action that causes illness or injury to you.

Failure to notify the Health Plan of your pursuit of claims against a third party due to their negligence is a
violation of this Agreement. If a member dually recovers compensation by obtaining benefits from the
Health Plan and compensation for the same loss from a responsible third party, the Health Plan reserves the
right to directly pursue reimbursement of its expenses from the Member who received the settlement as
compensation.

No Member, nor the legal representative they appoint, may take any< :tiont at would prejudice or prevent
the Health Plan’s right to recover the costs associated with providing ¢ ‘¢ to ani’ Member covered under
this Agreement.

Pursuit of Payment from Responsible Pa-t.0n
The Health Plan may use the services of another cs apany /  handi. «he pursuit of subrogation against a
responsible third party. When we use these servizes, v 2} Jalth Plan may need to release information that

does not require Member consent, including, bt . at liti ¥ed to, your name, medical record number, the
date of loss, policy and claim numbers (including' hoc hof tie insurance carrier for a third party), attorney
information and copies of bills.

In the event that medical records ¢®mther proic ited information that requires your consent to be released is
requested from us, we will notify y« 1 to' v Wn your consent and you must provide such consent in a timely
manner.

Reductions Unde Me” “ire :nd TRICARE Benefits

If you are enrolled in Meuicare Par ' A and/or Part B, your benefits are reduced by any benefits for which
you are enrolled and receive@u’’. Medicare; except for Members whose Medicare benefits are secondary
by law.

TRICARE benefits are secondary by law.

Coordination of Benefits

Coordination of Benefits Overview

Coordination of benefits applies when a Member has health care coverage under more than one (1) health
benefit plan. If you or your eligible dependent has coverage under more than one (1) health benefit plan,
then you are responsible to inform the Health Plan that the additional coverage exists. When you have other
coverage with another health plan or insurance company, we will coordinate benefits with the other
coverage.
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The Health Plan may need information from you to coordinate your benefits. Any information that we
request to help us coordinate your benefits must be provided to us upon request in a timely manner.

Right to Obtain and Release Needed Information

When information is needed to apply these coordination of benefits rules, the Health Plan will decide the
information it needs, and may get that information from, or give it to, any other organization or person. The
Health Plan does not need to tell anyone, or obtain consent from anyone, to do this.

Primary and Secondary Plan Determination

The health benefit plan that pays first, which is known as the primary plan, is determined by using National
Association of Insurance Commissioners Order of Benefits Guidelines. The primary plan provides benefits
as it would in the absence of any other coverage.

The plan that pays benefits second, which is known as the secondary plan, coordinates its benefits with the
primary plan, and pays the difference between what the primary plan pa‘ ., or the value of any benefit or
Service provided, but not more than 100 percent of the total Allowa'.c Expanses, and not to exceed the
maximum liability of the secondary plan. The secondary plan is nc er Jifole for,more expenses than it
would cover if it had been primary.

Coordination of Benefits Rules
To coordinate your benefits, you will find the rules unt.ci “rder of Bel fit Determination Rules in this
section.

The Order of Benefit Determination Rules wil{ » usc. 0 determine which plan is the primary plan. Any
other plans will be secondary plan(s). If the Heal\) & an is™ et

1. Primary Plan, it will provide or ' Wits ben fits  xithout considering the other plan(s) benefits.

2. Secondary Plan, the benefits or sc. sicesipzc rided under this Agreement will be coordinated with
the primary plan so the tot®=f benefii. »aid, or the reasonable cash value of the Services provided,
between the primary plar, ‘ana secundary plan(s) do not exceed 100 percent of the total
Allowable Expense

Members with a High [ /educti’7nHe th Plan with a Health Savings Account option: If you have other
health care coverage in <. uon to, High Deductible Health Plan with a Health Savings Account option
(as described in Section 1: Introd< _tion to Your Kaiser Permanente Health Plan under the Health Savings
Account-Qualified Plans provision), then you may not be eligible to establish or contribute to a Health
Savings Account. Kaiser Permanente does not provide tax advice. Ask your financial or tax advisor about
your eligibility.

Assistance with Questions about the Coordination of Your Benefits

If you have any questions about coordination of your benefits, please contact Member Services Monday
through Friday between 7:30 a.m. and 9 p.m. at Eastern Standard Time (EST) 1-800-777-7902 or 711
(TTY).

Order of Benefit Determination Rules

The following rules determine the order in which benefits are paid by primary and secondary health benefit
plans.

1. If another plan does not have a Coordination of Benefits provision, that plan is the primary plan.
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2.

If another plan has a Coordination of Benefits provision, the first of the following rules that apply
will determine which plan is the primary plan:

Rules for a Non-Dependent and Dependents

L.

Subject to #2. (immediately below), a plan that covers a person other than as a Dependent, such as
an employee, Member, Subscriber, policyholder, or retiree, is the primary plan and the plan that
covers the person as a Dependent is the secondary plan.
If the person is a Medicare beneficiary, and, as a result of the provisions of Title XVIII of the Social
Security Act and implementing regulations, Medicare is:
a. Secondary to the plan covering the person as a dependent; and
b. Primary to the plan covering the person as other than a dependent:
i.  Then the order of benefits is reversed so that the plan covering the person as an employee,
member, subscriber, policyholder or retiree is the secondary plan and the other plan
covering the person as a dependent is the primary plan.

Rules for a Dependent Child/Parent

1.

Dependent child with parents who are not separated or di ¢ ced: W ¢n the Health Plan and
another plan cover the same child as a Dependent of different pei anf, called “parents,” who are
married or are living together, whether or not they hc )2 ever been married, then the plan of the
parent whose birthday falls earlier in the yeard, pri hary  hthed ian of the parent whose birthday
falls later in the year. When both parents 1€ ve the/ 1me bituiday, the plan that covered a parent
longer is primary, this is know as the “Zirthde »7 ale”. If the “Birthday Rules” does not apply by
the terms of the other plan, then the appi . ile ru. hin the other plan will be used to determine the
order of benefits.
Dependent child with separatea v wgarc d parents: If two (2) or more plans cover a person as
a dependent child, and that child’s* Jarents are divorced, separated or are not living together,
whether or not they have ¢ er v mymari. :d the following rules apply. If a court decree states that:
a. One (1) of the parents 1 \rafponsivle for the dependent child’s health care expenses or health
care coverac’. and the pi_a of that parent has actual knowledge of those terms, that plan is
primary. If ae pad .. ith| esponsibility has no health care coverage for the dependent child’s
health care expenses, b 't that parent’s spouse does, that parent’s spouse’s plan is the primary
plan. This item €370t apply with respect to any plan year during which benefits are paid or
provided before the entity has actual knowledge of the court decree provision; or
b. Both parents are responsible for the dependent child’s health care expenses or health care
coverage, the provisions of Subparagraph #1 of this provision: Dependent Child with Parents
Who Are Not Separated or Divorced, shall determine the order of benefits; or
c. If a court decree states that the parents have joint custody without specifying that one parent
has responsibility for the health care expenses or health care coverage of the dependent child,
the provisions of Subparagraph #1 of this provision: Dependent Child with Parents Who Are
Not Separated or Divorced, shall determine the order of benefits; or
i.  If there is no court decree allocating responsibility for the child’s health care expenses or
health care coverage, the order of benefits for the child are as follows:
a) The plan covering the custodial parent;
b) The plan covering the custodial parent’s spouse;
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c) The plan covering the non-custodial parent; and then
d) The plan covering the non-custodial parent’s spouse.

Dependent Child Covered Under the Plans of Non-Parent(s)
1. For a dependent child covered under more than one (1) plan of individuals who are not the parents
of the child, the order of benefits shall be determined, as applicable, under the dependent child
provisions above, as if those individuals were parents of the child.

Dependent Child Who Has Their Own Coverage
1. For a dependent child who has coverage under either or both parents’ plans and also has his or her
own coverage as a dependent under a spouse’s plan, the rule in this provision for Longer or Shorter

Length of Coverage applies.

2. In the event the dependent child’s coverage under the spouse’s plan began on the same date as the
dependent child’s coverage under either or both parents’ plansy the order of benefits shall be
determined by applying the “Birthday Rule”.

Active/Inactive Employee Coverage
1. A plan that covers a person as an employee who is neither laid « € nor 2 ured (or that employee’s
dependent) is primary to a plan that covers that per§ = as a laid oty . retired employee (or a laid

off or retired employee’s dependent).

2. If the other plan does not have this rule, and<., as a. esult, "h¢ plans do not agree on the order of
benefits, this rule is ignored.

3. This rule does not apply if the rules in #_ad #. under the provision Rules for a Non-Dependent
and Dependents above can determine the o1 hr of ' nefits.

COBRA or State Continuation Covera, »

1. If a person whose coverage is pro. ded po suant to COBRA or under a right of continuation
pursuant to state or other | xac.¥ylaw is Jovered under another plan, the plan covering the person
as an employee, member, | 1bsd 1bci Ur retiree, or that covers the person as a dependent of an
employee, memb{., scoscrib¢ or retiree, is the primary plan and the Plan covering that same person
pursuant to CC 3RA _a@"_Mer' iright of continuation pursuant to state or other federal law is the
secondary plan.

2. If the other plan doayna® nave this rule, and if, as a result, the plans do not agree on the order of

benefits, this rule is ignored.
3. This rule does not apply if the rules in #1. and #2. under the provision Rules for a Non-Dependent
and Dependents above can determine the order of benefits.

Longer/Shorter Length of Coverage
1. If none of the above rules determines the order of benefits, then the plan that has covered a

Subscriber longer time is primary to the plan that has covered the Subscriber for a shorter time.

Effect of Coordination of Benefits on the Benefits of this Plan

When the Health Plan is the primary Plan, coordination of benefits has no effect on the benefits or Services
provided under this Agreement. When the Health Plan is a secondary Plan to one or more other plans, its
benefits may be coordinated with the primary plan carrier using the guidelines below. This Coordination

of Benefits provision shall in no way restrict or impede the rendering of Services covered by the Health
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Plan. At the request of the Member or Parent/Guardian, when applicable, the Health Plan will provide or
arrange for covered services and then seek coordination with a primary Plan.

Coordination with the Health Plan's Benefits
The Health Plan may coordinate benefits payable or recover the reasonable cash value of Services it has
provided, when the sum of the benefits that would be payable for:
1. The reasonable cash value of, the Services provided as Allowable Expenses by the Health Plan in
the absence of this Coordination of Benefits provision; and
2. Allowable Expenses under one (1) or more of the other primary plans covering the Member, in the
absence of provisions with a purpose like that of this Coordination of Benefits provision, whether
or not a claim is made thereunder; exceeds Allowable Expenses in a Claim Determination Period.

In that case, the Health Plan benefits will be coordinated, or the reasonable cash value of any services
provided by the Health Plan may be recovered from the primary plan, so that the Health Plan benefits and
the benefits payable under the other Plans do not total more than the Al ,wable Expenses.

If none of the preceding rules determines the order of benefits, thc hlloxfuble exvenses shall be shared
equally between the plans.

Facility of Payment
If a payment is made or Service provided under anoths® 11, ati )it ing’.des an amount that should have

been paid for or provided by us, then we may pay th' . amour to the' .ganization that made that payment.
The amount paid will be treated as if it was a bl it pa. " oy the Health Plan.

Right of Recovery of Payments Made Under C o1 “nati. i of Benefits

If the amount of payment by the Health™. =255 mo: = that it should have been under this Coordination of
Benefits provision, or if we provided service sthatr' &% uld have been paid for by the primary Plan, then we
may recover the excess or the reai yioa'e cash“ hlue of such Services, as applicable, from the person who

received payment or for whom payi ents as de, or from an insurance company or other organization.

