KAISER FOUNDATION HEALTH PLAN OF THE NORTHWEST

A Nonprofit Corporation

Kaiser Permanente Individuals and Families
KP WA Silver 5500 with Pediatric Dental Plan
Evidence of Coverage Face Sheet

Shown below are the Premium amounts referenced under “Premium” in the “Premium, Eligibility, and
Enrollment” section of the Kaiser Permanente Individuals and Families Deductible Plan Evidence of Coverage

(EOC).
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.
For new Members, the Premium amount you pay is based on each Me ’s age on the effective date of their
enrollment in 2026.

If you enroll more than three children under age 21 in one famil
three oldest children.

e charge Premium only for the

Premium:
Cowlitz County
Individual Individual Individual
Member Member Member
Member Age Non-Tok Non-Tobacco Tobacco User
Use User

14 and under 5 ] 3 ] [ ]
15 [$ ] [ ] [ ]

16 [$ ] [$ ] [$ ]

17 [ ] 5 ] 5 ]

18 [$ ] [$ ] [$ ]

19 [$ ] [ ] [ ]

20 [ ] 5 ] 5 ] 5 ]

21 [ ] [$ ] [$ ] [$ ]

22 [ ] [$ ] [$ ] [$ ]

23 [ ] 5 ] 5 ] 5 ]

24 [ ] [$ ] [$ ] [$ ]

25 [$ ] [$ ] [$ ] [$ ]

26 [ ] 5 ] 5 ] 5 ]

27 [ ] [$ ] [$ ] [$ ]

28 [ ] [$ ] [$ ] [$ ]

29 [ ] 5 ] 5 ] 5 ]

30 [ ] [$ ] [$ ] [$ ]

31 [$ ] [$ ] [$ ] [$ ]

32 [ ] 5 ] 5 ] 5 ]

33 [$ ] [$ ] [$ ] [$ ]
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Clark County Cowlitz County
Individual Individual Individual Individual
Member Member Member Member
Member Age Non-Tobacco Tobacco User Non-Tobacco Tobacco User

User User
34 5 ] [ ] [ ] [ ]
35 5 ] [ ] [ ] [ ]
36 [ ] [ ] [ ] [ ]
37 5 ] [ ] [ ] [ ]
38 5 ] [ ] [ ] [ ]
39 [ ] [ ] [ ] [ ]
40 5 ] [ ] [ ] [ ]
41 5 ] [ ] [ ] [ ]
42 [ ] [ ] | [ ]
43 5 ] [ ] ] [ ]
44 5 ] [ ] $ ] [ ]
45 [ ] [ ] [ ]
46 5 ] [ ] [$ 5 ]
47 5 ] [ ] [ ] [ ]
48 [ ] [$ [ ] [ ]
49 5 ] [ ] [ ] [ ]
50 5 ] 2 [ ] [ ]
51 [ ] [ ] [ ]
52 5 ] [ ] [ ]
53 $ ] [ ] 5 ]
54 [$ 5 ] 5 ]
55 [$ [$ ] 5 ]
50 3 [ ] [ ] [ ]
57 [5 [ ] [ ] [ ]
o8 5 ] [ ] [ ]
59 5 ] [ ] [ ]
60 [ ] [ ] [ ]
61 : 5 ] [ ] [ ]
62 5 ] [ ] [ ] [ ]
63 [ ] [ ] [ ] [5 ]
64+ [ ] 5 ] 5 ] [ ]

EFFECTIVE DATE: January 1, 2026 through December 31, 2026

Kaiser Foundation Health Plan of the Northwest

Wendy Watson
President, Kaiser Foundation Health Plan
and Hospitals of the Northwest
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...
8% KAISER PERMANENTE.
Kaiser Foundation Health Plan of the Northwest

A nonprofit corporation
Portland, Oregon

Kaiser Permanente Individuals and Families
Deductible Plan
Evidence of Coverage

Group Number: <90>-<4>
This Evidence of Coverage is effective January 1, 2026 thro mber 31, 2026.
Printed: <92>

READ THIS EVIDENCE OF COVERAGE CAREFU . IT ISIMPORTANT THAT YOU READ
AND UNDERSTAND THE INFORMATION IN THIS E OF COVERAGE. YOUR HEALTH
PLAN COVERAGE UNDER THIS PLAN MAY BE DIF NT FROM THE HEALTH PLAN

COVERAGE WITH WHICH YOU ARE FAMIL: YO VE ANY QUESTIONS ABOUT
YOUR COVERAGE, PLEASE CALL US.

