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Shown below are the Premium amounts referenced under “Premium” in the “Premium, Eligibility, and
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MONTHLY PREMIUM
Premium Due Date is last day of the month preceding the month of membership.

For renewing Members, the Premium amount you pay is based on each Member’s age as of January 1, 2026.
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&% KAISER PERMANENTE.

Kaiser Foundation Health Plan of the Northwest

A nonprofit corporation
Portland, Oregon

Kaiser Permanente Individuals and Families
Adult Dental Plan
Evidence of Coverage

Group Number: <90> - <4>

This Evidence of Coverage is effective January 1, 2026 through Dgéember 31, 2026.

Printed: <92>

WITH WHICH YOU ARE FAMILIAR. IF YOU HAVE AN TIONS ABOUT YOUR COVERAGE,
PLEASE CALL US.

10-DAY CANCELLATION POLICY:

If you are not satisfied with this Evidence of

the coverage within 10 days of the date ofide
If you cancel the coverage, your Pre '

oli son, you can rescind the contract and cancel
ifying and returning this Evidence of Coverage to us.
nents, if any, will be refunded, and your coverage will
ged as a non-member for Services and benefits you
d applies. If we do not pay the refund within 30 days from the
eturied, an additional 10 percent will be added to the refund.

be void from the beginning. As a res
received during the period to which the
date that this Evidence of Cov;

Member Services

Monday through Friday (except holidays)
8am.to6 p.m. PT

Allareas ........ccccceuene... 1-800-813-2000

Dental Appointment Center

Allareas ........ccocevvenn... 1-800-813-2000
TTY
Allareas ........cccceeeeeiinl. 711

Language interpretation services
Allareas ............cccceees 1-800-324-8010

kp.org/dental/nw
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KP WA ADULT DENTAL - $1000/$50 DED BENEFIT SUMMARY

This “Benefit Summary,” which is part of this Evidence of Coverage (EOC), is a summary of answers to the most
frequently asked questions about benefits. This summary does not fully describe benefits, limitations, or
exclusions. To see complete explanations of what is covered for each benefit (including exclusions and
limitations), and for additional benefits that are not included in this summary, please refer to the “Benefits,”
“Exclusions and Limitations,” and “Reductions” sections of this EOC. All Services are subject to the
applicable Cost Share, unless otherwise noted.

Dental Services described in this “Benefit Summary” are only covered for Members age 19 years and older.

Benefit Maximum

Per Member per Year $1,000
Deductible You Pay
For one Member per Year $50
For an entire Family per Year $150

Preventive and Diagnostic Services (not subject to the

Deductible) You Pay
Oral exam, including evaluations and diagnostic exams $0
Fluoride treatments $0
Teeth cleaning $0
Space maintainers $0
X-rays $0
Minor Restorative Services You Pay
Routine fillings 20% Coinsurance after Deductible
Simple extractions 20% Coinsurance after Deductible
Restorations (composite/actylic, steel, and s 20% Coinsurance after Deductible
Oral Surgery Services You Pay
Major oral surgery 50% Coinsurance after Deductible
Surgical tooth extractions 50% Coinsurance after Deductible
Periodontic Services You Pay
Scaling and root planing 50% Coinsurance after Deductible
Periodontal surgery 50% Coinsurance after Deductible
Treatment of gum disease 50% Coinsurance after Deductible
Endodontic Services You Pay
Root canal and related therapy
Anterior Tooth 50% Coinsurance after Deductible
Bicuspid Tooth 50% Coinsurance after Deductible
Molar Tooth 50% Coinsurance after Deductible
Major Restorative Services You Pay
Bridge abutments 50% Coinsurance after Deductible
Noble metal gold or porcelain crowns 50% Coinsurance after Deductible
Inlays 50% Coinsurance after Deductible
Pontics 50% Coinsurance after Deductible
Removable Prosthetic Services You Pay
Full upper and lower dentures 50% Coinsurance after Deductible
Partial dentures 50% Coinsurance after Deductible
Rebases 50% Coinsurance after Deductible
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Relines

50% Coinsurance after Deductible

Emergency Dental Care

You Pay

From Participating Providers

The Cost Share that normally applies for
non-emergency dental care Services

From Non-Participating Providers outside the Service Area

The Cost Share that normally applies for non-

emergency dental care Services, plus amounts

that exceed Usual and Customary Charges for
qualifying claims

Other Dental Services (not subject to or counted toward the
Deductible or Benefit Maximum)

You Pay

Nightguards 35% Coinsurance
Nitrous oxide $25
Dependent Limiting Age Limiting Age
Dependent Limiting Age 26
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INTRODUCTION

This Evidence of Coverage (EOC), including the “Benefit Summary,” describes the dental care coverage of the
Kaiser Permanente Individuals and Families Adult Dental Plan. Members are entitled to covered Services
only at Participating Dental Offices and from Participating Providers, except as noted in this EOC. For
benefits provided under any other plan, refer to that plan’s evidence of coverage.

The provider network for this Adult Dental Plan is the Dental network. Permanente Dental Associates, PC, is
included in the Dental network.

Kaiser Foundation Health Plan of the Northwest uses health care benefit managers to administer this Plan.
For a current list of the health care benefit managers we use and the services they provide, please visit
kp.org/disclosures; look under “Choose your region”; select Oregon / SW Washington; click on “Coverage
information”; expand the “Getting care” list; and open the document titled Lst of Health Care Benefit Managers.

The provisions of this EOC must be considered together to fully understand the benefits available under the
EOC. In this EOC, Kaiser Foundation Health Plan of the Northwest is sgmetimes referred to as “Company,”
“we,” “our,” or “us.” Members are sometimes referred to as “you.” Soml€ capitalized terms have special
meaning in this EOC; please see the “Definitions” section for term hould know. The benefits under

this plan are not subject to a pre-existing condition waiting perio

Term of This EOC and Renewal

Term of This EOC

Dental benefit coverage under this £EO
only for the period for which Compag

period stated on the cover page will be provided
plicable Premium.

Renewal

new evidence of coverage to become effective immediately

énd the term of this EOC. The new evidence of coverage will include
. If Subscriber does not renew this EOC, Subscriber must give
Company written notice as describgdffinder “How You May Terminate Your Membership” in the
“Termination of Membership” section.

This EOC will not be terminated, except as described in the “Termination of Membership” section.

About Kaiser Permanente

Kaiser Permanente provides or arranges for Services to be provided directly to you and your Dependents
through an integrated dental care system. Company, Participating Providers, and Participating Dental Offices
work together to provide you with quality dental care Services. Our dental care program gives you access to
the covered Services you may need, such as routine care with your own personal Participating Dentist and
other benefits described in the “Benefits” section.

We provide covered Services using Participating Providers and Participating Dental Offices located in our
Service Area except as described under “In a Dental Emergency” in the “Emergency and Urgent Dental
Care” section and under “Emergency Dental Care and Urgent Dental Care” in the “Benefits” section.

To obtain information about Participating Providers and Participating Dental Offices go to kp.org/
dental/nw/directory or call Member Services.
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For more information about your benefits, our Services, or other products, please call Member Services or
email us by registering at kp.org/register.

DEFINITIONS

Annual Renewal Date. The Annual Renewal Date is January 1 of each year.

Benefit Maximum. The maximum amount of benefits that will be paid in a Year as more fully explained in
the “Benefit Maximum” section of this EOC. The amount of your Benefit Maximum is shown in the “Benefit
Summary.” Specific Services may have separate benefit maximum amounts, as shown in the “Benefit
Summary.”

Benefit Summary. A section of this EOC which provides a brief description of your dental plan benefits and
what you pay for covered Services.

Charges. The term “Charges” is used to describe the following:

* For Services provided by Permanente Dental Associates, PC, the charges in Company’s schedule of
charges for Services provided to Members.

= For Services for which a provider (other than Permanente Dent.
capitation basis, the charges in the schedule of charges that C
provider.

sociates, PC) is compensated on a
gotiates with the capitated

» For items obtained at a pharmacy owned and operate

pharmacy Services to Members, and the phar
requirements of Company.)

= For all other Services, the payment tha s for the Services (or, if Company subtracts a Cost

have paid if it did not subtract the Cost Share).

Coinsurance. A percentage of Char
the “What You Pay” section.

Company. Kaiser Foundatig ,
sometimes refers to Comp@n or “us.”

Copayment. The defined dolf
in the “What You Pay” section.

Cost Share. The Deductible, Copayment, or Coinsurance you must pay for covered Services.

Deductible. The amount you must pay for certain Services you receive in a Year before we will cover those
Services, subject to any applicable Copayment or Coinsurance, in that Year.

Dental Facility Directory. The Dental Facility Directory includes addresses, maps, and telephone numbers for
Participating Dental Offices and provides general information about getting dental care at Kaiser Permanente.

Dental Provider Directory. The Dental Provider Directory lists Participating Providers, includes addresses for
Participating Dental Offices, and provides general information about each Participating Provider such as
gender, specialty, and language spoken.