Military Service
For any Services for ¢ nditif' s « ‘sitg from military service that the law requires the Department of

Veterans Affairs to provide, we wil not pay the Department of Veterans Affairs. When we cover any such
Services, we may recover tht i ue of the Services from the Department of Veterans Affairs.

Members with a High Deductible Health Plan with a Health Savings Account option who receive
health benefits from the Department of Veterans Affairs: If a Member has actually received health
benefits from the Department of Veterans Affairs within the past three (3) months, they will not be eligible
to establish or contribute to a Health Savings Account, even when they are enrolled in a High Deductible
Health Plan. Kaiser Permanente does not provide tax advice. Ask your financial or tax advisor about your
eligibility.
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SECTION 5: Health Care Service Review, Appeals and Grievances

This section provides you with information on how to file claims, Appeals and Grievances with the Health

Plan and receive support with these processes.

Important Definitions

Please see the Important Terms You Should Know section for an explanation of important, capitalized
terms used within this section.

Questions About Health Care Service Review, Appeals or Grievances
If you have questions about our Health Care Service Review Program or how to file an Appeal or Grievance

with the Health Plan, please contact Member Services Monday through Friday between 7:30 a.m. and 9
p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY).

The Health Care Service Review Program
Pre-Service Reviews

If you do not have an Emergency Case and you have not received the i alth« ire Service you are requesting,
then within two (2) working days of receiving all necessary informatic >, the /fcalth Plan will make its

determination. If we do not have the necessary information t¢ make our deci. (.1, we will notify you or your
Authorized Representative within three (3) calendar dayvasef thovinitial refuest and explain in detail what
information is required. Once the necessary informat’ n has »een" yes ved, the Health Plan will make its
determination within two (2) working days. Necessai vnfor .ation includes, but is not limited to, the results
of any face-to-face clinical evaluation or any s_ . »nd ¢, 1ion that may be required. We must receive the
information requested by the notice, within fort -1, = (42 »calendar days from the receipt of the notice
identifying the additional necessary infed Wtion, oi we  ill make our decision based upon the information
we have available to us at that time.

If an admission, procedure or Serv, cc “wereauth wized, the Health Plan will:
1. Notify the provider by telep ons wiu.x one (1) working day of pre-authorization; and
2. Confirm the pre-«‘.uicizatios with you and the provider in writing within five (5) working days of
our decision.

If pre-authorization is denied or ap/ .Iternate treatment or Service is recommended, the Health Plan will:
1. Notify the provider e, “.clephone within one (1) working day of making the denial or alternate
treatment or Service recommendation; and
2. Confirm the denial decision with you and your Authorized Representative in writing within five
(5) working days of making our decision.

You or your Authorized Representative may then file an Appeal or Grievance, as appropriate, and as
described below.

If pre-authorization is required for an emergency inpatient admission, or an admission for residential crisis
services as defined in §15-840 of the Maryland Insurance Article, for the treatment of a mental, emotional,
or substance abuse disorder, the Health Plan shall:
1. Make all determinations on whether to authorize or certify an inpatient admission, or an admission
for residential crisis services as defined in §15-840 of the Maryland Insurance Article, within two
(2) hours after receipt of the information necessary to make the determination; and
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2. Promptly notify the Health Care Provider of the determination.

Expedited Pre-Service Reviews
If you have an Emergency Case and you have not received the health care Service for which you are

requesting review, then within twenty-four (24) hours of your request, we will notify you if we need
additional information to make a decision, or if you or your Authorized Representative failed to follow
proper procedures which would result in a denial decision. If additional information is requested, you will
have only forty-eight (48) hours to submit the requested information. We will make a decision for this type
of claim within forty-eight (48) hours following the earlier of the:

1. Receipt of the information from you; or

2. End of the period for submitting the requested information.

Decisions regarding pre-service review for Members who have an Emergency Case will be communicated
to you by telephone within twenty-four (24) hours. Such decisions will besonfirmed in writing within one
(1) calendar day of our decision.

Concurrent Reviews
When you make a request for additional treatment, when we had previou. vz appnf ved a course of treatment

that is about to end, the Health Plan will make concurrent 1{ siew determir. .ons within one (1) working
day of receiving the request or within one (1) working <m0t htaining4il the necessary information so
long as the request for authorization of additional S¢.vices| s ma. < .1or to the end of prior authorized
Services. In the event that our review results in the €. ! or } aitation of health care Services, we will make
a review determination with sufficient advance. ‘ice sc_hat you can file a timely Grievance or Appeal of
our decision. If you have an Emergency Case, thei \a' haues. “or concurrent review will be handled like any
other pre-service request for review whe! pHEmer, =nc, Case is involved, except that our decision will be
made within one (1) working day.

If Health Plan authorizes an exten =G cwsor ac itional health care Services under the concurrent review,
the Health Plan will:
1. Notify the provid?. oy teleph, ne within one (1) working day of the authorization; and
2. Confirm the au ioriza®"..n v _siting with you or your Authorized Representative within five (5)
working days atic: ine teler aone notification. The written notification will include the number of
extended days or nexdyna.ew date, or the new total number of health care Services approved.

If the request for extended stay or additional health care Services is denied, the Health Plan will:
1. Notify the provider and/or you or your Authorized Representative of the denial by telephone within
one (1) working day of making the denial decision; and
2. Confirm the denial in writing with you or your Authorized Representative and/or the provider
within five (5) working days of the denial. Coverage will continue for health care Services until
you or your Authorized Representative and the provider rendering the health care Service have
been notified of the denial decision in writing.

You or your Authorized Representative may then file an Appeal or Grievance as described in this section.
If you filed a request for additional Services at least twenty-four (24) hours before the end of an approved
course of treatment, you may continue to receive those Services during the time your Appeal or Grievance
is under consideration. If your Appeal or Grievance is then denied, you will be financially responsible for
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the entire cost of those Services. Otherwise, if your request for additional Services was not timely filed, the
Health Plan will decide your request for review within a reasonable period of time appropriate to the
circumstances but in no event later than thirty (30) calendar days from the date on which the Appeal or
Grievance was received.

Post-Service Claim Reviews

The Health Plan will make its determination on post-service review within thirty (30) days of receiving a
claim. If Health Plan approves the claim, benefits payable under your contract will be paid within thirty
(30) days of receiving the receipt of written proof of loss. This time period may be extended one (1) time
by us, for up to fifteen (15) calendar days, if we determine that an extension is necessary because the:
1. Legitimacy of the claim or the appropriate amount of reimbursement is in dispute and additional
information is necessary; or
2. Claim is not clean and, therefore, we need more information to process the claim.

We will notify you of the extension within the initial thirty (30)-day4 .riod. Our notice will explain the
circumstances requiring the extension and the date upon which we € pect t render a decision. If such an
extension is necessary because we need information from you, then our ¢ ice of el .ension will specifically
describe the required information which you need to submits You must re. hoi s to requests for additional
information within forty-five (45) calendar days or we will ma = our decision based upon the information
we have available to us at that time.

We will send a notice to you or your Authorized Rep »sentd.ive explaining that:
1. The claim was paid; or
2. The claim is being denied in whole or in | at. hor
3. Additional information is needd. pdeten ine Sall or part of the claim will be reimbursed and
what specific information must be © xhmiiys \or
4. The claim is incomplete af “suncleai. »nd what information is needed to make the claim complete
and/or clean.

If we deny payment of th« Ciaun, in w_ole or in part, your or your Authorized Representative may then file
an Appeal or Grievance as dese C0d i1 this section.

Notice of Claim
We do not require a written notice of claim. Additionally, Members are not required to use a claim form to
notify us of a claim.

Filing for Payment or Reimbursement of a Covered Service or Post-Service
Claim

Notice of Claim and Proof of L.oss Requirements

When the Health Plan receives a notice of claim, we will provide you with the appropriate forms for filing
proof of loss. If we do not provide you with claim forms within fifteen (15) days of your notice to us, then
you will be considered to have complied with the proof of loss requirements of this Agreement after you
have submitted written proof that details the occurrence and the character and extent of the loss for which
you have made a claim.
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We consider an itemized bill or a request for payment or reimbursement of the cost of covered Services
received from physicians, hospitals or other health care providers not contracting with us to be sufficient
proof of the covered Service you received or your post-service claim. Simply mail or fax a proof of payment
and a copy of the bill to us with your medical record number written on it. Your medical record number
can be found on the front of your Kaiser Permanente identification card. Please mail or fax your proof to
us within one (1) year at the following address:

Kaiser Permanente National Claims Administration - Mid-Atlantic States
PO Box 371860

Denver, CO 80237-9998

Fax: 1-866-568-4184

Failure to submit such proof within one (1) year will not invalidate or reduce the amount of your claim if it
was not reasonably possible to submit the request within that time frame. /£ it is not reasonably possible to
submit the proof within one (1) year after the date of Service, we ask th{. you ensure that it is sent to us no
later than two (2) years from the date of Service. A Member’s le{ il incaf acity shall suspend the time
restrictions regarding the submission of proof; however, any suspension . 10d wil*’_nd when legal capacity
is regained.

You may also file a claim by visiting www.kp.org andssom; =ting anfelectronic form and uploading
supporting documentation or by mailing a paper forn® that ¢/ 1 be « it ied by either visiting www.kp.org
or by calling the Member Services Department at the sumh(. listed below.

If you are unable to access the electronic form or' . hin the maper form, a claim can be submitted by mailing
the minimum amount of information we need to p:bce »clann to the address above:

e Member/Patient Name and Medica ‘Reciud | lumber (MRN)
e The date you received the ¢ nas

o  Where you received.the Ser' afs

e  Who provided { (e Sery

e  Why you think we shoulds 1y for the Services

e A copy of the bill, your medical record(s) for these Services, and your receipt if you paid for the
Services.

Paper forms, supporting documentation, and any other information can be mailed to:

Kaiser Permanente National Claims Administration - Mid-Atlantic States
PO Box 371860

Denver, CO 80237-9998
Fax: 1-866-568-4184

Each Member claiming reimbursement under this contract shall complete and submit any consents, releases,
assignments and/or other documents to the Health Plan that we may reasonably request for the purpose of
acting upon a claim.
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The Health Education and Advocacy Unit, Office of the Attorney General

The Health Education and Advocacy Unit is available to assist you or your Authorized Representative:

L.

With filing an Appeal or Grievance under the Health Plan’s internal Appeal and Grievance
processes, however:
a. The Health Education and Advocacy Unit is not available to represent or accompany you or
your Authorized Representative during any associated proceedings; and
In mediating a resolution of the Adverse Decision or Coverage Decision with the Health Plan. At
any time during the mediation:
a. You or your Authorized Representative may file an Appeal or Grievance; and
b. You, your Authorized Representative or a Health Care Provider acting on your behalf may file
a Complaint with the Commissioner, without first filing a Grievance with the Health Plan and
receiving a final decision on the Grievance, if:
i. The Health Plan waives the requirement that our intsf.ial grievance process must be
exhausted before filing a Complaint with the Commis’ oner;
ii. The Health Plan has failed to comply with any of the i auirf.nents of the internal grievance
process as described below in Our Internal Grievance v acessi ot
iii. You, your Authorized Representative or a® “ealth Care F. vider acting on your behalf
provides sufficient information and szmmartin ) documfatation in the Complaint that
demonstrated a compelling reason tef.0 so; |
c. In the case of a Coverage Decision, yo » you' Authorized Representative or a Health Care
Provider acting on your behalf may" . »a Cc¢. olaint with the Commissioner without first filing
an Appeal if the Coverage Decision it v0. s ani Jrgent Medical Condition for which the health
care Service has not yet beef. Jpdered:

The Health Education and Advo{ .Jn1/nit mu_be contacted at:
Office of the Attorney General

Consumer Protection Divia

Attention: Health Educ ton and.Advc acy Unit
200 St. Paul Place, 16" s

Baltimore, MD 21202

Phone: 410-528-1840

Toll-free: 1-877-261-8807

Fax: 1-410-576-6571

Website: www.oag.state.md.us

Email: consumer@oag.state.md.us

Maryvland Insurance Commissioner

You or your Authorized Representative must exhaust our internal Appeal or Grievance process as described
in this section prior to filing a Complaint with the Insurance Commissioner except when:

1.