10-DAY CANCELLATION POLICY:

If you are not satisfied with this Evide ] age for any reason, you can rescind the
contract and cancel the coverag the date of delivery by notifying and
returning this Evidence of Coveragei . If yotr cancel the coverage, your Premium and other
payments, if any, will be re our coverage will be void from the beginning. As a

per for Services and benefits you received during the
e do not pay the refund within 30 days from the date that
this Evidence of Coverageé d, an additional 10 percent will be added to the refund.

Member Services
Monday through Friday (except holidays)
8a.m.to 6 p.m. PT

All areas.................. 1-800-813-2000
TTY

All areas.................. 711

Language interpretation services
All areas.................. 1-800-324-8010
kp.org
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DEDUCTIBLE PLAN BENEFIT SUMMARY

KP WA SILVER 5500 WITH PEDIATRIC DENTAL

This “Benefit Summary,” which is part of the 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. For a list of defined terms, refer to the

“Definitions” section of this EOC.

Deductible

Self-only Deductible per Year (for a Family of one Member) $5,500
Individual Family Member Deductible per Year (for each Member in a Family of $5.500
two or more Members) ’
Family Deductible per Year (for an entire Family) $11,000
Out-of-Pocket Maximum

Self-only Out-of-Pocket Maximum per Year (for a Family of one er) $9,500
Individual Family Member Out-of-Pocket Maximum per Year ember

in a Family of two or more Members) 39,500
Family Out-of-Pocket Maximum per Year (for an entire Family) $19,000

Note: All Deductible, Copayments, and Coinsurance
otherwise indicated in this EOC.

rd the Out-of-Pocket Maximum, unless

Preventive Care Services You Pay
Routine preventive physical exam (includegg@dult, 3 $0
Immunizations ﬂ $0
Preventive tests A 4 $0
Outpatient Services You Pay
Primary care visit $40
Specialty care visit $65
TM] therapy visit $65
Nurse treatment room Vvisits to rece $10
Administered medications, including injections (all outpatient settings) 3% Comsurz_mce after
Deductible
Allergy serums 35% Coinsurgnce after
Deductible
Urgent Care visit $70
Emergency department visit $450 afteri fI:)lcelcrili(t:gzll)e (Waived

Outpatient surgery visit

35% Coinsurance after

Deductible
Vasectomy $0
Abortion Services $0
Chemotherapy/radiation therapy visit $65
Respiratory therapy visit $65
Cardiac rehabilitative therapy visit $65
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Inpatient Hospital Services

You Pay

Room and board, surgery, anesthesia, X-ray, imaging, laboratory, and drugs

35% Coinsurance after

Deductible
Vasectomy $0
Abortion Services $0
Kaiser Permanente at Home™ You Pay
Medical Services in your home as an alternative to receiving acute care in a hospital $0
Acupuncture Services You Pay

Self-referred acupuncture (up to 12 visits per Year)

$65 per visit

Physician-referred acupuncture

$65 per visit

Ambulance Services

You Pay

Per transport

35% Coinsurance after

Deductible
Dialysis Services You Pay
Outpatient dialysis visit $65
Home dialysis $0
External Prosthetic Devices and Orthotic Devices You Pay

External Prosthetic Devices and Orthotic Devices

35% Coinsurance after
Deductible

Fertility Services

You Pay

Consultation and office visits for diagnostic Services

50% Coinsurance after

Deductible
Diagnostic imaging and laboratory tests V% Coinsursimce after
Deductible
Artificial insemination S0% Coinsurgnce after
Deductible
Habilitative Services (Visit or day ma
Services for treatment o<¥ mental hZalth co RouiN2Y
Outpatient Services (up to 25 vigi i sical, speech, and occupational $65

therapies per Year; additiona

Inpatient Services (up to 30 da

35% Coinsurance after

Deductible
Hearing Instruments You Pay
Visits for hearing instrument Services, 8uch as assessment, fitting, adjustment, and $65

auditory training

Hearing instruments (per ear every 36 months)

35% Coinsurance

Ear molds

35% Coinsurance

Home Health Services

You Pay

Home health (up to 130 visits per Year)

35% Coinsurance after

Deductible
Hospice Services You Pay
Hospice S_er\Tices (inpatient or outpatient respite care limited to a maximum of 14 $0
days per lifetime)
Maternity and Newborn Care You Pay
Scheduled prenatal care visits and postpartum visits $0
Inpatient hospital Services 35% Coinsurgnce after
Deductible
Home birth obstetrical care and delivery $65
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Medical Foods and Formula