Dental Specialist. A Participating Provider who is an endodontist, oral pathologist, oral radiologist, oral
surgeon, orthodontist, pediatric dentist, periodontist or prosthodontist. A referral by a Participating Dentist is
required in order to receive covered Services from a Dental Specialist.

Dentally Necessary. A Service that, in the judgment of a Participating Dentist, is required to prevent,
diagnose, or treat a dental condition. A Service is Dentally Necessary and appropriate only if a Participating
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Dentist determines that its omission would adversely affect your dental health and its provision constitutes a
dentally appropriate course of treatment for you in accord with generally accepted professional standards of
practice that are consistent with a standard of care in the dental community and in accordance with applicable
law. Unless otherwise required by law, we decide if a Service is Dentally Necessary. You may appeal our
decision as set forth in the “Grievances, Claims, and Appeals” section. The fact that a Participating Dentist
has prescribed, recommended, or approved a Service does not, in itself, make such Service Dentally
Necessary and, therefore, a covered Service.

Dentist. Any licensed doctor of dental science (DDS) or doctor of medical dentistry (DMD).

Dependent. A Member who meets the eligibility requirements for a dependent as described in the “Who Is
Eligible” section.

Dependent Limiting Age. The “Premium, Eligibility, and Enrollment” section requires that most types of
Dependents (other than Spouses and disabled Dependents as described in the “Dependents” section) be
under the Dependent Limiting Age in order to be eligible for membership. The “Benefit Summary” shows
the Dependent Limiting Age.

Emergency Dental Care. Dentally Necessary Services to treat Emerggcy Dental Conditions.

Emergency Dental Condition. A dental condition, or exacerbati
occurring suddenly and unexpectedly, involving injury, swellin,
teeth and gums such that a prudent layperson possessing an
reasonably expect the absence of immediate dental attenti

existing dental condition,
xtreme pain in or around the
f health and medicine could

* Placing the person’s health (or, with respect to a pregna an, the health of the woman or her unborn

child) in serious jeopardy;
= Serious impairment to bodily functions; or

= Serious dysfunction of any bodily orgz part.

Evidence of Coverage (EOC). This ocument provided to the Member that specifies
and describes benefits and condition

Family. A Subscriber and their Lor Dependents.

Hospital Services. Medica ervices provided in a hospital or ambulatory surgical center.

Medically Necessary. Our detet on that the Service is all of the following: (i) medically required to
prevent, diagnose or treat your condition or clinical symptoms; (i) in accordance with generally accepted
standards of medical practice; (iii) not solely for the convenience of you, your family and/or your provider;
and, (iv) the most appropriate level of Service which can safely be provided to you. 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; (b) physician specialty society recommendations; (c) the view of physicians practicing in the
relevant clinical area or areas within Kaiser Permanente locally or nationally; and/or (d) any other relevant
factors reasonably determined by us. Unless otherwise required by law, we decide if a Service is Medically
Necessary. You may appeal our decision as set forth in the “Grievances, Claims, and Appeals” section. The
fact that a Participating Provider has prescribed, recommended, or approved a Service does not, in itself,
make such Service Medically Necessary and, therefore, a covered Service.

Member. A person who is eligible and enrolled under this EOC, and for whom we have received applicable
Premium. This EOC sometimes refers to a Member as “you.” The term Member may include the Subscriber
or their Dependent.
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Non-Participating Dental Office. Any dental office or other dental facility that provides Services, but
which is not a Participating Dental Office.

Non-Participating Provider. Any Dentist who is not a Participating Dentist; or a person who is not a
Participating Provider and who is regulated under state law to practice dental or dental-related Services or
otherwise practicing dental care Services consistent with state law.

Participating Dental Office. Any facility listed in the Dental Facility Directory for our Service Area.
Participating Dental Offices are subject to change.

Participating Dentist. Any Dentist who contracts directly or indirectly with Company, has agreed to provide
covered Services to Members, and who is listed in the Dental Provider Directory. Participating Dentists are
subject to change.

Participating Provider. Any person who is a Participating Dentist; or a person who is regulated under state
law to practice dental or dental-related Services or otherwise practicing dental care Services consistent with
state law, including an expanded practice dental hygienist, denturist, pediatric dental assistant, registered
nurse, or advanced registered nurse practitioner, and who is an employee @r agent of a Participating Dentist.
Participating Providers are subject to change.

Premium. Monthly membership charges paid by, or on behalf of, mber. The Premium is in addition

to and does not include any Cost Share.

Premium Due Date. Last day of the month preceding the

gent Dental Condition.

Urgent Dental Condition. A
from becoming more serious, butigha

dental condition that requires prompt dental attention to keep it
§ not an Emergency Dental Condition.

Usual and Customary Charge (UCC). The lower of (1) the actual fee the provider, facility, or vendor
charged for the Service, or (2) the 90th percentile of fees for the same or similar Service in the geographic
area where the Service was received according to the most current survey data published by FAIR Health Inc.
or another national service designated by Company.

Year. A period of time that is a calendar year beginning on January 1 of any year and ending at midnight
December 31 of the same year.

PREMIUM, ELIGIBILITY, AND ENROLLMENT

Premium

Only Members for whom Company has received the applicable Premium are entitled to membership under
this EOC, and then only for the period for which Company has received the applicable Premium.
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Monthly Premium

Subscriber must pay Company the applicable Premium for each month so that Company receives it on or
before the Premium Due Date.

Who Is Eligible

General

Enrollment in this plan is subject to our approval of your application for this Kaiser Permanente Individuals
and Families Dental Plan. In order to be eligible to enroll in this plan you must either:

=  Elect to enroll under this plan at the time of enrollment onto one of Company’s Kaiser Permanente
Individuals and Families medical plans, or

= Ifyou fail to elect to enroll under this plan at the time of enrollment onto one of Company’s Kaiser
Permanente Individuals and Families medical plans, or if you terminate coverage under this plan or any
other Company Kaiser Permanente Individuals and Families dental plan after making the election, but
prior to the next Annual Renewal Date, you may not enroll on this until the next Annual Renewal
Date.

Subscriber

To be eligible to enroll and to remain enrolled as a Subscribe
requirements:

of the following

=  On your membership effective date under this EOC, yo be enrolled as a Member in one of

Plan.

*  You must live in our Washingto
will not be eligible to continue me

eligibility, please contact \ The Subscriber’s or the Subscriber’s Spouse’s otherwise
eligible children are no se they live outside our Service Area or in another Kaiser
Foundation Health Pla

Dependents

If you are a Subscriber, the followinl@ persons are eligible to enroll as your Dependents:
= Your Spouse who is age 19 years or older.

= A person who is age 19 years or older and who is under the Dependent Limiting Age shown in the
“Benefit Summary” and who is any of the following:

e Your or your Spouse’s child.

e A child adopted by you or your Spouse.

e Any other person for whom you or your Spouse is a court-appointed guardian.
e A child placed with you or your Spouse for foster care.

* A person who is age 19 years or older and who is primarily dependent upon you or your Spouse for
support and maintenance if the person is incapable of self-sustaining employment by reason of a
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developmental disability, mental illness, or a physical disability that occurred prior to the person reaching
the Dependent Limiting Age shown in the “Benefit Summary,” if the person is any of the following:

¢ Your or your Spouse’s child.
e A child adopted by you or your Spouse.

e Any other person for whom you or your Spouse is a court-appointed guardian and was a court-
appointed guardian prior to the person reaching the Dependent Limiting Age shown in the “Benefit
Summary.”

You must provide proof of incapacity and dependency annually upon request, but only after the two-year
period following attainment of the Dependent Limiting Age shown in the “Benefit Summary.”

When You Can Enroll and When Coverage Begins

An individual may enroll for coverage in a Kaiser Permanente Individuals and Families Dental Plan during
the annual open enrollment period, or within 60 days after a qualifying event occurs as defined in applicable
state and federal law.

There are requirements that you must meet to take advantage of a s
prov1d1ng proof of your own ot your Dependent’s quahfymg eve

| enrollment period, including
more about qualifying events,
imeframes for submitting

isit
kp.org/specialenrollment to obtain a copy of our Speci
Note: During the enrollment process if we discover that you meone on your behalf intentionally
provided incomplete or incorrect material informa llment application, we will rescind your
membership This means that we will completely ca i

An individual may apply for enrollment ubscriber, and may also apply to enroll eligible Dependents, by
submitting an application to al open enrollment period. If we accept the application, we
will notify the individual o
specified in the notice.

Special Enroliment

A special enrollment period is opento individuals who experience a qualifying event, as defined in applicable
state and federal law. We will administer special enrollment rights in compliance with applicable state and
federal law.

Examples of qualifying events include, but are not limited to:

* Loss of minimum essential coverage for any reason other than nonpayment of Premium, rescission of
coverage, misrepresentation, fraud or voluntary termination of coverage.

*  Gaining a Dependent through marriage or entering into a domestic partnership.
* Loss of a Dependent through divorce or legal separation, or if the enrollee, or their Dependent dies.