You or your Authorized Representative provides sufficient information and documentation in the
Complaint that supports a compelling reason to not exhaust our internal process for resolving
Grievances (protests regarding Adverse Decisions), such as, when a delay in receiving the Service
could result in loss of life, serious impairment to a bodily function, or serious dysfunction to a
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bodily organ or part, or the Member remaining seriously mentally ill or using intoxicating substance
with symptoms that cause the Member to be a danger to him/herself or others, or the Member
continuing to experience severe withdrawal symptoms. A Member is considered to be in danger to
self or others if the Member is unable to function in activities of daily living or care for self without
imminent dangerous consequences;

2. We failed to make a Grievance Decision for a pre-service Grievance within thirty (30) working
days after the Filing Date, or the earlier of forty-five (45) working days or sixty (60) calendar days
after the Filing Date for a post-service Grievance;

3. We or our representative failed to make a Grievance Decision for an expedited Grievance for an
Emergency Case within twenty-four (24) hours after you or your Authorized Representative filed
the Grievance;

4. We have waived the requirement that our internal Grievance process must be exhausted before
filing a Complaint with the Commissioner; or

5. We have failed to comply with any of the requirements of ours (ternal, Grievance process.

In a case involving a retrospective denial, there is no compelling reac m 4 allow zs0u or your Authorized
Representative to file a Complaint without first exhausting our internal g. »vans’ process.

Maryland Insurance Commissioner may be contacted at:
Maryland Insurance Administration

Attention: Consumer Complaint Investigation

Life and Health/Appeal and Grievance

200 St. Paul Place

Suite 2700

Baltimore, MD 21202

Phone: 410-468-2000

Toll free/out-of-area: 1-800-492-6" 16

TTY: 1-800-735-2258

Fax: 1-410-468-2260 org -410-468-2: 70

Our Internal Gric z2:0_¢ P ocess

This process applies to a utilizatig’. review determination made by us that a proposed or delivered health

care Service is or was not Meuically Necessary, appropriate or efficient thereby resulting in non-coverage
of the health care Service.

Initiating a Grievance

You or your Authorized Representative may file a Grievance by contacting Member Services Monday
through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY)
or by submitting a written request. All supporting documentation that relates to the Grievance should be
mailed to:

Kaiser Permanente
Attention: Member Relations

Nine Piedmont Center
3495 Piedmont Rd NE
Atlanta, GA 30305

Fax: 1-404-949-5001
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A Grievance must be filed within one-hundred eighty (180) calendar days from the date of receipt of the
Adverse Decision notice. If the Grievance is filed after one-hundred eighty (180) calendar days, we will
send a letter denying any further review due to lack of timely filing.

If we need additional information to complete our internal Grievance process within five (5) working days
after you or your Authorized Representative file a Grievance, we will notify you or your Authorized
Representative that we cannot proceed with review of the Grievance unless we receive the additional
information. If you require assistance, we will assist you to gather necessary additional information without
further delay.

Grievance Acknowledgment
We will acknowledge receipt of your Grievance within five (5) calendar days after the date of your written
Grievance was received by us.

Pre-service Grievance

If you have a Grievance about a health care Service that has not yet{ ¢en resdered, an acknowledgment
letter will be sent requesting any additional information that may be ni hess« y within five (5) working days
after the Filing Date. We will also inform you or your Authorized Repre. ntativd «hat a decision regarding
the Grievance will be made and provided in writing. Such® ritten notice™ .1 be sent within thirty (30)

working days of the Filing Date of the Grievance or withism%ve \ ) workin{ydays of the decision whichever
comes first.

Post-service Grievance

If the Grievance requests payment for health ca = “ervic  already rendered to you, an acknowledgment
letter will be sent requesting additional informati n v 2t may be necessary within five (5) working days
after the Filing Date. We will also inform: -0uiysvo 't Auchorized Representative that a decision regarding
the Grievance will be made and provided in" »riting. Such written notice will be sent within the earlier of
forty-five (45) working days or si v () calend yr days of the Filing Date of the Grievance or within five
(5) working days of the decision wh_thefer colies first.

For both pre-service and post-service Srievances, we will send you or your Authorized Representative a
letter requesting an ext\ siad .1 we andcipate that there will be a delay in our concluding the Grievance
within the designated period. The £ juested extension period shall not exceed more than thirty (30) working
days. If you or your Authorizcu Representative do not agree to the extension, then the Grievance will be
completed in the originally designated time frame. Any agreement to extend the period for a Grievance
decision will be documented in writing.

If the pre-service or post-service Grievance is approved, a letter will be sent to you or your Authorized
Representative confirming the approval. If the Grievance was filed by your Authorized Representative, then
a letter confirming the Grievance Decision will also be sent to you.

In the case of an agreed upon extension, we will communicate our decision to you or your Authorized
Representative and provide written notice of the decision by no later than the end of the extension period
or within (five) (5) working days from the date of the decision, whichever comes first.
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Grievance Decision Time Periods and Complaints to the Commissioner
For pre-service Grievances, if you or your Authorized Representative does not receive a Grievance Decision

from us on or before the later of the:
1. 30th working day from the date the Grievance was filed; or
2. End of an extension period to which was agreed, then:
a. You or your Authorized Representative may file a Complaint with the Commissioner without
waiting to hear from us.

For post-service Grievances, if you or your Authorized Representative does not receive a post-service
Grievance Decision from us on or before the later of the:
1. 45" working day from the date the Grievance was filed; or
2. End of an extension period that to which was agreed, then:
a. You or your Authorized Representative may file a Complaint with the Commissioner without
waiting to hear from us.

Note: In cases in which a Complaint is filed with the Commissioner, ¢ wu or v/ ur Authorized Representative
must authorize the release of medical records to the Commissioner to a. ¥t with #f.uching a decision in the
Complaint.

Expedited Grievances for Emergency Cases
You or your Authorized Representative may seek and apedit d rev. w.n the event of an Emergency Case

as that term is defined for this section. An expeditc wrevid v of an Emergency Case may be initiated by
calling Member Services 1-800-777-7902 or 71° XTY)

Once an expedited review is initiated, a clinical rev. 2w ¥l dctermine whether you have a medical condition
that meets the definition of an Emergenc; ‘<%, A" 2quest for expedited review must contain a telephone
number where we may reach you or your Auw. arizeu . lepresentative to communicate information regarding
our review. In the event that addit yna."»forma. »n is necessary for us to make a determination regarding
the expedited review, we will notify :oudr yo.”Authorized Representative by telephone to inform him/her
that consideration of the af pcuited rev, *w may not proceed unless certain additional information is provided
to us. Upon request, W willa#_. 05 in| sathering such information so that a determination may be made
within twenty-four (24) niours from' jur date of receipt.

If the clinical review determu.es that you do not have the requisite medical condition, the request will be
managed as a non-expedited Grievance pursuant to the procedure outlined above. If we determine that an
Emergency Case does not exist, we will verbally notify you or your Authorized Representative within
twenty-four (24) hours, and provide notice of the right to file a Complaint with the Commissioner.

If we determine that an Emergency Case does exist, then the expedited review request will be reviewed by
a physician who is board certified or eligible in the same specialty as the treatment under review and who
is neither the individual nor a subordinate of the individual who made the initial decision. If additional
information is needed to proceed with the review, we will contact you or your Authorized Representative
by telephone.

Within twenty-four (24) hours of the Filing Date of the expedited review request, we will verbally notify
you or your Authorized Representative of our decision. We will send written notification within one (1)
calendar day following verbal communication of the decision. If approval is granted, then we will assist the
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Member in arranging the authorized treatment or benefit. If the expedited review results in a denial, we will
notify you or your Authorized Representative in writing within one (1) calendar day following verbal
communication of the decision.

If we fail to make a decision within the stated timeframes for an expedited review, you or your Authorized
Representative may file a Complaint with the Commissioner without waiting to hear from us.

Notice of Adverse Grievance Decision

If our review of a Grievance (including an expedited Grievance) results in denial, we will provide you, your
Authorized Representative, or your Health Care Provider acting on your behalf communication of our
Grievance Decision orally by telephone, or with the affirmative consent from you, your Authorized
Representative, or your Health Care Provider acting on your behalf, by text, facsimile, e-mail, an online
portal, or other expedited means. Within five (5) business days after the Grievance Decision has been made

or within one (1) day after a decision has been orally communicated or by fext, facsimile, e-mail, an online
portal or other expedited means for expedited Grievances, we wi. provide you, your Authorized
Representative, or your Health Care Provider acting on your be! :lf wrif.cn notice of our Grievance
Decision. This written notice shall include:

1. The specific factual basis for the decision in clear and understanda 'ed .nguage;

2. References to any specific criteria or standards on whi ) the decision was based, including but not
limited to interpretive guidelines used by us. AC.ditic hally, wous . your Authorized Representative
has the right to request any diagnostic and_ reatme’ ¢ codes and their meanings that may be the
subject of the associated claim;

3. A statement that you and your Authorizc ! i »oreschtative as applicable, is entitled to receive upon
request and free of charge, reasemable ace :ss*, and copies of, all documents, records and other
information relevant to the claim. *t «y.sp cific criteria were relied upon, either a copy of such
criterion or a statement that such ci. zrion will be provided free of charge upon request. If the
determination was based o mc..al necu Jsity, experimental treatment or similar exclusion or limit,
we will provide either an ex hlafation of the scientific or clinical judgment, applying the terms of
the plan to the / iemver’s m dical circumstances, or a statement that such explanation will be
supplied free o} chara® up a1 quest;

4. The name, business addres’ and business telephone number of the medical director who made the

2

Grievance Decision

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
Attention: Office of the Medical Director

2101 East Jefferson Street

Rockville, MD 20852

Phone: 301-816-6482

5. A description of your or your Authorized Representative’s right to file a Complaint with the
Commissioner within four (4) months following receipt of our Grievance Decision;

6. The Commissioner’s address and telephone and facsimile numbers;

7. A statement the Health Education and Advocacy Unit is available to assist you or your Authorized
Representative with filing a Complaint about the Health Plan with the Commissioner; and

8. The Health Education and Advocacy Unit’s address, telephone and facsimile numbers and email
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address.

Notice of an Adverse decision

If our review of your referral request for a Service (including expedited) results in an Adverse Decision,
we will provide you, your Authorized Representative, or your Health Care Provider acting on your behalf
communication of our Grievance Decision orally by telephone, or with the affirmative consent from you,
your Authorized Representative, or your Health Care Provider acting on your behalf, by text, facsimile, e-
mail, an online portal, or other expedited means. Within five (5) business days after the Grievance Decision
has been made or within one (1) day after a decision has been orally communicated for expedited
Grievances, we will provide you, your Authorized Representative, or your Health Care Provider acting on
your behalf written notice of the Adverse decision. This written notice shall include:

L.