You Pay

Medical foods and formula

35% Coinsurance after

Deductible
Mental Health Setvices You Pay
Outpatient Services $40 per visit
Intensive outpatient Services $40 per day
Partial hospitalization $40 per day
Assertive Community Treatment (ACT) Services $0
Inpatient hospital Services 3% Coinsurz_mce after

Deductible
Residential Services 35% %)éﬁiucigﬁe ¢ after
Naturopathic Medicine You Pay
Evaluation and treatment $40
Out-of-Area Coverage for Dependents You Pay

Limited office visits, laboratory, diagnostic X-rays, and prescription drug fi
described in the EOC under “Out-of-Area Coverage for Dependents” i
“How to Obtain Services” section

20% of the actual fee the
provider, facility, or vendor
charged for the Service

Outpatient Durable Medical Equipment (DME)

You Pay

Outpatient Durable Medical Equipment (DME)

35% Coinsurance after
Deductible

Home ultraviolet light therapy equipment

$0

Peak flow meters, blood glucose monitors, and lancets ("

35% Coinsurance

Outpatient Laboratory, X-ray, Imaging, and SpecialDiags ocedures You Pay
Laboratory $60 per department visit
Genetic testing $60 per department visit
L o . $60 after Deductible per
X-ray, imaging, and special diagnostic pr& department visit
Diagnostic and supplemental brg $0

$400 after Deductible per
department visit

You Pay

Certain inhaled corticosteroids for the treatment of asthma

Subject to the applicable drug
tier Copayment or Coinsurance,
not subject to the Deductible,
up to $35 for each 30-day
supply. Any Cost Share paid will
apply toward the Deductible.

Certain preventive medications (including, but not limited to, aspirin, fluoride,
liquid iron for infants, and tobacco use cessation drugs)

$0

Certain self-administered IV drugs, fluids, additives, and nutrients including the
supplies and equipment required for their administration

$0

Blood glucose test strips

Subject to the applicable drug
tier Copayment or Coinsurance
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Epinephrine autoinjectors for the treatment of allergic reactions

Subject to the applicable drug
tier Copayment or Coinsurance,
not subject to the Deductible,
up to $35. Any Cost Share paid

will apply toward the
Deductible.
FDA-approved prescription and over-the-counter contraceptive drugs or devices $0
HIV post-exposure prophylaxis (PEP) drugs $0

Insulin

Subject to the applicable drug
tier Copayment or Coinsurance,
not subject to the Deductible,
up to $35 for each 30-day
supply. Any Cost Share paid will
apply toward the Deductible.

Self-administered chemotherapy medications used for the treatment of cancer

20% Coinsurance or subject to
the applicable drug tier Cost
Share, whichever is less

Generic Drugs

$30 for up to a 30-day supply

Generic Drugs from our Mail-Order Pharmacy

$30 for up to a 30-day supply
$60 for a 31- to 90-day supply

Preferred Brand-Name Drugs or supplies

5 for up to a 30-day supply

Preferred Brand-Name Drugs or supplies from our Mail-Order y

$75 for up to a 30-day supply
$150 for a 31- to 90-day supply

Non-Preferred Brand-Name Drugs or supplies

50% Coinsurance for up to a
30-day supply after Deductible

-Order Pharmacy

Non-Preferred Brand-Name Drugs or supp iil

50% Coinsurance for up to a
30-day supply after Deductible
50% Coinsurance for a 31- to
90-day supply after Deductible

Specialty Drugs or supplies

50% Coinsurance for up to a
30-day supply after Deductible

Pediatric Vision Services (g

Member turns 19 years of 3 You Pay
Routine vision screening $0
Comprehensive eye exam (limited t@ am per Year) $0
Low vision evaluation and/ or f_ollow up exams (evaluations limited to once every $40
tive years; follow up exams limited to four exams every five years)

Eyeglasses (limited to one pair per Yeat) $0
Conventional or disposable contact lenses in lieu of eyeglasses (limited to one pair

per Year for conventional contact lenses or up to a 12-month supply of disposable $0
contact lenses per Year)

Medically Necessary contact lenses (limited to one pair per Year for conventional

contact lenses or up to a 12-month supply of disposable contact lenses per Year, $0
prior authorization required)

Low vision aids (limited to one device per Year, prior authorization required) $0
Reconstructive Surgery Services You Pay

Inpatient hospital Services

35% Coinsurance after
Deductible

Outpatient surgery visit

35% Coinsurance after
Deductible

BWIDDEDS5500DNT0126 4




Rehabilitative Therapy Services (Visit or day maximums do not apply to
rehabilitative therapy Setvices for treatment of mental health conditions.)