Note: If the individual is enrolling as a Subscriber along with at least one eligible Dependent, only one
enrollee must meet one of the requirements for a qualifying event.

An individual may apply for enrollment as a Subscriber, and may also apply to enroll eligible Dependents, by
submitting an application to us within 60 days after a qualifying event, as defined in applicable state and
federal law.
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There are requirements that you must meet to take advantage of a special enrollment period, including
providing proof of your own or your Dependent’s qualifying event. To learn more, contact Member Services
or visit kp.org/specialenrollment.

Adding New Dependents to an Existing Account
To enroll a Dependent who becomes eligible to enroll after you became a Subscriber, you must submit a
Company-approved enrollment application within 60 days after a Dependent becomes newly eligible.

To add all other newly eligible Dependents (such as a new Spouse), you must submit an enrollment
application within 60 days after the qualifying event. Enrollment in this Plan is subject to our verification of
your eligibility.

Selecting and Switching Your Benefit Plan

If you are currently a Member on a Kaiser Permanente Individuals and Families Dental Plan you may switch
to another Kaiser Permanente Individuals and Families Dental Plan that we offer during the annual open
enrollment period, or if you experience a qualifying event as defined in applicable state and federal law.

When Coverage Begins

We will notity the enrollee of the date coverage will begin. Memb
date specified in the notice.

ins at 12 a.m. PT of the effective

If an individual enrolls in, adds a Dependent, or changes 1 plaggcoverage ddring the annual open
enrollment period, or a special enrollment period, the me shighettective date will be determined in
compliance with applicable state and federal law.

HOW TO OBTAIN SERVICES

As a Member, you must receive all covered Setvices articipating Providers and Participating Dental
i ifically permitted in this EOC. To locate a

We will not directly or indirectly prohibigh ccly contracting at any time to obtain dental Services
outside the plan. However, if t@ficceive Services from Non-Participating Providers and

not be covered under this E
you pay for non-covered Se s will ngfcount toward your Deductible.

Using Your Identification"Card

We provide each Member with a Company identification (ID) card that contains the Member medical record
number. Have your medical record number available when you call for advice, make an appointment, or seek
Services. We use your medical record number to identify your dental records, for billing purposes and for
membership information. You should always have the same medical record number. If we ever inadvertently
issue you more than one medical record number, let us know by calling Member Services. If you need to
replace your ID card, call Member Services.

Your ID card is for identification only and it does not entitle you to Services. To receive covered Services,
you must be a current Member. Anyone who is not a Member will be billed as a non-member for any Services
they receive. If you let someone else use your ID card, we may keep your card and terminate your
membership (see the “Termination for Cause” section). We may request photo identification in conjunction
with your ID card to verify your identity.
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Choosing a Personal Care Dentist

Your personal care Participating Dentist plays an important role in coordinating your dental care needs,
including routine dental visits and referrals to Dental Specialists. We encourage you and your Dependents to
choose a personal care Participating Dentist. To learn how to choose or change your personal care
Participating Dentist, please call Member Services.

The online Dental Provider Directory provides the names and locations of Participating Dentists. Before
receiving Services, you should confirm your Dentist has continued as a Participating Dentist. The information
in the Dental Provider Directory is updated monthly, however, for the most up-to-date information, contact
Member Services or go to kp.org/dental/nw/directory. Participating Dentists include both general
Dentists and Dental Specialists.

Referrals

Referrals to Participating Providers

When you need Services, you should talk with your personal care Partici
needs or your request for Services. Your Participating Dentist and oth
covered Services that are Dentally Necessary. Participating Dentist

ing Dentist about your dental
articipating Providers provide
e their judgment to determine if

Only the Services and number of visits that are listed on t will be covered, subject to any benefit
limitations and exclusions applicable to the Services.

es are covered Services, your Participating Dentist
share for these authorized referral Services are the

Participating Providers, and we determinggfhat
will refer you to a Non-Participating Padvider.

ided 49y
Services. Only the Services and number of visits that are listed on
the referral will be covered, s bencfit limitations and exclusions applicable to the Services.

If you need to make a routine d appointment, please contact Member Services. Routine
appointments are for dental need are not urgent such as checkups, teeth cleanings, and follow-up visits
that can wait more than a day or two. Try to make your routine care appointments as far in advance as
possible. For information about getting other types of care, refer to “Emergency and Urgent Dental Care” in
this “How to Obtain Services” section.

Emergency and Urgent Dental Care

In a Dental Emergency

If you have an Emergency Dental Condition that is not a medical emergency, Emergency Dental Care is
available 24 hours a day, every day of the week. Call the Dental Appointment Center and a representative will
assist you or arrange for you to be seen for an Emergency Dental Condition. We cover limited Emergency
Dental Care received outside of our Service Area from Non-Participating Providers and Non-Participating
Dental Offices. You will need to contact these providers and offices directly to obtain Emergency Dental
Care from them. See “Emergency Dental Care” under “Emergency Dental Care and Urgent Dental Care” in
the “Benefits” section for details about your Emergency Dental Care coverage.
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Obtaining Urgent Dental Care

If you need Urgent Dental Care, call the Dental Appointment Center and a representative will assist you. We
do not cover Urgent Dental Care (or other Services that are not Emergency Dental Care) received outside of
our Service Area or from Non-Participating Providers and Non-Participating Dental Offices. See “Urgent
Dental Care” under “Emergency Dental Care and Urgent Dental Care” in the “Benefits” section for details
about your Urgent Dental Care coverage.

Dental Appointment Center
All A1€AS vvvveviiereerreeeeeereeens 1-800-813-2000

Getting Assistance

We want you to be satisfied with the dental care you receive. If you have any questions or concerns, please
discuss them with your personal care Participating Dentist or with other Participating Providers who are
treating you.

Member Services representatives can answer any questions you have
and the facilities where you can receive Services. For example, the

ut your benefits, available Services,
lain your dental benefits, how to

while you are traveling, and how to replace your ID card. T i an also help you if you need

section of this EOC. Upon request, Member Services can a 1de you with written materials about your
coverage.

Member Services representatives are available to as rough Friday (except holidays), from
8 a.m. to 6 p.m. PT.

Allareas ... G
TTY for the hearing and speech imp ’ ................... 711

Language interpretation SErviCes. . ....... gt ceveveveurennne -800-324-8010

You may also email us by reg bsite at kp.org/register.

Participating Provid articipating Dental Office Compensation

Participating Providers and Partie
diem rates, fee-for-service, incentivéipayments, and capitation payments. Capitation payments are based on a
total number of Members (on a per-Member, per-month basis), regardless of the amount of Services
provided. Company may directly or indirectly make capitation payments to Participating Providers and
Participating Dental Offices only for the professional Services they deliver, and not for Services provided by
other providers, dental offices, or facilities. Please call Member Services if you would like to learn more about
the ways Participating Providers and Participating Dental Offices are paid to provide or arrange Services for
Members.

Our contracts with Participating Providers provide that you are not liable for any amounts we owe. However,
you will be liable for the cost of non-covered Services that you receive from a Participating Provider or from
Participating Dental Offices, as well as unauthorized Services you obtain from Non-Participating Providers
and Non-Participating Dental Offices.

Hold Harmless

We agree to hold you harmless from any claim or action by a Participating Provider for any amounts we owe
for the provision of covered Services under this EOC. This provision shall not apply to (1) your Cost Share;
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(2) Charges for Services provided after exhaustion of benefits under this EOC; or (3) Services not covered
under this EOC.

POST-SERVICE CLAIMS - SERVICES ALREADY RECEIVED

In general, if you have a dental bill from a Non-Participating Provider or Non-Participating Dental Office,
our Dental Claims department will handle the claim. Member Services can assist you with questions about
specific claims or about the claim procedures in general.

If you receive Services from a Non-Participating Provider following an authorized referral from a
Participating Provider, the Non-Participating Provider will send the bill to Dental Claims directly. You are not
required to file a claim.

However, if you receive Services from a Non-Participating Provider or Non-Participating Dental Office
without an authorized referral and you believe Company should cover the Services, you need to send a
completed dental claim form, the itemized bill, and your receipt or proof of payment to:

Kaiser Foundation Health Plan of the Northwest
Kaiser Permanente Dental Claims

PO Box 6927

Columbia, SC 29260

You can request a claim form from Member Services. When
your dental records from the Non-Participating Provider
them.

submit the , please include a copy of
on-Pasticipating Dental Office if you have

Company accepts American Dental Association ( im forms. If the provider bills Company
directly, you will not need to submit the claim for:

sovered Charges within 30 calendar days from receipt
unless additional information, 2 oordination of benefits, is required to make a decision. If the

notice will explain how lo i bd may be extended depending on the requirements of applicable
state and federal laws.

You will receive written notificat put the claim determination. This notification will provide an
explanation for any unpaid amounts¥It will also tell you how to appeal the determination if you are not
satisfied with the outcome, along with other important disclosures required by state and federal laws.