The specific reason for the decision states in detail in clear understandable language the specific
factual basis for our decision;

Reference(s) to the specific criteria and standards, including int pretive guidelines, on which the
decision was based, and may not solely use generalized termgf ach asd’experimental procedure not
covered”, “cosmetic procedure not covered”, “Service incluac \usier another procedure”, or” not
medically necessary”;

A statement that you, your Authorized Representat. 2, or Health " are Provider acting on your
behalf, as applicable, are entitled to receive, up aque hand ¢ of charge, the specific criteria
we relied upon to make the decision. A refuest fti m you  our Authorized Representative, or
Health Care Provider acting on your behalf“ \reatve a copy of the specific criteria used in this
decision can be made by contacting N . »ber « xrvices at 301-468-6000 or 1-800-777-7902 or
TTY:711);

The name, business address, anc_.iness' =lep. bne number of the medical director or associate
medical director or associate medic. hdircer \who made the decision, as follows:

Kaiser Foundation Health' lan o “the M. -Atlantic States, Inc.
Attention: Office of the Meu ‘¢ca” Direc.or

2101 East Jefferdn Sireet

Rockville, MD{ 0852

Phone: 301-816-0432

Your provider may couact the utilization management physician at 1-800-810-4766 to discuss your
Adverse Decision.

Written details of our Internal Grievance Process.

A description of your, your Authorized Representative’s, or, acting on your behalf, our Health Care
Provider’s right to file a Complaint with the Commissioner within four (4) months following receipt
of our Grievance Decision;

A description that you, your Authorized Representative, or your Health Care Provider acting on
your behalf may file a Complaint without first filing a grievance if you, your Authorized
Representative, or your Health Care Provider acting on your behalf can demonstrate a compelling
reason to do so, as determined by the Commissioner;

Commissioner’s address and telephone and facsimile number;

A statement that the Health Education and Advocacy Unit is available to assist you or your
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Authorized Representative in both mediating and filing a grievance under our internal grievance
process; and

10. The Health Education and Advocacy Unit’s address, telephone and facsimile numbers and email
address.

Note: The Health Plan must provide notice of an adverse decision in a non-English language if certain
thresholds are met for the number of people who are literate in the same non-English language. A threshold
language applies to a county if at least 10 percent of the population is literate only in the same foreign
language that is identified as a federally mandated non-English language. If we send you a notice of an
Appeal decision to an address in a county where a federally mandated threshold language applies, then you
or your Authorized Representative may request translation of that notice into the applicable threshold
language. You or your Authorized Representative may request translation of the notice by contacting
Member Services Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at
1-800-777-7902 or 711 (TTY).

Our Internal Appeal Process .

This process applies to our Coverage Decisions. The Health Plan’s™ ternal« .ppeal process must be
exhausted prior to filing a Complaint with the Commissioneiexcept if our . erage Decision involves an
Urgent Medical Condition. For Urgent Medical Cordition. » a Comwlaint may be filed with the
Commissioner without first exhausting our internal Ax eal p; \cess' brsl.e-service decisions only, meaning
that Services have not yet been rendered.

Initiating an Appeal

These internal Appeal procedures are designed b . ti. y3Hea..n Plan to assure that concerns are fairly and
properly heard and resolved. These prv < lhses a oly w0 a request for reconsideration of a Coverage
Decision rendered by the Health Plan, in reg xd to&_y aspect of coverage for a Health Care Service. You
or your Authorized Representative i afile an 2 aoeal within one-hundred eighty (180) calendar days from
the date of receipt of the Coverage | ecig’on. e Appeal should be sent to us at the following address:

Kaiser Permanente

Attention: Member Rel| ‘ions

Nine Piedmont Center

3495 Piedmont Road, NE

Atlanta, GA 30305-1736

Fax: 1- (404) 949-5001You or your Authorized Representative may also request an Appeal by contacting

Member Services Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at
1-800-777-7902 or 711 (TTY).

Member Services Representatives are also available to describe how Appeals are processed and resolved.

You or your Authorized Representative, as applicable, may review the Health Plan’s Appeal file and
provide evidence and testimony to support the Appeal request.

Along with an Appeal, you or your Authorized Representative may also send additional information
including comments, documents or additional medical records that are believed to support the claim. If the
Health Plan requested additional information before and you or your Authorized Representative did not
provide it, the additional information may still be submitted with the Appeal. Additionally, testimony may
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be given in writing or by telephone. Written testimony may be sent with the Appeal to the address listed
above. To arrange to provide testimony by telephone, contact Member Services Monday through Friday
between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY). The Health
Plan will add all additional information to the claim file and will review all new information regardless of
whether this information was submitted and/or considered while making the initial decision.

Prior to rendering its final decision, the Health Plan will provide you or your Authorized Representative
with any new or additional evidence considered, relied upon or generated by (or at the direction of) the
Health Plan in connection with the Appeal, at no charge. If during the Health Plan’s review of the Appeal,
we determine that an adverse coverage decision can be made based on a new or additional rationale, then
we will provide you or your Authorized Representative with this new information prior to issuing our final
coverage decision and will explain how you or your Authorized Representative can respond to the
information, if desired. The additional information will be provided to you or your Authorized
Representative as soon as possible, and sufficiently before the deadline taf jrovide a reasonable opportunity
to respond to the new information.

After the Health Plan receives the Appeal, we will respond to you or ¥ ur Auth{.ized Representative in
writing within:

1. Thirty (30) working days for a pre-service claim; or

2. Sixty (60) working days for a post-service claif.

If the Health Plan’s review results in a denial, it will i %ify v a1 or your Authorized Representative in writing
within five (5) working days after the Appeal D€ “on he been verbally communicated. This written notice
shall include:

1. The specific factual basis for thel Jyision 1) cle. hand understandable language;

2. Reference to the specific plan prov sion &y vhich determination was based. Additionally, you or
your Authorized Represe{ ..iive has L., right to request any diagnostic and treatment codes and
their meanings that may be_he si ,int.ot the associated claim;

3. A description of zamms or y« ¢ Authorized Representative’s right to file a Complaint with the

Commissioner 7 tthin four (4) nonths following receipt of our Appeal Decision;

4. The CommissiG. »s'f addre ; and telephone and facsimile numbers;
5. A statement the Health E4¢ cation and Advocacy Unit is available to assist you or your Authorized

Representative with tiung a Complaint about the Health Plan with the Commissioner; and

6. The Health Education and Advocacy Unit’s address, telephone and facsimile numbers and email
address.

Note: The Health Plan must provide notice of an adverse decision in a non-English language if certain
thresholds are met for the number of people who are literate in the same non-English language. A threshold
language applies to a county if at least 10 percent of the population is literate only in the same foreign
language that is identified as a federally mandated non-English language. If we send you a notice of an
Appeal decision to an address in a county where a federally mandated threshold language applies, then you
or your Authorized Representative may request translation of that notice into the applicable threshold
language. You or your Authorized Representative may request translation of the notice by contacting
Member Services Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at
1-800-777-7902 or 711 (TTY).
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Filing Complaints About the Health Plan

If you have any Complaints about the operation of the Health Plan or your care, you or your Authorized

Representative may file a Complaint with the:

Maryland Insurance Administration
Attention: Consumer Complaint Investigation
Life and Health

200 St. Paul Place

Suite 2700

Baltimore, MD 21202

Phone: 410-468-2000

Toll-free/out-of-area: 1-800-492-6116

TTY: 1-800-735-2258

Fax: 1-410-468-2260 or 1-410-468-2270
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SECTION 6: Termination of Membership

This section describes how your membership may end and explains how you will be able to maintain Health

Plan coverage without a break in coverage if your membership under this contract ends.

If a Subscriber’s membership ends, both the Subscriber’s and any applicable Dependents memberships will
end at the same time. We will inform you of the date your coverage terminates and the reason for the
termination. This termination notice will be provided at least thirty (30) days before the termination date.
If your membership terminates, all rights to benefits end at 11:59 p.m. Eastern Time (the time at the location
of the administrative office of Health Plan at 2101 East Jefferson Street, Rockville, Maryland 20852) on
the termination date. The Health Plan and Plan Providers have no further responsibility under this contract
after a membership terminates, except as provided under Extension of Benefits in this section.

Termination of Membership

Termination of Your Group Agreement

If your Group’s Agreement with us terminates for any reason, your m< .nbersh’» ends on the same date that
your Group’s Agreement terminates.

Termination Due to Loss of Eligibility

Your membership will terminate if you no longer meet the coi ‘itions under which you became eligible to
be enrolled, as described in Eligibility for This Plan inS _ctic » 1: s trod{ “tion to Your Kaiser Permanente
Health Plan.

If you are eligible on the 1*" day of a month, bt ‘ater i that month you no longer meet those eligibility
requirements, your membership terminates on ‘he¢ fast ¢y of that month unless your Group has an
arrangement with us to terminate at a ¥ Jpather " han' e last day of the month. Please check with the
Group’s benefits administrator to confirm y wur i hation date.

Termination Due to Change of } »si.ince
If the Subscriber no longer lives or\ vor's wi.lin the Health Plan’s Service Area, which is defined in the

section Important Terms' . ow Shoul. Know, we may terminate the membership of the Subscriber and all
Dependents in his or h¢  Famil@™ it i 1 sending notice of termination at least thirty (30) days prior to the
termination date.

Termination for Cause

By sending written notice to the Subscriber at least thirty (30) days before the termination date, we may
terminate the Subscriber or any Dependent’s membership for cause if you or your Dependent(s):

1. Knowingly perform an act, practice or omission that constitutes fraud, which under certain
circumstances may include, but is not limited to, presenting a fraudulent prescription or physician
order, selling your prescription or allowing someone else to obtain Services using your Kaiser
Permanente identification card; or

2. Make an intentional misrepresentation of material fact.

Additionally, if the fraud or intentional misrepresentation was committed by:
1. The Subscriber, we may terminate the memberships of the Subscriber and all Dependents in the
Family Unit.
2. A Dependent, we may terminate the membership of only that Dependent.
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We may report fraud committed by any Member to the appropriate authorities for prosecution.

Termination for Nonpayment

You are entitled to coverage only for the period for which we have received the appropriate Premium from
your Group. If your Group fails to pay us the appropriate Premium for your Family Unit, we will terminate
the memberships of everyone in your Family Unit.

Extension of Benefits
In those instances when your coverage with us has terminated, we will extend benefits for covered Services,

without Premium, in the following instances:

1. Ifyou are Totally Disabled at the time your coverage ends, we will continue to provide benefits for
covered services related to the condition causing the disability. Coverage will stop at the point you
no longer qualify as being Totally Disabled, or up to twelve (12) months from the date your
coverage ends, whichever comes first.

2. Ifyouhave ordered eyeglasses or contact lenses before the dated our coverage ends, we will provide
benefits for covered eyeglasses or contact lenses received wiv_in thi.y (30) days following the date
you placed the order.

3. Ifyou are in the midst of a course of covered dental{zeatment at ti. % ne your coverage ends, we
will continue to provide benefits, in accordance xith ti. \EOC inaffect at the time your coverage
ended, for a period of ninety (90) days follows .g the 'ate y mud overage ended.

4. Ifyou are in the midst of a course of coverec »rthod! atic treaument at the time your coverage ends,
we will continue to provide benefits, in & ‘ordai . with the EOC in effect at the time your coverage
ended, for a period of:

a. Sixty (60) days following th® Wate you. i co\ rage ended if the orthodontist has agreed to or is
receiving monthly payments; ¢

b. Until the latter of six¢'n‘a0) days “allowing the date your coverage ended, or the end of the
quarter in progress, if| ‘he 0. Indonust has agreed to accept or is receiving payments on a
quarterly basis

To assist us, if you beli ve yousmalit, \under this Extension of Benefits provision, we encourage you to
notify us in writing.
Limitations to Extension oi "7 .cfits
The Extension of Benefits section listed above does not apply to the following:
1. Failure to pay Premium by the Member;
2. Members whose coverage ends because of fraud or material misrepresentation by the Member;
3. When coverage is provided by a succeeding health plan and that health plan’s coverage:
a. Is provided at a cost to the individual that is less than or equal to the cost to the individual of
the extended benefit available under this EOC; and
b. Will not result in an interruption of benefits to the Member.