If you have questions or concerns about the claim determination, you may contact Member Services for an
explanation. If you believe the Charges are not appropriate, Member Services will advise you on how to
proceed.

WHAT YOU PAY

Benefit Maximum

Your dental plan may be subject to a Benefit Maximum. If your plan includes a Benefit Maximum, your
benefit is limited during each Year to the amount shown in the “Benefit Summary.” The “Benefit Summary”
also shows what Services do not count toward your Benefit Maximum. Otherwise, Charges for Services we
cover, less Cost Share you pay, count toward the Benefit Maximum. After you reach the Benefit Maximum,
you pay 100 percent of Charges for Services incurred during the balance of the Year.
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Deductible

In any Year, we will not cover Services that are subject to the Deductible until you meet the Member
Deductible or the Family Deductible as shown in the “Benefit Summary” during that Year. The only
payments that count toward the Deductible are those you make for covered Services that are subject to the
Deductible under this EOC. The “Benefit Summary” indicates which Services are subject to the Deductible.

For Services that are subject to the Deductible, you must pay all Charges for the Services when you receive
them, until you meet your Deductible. If you are the only Member in your Family, then you must meet the
Member Deductible. If there is at least one other Member in your Family, then you must each meet the
Member Deductible, or your entire Family must meet the Family Deductible, whichever occurs first. Each
Member Deductible amount counts toward the Family Deductible amount. Once the Family Deductible is
satisfied, no further Member Deductible amounts will be due for the remainder of the Year. The Member and
Family Deductible amounts are shown in the “Benefit Summary.”

After you meet the Deductible, you pay the applicable Copayment or Coinsurance for covered Services for
the remainder of the Year.

Copayments and Coinsurance

The Copayment or Coinsurance you must pay for each covered S
Deductible) is shown in the “Benefit Summary.” Copayments
Service.

BENEFITS

The Services described in this EOC “Benefits” sec
satisfied:

* You are a Member, age 19 years or oldgs ou receive the Services.

. e Dentally Necessary.
» The covered Services are provided ¢ orized, and/or directed by a Participating Dentist or
Participating Provider, excep [ 1ﬁcally noted to the contrary in this EOC.

» The Services are provided Taka iéipating Dental Office, except where specifically noted to the contrary
in this EOC.

Coverage is based on the least costly treatment alternative. If you request a Service that is a more costly
treatment alternative from that recommended by your Participating Dentist, but that accomplishes the same
goal, we will cover the Services up to the benefit level of the least costly treatment alternative. You will be
responsible for any additional Charges.

Your “Benefit Summary” lists your Cost Share for each covered Service. The Services covered by this plan are
described below. All benefits are subject to the “Exclusions and Limitations” and “Reductions” sections of
this EOC.

Preventive and Diagnostic Services

We cover the following preventive and diagnostic Services:
* Evaluations and diagnostic exams to determine Dentally Necessary treatment.
* Examination of your mouth (oral examination) to determine the condition of your teeth and gums.

= Fluoride treatments.
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* Routine preventive teeth cleaning (prophylaxis).
*  Sealants.
» Space maintainers (appliances used to maintain spacing after removal of a tooth or teeth).

= X-rays to check for cavities and to determine the condition of your teeth and gums.

Minor Restorative Services

We cover the following minor restorative dental Services:
* Routine fillings.

= Simple extractions.

»  Stainless steel and composite/acrylic restorations.

* Synthetic (composite, resin, and glass ionomer) restorations.

Oral Surgery Services

We cover the following oral surgery Services:
=  Major oral surgery.

= Surgical tooth extractions.

Periodontic Services

We cover the following periodontic Services:

*  Periodontal maintenance.

» Periodontal non-surgical Services (scali ot p , and full-mouth debridement).
= Periodontal surgical Services.

» Treatment of gum disease.

Endodontic Service

We cover the following end
=  Root canal and related thef4

» Treatment of the root canal or ¥@6th pulp.

Major Restorative Services

We cover the following major restorative Services:
* Bridge Abutments.
* Noble metal gold and porcelain crowns, inlays, and other cast metal restorations.

= Pontics. Artificial tooth on a fixed partial denture (a bridge).

Removable Prosthetic Services

We cover the following removable prosthetic Services:
*  Full upper and lower dentures.

» Partial upper and lower dentures.
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* Maintenance prosthodontics:
e Adjustments.
e Rebase and reline.

e Repairs.

Emergency Dental Care and Urgent Dental Care

Emergency Dental Care. We cover Emergency Dental Care, including local anesthesia and medication
when used prior to dental treatment to avoid any delay in dental treatment, only if the Services would have
been covered under other headings of this “Benefits” section (subject to the “Exclusions and Limitations”
section) if they were not Emergency Dental Care.

Inside Our Service Area

= We cover Emergency Dental Care you receive inside our Service Area from Participating Providers or
Participating Dental Offices.

= We cover Emergency Dental Care you receive inside our Service A€a from Non-Participating Providers

in a hospital emergency department in conjunction with a me

Outside Our Setvice Area

If you are temporarily outside our Service Area, we provi

ental Care received in our Service Area from Participating

 only if the Services would have been covered under other headings
of this “Benefits” section (subjc@ ‘Exclusions and Limitations” section) if they were not urgent.
Examples include treatment for todghaches, chipped teeth, broken/lost fillings causing irtitation, swelling
around a tooth, or a broken prosthetic that may require something other than a routine appointment.

We do not cover Urgent Dental Care (or other Services that are not Emergency Dental Care) received outside
of our Service Area or received from Non-Participating Providers and Non-Participating Dental Offices.

Other Dental Services

We cover other dental Services as follows:

= Medically Necessary general anesthesia and covered dental Services in conjunction with Medically
Necessary anesthesia. We cover Medically Necessary general anesthesia services when provided in
conjunction with the dental Services described in the “Benefits” section, if the general anesthesia services
are Medically Necessary because the Member is physically or developmentally disabled. We cover the
dental Services described in the “Benefits” section when provided in a hospital or ambulatory surgical
center, if the Services are performed at that location in order to obtain Medically Necessary general
anesthesia for a Member who is physically or developmentally disabled, along with the Medically
Necessary general anesthesia.
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Nightguards. We cover removable dental appliances designed to minimize the effects of bruxism (teeth
grinding) and other occlusal factors.

Nitrous oxide, once per day. We cover use of nitrous oxide during Dentally Necessary treatment as
deemed appropriate by the Participating Provider.

EXCLUSIONS AND LIMITATIONS

The Services listed in this “Exclusions and Limitations” section are either completely excluded from coverage
or partially limited under this EOC. These exclusions and limitations apply to all Services that would
otherwise be covered under this EOC and are in addition to the exclusions and limitations that apply only to a
particular Service as listed in the description of that Service in this EOC.

Exclusions

Additional fees a Non-Participating Provider may charge for an Emergency Dental Care or Urgent
Dental Care visit after our payment for covered Services.

Continuation of Services performed or started prior to your cover: ecoming effective.

Continuation of Services performed or started after your me terminates.

Cosmetic Services, supplies, or prescription drugs that are
repair, and/or replace cosmetic dental restorations.

rily to improve appearance,

Dental conditions for which Service or reimburseme ed by law to be provided at or by a
ency for any Services that the law requires
. When we cover any of these Services,

nt agency. This exclusion does not apply

be provided only by or received only from a
we may recover the Charges for the Services f;
to Medicaid.

Dental implants, including bone augfiicnta xed or removable prosthetic devices attached to or
ostic consultations, impressions, oral surgery,
con)unctlon with dental implants; and Services

and complications arising from implants.

placement, removal, and cleaning
associated with postoperati

Experimental or investigati® ments, procedures, and other Services that are not commonly
considered standard dental praggice or that require U.S. Food and Drug Administration (FDA) approval.
A Service is experimental or investigational if:

e The Service is not recognized in accordance with generally accepted dental standards as safe and
effective for use in treating the condition in question, whether or not the Service is authorized by law
for use in testing, or other studies on human patients; or

e The Service requires approval by FDA authority prior to use and such approval has not been granted
when the Service is to be rendered.

Fees a provider may charge for a missed appointment.

Full mouth reconstruction, including, but not limited to, the extensive restoration of the mouth with
crowns, bridges, or implants; and occlusal rehabilitation, including crowns, bridges, or implants used for
the purpose of splinting, altering vertical dimension, restoring occlusions, or correcting attrition,
abrasion, or erosion.

Genetic testing.
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Limitations

Maxillofacial surgery.

Medical or Hospital Services, unless otherwise specified in the EOC.

Myofunctional therapy.

Non-orthodontic recording of jaw movements or positions.

Orthodontic Services.

Orthodontic treatment of primary/transitional dentition.

Orthognathic surgery.

Procedures, appliances, or fixed crowns and bridges for periodontal splinting of teeth.

Prosthetic devices following extraction of a tooth (or of teeth) for nonclinical reasons or when a tooth is
restorable.

Replacement of lost or damaged space maintainers.

Replacement of prefabricated, noncast crowns, including noncast s
Member has five or more years of continuous dental coverage wi

less steel crowns, except when the
ompany.

Services performed by someone other than a Participating P on-Participating Provider.

ome and craniomandibular disorders; and
kull and of the complex of muscles,

the jaw joint, including temporomandibular joint (TM])
treatment of conditions of the joint linking thegiaw bone a
nerves, and other tissues related to that joint.

Treatment of cleft palate.

Treatment of macroglossia.
Treatment of micrognathia.
Treatment to restore too due to attrition, erosion, ot abrasion.

Use of alternative matg
restorations is not cove
warrants replacement.

and replacement of clinically acceptable material or
son, except when the pathological condition of the tooth (or teeth)

Dentures, bridges, crowns (per tooth), and replacement needed due to normal wear and tear of
permanent fixed or removable prosthetic devices are limited to once every five years. All partial dentures
are replaceable once every three years.

Examination and prophylaxis (routine preventive teeth cleaning), including scaling and polishing, is
limited to two visits per Year as Dentally Necessary.

Extraction of asymptomatic or nonpathologic third molars (wisdom teeth) is not covered unless
performed in conjunction with orthodontic or periodontal treatment and prescribed by an orthodontist or
periodontist.

Full mouth gross debridement is limited to a frequency of once every 36 months.

2% <¢

“Hospital call fees,” “call fees” or similar Charges associated with Dentally Necessary Services that are
performed at ambulatory surgical centers or hospitals are not covered, unless the Services are provided in
that setting in order to obtain Medically Necessary general anesthesia for a Member who is physically or
developmentally disabled.
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= Nightguards are limited to one every five years.

* Repair or replacement needed due to normal wear and tear of interim fixed and removable prosthetic
devices is limited to once every 12 months.

= Repair or replacement needed due to normal wear and tear of permanent fixed and removable prosthetic
devices is limited to once every five years.

= Sedation and general anesthesia (including, but not limited to, intramuscular IV sedation, non-IV
sedation, and inhalation sedation) are not covered, except for nitrous oxide as described in the “Other
Dental Services” section, and when Medically Necessary for Members who are developmentally or
physically disabled, as described under “Medically Necessary general anesthesia and covered dental
Services in conjunction with Medically Necessary anesthesia” in the “Other Dental Services” section.

REDUCTIONS

Injuries or llinesses Alleged to be Caused by Other Parties or Covered by
No-Fault Insurance

This “Injuries or Illnesses Alleged to be Caused by Other Parties o
applies if you receive covered Services for an injury or illness all

ed by No-Fault Insurance” section
of the following:

» Caused by another party’s act or omission.
* Received on the premises of another party.

» Covered by a no-fault insurance provision.

or insurer, or a payment under a no-f3 7 ion, you must ensure we are reimbursed for covered
Services that you receive for the injury at we will not collect to the extent that the payment

This “Injuries or Illnesses

does not affect your obligs applicable Cost Share for these covered Services.

behalf of the other party, or no-fault insurance, then you are

responsible only for any applicab hare.

To the extent permitted by law, we have the option of becoming subrogated to all claims, causes of action,
and other rights you may have against another party or an insurer, government program, or other source of
coverage for monetary damages, compensation, or indemnification on account of the injury or illness
allegedly caused by another party. We will be so subrogated as of the time we mail or deliver a written notice
of our exercise of this option to you or your attorney, but we will be subrogated only to the extent of the total
Charges for the relevant covered Services.

To secure our rights, we will have a lien on the proceeds of any judgment, award, or settlement you or we
(when we subrogate) obtain against another party or any other insurer, regardless of how those proceeds may
be characterized or designated. The proceeds that are subject to our lien include any judgment, award, or
settlement that you obtain.
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Within 30 days after submitting or filing a claim or legal action against another party, or any insurer, you must
send written notice of the claim or legal action to us at:

The Phia Group, LL.C
40 Pequot Way
Canton, MA 02021
Fax: 781-848-1154

In order for us to determine the existence of any rights we may have and to satisfy those rights, you must
complete and send to us all consents, releases, trust agreements, authorizations, assignments, and other
documents, including lien forms directing your attorney, the responsible party, and the responsible party’s
insurer to pay us directly. You must not take any action prejudicial to our rights.

You must provide us written notice before you settle a claim or obtain a judgment or award, or if it appears
you will make a recovery of any kind. Subject to applicable law, if you recover any amounts from another
party or any other insurer based on your injury or illness, you must pay us after you are reimbursed the total
amount of the actual losses and damages you incurred. Sufficient funds to satisfy our claims must be held in a
specifically identifiable account until our claims are resolved. Pending fipdPresolution of our claims, you must
retain control over the recovered amounts to which we may assert a g

ction with obtaining recovery, we
ent of the collection costs

is compensable under a workers’ compensation or employer’s
if it is unclear whether you are entitled to a payment or settlement

including any amount you receive 2 ettlement under the law.

In addition, we or our Participating Providers will be permitted to seek reimbursement for these Services
directly from the responsible employer or the government agency that administers the law.

GRIEVANCES, CLAIMS, AND APPEALS

Terms We Use in This Section

The following terms have the following meanings when used in this “Grievances, Claims, and Appeals”
section:

= A claim is a request for us to:
e Provide or pay for a Service that you have not received (pre-service claim);
e Continue to provide or pay for a Service that you are currently receiving (concurrent care claim); or

e DPay for a Service that you have already received (post-service claim).
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=  An adverse benefit determination includes:

e Any decision by our utilization review organization that a request for a benefit under our Plan does
not meet our requirements for dental necessity, appropriateness, dental care setting, level of care, or
effectiveness or is determined to be experimental or investigational and the requested benefit is

therefore denied, reduced, or terminated or payment is not provided or made, in whole or in part for
the benefit;

e The denial, reduction, termination, or failure to provide or make payment, in whole or in part, for a
benefit based on a determination by us or our designated utilization review organization regarding a
covered person’s eligibility to participate in our dental benefit Plan; or

e Any prospective review or retrospective review determination that denies, reduces, or terminates or
fails to provide or make payment in whole or in part for a benefit.

= An appeal is a request for us to review our initial adverse benefit determination.

Grievance Procedure

We want you to be satisfied with the Services you receive from Kaise
discuss any questions or concerns about your care with your Denti

rmanente. We encourage you to
other member of your dental care
tact Member Services for

assistance. You always have the right to a second opinion fro i ist at the applicable Cost
Share.

A grievance is a written complaint submitted by or on beha
issues other than denial of payment for dental Servi
with dental care, waiting time for Services, provide
Service provided by the dental carrier.

overed person regarding Service delivery
ision of Services, including dissatisfaction

If you are not satisfied with the Services
the personnel or some other matter re
following one of the procedures listed

ticular dental office, or if you have a concern about
d wish to file a complaint, you may do so by

»  Call Member Services; or
= Send your written comp

Kaiser Foundation Hea
Member Relations Depart
500 NE Multnomah St., Suite
Portland, OR 97232-2099
Fax: 1-855-347-7239

All complaints are handled in a confidential manner.
After you notify us of a complaint, this is what happens:
= A representative reviews the complaint and conducts an investigation, verifying all the relevant facts.

= The representative or a provider evaluates the facts and makes a recommendation for corrective action, if
any.

*  When you file a complaint, we will respond within 30 calendar days.

Grievance determinations are not adverse benefit determinations. There is not an appeal process for
grievance determinations.
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We want you to be satisfied with our dental offices, Services, and providers. Using this Member satisfaction
procedure gives us the opportunity to correct any problems that keep us from meeting your expectations and
your dental care needs. If you are dissatisfied for any reason, please let us know.

While we encourage you to use our grievance procedure, you have the right to contact Washington’s
designated ombudsman’s office, the Washington State Office of the Insurance Commissioner, for assistance
with questions and complaints. Contact them by mail, telephone or online at:

Office of the Insurance Commissioner, Consumer Protection Division
P.O. Box 40255

Olympia, WA 98504-0255

1-800-562-6900

www.insurance.wa.gov

Language and Translation Assistance

If we send you a grievance or adverse benefit determination correspondence, we will include a notice of
language assistance (oral translation). You may request language assistang@with your claim and/or appeal by
calling 1-800-324-8010. The notice of language assistance “Help in Y anguage” is also included in this
EOC.

Appointing a Representative

If you would like someone to act on your behalf regardin , you may appoint an authorized
representative, an individual who by law or by your consent t on your behalf. You must make this
i about how to appoint a representative.

Office of the Insurance Co onsumer Protection Division
P.O. Box 40255
Olympia, WA 98504-
1-800-562-6900

wWww.insurance.wa.gov

Reviewing Information Regarding Your Claim

If you want to review the information that we have collected regarding your claim, you may request, and we
will provide without charge, copies of all relevant documents, records, and other information (including
complete dental necessity criteria, benefit provisions, guidelines, or protocols) used to make a denial
determination. You also have the right to request any diagnosis and treatment codes and their meanings that
are the subject of your claim. To make a request, you should contact Member Services.