Discontinuation of a Product or All Products
We may discontinue offering a particular product or all products in a market, as permitted by law. If we
discontinue offering in a market the product described in this EOC, we will provide ninety (90) days’ prior
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written notice to the Subscriber. If we discontinue offering all products to groups in a market, we will give
one-hundred eighty (180) days’ prior written notice to the Subscriber.

Continuation of Group Coverage Under Federal Law

COBRA

You or your Dependents may be able to continue your coverage under this EOC for a limited time after you
would otherwise lose eligibility. Members are eligible for COBRA continuation coverage even if they live
in another Kaiser Foundation Health Plan or allied plan service area. Please contact your Group if you want
to know whether you or your Dependents are eligible for COBRA coverage, how to elect COBRA coverage,

or how much you will have to pay your Group for it.

USERRA

If you are called to active duty in the uniformed services, you may be able to continue your coverage under
this EOC for a limited time after you would otherwise lose eligibility, if #0quired by the federal USERRA
law. Members are not ineligible for USERRA continuation coverags solely, because they move or live
outside our Service Area. For Members who serve in the military, ;1 mz(.« submit a USERRA election
form to your Group within sixty (60) days following your call to active_‘ty. Pla‘se contact your Group if
you want to know how to elect USERRA coverage or how nf:ch you will . % to pay your Group for it.

Continuation of Coverage Under State L<w
Death of the Subscriber

Upon the Subscriber’s death, the spouse of the/ ubsci ¢ and any Dependent children of the Subscriber
(including any of the Subscriber’s children born' \1. = the” bscriber’s death), may continue uninterrupted
coverage hereunder, upon arrangement with the G: bup n compliance with applicable Maryland law.

The election period for such coverage pro dea Wa¢ :r Maryland law shall begin with the date on which
there has been an applicable chan{ ¥is,status a. ! end no sooner than forty-five (45) days after such date.

Group coverage under this section \ mti.aes . Jr those Dependents who are eligible for state continuation
coverage, only upon payz i of app: :able monthly charges, which may include an allowable reasonable
administrative fee, not [ ) excea™ o . rcent of the entire cost to the employer, to your Group’s Premium
charge at the time specifica 0oy Groj p, and terminates on the earliest of:

1. Termination of this {/exa’.nent;

2. Eligibility of the Member for hospital, medical or surgical benefits under an insured or self-insured
group health benefit program or plan, other than the group contract, that is written on an expense-
incurred basis or is with a health maintenance organization;

3. Entitlement of the Member to benefits under Title XVIII of the Social Security Act;

4. Acceptance by the Member of any hospital, medical or surgical coverage under a non-group
contract or policy that is written on an expense-incurred basis or is with a health maintenance
organization;

5. Ceasing to qualify as a Dependent child (in which case only the coverage of the affected formerly
Dependent child would be impacted); or

6. The expiration of eighteen (18) calendar months following the death of the Subscriber.

Divorce of the Subscriber and His/Her Spouse
If a Member would otherwise lose coverage due to divorce from the Subscriber, the former spouse of the
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Subscriber and any Dependent children of the Subscriber (including any of the Subscriber’s children born
after the divorce), may continue uninterrupted coverage hereunder, upon arrangement with the Group in
compliance with applicable Maryland law. The notification period for the applicable change in status
provided under Maryland law shall begin with the date on which there has been a change in status and end
no sooner than sixty (60) days after such date.

Group coverage under this section continues for those Dependents who are eligible for state continuation
coverage, only upon payment of applicable monthly charges to Group at the time specified by Group, and
terminates on the earliest of:

1. Termination of this Agreement;

2. Eligibility of the Member for hospital, medical or surgical benefits under an insured or self-insured
group health benefit program or plan, other than the group contract, that is written on an expense-
incurred basis or is with a health maintenance organization;

3. Entitlement of the Member to benefits under Title XVIII of the £ .cial Security Act;

4. Acceptance by the Member of any hospital, medical or s1f gical 4verage under a non-group
contract or policy that is written on an expense-incurred ba ‘s 4 is with, a health maintenance
organization;

5. Ceasing to qualify as a Dependent child (in which ca. y only the covi .age of the affected formerly
Dependent child would be impacted); or

6. Remarriage of the Member who is the dived_ed for ier sp. ¢ of the Subscriber (in which case
only the coverage of the divorced former spG. e o cne Subscriber would be impacted).

Voluntary or Involuntary Termination of a S :b_=vibe s Employment for Reasons Other Than for
Cause

If you would otherwise lose coverage duc 0 Vo untary or involuntary termination of the Subscriber’s
employment, for any reason other than for ca. e, the subscriber’s spouse and any Dependent children who

were covered under this contract b forc e char Je in employment status of the Subscriber, may continue
uninterrupted coverage hereunder, U ox‘arrangement with Group in compliance with applicable Maryland
law, if the Subscriber reg’ ues in Mary, ind.

Group coverage under ¢ s« ction | ontinues for those Dependents who are eligible for state continuation
coverage, only upon payment of 2 plicable monthly charges, which may include an allowable reasonable
administrative fee, not to excecd two percent of the entire cost to the employer, to your Group’s Premium
charge at the time specified by Group, and terminates on the earliest of:

1. Termination of this Agreement; or

2. Eligibility of the Member for hospital, medical or surgical benefits under an insured or self-insured
group health benefit program or plan, other than the group contract, that is written on a expense-
incurred basis or is with a health maintenance organization;

3. Entitlement of the Member to benefits under Title XVIII of the Social Security Act;

4. Acceptance by the Member of any hospital, medical or surgical coverage under a non-group
contract or policy that is written on an expense-incurred basis or is with a health maintenance
organization;

5. Ceasing to qualify as a Dependent (in which case only the coverage of the affected formerly
Dependent child would be impacted); or
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6. The expiration of eighteen (18) calendar months after the termination of the Subscriber's
employment.

Coverage Under the Continuation Provision of Group’s Prior Plan
An individual who previously had continued group coverage with a health benefits carrier or health
maintenance organization other than the Health Plan and who becomes, by virtue of applicable Maryland

law, eligible to continue Group coverage with the Health Plan, may enroll in Health Plan coverage and
continue that coverage as set forth in this section.

For purposes of this section, Member or Dependent includes a child born to a surviving or divorced spouse
who is enrolled under this section.

Unless otherwise agreed to by your Group, subject to these provisions, a person who is a Member hereunder
on the 1% day of a month is covered for the entire month.
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SECTION 7: Other Important Provisions of Your Plan

This section contains additional special provisions that apply to this EOC.

Applications and Statements

Any applications, forms or statements specified in this EOC, or that we request in our normal course of
business, must be completed by you or your Authorized Representative.

Assignment
You may not assign this EOC or any of the benefits, interests, obligations, rights or claims for money due
hereunder without our prior written consent.

Attorney Fees and Expenses
In any dispute between a Member and the Health Plan or Plan Providers, each party will bear its own
attorney fees and other expenses.

Certificates
A certificate is a statement that summarizes the benefits and rights that', . tain to< .ch Member under this
contract. We will provide you with a certificate, which will be delivered e her
1. Directly to each Subscriber, as only one statement per- amily will,be issued when Dependents are
enrolled under this Plan; or
2. To your Group, for distribution to each Sulb( ‘riber g the Grouap.

Contestability

This contract may not be contested, except for noi :pa_meni-of Premium, after it has been in force for two
(2) years from the date of issue.

A statement made by a Member imselation t¢ imsuravility may not be used to contest the validity of their
coverage if the statement was mac  afic. maverage was in force for a period of two (2) years before the
contest.

Absent of fraud, each st cementsaade | v an applicant, employer or Member is considered a representation;
not a warranty. Therefo. staten’ nt made to effectuate coverage may not be used to void coverage or
reduce benefits under the contract.nless:

1. The statement is documented in writing and signed by the applicant, employer or Member; and

2. A copy of the statement is provided to the applicant, employer or Member.

Contracts with Plan Providers

Plan Provider Relationship and Compensation

The Health Plan and Plan Providers are independent contractors. Your Plan Providers are paid in various
ways, including salary, capitation, per diem rates, case rates, fee for service and incentive payments.

If you would like additional information about the way Plan Providers are paid to provide or arrange
medical and hospital Services for members, please refer to your Provider Directory or contact Member
Services Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-
777-7902 or 711 (TTY).
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Plan Provider Termination

If our contract with any Plan Provider terminates for reasons unrelated to fraud, patient abuse,
incompetence, or loss of licensure status while you are under the care of that Plan Provider, you may
continue to see that provider and we will retain financial responsibility for covered Services you receive in
excess of any applicable Cost Sharing for a period not to exceed ninety (90) days from the date we have
notified you of the Plan Provider’s termination.

Primary Care Plan Physician Termination

If our contract with your Primary Care Plan Physician terminates for reasons unrelated to fraud, patient
abuse, incompetence, or loss of licensure status while you are under the care of that Primary Care Plan
Physician, you may continue to see that provider and we will retain financial responsibility for covered
Services you receive in excess of any applicable Cost Sharing, for a period not to exceed ninety (90) days
from the date we have notified you of the Plan Physician’s termination, or until you have chosen a new

Primary Care Plan Physician, whichever occurs first.

Provider Directory Information Requirements

If a Member is furnished, by a non-Participating Provider, an item « » crvice # ut would otherwise be
covered if provided by a Participating Provider, and the Member relied ¢.3a d¢.abase, provider directory,
or information regarding the provider’s network status providc by Health Pian through a telephone call or

electronic, web-based, or Internet-based means whis</. . borrc Wy inficated that the provider was a
Participating Provider for the furnishing of such itex® or Sery ce, thei .ne following apply:
1. The Copayment, Coinsurance, and/or gther \ »s# sharing requirement for such item or Service
furnished by a non-Participating Providc 1. the sc ae as the Copayment, Coinsurance, and/or other
Cost Sharing requirement listed in,the EOC \for e itcm or Service when provided by a Participating
Provider; and
2. Any Cost Sharing payments made w _th resp ¢t to the item or Service will be counted toward any
applicable Deductible ana Vu. 95 Pocke ?Maximum.
3. The Member will not be liat, = fa© an «.fount that exceeds the Cost Sharing that would have applied
to the Member iff.ic providei was a Participating Provider.

Governing Law

This contract will be adminjstered under the laws of the State of Maryland, except when preempted by
federal law. Any provision that is required to be in this contract by state or federal law shall bind both
Members and the Health Plan, regardless of whether or not set forth in this contract.

Legal Action
No legal action may be brought to recover on this contract:
1. Before the expiration of sixty (60) days after you have provided us with proof of loss in accordance
with the terms of this contract; or
2. After the expiration of three (3) years from the date that proof of loss was required to be provided.

Mailed Notices

Our notices to you will be sent to the most recent address we have on file for the Subscriber. You are
responsible for notifying us of any change in address. Subscribers who move should contact Member
Services Monday through Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-
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7902 or 711 (TTY).
You may mail a change of address notice to the Health Plan by postage prepaid U.S. Mail to:

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
P.O. Box 6831

2101 East Jefferson Street

Rockville, MD 20852-4908

Notice of Grandfathered Group Plan

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. believes that your Plan is a “grandfathered
health plan” under the Patient Protection and Affordable Care Act (PPACA). As permitted by PPACA, a
grandfathered health plan can preserve certain basic health coverage that was already in effect when
PPACA was enacted. Being a grandfathered health plan means that your Plan may not include certain
consumer protections of the PPACA that apply to other plans. However.arandfathered health plans must
comply with certain other consumer protections in the PPACA. Queaf.ions regarding which protections
apply and which protections do not apply to a grandfathered health g n and¢ vhat might cause your Plan to
change from grandfathered health plan status can be directed to your',  : admi .strator. If your Plan is

governed by ERISA, you may also contact the Employee Benefits * =< .rity Administration, U.S.
Department of Labor at 1-866-444-3272 or www.dol.gov/ebs. ‘healthreform. You may also contact the
U.S. Department of Health and Human Services at wy( /.he: thca ».gal.

Overpayment Recovery
We may recover any overpayment we make for { o hred ' hrvices from:

1. Anyone who receives an overpayment; or
2. Any person or organization oblig. ‘<%a.nay \for uie Services.

In the event of an overpayment toghsealth carc aroviaer, we may only retroactively deny reimbursement to
that health care provider during the six (¢ onti period following the date we paid a claim submitted by
that health care provider.

Privacy Practices
Kaiser Permanente will prutect the privacy of your Protected Health Information (PHI). We also require
contracting providers to prefy our PHI. Your PHI is individually identifiable information about your
health, the health care Services you receive, and payment for your health care. You may generally:

1. See and receive copies of your PHI;
2. Correct or update your PHI; and
3. Ask us for an account of certain disclosures of your PHI.

We may use or disclose your PHI for treatment, payment, health research and health care operations
purposes, such as measuring the quality of Services. We are sometimes required by law to give PHI to
others, such as government agencies or in judicial actions. In addition, member-identifiable health
information is shared with your Group only with your authorization or as otherwise permitted by law. We
will not use or disclose your PHI for any other purpose without written authorization from you or your
Authorized Representative, except as described in our Notice of Privacy Practices. Giving us authorization
is at your discretion.
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This is only a brief summary of some of our key privacy practices. Our Notice of Privacy Practices, which
provides additional information about our privacy practices and your rights regarding your PHI, is available
and will be furnished to you upon request. To request a copy, contact Member Services Monday through
Friday between 7:30 a.m. and 9 p.m. Eastern Standard Time (EST) at 1-800-777-7902 or 711 (TTY). You
can also find the notice at your local Plan Facility or online at www.kp.org.
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Important Terms You Should Know
This section is alphabetized for your convenience. The terms defined in this section have special meanings.
The following terms, when capitalized and used in this Agreement, mean:

A

Adverse Decision: A utilization review decision made by the Health Plan that:
1. A proposed or delivered Service is or was not Medically Necessary, appropriate or efficient; and
2. May result in non-coverage of the Health Care Service.
3. A denial by a carrier of a request by a member for an alternative standard or a waiver of a standard

to satisfy the requirements of a wellness program.
An Adverse Decision does not include a decision about the enrollment status as a Member under the Health
Plan.

Agreement: The entirety of this EOC document, including all atta¢. >d apz’ ndices, which constitutes the
entire contract between a Member and Kaiser Foundation Health Plan'« * .ne Mid{ Atlantic State, Inc., and
which replaces any earlier Agreement that may have been isgued to you by s

Air Ambulance Service: Medical transport of a patier/ s row. ' wingd .ir ambulance (as defined in 42
CFR 414.605) or fixed wing air ambulance (as defing’. 1n 42 ’FR 4 4¢,05).

Allowable Charges (AC): means:
1. Services provided by the Health Plan or" 4« ical < zoup: The amount in the Health Plan's schedule

of Medical Group and the HealthsPlan cha ges “or Scrvices provided to Members;

2. Items obtained at a Plan Pharma « .W.itc ms covered under the Outpatient Prescription Drug
Rider and:

a. Obtained at a pharmac : 0v..lnd and perated by Health Plan, the amount the pharmacy would
charge a Member for th \itef.1 it aVlember’s benefit plan did not cover the item. This amount
is an estima’ ot the cos of acquiring, storing and dispensing drugs, the direct and indirect
costs of p1 wvidind® i 'ser. Permanente Pharmacy Services to Members, and the pharmacy
program’s coiribution o the net revenue requirements of Health Plan.

b. Obtained at a Plows".armacy other than a pharmacy owned and operated by Health Plan, the
cost of the item calculated on a discounted wholesale price plus a dispensing fee;

3. Emergency Services from a non-Participating Provider (including Post-Stabilization Care that
constitutes Emergency Services under federal law): the amount by which the Out-of-Network Rate
exceeds the Cost Sharing amount for Services.

4. For Services received from Participating Providers, the amount the Participating Provider has
agreed to accept as payment;

5. All other Services, the amount:

a. The provider has contracted or otherwise agreed to accept;

b. The provider has negotiated with the Health Plan;

c. Health Plan must pay the non-Participating Provider pursuant to state law, when it is applicable,
or federal law, including the Out-of-Network Rate, or in the event that neither state or federal
law including the amount by which the Out-of-Network Rate exceeds the Cost-Sharing amount
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for Services, or in the event that neither state or federal law prohibiting balance billing apply,
then the amount agreed to by the provider and us;

d. The fee schedule, that providers have agreed to accept as determining payment for Services,
states; or,

e. Health Plan pays for those Services.

For non-Plan Providers: The Allowable Charge shall not be less than the Out-of-Network amount the Health
Plan must pay pursuant to §19-710.1 of the Health General Article of the Annotated Code of Maryland,
when such statutory provision (state law) is applicable.

Allowable Expense: A health care service or expense, including Deductibles, Coinsurance or Copayments
that is covered in full or in part by any of the Plans covering the Member. This means that an expense or
healthcare service or a portion of an expense or health care service that ¢ not covered by any of the Plans
is not an Allowable Expense. For example, if a Member is confined in privatefrospital room, the difference
between the cost of a semi-private room in the hospital and the prive » e m usu2!ly is not an Allowable
Expense. Allowable Expense does not include coverage for dental care ex< wt as< .ovided under Accidental
Dental Injury Services in Section 3: Benefits, Exclusions ar. ' Limitations.

Ancillary Service: Services that are:
1. Items and Services related to emergency< aedicin , anest.<siology, pathology, radiology and
neonatology, whether provided by a phy®ician s .on-physician practitioner;
2. Items and Services provided by assistant 3. meon: thospitalists, and intensivists;
Diagnostic Services, including radiology «d « oratory Services; and

w

4. TItems and Services provided by « »h0.2Rart. zipating provider if there is no Participating Provider
who can furnish such itemsor Service it sucn racility.

Appeal: A protest filed by a Memb, r or i _Jysher Authorized representative with the Health Plan under its
internal appeal process regam'ing a C ¢ crage Decision concerning a Member.

Appeal Decision: A firi | detexs™™Intio, by the Health Plan that arises from an Appeal filed with the Health
Plan under its Appeal proccss regar ing a Coverage Decision concerning a Member.

Authorized Representative. .. individual authorized under state law to provide consent on behalf of a
Member provided that the individual is not a provider affiliated with the facility or employee of the facility
unless such provider or employee is a family member of the patient.

Authorized Representative: (For use in relation to Section 5: Health Care Service Review, Appeals and
Grievances): An individual authorized by the Member or Parent/Guardian, as applicable, or otherwise
authorized by state law to act on the Member’s behalf to file claims and to submit Appeals or Grievances
to the Health Plan. A Health Care Provider (as defined below) may act on behalf of a Member with the
Member’s express consent, or without such consent in an Emergency Case.

C

Caregiver: An individual primarily responsible for the day-to-day care of the Member during the period in
which the Member receives Hospice Care Services.
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Claim Determination Period: A calendar year. However, it does not include any part of a year during
which a person has no Health Plan coverage, or any part of a year before the date this COB provision or a
similar provision takes effect.

Coinsurance: The percentage of Allowable Charges that you must pay when you receive a covered Service
as listed under "Copayments and Coinsurance" in the Summary of Services and Cost Shares section of the
Appendix.

Commissioner: The Maryland Insurance Commissioner.

Complaint: A protest filed with the Commissioner involving a Coverage Decision, Adverse Decision or
Grievance Decision.

Complex or Chronic Medical Condition: A physical, behavioral, or desf-lopmental condition that:
1. May have no known cure;
2. Is progressive; or
3. Can be debilitating or fatal if left untreated or undertreated.

Complex or Chronic Medical Condition includes, but is not lii. ted to: Multipie Sclerosis, Hepatitis C, and
Rheumatoid Arthritis.

Continuing Care Patient: is a Member who, with i =oect # ‘a proviaer or facility:

1. Is undergoing a course of treatment fof » Ser. s and Complex Condition from the provider or
facility;

2. Isundergoing a course of institu*‘wmal or ii vati at care from the provider or facility;

3. Is scheduled to undergo non-electi 2 su.per' \from the provider, including receipt of postoperative
care from such provider ciacility wi. hrespect to such a surgery;

4. Is pregnant and undergoin, \a co. e.of weatment for the pregnancy from the provider or facility;
or

5. Is or was detern nied to be ter. \inally ill, as determined under section 1861(dd)(3)(A) of the Social
Security Act, ai 1is«® ce1vi g tieatment for such illness from such provider or facility.

Copayment: A specific dollar 2 ount that you must pay when you receive a covered Service as listed
under “Copayments and Coinsurance” in the Summary of Services and Cost Shares section of the
Appendix.

Cost Shares: The amount of the Allowable Charge that you must pay for covered Services through
Deductibles, Copayments and/or Coinsurance.

Coverage Decision: An initial determination by the Health Plan or a representative of the Health Plan that
results in non-coverage of a Health Care Service. Coverage Decision includes: a determination by the
Health Plan that an individual is not eligible for coverage under the Health Plan’s health benefit plan; any
determination by the Health Plan that results in the rescission of an individual's coverage under a health
benefit plan; and a determination including non-payment of all or any part of a claim that a Health Care
Service is not covered under this Agreement. A Coverage Decision does not include an Adverse Decision
or pharmacy inquiry.
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D

Deductible: The Deductible is an amount of Allowable Charges you must incur during a calendar year for
certain covered Services before we will provide benefits for those Services. Please refer to the Summary
of Services and Cost Shares for the Services that are subject to Deductible and the amount of the
Deductible.

Dependent: A Member whose relationship to a Subscriber is the basis for membership eligibility and who
meets the eligibility requirements as a Dependent (for Dependent eligibility requirements see Eligibility for
This Plan in Section 1: Introduction to your Kaiser Permanente Health Plan).

Domestic Partner: An individual in a relationship with another individual of the same or opposite sex,
provided both individuals:

1. Are at least age 18;

2. Are not related to each other by blood or marriage within fof. (4) d<_rees of consanguinity under
civil law rule;

3. Are not married or in a civil union or domestic partnership with a: »the® individual;

4. Have been financially interdependent for at least six (v hconsecutive inonths prior to application in
which each individual contributes to some extez® - e ou »r ind? 1dual’s maintenance and support
with the intention of remaining in the relatis® ship in' finite._, and

5. Share a common primary residence.

E
Emergency Case: A case in which an A+ 2se De isior was rendered pertaining to Health Care Services
which have yet to be delivered and such Hc )lth Ciyt \Services are necessary to treat a condition or illness
that, without immediate medical 4 ‘“I¢on wous
1. Seriously jeopardize the lil \or b .. maf the Member or the Member’s ability to regain maximum
function; or
2. Cause the Men er to besn da. zer to self or others; or

3. Cause the Mem. ' conti’ 1e using intoxicating substances in an imminently dangerous manner.

Emergency Medical Condii 7" A medical condition, including a mental health condition or substance
use disorder, manifesting itself by acute symptoms of sufficient severity, including severe pain, such that a
prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect
the absence of immediate medical attention to result in:

1. Placing the health of the Member or, with respect to a pregnant person, the health of the pregnant

person or their unborn child in serious jeopardy;
2. Serious impairment to bodily functions; or
3. Serious dysfunction of any bodily organ or part.