Providing Additional Information Regarding Your Claim

When you appeal, you may send us additional information including comments, documents, and additional
dental records that you believe support your claim. If we asked for additional information and you did not
provide it before we made our initial decision about your claim, then you may still send us the additional
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information so that we may include it as part of our review of your appeal. Please mail or fax all additional
information to:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 NE Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

When you appeal, you may give testimony in writing or by telephone. Please send your written testimony to:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 NE Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

To arrange to give testimony by telephone, you should contact Member

We will add the information that you provide through testimony or o
review it without regard to whether this information was submitte
regarding your claim.

means to your claim file and we will
considered in our initial decision

If we believe that your appeal of our initial adverse benefit nation will be denied, then before we issue
another adverse benefit determination, we will also ghare with any new or additional reasons for that
decision. We will send you a letter explaining the n: iti formation and/or reasons and inform
you how you can respond to the information in the oose to do so. If you do not respond

A different procedure described below for sending your claim
and appeal to us as describe@ i aims and Appeals Procedures” section:

=  Concurrent care claims (urgent and non-urgent)
= Post-service claims

When you file an appeal, we will review your claim without regard to our previous adverse benefit
determination. The individual who reviews your appeal will not have participated in our original decision
regarding your claim nor will they be the subordinate of someone who did participate in our original decision.

If you miss a deadline for making a claim or appeal, we may decline to review it.
Pre-service Claims and Appeals

Pre-service claims are requests that we provide or pay for a Service that you have not yet received. Failure to
receive authorization before receiving a Service that must be authorized in order to be a covered benefit may
be the basis for our denial of your pre-service claim or a post-service claim for payment. If you receive any of
the Services you are requesting before we make our decision, your pre-service claim or appeal will become a
post-service claim or appeal with respect to those Services. If you have any general questions about
pre-service claims or appeals, please contact Member Services.
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Here are the procedures for filing a non-urgent pre-service claim, an urgent pre-service claim, a non-urgent
pre-service appeal, and an urgent pre-service appeal.

Non-Urgent Pre-service Claim

e You may request a pre-service benefit determination on your own behalf. Tell us in writing that you
want to make a claim for us to provide or pay for a Service you have not yet received. Your request
and any related documents you give us constitute your claim. You may email your request to us at
https:/ /healthy . kaiserpermanente.org/oregon-washington/support, call Member Services,
mail, or fax your claim to us at:

Kaiser Foundation Health Plan of the Northwest
Attn: Utilization Management

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-877-899-4972

e If you want us to consider your pre-service claim on an urgent bagis, your request should tell us that.
We will decide whether your claim is urgent or non-urgent. If etermine that your claim is not
urgent, we will treat your claim as non-urgent. Generally, a is urgent only if using the procedure
for non-urgent claims (a) could seriously jeopardize your i
maximum function, or (b) would, in the opinion of a ici i wledge of your dental
condition, subject you to severe pain that cannot b

If more information is needed to make a de

initial decision period ends, and wg calendar days to send the information.

in 15 calendar days after we receive the first piece
of information (including doc® sted, or by the deadline for receiving the information,
whichever is soonet.

We encourage you tgfs uested information at one time, so that we will be able to
consider it all whe

Urgent Pre-service Claim

e If your pre-service claim was considered on an urgent basis, we will notify you of our decision orally
or in writing within a timeframe appropriate to your clinical condition, but no later than two calendar
days after we receive your claim.

Within one calendar day after we receive your claim, we may ask you for more information.

e If more information is needed to make a decision, we will give you seven calendar days to send the
information.

We will notify you of our decision within 48 hours of receiving the first piece of requested
information or by the deadline for receiving the information, whichever is sooner.

If we notify you of our decision orally, we will send you, and if applicable, your provider, written
confirmation within three calendar days after the oral notification.

e If we deny your claim (if we do not agree to provide or pay for all the Services you requested), our
adverse benefit determination notice will tell you why we denied your claim and how you can appeal.
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Non-Urgent Pre-service Appeal

e Within 180 calendar days after you receive our adverse benefit determination notice, you must tell us
in writing that you want to appeal our denial of your pre-service claim. Please include the following:

(1) Your name and medical record number;

(2) Your dental condition or relevant symptoms;

(3) The specific Service that you are requesting;

(4) All of the reasons why you disagree with our adverse benefit determination; and
(5) All supporting documents.

Your request and the supporting documents constitute your appeal. You must call Member Services,
mail, or fax your appeal to us at:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

e We will acknowledge your appeal in writing within 7246urs after w. eive it.

o We will fully and fairly review all available inform
prior decisions.

t to your appeal without deferring to

e We will review your appeal and send you a within 14 calendar days after we receive
your appeal, unless you are notified that add al fime | ded to complete the review. The
extension will not delay the decision beyond ardays without your consent.

e If we deny your appeal, our ad ination notice will tell you why we denied your

appeal.
Urgent Pre-service Appeal

e Tell us that you wan our adverse benefit determination regarding your pre-service
claim. Please inclug

(1) Your name and meg
(2) Your dental condition levant symptoms;

(3) The specific Service that you are requesting;

(4) All of the reasons why you disagree with our adverse benefit determination; and

(5) All supporting documents.

Your request and the supporting documents constitute your appeal. You must call Member Services,
mail, or fax your appeal to us at:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

e We will decide whether your appeal is urgent or non-urgent. If we determine that your appeal is not
urgent, we will treat your appeal as non-urgent. Generally, an appeal is urgent only if using the
procedure for non-urgent appeals (a) could seriously jeopardize your life or health or your ability to
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regain maximum function, or (b) would, in the opinion of a physician with knowledge of your dental
condition, subject you to severe pain that cannot be adequately managed without the Services you are
requesting, or (c) your attending dental care provider requests that your claim be treated as urgent.

e We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

e We will review your appeal and give you oral or written notice of our decision as soon as your clinical
condition requires, but no later than 72 hours after we receive your appeal. If we notify you of our
decision orally, we will send you a written confirmation within 72 hours after the decision is made.

e If we deny your appeal, our adverse benefit determination notice will tell you why we denied your
appeal.

Concurrent Care Claims and Appeals

Concurrent care claims, which are all considered urgent, are requests that Company continues to provide, or
pay for, an ongoing course of covered treatment to be provided over a period of time or number of

¢ the time that we are considering your
continue to receive these Services while
we consider your appeal and your appeal does not 4 roval of your concurrent care claim, then

you will have to pay for the Services that we decid

Concurrent Care Claim

o Tell us that you want to mak
Inform us in detail of the reaso t your authorized ongoing care should be continued or extended.
Your request and any, » ats you give us constitute your claim. You must call Member

500 N.E. Multnomah St.,
Portland, OR 97232-2099
Fax: 1-877-899-4972

e We will notify you of our decision orally or in writing as soon as your clinical condition requires, but
no later than 24 hours after we received your claim. If we notify you of our decision orally, we will
send you, and if applicable, your provider, written confirmation within three calendar days after the
oral notification.

e If we deny your claim (if we do not agree to provide or pay for extending the ongoing course of
treatment), our adverse benefit determination notice will tell you why we denied your claim and how
you can appeal.

Concurrent Care Appeal

o Within 180 calendar days after you receive our adverse benefit determination notice, you must tell us
in writing that you want to appeal our adverse benefit determination. Please include the following:

(1) Your name and medical record number;
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(2) Your dental condition or relevant symptoms;

(3) The ongoing course of covered treatment that you want to continue or extend;
(4) All of the reasons why you disagree with our adverse benefit determination; and
(5) All supporting documents.

Your request and all supporting documents constitute your appeal. You must call Member Services,
mail, or fax your appeal to us at:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

e We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

r in writing as soon as your clinical
appeal. If we notify you of our

e We will review your appeal and notify you of our decision or:
condition requires, but no later than 72 hours after we recei
decision orally, we will send you a written confirmation i

appeal.
Post-service Claims and Appeals

Post-service claims are requests that we pay for Se
Emergency Dental Care. If you have any general qu
Member Services.

Here are the procedures for filing a pos
Post-service Claim

e Within 12 months fron received the Services, mail us a letter explaining the Services for
which you are requgéft . Pr@@ide us with the following:

(1) The date you rece
(2) Where you received th
(3) Who provided them;
(4) Why you think we should pay for the Services; and

(5) A copy of the bill and any supporting documents, including dental records.

Your letter and the related documents constitute your claim. You may contact Member Services to
obtain a claim form. You must mail your claim to the Claims Department at:

Kaiser Foundation Health Plan of the Northwest

Kaiser Permanente Dental Claims
P.O. Box 6927
Columbia, SC 29260

We will not accept or pay for claims received from you after 12 months from the date of Service,
except in the absence of legal capacity.

e We will review your claim, and if we have all the information we need, we will send you a written
decision within 30 calendar days after we receive your claim.
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We may extend the time for making a decision for an additional 15 calendar days if circumstances
beyond our control delay our decision, if we notify you within 30 calendar days after we receive your
claim.