Emergency Services: With respect to an Emergency Medical Condition, means:
1. An appropriate medical screening examination as required under the federal Emergency Medical
Treatment and Active Labor Act (EMTALA), section 1867 of the Social Security Act, that is within
the capability of the emergency department of a hospital or of an Independent Freestanding
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Emergency Department, as applicable, including Ancillary Services routinely available to the
emergency department, to evaluate such Emergency Medical Condition;

2. Within the capabilities of the staff and facilities available at the Hospital or the Independent
Freestanding Emergency Department, as applicable, such further medical examination and
treatment, required under EMTALA or would be required under EMTALA if EMTALA applied to
an Independent Freestanding Emergency Department to Stabilize the patient regardless of the
department of the hospital in which such further examination or treatment is furnished; and

3. Except as further described in paragraph 3.a., covered Services, also referred to as Post-
Stabilization Care, that are furnished by a non-Participating Provider or non-Participating
Emergency Facility after you are Stabilized and as part of outpatient observation or an inpatient or
outpatient stay with respect to the Visit in which the Emergency Services are furnished:

a. When, under applicable federal law, the covered Services ¢ scribed in item #3 are not included
as Emergency Services if all of the following condition$. e ma’

i. The attending emergency physician or Treating Provic  deternf nes that the Member is
able to travel using non-medical transportatian or non-en. 9 acy medical transportation
to an available Plan Hospital, Plan Facility, < s Participating Provider located within a
reasonable travel distance, taking inted.ccou f the Menfer’s medical condition;

ii. The provider or facility furnishing §. :h addi .onal covered Services satisfies the notice and
consent requirements set forth i¢ “=der. _gulation 45 C.F.R § 149.420(c) through (g) with
respect to such covered Service. ) ¢ avide hthat the written notice additionally (1) in the
case of a Participating Fimergenc \Fadlity and a non-Participating Provider, the written
notice must also include a ‘st vgn, \Participating Providers at the facility who are able to
furnish such itemgiand Servic 'z invoived and notification that the participant, beneficiary,
or enrollee may be seter. Wat tidir option, to such a Participating Provider and (2) in the
case of a non-Partici a#.ig Emergency Facility, the written notice must include a good faith
estimatg’ ot the charge \for covered Services to be furnished at a non-Participating Hospital
or non-_‘artia’__atin, \Felility or by non-Participating Providers during the Visit;

iii. The Member, or ar’ Authorized Representative of such Member, is in a condition to receive
the informati,c™.i1 the consent as described in item #3(a)(ii), as determined by the attending
emergency physician or Treating Provider using appropriate medical judgment, and to
provide informed consent in accordance with applicable State law; and

b. When the covered Services are not rendered by a Health Care Provider who is subject to state
law prohibiting balance billing (§19-710(p) of the Health-General Article).

Essential Health Benefits: Has the meaning found in section 1302(b) of the Patient Protection and
Affordable Care Act and as further defined by the Secretary of the United States Department of Health and
Human Services and includes ambulatory patient services; emergency services; hospitalization; maternity
and newborn care; mental health and substance use disorder Services, including behavioral health
treatment; prescription drugs; rehabilitative and Habilitative Services and devices; laboratory services;
preventive and wellness services and chronic disease management; and pediatric Services, including oral
and vision care.
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F
Family Caregiver: A relative by blood, marriage, domestic partnership or adoption of the terminally ill
Member.

Family Coverage: Any coverage other than Self-Only Coverage.
Family Unit: A Subscriber and all of his or her enrolled Dependents.

Fee Schedule: A listing of procedure-specific fees developed by the Health Plan and for which the Plan
Provider agrees to accept as payment in full for covered Services rendered.

Filing Date: The earlier of five (5) days after the date of mailing or the date of receipt by the Health Plan
when you mail information to us.

G

Grievance: A protest filed by a Member or his or her Authorized Rey esenf.tive with Health Plan through
our internal grievance process regarding an Adverse Decision concernii..the Mf.nber. A Grievance does
not include a verbal request for reconsideration of a Utilizati{ 2 Review detc ¥ .ination.

Grievance Decision: A final determination by the Hea™".i. “an v »t arisd, from a Grievance filed with us
under our internal grievance process regarding an A< verse D cision' . ncerning a Member.

Group: The entity with which we have entered i¢ » the. .cement that includes this Evidence of Coverage.

H

Habilitative Services: Services and devic s, slua ag occupational therapy, physical therapy, and speech
therapy that help a child and adult keep, lear. yor 111, -ove skills and functioning for daily living.

Health Education and Advocacy Umic The health Education and Advocacy Unit in the Division of
Consumer Protection of the.Qffice o #'C Attorney General.

Health Care Provide/ . An_iw"widu | or facility as defined in Health General Article, §19-132(g),
Annotated Code of Mary ...

Health Care Service: A het.""or medical care procedure or service rendered by a Health Care Provider
that:
1. Provides testing, diagnosis, or treatment of a human disease or dysfunction; or
2. Dispenses drugs, medical devices, medical appliances, or medical goods for the treatment of a
human disease or dysfunction; or
3. Provides any other care, service or treatment of disease or injury, the correction of defects, or the
maintenance of the physical and mental well-being of human beings.

Health Plan: Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. This EOC sometimes refers
to the Health Plan as “we” or “us”.

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

High Deductible Health Plan (HDHP): A health benefit plan that meets the requirements of Section
223(c)(2) of the Internal Revenue Code. The health care coverage under this Agreement has been designed
to be an HDHP qualified for use with a Health Savings Account (HSA).

Hospice Care Services: A coordinated, inter-disciplinary program of Hospice Care Services for meeting
the special physical, psychological, spiritual and social needs of terminally ill individuals and their families,
by providing palliative and supportive medical, nursing and other health Services through home or inpatient
care during the illness and bereavement to:

1. Individuals who have no reasonable prospect of cure as estimated oy a physician; and

2. Family Members and Caregivers of those individuals.

|

Independent Freestanding Emergency Department: A hesth care facilit; #(.tis geographically separate
and distinct and licensed separately from a Hospital under.2anlic xle State law and provides any Emergency
Services.

K

Kaiser Permanente: Kaiser Foundation Heal 1" 2lan * € the Mid-Atlantic States, Inc., Mid-Atlantic
Permanente Medical Group, P.C. and Kaizer Foun ‘atic » Hospitals.

M
Medical Group: The Mid-Atlanti  \ “ymanentc Medical Group, P.C.

Medically Necessary: Medically N« e ary nicans that the Service is all of the following:
1. Medically requiz( u to preven: diagnose or treat the Member’s condition or clinical symptoms;
2. Inaccordance v ith ga@ _ia: v a  cepted standards of medical practice;
3. Not solely for the convenie: e of the Member, the Member’s family and/or the Member’s provider;
and
4. The most appropriate level of Service which can safely be provided to the Member. For purposes
of this definition, “generally accepted standards of medical practice” means:
a. Standards that are based on credible scientific evidence published in peer-reviewed medical
literature generally recognized by the relevant medical community;
Physician specialty society recommendations;
The view of physicians practicing in the Kaiser Permanente Medical Care Program; and/or

o o

d. Any other relevant factors reasonably determined by us. Unless otherwise required by law, we
decide if a Service (described in Section 3: Benefits, Exclusions and Limitations) is Medically
Necessary and our decision is final and conclusive subject to the Member’s right to appeal, or
go to court, as set forth in Section 5: Health Care Service Review, Appeals and Grievances.

Medicare: A federal health insurance program for people age 65 and older, certain disabled people, and
those with end-stage renal disease (ESRD).
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Member: A person who is eligible and enrolled under this EOC, and for whom we have received applicable
Premium. This EOC sometimes refers to Members as “you” or “your.”

N

Non-Physician Specialist: A health care provider who:

1. Is not a physician;

2. Islicensed or certified under the Health Occupations Article; and

3. Is certified or trained to treat or provide Health Care Services for a specified condition or disease
in a manner that is within the scope of the license or certification of the Health Care Provider; or

4. Islicensed as a Behavioral Health Program under §7.5-401 of the Maryland Health-General Article.

Q)

Out-of-Network Rate: With respect to an item or service furnished bx « non-Participating Provider, non-
Participating Emergency Facility, or non-Participating Provider of A : Ambk{.ance Services, means:

1. In a State that has an All-Payor Model Agreement under section . ,15A¢t the Social Security Act
that applies to the Plan or carrier, non-Participatin_yProvider or ‘.on-Participating Emergency
Facility, and item or Service, the amount Healthe™ T is i nuired< " pay under the All-Payer Model
Agreement for such Service. For certain Sez ices bi ed by “.ryland hospitals, this is the amount
for the Service under the All-Payer Model » srea’ient as approved by the Health Services Cost
Review Commission (HSCRC)..

2. If there is no such All-Payer Model Agt er. at aiount applicable to the covered Service, then
under Maryland law, the amou. . 2lth “lan 5 required to pay pursuant to §19-710.1 of the
Maryland Health-General Article.

3. If no All-Payer Model A, r¢dipent or « ate law amount as described in items #1 and # 2 above
applies to the covered iter \ ors. ¢ pe, an amount agreed upon by Health Plan and the non-
Participating Prox’=.cor nor, articipating Emergency Facility.

4. Ifitems#1,#2,/ nd #3.a'mwre a_e=s not apply, then an amount determined by a certified independent
dispute resolutic."_JR) en ty under the federal IDR process, as described in section 2799A—1(c)
or 2799A-2(b) of tha fedd al Public Health Service Act, as applicable.

Orthotic Device: An appliance or apparatus used to support, align, prevent or correct deformities, or to
improve the function of movable parts of the body.

Out-of-Pocket Maximum: The maximum amount of Deductibles, Copayments and Coinsurance that an
individual or family is obligated to pay for covered Services per calendarYear.

P

Participating Emergency Facility: Any Emergency Facility that has contracted directly with health plan
or an entity contracting on behalf of Health Plan to provide Health Care Services to Health Plan’s Members.
A single case agreement between an Emergency Facility and Health Plan that is used to address unique
situations in which a Member requires Services that typically occur out-of-network constitutes a contractual
relationship for purposes of this definition, and is limited to the parties to the agreement.

Participating Facility: A Health Care Facility that has contracted directly with Health Plan or an entity

MDLG-APPX-DEF(01-24) DEF.8



Kaiser Permanente
Maryland Large Group Agreement and Evidence of Coverage

contracting on behalf of Health Plan to provide Health Care Services to Health Plan’s Members. A single
case agreement between a health care facility and Health Plan that is used to address unique situations in
which a Member requires Services that typically occur out-of-network constitutes a contractual relationship
for purposes of this definition, and is limited to the parties to the agreement. Additionally, for purposes of
this definition and in the context of non-Emergency Services, “Health Care Facility” is limited to a hospital,
as defined in section 1861(e) of the Social Security Act; a hospital outpatient department; a critical access
hospital, as defined in section 1861(mm)(1) of the Social Security Act; and an ambulatory surgical center
described in section 1833(i)(1)(A) of the Social Security Act.

Participating Network Pharmacy: Any pharmacy with whom we have entered into an agreement to
provide pharmaceutical Services to Members.