If more information is needed to make a decision, we will ask you for the information in writing
before the initial decision period ends, and we will give you 45 calendar days to send us the
information.

We will make a decision within 15 calendar days after we receive the first piece of information
(including documents) we requested.

We encourage you to send all the requested information at one time, so that we will be able to
consider it all when we make our decision.

If we do not receive any of the requested information (including documents) within 45 calendar days
after we send our request, we will make a decision based on the information we have within 15
calendar days following the end of the 45 calendar days.

ested), our adverse benefit
ow you can appeal.

e If we deny your claim (if we do not pay for all the Services you
determination notice will tell you why we denied your claim

Post-service Appeal

o Within 180 calendar days after you receive our adversébenefit deter

tion, tell us in writing that
you want to appeal our denial of your post-serviceglaim. Plgase include i

(1) Your name and medical record number;

(2) Your dental condition or relevant sym

(3) The specific Services that you want us to
(4) All of the reasons why you di dverse benefit determination; and
(5) All supporting document

Your request and the supportin ments constitute your appeal. You must call Member Services,

Member Relations ID
500 N.E. Multnomah St
Portland, OR 97232-2099
Fax: 1-855-347-7239

e We will acknowledge your appeal in writing within 72 hours after we receive it.

e We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

e We will review your appeal and send you a written decision within 14 calendar days after we receive
your appeal. We may extend the time for making a decision on your appeal for up to an additional 16
calendar days if there is good cause.

e If we deny your appeal, our adverse benefit determination will tell you why we denied your appeal.
Appeals of Retroactive Membership Termination (Rescission)

We may terminate your membership retroactively (see “Rescission of Membership” in the “Termination of
Membership” section). We will send you written notice at least 30 calendar days prior to the termination. If
you have general questions about retroactive membership terminations or appeals, please call Member
Services.
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Here is the procedure for filing an appeal of a retroactive membership termination:
Appeal of Retroactive Membership Termination

e Within 180 calendar days after you receive our adverse benefit determination that your membership
will be terminated retroactively, you must tell us, in writing, that you want to appeal our termination
of your membership retroactively. Please include the following:

(1) Your name and medical record number;
(2) All of the reasons why you disagree with our retroactive membership termination; and
(3) All supporting documents.

Your request and the supporting documents constitute your appeal. You must call Member Services
or mail your appeal to us at:

Kaiser Foundation Health Plan of the Northwest
Membership Administration

P.O. Box 23127

San Diego, CA 92193

e We will fully and fairly review all available information rel
prior decisions.

e We will review your appeal and send you a written,

your appeal.
e If we deny your appeal, our adverse benefit

appeal.
Experimental or Investigation , n and Appeal
Decisions on appeals about experimen stigatiQial Services will be communicated in writing within
20 days of receipt of a fully docume Ou consent in writing to an extension of time.
Appeals that meet the criteria for an ur; ppeal, asdescribed in the “Urgent Pre-service Appeal” section,
will be expedited to meet the of the situation, not to exceed 72 hours.

pheld, the final decision will specify (i) the title, specialty, and
professional qualifications ofigh I(s) who made the final decision and (ii) the basis for the final

decision.

TERMINATION OF MEMBERSHIP

Membership continues from month to month subject to payment of applicable Premium. If your
membership terminates, all rights to benefits end at 11:59 p.m. PT on the termination date. In addition,
Dependents’ memberships end at the same time the Subscriber’s membership ends.

You will be billed as a non-member for any Services you receive after your membership termination date.
Company, Participating Providers, and Participating Dental Offices have no further liability or responsibility
under this EOC after your membership terminates, except as provided under “Payments after Termination”
in this “Termination of Membership” section.

If your membership is terminated, you have the right to file an appeal. For more information, please contact
Member Services.

How You May Terminate Your Membership

You may terminate your membership by sending written notice, signed by the Member, to the address below.
Your membership will terminate at 11:59 p.m. PT on the day we receive your written notice, or the requested
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termination date indicated in the notice, whichever is later. If you do not provide a requested termination
date, your membership will terminate at 11:59 p.m. PT on the date through which we have received Premium
payment.

Kaiser Foundation Health Plan of the Northwest
Membership Administration

P.O. Box 23127

San Diego, CA 92193

Termination Due to Loss of Eligibility

You must immediately report to us any changes that affect eligibility status, such as moving out of our Service
Area, a Spouse’s loss of eligibility due to divorce, or a Dependent child who has reached the Dependent
Limiting Age. If you meet the eligibility requirements under “Who Is Eligible” in the “Premium, Eligibility,
and Enrollment” section on the first day of a month, but later in that month you no longer meet those
eligibility requirements, your membership will end at 11:59 p.m. PT on the last day of that month. For
example, if you first became ineligible on January 5, your termination datgwould be January 31, and your last
minute of coverage would be 11:59 p.m. PT on January 31.

If your membership ends because you are no longer eligible to be
other eligibility requirements, you will be able to enroll as a Sub
Individuals and Families dental plan if you request enrollme
termination date. However, you are not eligible if we ter embership under “Termination for
Cause” in this “Termination of Membership” section. If w: ¢ your application and you pay the
required Premium, your membership as a Subscriber will begt en your membership under this EOC ends.
Your Premium may differ from that under this E infor n about becoming a Subscriber, call
Member Services.

dent, but you continue to meet all

Termination for Cause

If you or any other Member in your k
terminate your membership under the ¥
termination with supporting evi
date:

ve committed one of the following acts, we may
ritten notice, including the specific reason for
Subscriber at least 31 days before the membership termination

= Commission of a fraud®
= Making an intentional misré@hesengdffon of material fact in connection with this coverage.
Examples. We would consider the¥ollowing acts as fraudulent:

e Intentionally presenting an invalid prescription or dental order for Services.

e Intentionally letting someone else use your ID card to obtain Services while pretending to be you.

We may report fraud and other illegal acts to the authorities for prosecution.

Termination for Nonpayment of Premium

If we do not receive the applicable Premium on or before the Premium Due Date, we will mail a notice of
nonpayment to the Subscriber about the failure to make a timely Premium payment in full and the grace
period required by applicable law. The grace period is the time frame in which the overdue Premium must be
paid to avoid termination, as required by applicable law. The grace period will not be less than 10 days and
will start on the day after the Premium Due Date.

The notice of nonpayment will contain information about the date on which coverage will terminate if all
Premium payments owed by the end of the grace period are not paid. During the grace period, coverage will
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continue in force if, and for the period, required by applicable law. We will mail the notice not less than 10
days before the end of the grace period.

If we do not receive full payment of all outstanding Premiums (including any Premiums for the grace period)
on or before the last day of the grace period, we may terminate your membership retroactively (as of 11:59
p-m. PT of the Premium Due Date). We will mail a notice to the Subscriber confirming the date on which the
memberships of the Subscriber and any Dependents terminated. Membership ends at 11:59 p.m. PT on the
date indicated in the notice.

You will be responsible for paying Company or providers, as applicable, for any Services received after the
termination of your coverage.

If your coverage is terminated for nonpayment of Premium, you will not be entitled to a special enrollment
period and we may require payment of any outstanding Premiums, as permitted by applicable law.

Payments after Termination

If we terminate your membership for cause or nonpayment of Premium,

* Refund any amounts we owe the Subscriber for Premium paid fo period after the termination date.

= Pay you any amounts we have determined that we owe you fo uring your membership.

* Deduct any amounts you owe Company, Participating Pr. ipating Dental Offices from any
payment we make.

Rescission of Membership

We may rescind your membership after it become§€ tely cancel your membership so that no
membership ever existed) if we determine you or ar} ceRing meémbership on your behalf did any of the
following before your membership became effectiv

* Performed an act, practice, or omissie ittites fraud in connection with your enrollment or
enrollment application.

material fact in connection with your enrollment or enrollment

* Made an intentional misrepresentatio
1 oa material fact.

application, such as inte
* Intentionally failed to nges to the information in your enrollment application.

We will send written notice to ofiber at least 30 days before we rescind your membership, but the
rescission will completely cancel § embership so that no membership ever existed. We will explain the
basis for our decision and how you €an appeal this decision. You will be required to pay as a non-member for
any Services we covered. Within 30 days, we will refund all applicable Premium except that we may subtract
any amounts you owe us. You will be ineligible to re-apply for membership until the next open enrollment

period.

Termination of a Plan

We may terminate your membership if we discontinue offering this Kaiser Permanente Individuals and
Families Dental Plan as permitted by law. If we continue to offer other non-group plans in a market, we may
terminate your membership under this plan by sending written notice to the Subscriber.

We may modify this Kaiser Permanente Individuals and Families Dental Plan at the time of renewal. This
modification is not considered a non-renewal of a plan.
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MISCELLANEOUS PROVISIONS
Administration of EOC

We may adopt reasonable policies, procedures, and interpretations to promote orderly and efficient
administration of this EOC.

Applications and Statements

You must complete any applications, forms, or statements that we request in our normal course of business
or as specified in this EOC.

Assignment

You may not assign this EOC or any of the rights, interests, claims for money due, benefits, or obligations
hereunder without our prior written consent.

Attorney Fees and Expenses

In any dispute between a Member and Company, Participating Provi
each party will bear its own attorneys’ fees and other expenses, ex

EOC Binding on Members

By electing coverage or accepting benefits under this EOGGall Medibers legally capable of contracting, and
the legal representatives of all Members incapable of contra gree to all provisions of this EOC.

, or Participating Dental Offices,
herwise required by law.

Exercise of Conscience

We recognize the right to exercise religious beliefs a
Dental Office declines to provide a coverg ice f
arrangements to provide the covered

Governing Law

Except as preempted by fed
provision that is required
or not the provision is set O

Litigation Venue
Venue for all litigation between you and Company shall lie in Clark County, Washington.

No Waiver

Obur failure to enforce any provision of this EOC will not constitute a waiver of that or any other provision,
nor will it impair our right thereafter to require your strict performance of any provision.

Nondiscrimination

We do not discriminate in our employment practices or in the delivery of Services on the basis of race,
ethnicity, nationality, actual or perceived gender, age, physical or mental disability, marital status, sexual
orientation, genetic information, or religion.
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Notices

We will send our notices to you to the most recent address we have for the Subscriber. The Subscriber is
responsible for notifying us of any change of address. Subscribers who move should call Member Services as
soon as possible to give us their new address.

Overpayment Recovery

We may recover any overpayment we make for Services from anyone who receives an overpayment, or from
any person or organization obligated to pay for the Services.

Privacy Practices

Kaiser Permanente will protect the privacy of your protected health information (PHI). We also require
contracting providers to protect your PHI. Your PHI is individually identifiable information about your
health, health care Services you receive, or payment for your health care. You may generally see and receive

copies of your PHI, correct or update your PHI, and ask us for an accounting of certain disclosures of your
PHIL

We may use or disclose your PHI for treatment, payment, health res
purposes, such as measuring the quality of Services. We are sometj
such as government agencies or in judicial actions. In addition,

, and health care operations
1red by law to give PHI to others,

Notice of Privacy Practices (see below). Giving us this authoriza at your discretion.

This is only a brief summary of some of our key pu
provides additional information about our privacy

ur Notice of Privacy Practices, which
rights regarding your PHI, is available
ember Services. You can also find the

disaster, epidemic, war, riot, i bor disputes, disability of a large share of personnel at
Participating Dental Officg rtial destruction of Participating Dental Office facilities, we
will make a good faith effortige i arrange for covered Services within the limitations of available
personnel and facilities. Kaise e shall have no other liability or obligation if covered Services are

NONDISCRIMINATION STATEMENT AND NOTICE OF LANGUAGE
ASSISTANCE

Nondiscrimination Notice

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and
state civil rights laws and does not discriminate, exclude people or treat them differently on the basis of race,
color, national origin (including limited English proficiency), age, disability, or sex (including sex
characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes).
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Kaiser Health Plan:

* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services
to communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats, such as large print, audio, braille, and accessible electronic
formats

* Provides no cost language services to people whose primary language is not English, such as:
e Qualified interpreters
e Information written in other languages

If you need these services, call Member Services at 1-800-813-2000 (T'TY: 711).

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a
grievance with our Civil Rights Coordinator, by mail, phone, or fax. If y@@'need help filing a grievance, our
Civil Rights Coordinator is available to help you. You may contact ouf€ivil Rights Coordinator at:

Member Relations Department

Attention: Kaiser Civil Rights Coordinator
500 NE Multnomah St., Suite 100
Portland, OR 97232-2099

Fax: 1-855-347-7239

You can also file a civil rights complaint with the
Civil Rights electronically through the Office for Ci
https://ocrportal.hhs.gov/ocr/portal/le i

U.S. Department of Health and
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201

Phone: 1-800-368-101

TDD: 1-800-537-7697

Complaint forms are available a s.gov/oct/office/file /index.html.

For Washington Members:

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically
through the Office of the Insurance Commissioner Complaint portal, available at
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at
1-800-562-6900, or 360-586-0241 (TDD). Complaint forms are available at

https:/ /fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

This notice is available at https:/ /healthy.kaiserpermanente.otg/oregon-washington/language-
assistance/nondiscrimination-notice.

Help in Your Language

ATTENTION: If you speak English, language assistance services including appropriate auxiliary
aids and services, free of charge, are available to you. Call 1-800-813-2000 (TTY: 711).

A71CE (Amharic) Fh-£F: ATCT P54 DU 1N, PUF £8F CPCEPTT AT ATANRFTY (IR0 PRIR
ACS3 R14%T N12 £75 A= N 1-800-813-2000 L LM-A (TTY: 711):
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il ladall 5 e Lsal) Jilas 5y lld L Ly Ay gil) e Losall lani el i ey yal) Caaati S 13) 34l (Arabic)is )
(711 :TTY ) 1-800-813-2000 » 1L Juail laalls

H13Z (Chinese) RIS ¢ AIRMER T > WANESREE S WIS - BIRE SR Ik
7 - 277E1-800-813-2000 (TTY : 711) -

S em 4 coanlia iy cilast 5 eSS alen Sl el gy uSa Cnaa b G4 $)idag (Farsi)walé
(711 (e ) TTY) 2,850 (olad 1-800-813-20000 <ansl (s s 53 G801

Francais (French) ATTENTION : si vous parlez frangais, des services d'assistance linguistique
comprenant des aides et services auxiliaires appropriés, gratuits, sont a votre disposition. Appelez le
1-800-813-2000 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit
entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfigung. Rufen Sie
1-800-813-2000 an (TTY: 711).

HAGE (Japanese) {£E : HAREZ AT 50, BRGSOV —E 2250 FHXEI—E X
AR TRt S U E T, 1-800-813-2000F THRERLES 23V (T 711) .

121 (Khmer) WRGHSHMA: 10ASUNWIS NS Swm
INUSSSSIY SGIM:EsY 1w 1-800-813-2000 (TTY:

gk=r0] (Korean) -9]: st=r o] & FAlSHA 749, 2 Q3
Au27b E e A EE L) 1-800-813-20005 7 5L A

SIHNSWSHINUYIU
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290 (Laotian) céq‘la‘l:}g r{gtﬁvchpw‘)zzmg NVOI 08CHD0IVWITI DOLUNIQULNOV
CCAT NIVVLINIVQOBCYDNCTVITI L 2D lmrenlosi)c 2. L1 1-800-813-2000 (TTY: 711).

Afaan Oromoo (Oromo) XIYYEEFFANNOO: Y. Dremo ‘dubbattu ta'e, Tajaajila gargaarsa afaanii,
gargaarsota dabalataa fi tajaajiloota barbaachis a bilis&'ta'an, isiniif ni jira.
1-800-813-2000 irratti bilbilaa (TTY:- 71

UA=t (Punjabi) fimrs fe6: A

fEg U1 ATTheS AgfesTe w3 AT

33 B He3 QUBHT ITH AJes AT, e
1-800-813-2000 (TTY:- 711).

Romana (Romanian) AT
asistenta lingvistica, inc
(TTY:711).

iti romana, va sunt disponibile gratuit servicii de
icii auxiliare adecvate. Sunati la 1-800-813-2000

Pycckuinn (Russian) BHUMAHUE L ECnn Bbl roBOpuTE NO-pYCCKN, BaM OOCTYNHbI 6ecnnaTHble
YCIyrv 13bIKOBOW NOAOEPXKKM,

Mo3soHuTe no Homepy 1-800-813-2000 (TTY: 711).

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios de asistencia
linguistica que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al
1-800-813-2000 (TTY: 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng
tulong sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang
bayad. Tumawag sa 1-800-813-2000 (TTY: 711).

Inea (Thai) Tdsansiu: vinvinuya = lne vinuginnsazasuuinisaudasiunazn
NUNILAIav LA aLauINsLE NIl RN TaNWS Tns 1-800-813-2000 (TTY: 711).

YkpaiHcbka (Ukrainian) YBATA! Akwo BM BonogieTe ykpaiHCLKOK MOBOK, BaM OOCTYMHI
6e3KOLTOBHI NOCAYrKM 3 MOBHOI AOMOMOrK, BKITHOYHO i3 BiANOBIAHOK A04ATKOBOK 4OMNOMOIO Ta
nocnyramu. 3atenedoHynte 3a Homepom 1-800-813-2000 (TTY: 711).
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Tleng Viét (Vietnamese) CHU Y: Néu ban néi tiéng Viét, ban cé thé str dung cac dich vu hé tro
ngdn nglr mién phi, bao gém céc dich vu va phuwong tién hé tro' phit hop. Xin goi 1-800-813-2000
(TTY: 711).

<<&
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