Participating Provider: A physician or other Health Care Provider that ¥ s contracted directly with Health
Plan or an entity contracting on behalf of Health Plan to provide hf.lth cads Services to Health Plan’s
Members.

Plan: Kaiser Permanente.

Plan: (For use in relation to Coordination of Benefits ssavisic hs only.<rhich are located in Section 4:
Subrogation, Reductions and Coordination of Ben< .ts): A y ot hef ollowing that provides benefits or
services for, or because of, medical care or treatment.” 2divid ial or group insurance or group-type coverage,
whether insured or uninsured. This includes pre, . d gro. « practice or individual practice coverage. “Plan”
does not include an individually underwritten an'’\ 15 wed, ', saranteed renewable, specified disease policy
or intensive care policy, that does not pil e benc fits « ) an expense-incurred basis. “Plan” also does not
include the medical benefits under an autoi. abiicipe ‘cy, including benefits for personal injury protection.
“Plan” also does not include:
1. Accident only coverage;

Hospital indemnityzaaverage '+ nefits or other fixed indemnity coverage;
Specified diseag’ or specified ccident coverage;
Limited benefit yeal"Cove age, as provided for by Maryland state law;
School accident-type cover ges that cover students for accidents only, including athletic injuries,
either on a twenty-f& 0 Z4)-hour basis or on a “to and from school” basis;
6. Benefits provided in long-term insurance policies for non-medical services, for example, personal
care, adult day care, homemaker services, assistance with activities of daily living, respite care
and custodial care or for contracts that pay a fixed daily benefit without regard to expenses
incurred or the receipt of services;
Personal injury protection under a motor vehicle insurance policy;
Medicare supplement policies;
A state plan under Medicaid; or
0. A governmental plan, which, by law, provides benefits that are in excess of those of any private

insurance plan or other non-governmental plan.

kAN

= o 0~

Plan Facility: A Plan Medical Center, a Plan Provider’s medical office, a Plan Provider’s facility or a Plan
Hospital.

A single case agreement between a Health Care Facility and Health Plan that is used to address unique
situations in which a Member requires Services that typically occur out-of-network constitutes a contractual
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relationship for purposes of this definition, and is limited to the parties to the agreement. Additionally, for
purposes of this definition and in the context of non-Emergency Services, ‘Health Care Facility’ is limited
to a hospital (as defined in section 1861(e) of the Social Security Act); a hospital outpatient department; a
critical access hospital (as defined in section 1861(mm)(1) of the Social Security Act); and an ambulatory
surgical center described in section 1833(i)(1)(A) of the Social Security Act.

Plan Hospital: Any hospital in our Service Area where you receive hospital care pursuant to our
arrangements made by a Plan Physician.

A single case agreement between an emergency facility and Health Plan that is used to address unique
situations in which a Member requires Services that typically occur out-of-network constitutes a contractual
relationship for purposes of this definition, and is limited to the parties to the agreement.

Plan Medical Center: Medical office and specialty care facilities suchk{.s imaging centers operated by us
in which Medical Group and other Health Care Providers including’ Non-P!sician Specialists employed
by us provide primary care, specialty care and ancillary care Services 1. M.embers

Plan Pharmacy: Any pharmacy that:

1. Islocated at a Plan Medical Center; or
2. Contracts, directly or indirectly, to provide $ rvices, » Mer. (5.

Plan Physician: Any licensed physician who is » em; ', ¢e of Medical Group, or any licensed physician
who contracts with us, directly or indirectly, to p;dv He Sc sices to Members.

Plan Provider: A Plan Hospital, Plan I .%sian, (r oti.)r health care provider, including Non-Physician
Specialists, that contracts with us to provide Serviin: to Members.

Post Stabilization Care: Medical 7 INcipssary « rvices related to your Emergency Medical Condition that
you receive after your attending' m<.genv,” physician or Treating Provider determines that Your
Emergency Medical Cefaition is & abilized. We cover Post-Stabilization Care only when (1) it is
considered to be Emerg ncy S« .. s U wder federal law, without Prior Authorization, or, (2) we determine
that such Services are Mcuically N¢ essary pursuant to a request for Prior Authorization for the Service(s).
Premium: Periodic member{ s _narges paid by Group.

Primary Care: Services rendered by a Health Care Practitioner in the following disciplines:
1. General internal medicine;
2. Family practice medicine;
3. Pediatrics; or
4. Obstetrics/gynecology (OB/GYN).

Prior Authorization: Our determination that a proposed Service is covered and Medically Necessary
pursuant to Our Quality Resource Management Program in advance of your receipt of the Service.

Prosthetic Device: An artificial substitute for a missing body part used for functional reasons.
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Rare Medical Condition: A disease or condition that affects less than 200,000 individuals in the United
States or approximately 1 in 1,500 individuals worldwide. Rare Medical Condition includes, but is not
limited to: Cystic Fibrosis, Hemophilia, and Multiple Myeloma.

Recognized Amount: With respect to an item or Service furnished by a non-Participating Provider or non-
Participating Emergency Facility, means an amount that is determined as follows:

1. In a State that has an All-Payer Model Agreement under section 1115A of the Social Security Act
that applies to the Plan or carrier, non-Participating Provider or non-Participating Emergency
Facility, and item or Service, the amount Health Plan is required to pay under the All-Payer Model
Agreement for such Service. For certain Services billed by Maryland hospitals, this is the amount
for the Service under the All-Payer Model Agreement as appreoi -d by the HSCRC.

2. Ifthere is no such All-Payer Model Agreement applicable tod e Serx( Ce, then under Maryland law,
the amount that Health Plan is required to pay pursuant to ¢ 9 /10.1 4 'the Maryland Health-
General Article.

3. If no All-Payer Model Agreement or State law amou % as described in items #1 and #2 above,
applies to the covered Service, then the lesser o/ .ine « hour hilled oy the non-Participating Provider
or non-Participating Emergency Facility, oil ae Qua’ iying k. yment Amount.

Respite Care: Temporary care provided to the. . »mina. 7 ill Member to relieve the Member’s Caregiver
from the daily care of the Member.

S

Self-Only Coverage: Coverage foma Subscric ar only, with no Dependents covered under this Plan.

Serious or Complex Condition: Iri_he ¢ .c'3%2n acute illness, a condition that is serious enough to require
specialized medical treatmaso avoi C.ae reasonable possibility of death or permanent harm or, in the case
of a chronic illness or ¢/ adition.a,cor. ‘ition that is life-threatening, degenerative, potentially disabling, or
congenital, and requires " .alizea medical care over a prolonged period of time.

Service: A health care item<a vice that is covered under this Agreement and Medically Necessary to
prevent, diagnose, or treat a medical condition.

Service Area: The areas of the District of Columbia; the following Virginia counties — Arlington, Fairfax,
King George, Loudoun, Spotsylvania, Stafford, Prince William, and specific ZIP codes within Caroline,
Culpeper, Fauquier, Hanover, Louisa, Orange and Westmoreland; the following Virginia cities —
Alexandria, Falls Church, Fairfax, Fredericksburg, Manassas and Manassas Park; the following Maryland
areas: the City of Baltimore; the following Maryland counties: Anne Arundel, Baltimore, Carroll, Harford,
Howard, Montgomery, and Prince George’s, and specific ZIP codes within Calvert, Charles, and Frederick
counties. A listing of these ZIP codes may be obtained from any Health Plan office.

Skilled Nursing Facility: A facility that provides inpatient skilled nursing care, rehabilitation Services, or
other related Health Care Services and is certified by Medicare. The facility’s primary business must be the
provision of twenty-four (24)-hour-a-day licensed skilled nursing care. The term “Skilled Nursing Facility”
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does not include a convalescent nursing home, rest facility or facility for the aged that furnishes primarily
custodial care, including training in routines of daily living.

Specialist: A licensed health care professional that includes physicians and non-physicians who is trained
to treat or provide health care Services for a specified condition or disease in a manner that is within the
scope of their license or certification. Specialist physicians shall be board-eligible or board-certified.

Specialty Drugs: A prescription drug that:

1. Is prescribed for an individual with a Complex or Chronic Medical Condition, or a Rare Medical
Condition;

2. Costs $600 or more for up to a 30-day supply;

Is not typically stocked at retail pharmacies; and

4. Requires a difficult or unusual process of delivery to the Men< ¢cr in the preparation, handling,
storage, inventory, or distribution of the drug; or requires enhaf ced patient education, management,
or support, beyond those required for traditional dispensing, =fef_ or aftar administration of the
drug.

W

Spouse: The person to whom you are legally married to under aplicable law.

Stabilize: To provide the medical treatment for and_merg icy I 2@ _al Condition that is necessary to
assure, within reasonable medical probability, that i » mat.1al deterioration of the condition is likely to
result from or occur during the transfer of the pt_.»n frc. the facility to a Plan Provider. With respect to a
pregnant person who is having contractions, when thc 2 is 1. dequate time to safely transfer them to another
hospital before delivery (or the transfer< Jpnose |\ thicit to the health or safety of the person or unborn
child), “Stabilize” means to deliver (inclua. 2 tiicipls centa).

Subscriber: A Member who is ¢ gicimfor my wbership on his or her own behalf and not by virtue of
Dependent status (unless coverage 1 \pra’ 1dee Zinder a continuation of coverage provision) and who meets
the eligibility requiremen as '« Subsc_ ber. (For Subscriber eligibility requirements, see Eligibility for This
Plan in Section 1: Intrl luctice’"Zwou \Kaiser Permanente Health Plan).

T

Totally Disabled:
For Subscribers and Adult Dependents: In the judgment of a Plan Physician, a person is totally
disabled by reason of injury or sickness if the Member is unable to perform each and every duty
pertaining to his or her occupation during the first fifty-two (52) weeks of the disability. After the first
fifty-two (52) weeks, a person is totally disabled if the Member is unable to perform each and every
duty of any business or occupation for which the Member is reasonably fitted by education, training

and experience.

For Dependent Children: In the judgment of a Plan Physician, an illness or injury which makes the
child unable to substantially engage in any of the normal activities of children in good health and like
age.

Treating Provider: A physician or other health care provider who has evaluated the Member’s Emergency
Medical Condition.
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Urgent Care Services: Services required as the result of a sudden illness or injury, which requires prompt
attention, but are not of an emergent nature.

Urgent Medical Condition: As used in Section 5: “Health Care Service Review, Appeals and
Grievances”, a condition that satisfies either of the following:

1. A medical condition, including a physical, mental health or dental condition, where the absence of
medical attention within seventy-two (72) hours could reasonably be expected by an individual,
acting on behalf of the Health Plan, applying the judgment of a prudent layperson who possesses
an average knowledge of health and medicine, to result in:

a. Placing the Member's life or health in serious jeopardy;
The inability of the Member to regain maximum function;
Serious impairment to bodily function;
Serious dysfunction of any bodily organ or part; or

o a0 o

The Member remaining seriously mentally ill with sympton._that c//.se the member to be a

danger to self or others; or

2. A medical condition, including a physical, menta'shealti ar denta’*zondition, where the absence of
medical attention within seventy-two (72) hears in he oy i n of a Health Care Provider with
knowledge of the Member's medical condi »n, ¥ uld subject the Member to severe pain that
cannot be adequately managed withoui = cai. or treatment that is the subject of the Coverage
Decision.

\Y

Visit: The instance of going to.ar staying ha hea..n care facility, and, with respect to Services furnished
to a Member at a Health Care' ‘ac.iisz incle 'es, in addition to Services furnished by a provider at the
health care facility, equipmer \and ac pes, telemedicine Services, imaging Services, laboratory
Services, and preopersy and | Croperative Services, regardless of whether the provider furnishing
such Services is at t' ¢ health.care' hcility.
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