You Pay

Outpatient Services (up to 25 visits combined physical, speech, and occupational
therapies per Year; additional 25 visits per Year for neurological conditions)

$65

Inpatient Services (up to 30 days per Year)

35% Coinsurance after
Deductible

Skilled Nursing Facility Services

You Pay

Inpatient skilled nursing Services (up to 60 days per Year)

35% Coinsurance after
Deductible

Spinal and Extremity Manipulation Therapy Services

You Pay

Self-referred Spinal and Extremity Manipulation therapy (up to 10 visits per Year)

$65 per visit

Physician-referred Spinal and Extremity Manipulation therapy

$65 per visit

Substance Use Disorder Services You Pay
Outpatient Services $40 per visit
Inpatient hospital Services 35% Coinsurgnce after
Deductible
. . . 35% Coinsurance after
Residential Services Deductible
Day treatment Services $40 per day
Telehealth Services You Pay
Telemedicine Services, telephone visits, and e-visits $0
Transplant Setvices You Pay
Inpatient hospital Services 35% Coinsurgnce after
Deductible
Dependent Limiting Age Limiting Age
Dependent Limiting Age 26

Pediatric Dental Services
(covered until the end of the Yg

age)

e Member turns 19 years of

Participating Dental Provider

Preventive and Diagnosti€ ybject to the Deductible) You Pay
Oral exams, including evaluatiot tic exams $0
Fluoride treatments $0
Teeth cleaning $0
Sealants $0
Space maintainers $0
X-rays $0
Minor Restorative Services You Pay

Routine fillings

50% Coinsurance

Simple extractions

50% Coinsurance

Restorations (composite/actylic, steel, and synthetic)

50% Coinsurance

Oral Surgery Services

You Pay

Major oral surgery

50% Coinsurance

Surgical tooth extractions

50% Coinsurance

Periodontic Services

You Pay

Scaling and root planing

50% Coinsurance

Periodontal surgery

50% Coinsurance
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Pediatric Dental Services
(covered until the end of the Year in which the Member turns 19 years of

age)

Participating Dental Provider

Treatment of gum disease

50% Coinsurance

Endodontic Setvices

You Pay

Root canal and related therapy

Antetior tooth

50% Coinsurance

Bicuspid tooth

50% Coinsurance

Molar tooth

50% Coinsurance

Major Restorative Services

You Pay

Bridge abutments

50% Coinsurance

Noble metal gold or porcelain crowns

50% Coinsurance

Inlays

50% Coinsurance

Pontics

50% Coinsurance

Removable Prosthodontic Setrvices

You Pay

Full upper and lower dentures

50% Coinsurance

Partial dentures

50% Coinsurance

Rebases

50% Coinsurance

Relines

50% Coinsurance

Orthodontic Setvices

You Pay

Medically necessary orthodontics (diagnosis of cleft palate/lip)

50% Coinsurance

Emergency Dental Care

You Pay

From Participating Dental Providers

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

From Non-Participating Dental Providé

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

Other Pediatric Dental Servi You Pay
House/extended care facili $0
Nightguards 35% Coinsurance
Nitrous oxide $25
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INTRODUCTION

This Evidence of Coverage (EOC), including the “Benefit Summary,” describes the health care benefits of this
Kaiser Permanente Individuals and Families Deductible Plan. Members are entitled to covered Services only
at Participating Facilities 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 Deductible Plan is the Classic Complete 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 Lisz 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 sometimes referred to as “Company,”

(13 23 <¢

we,” “our,” or “us.” Members are sometimes referred to as “you.” Some,capitalized terms have special

meaning in this EOC. See the “Definitions” section for terms you sho ow.

It is important to familiarize yourself with your coverage by readin OC and the “Benefit Summary”

needs, carefully read the sections applicable to you.

If you would like additional information about your benefigs, i nt health plan disclosures, or other

Term of This EOC
Medical benefit coverage under this EOC for the eff

only for the period for which Company ved the"applicable Premium.

Renewal

This EOC'is guaranteed renewable duri ¢ effective period subject to receipt of applicable Premium and
will not be terminated, excep@s )C e “Termination of Membership” section.

DEFINITIONS

The following terms, when capl d used in any part of this EOC, mean:
Allowed Amount. The lower of th&tollowing amounts:
» The actual fee the provider, facility, or vendor charged for the Service.

* 160 percent of the Medicare fee for the Service, as indicated by the applicable Current Procedural
Terminology (CPT) code or Healthcare Common Procedure Coding System (HCPCS) code shown on the
current Medicare fee schedule. The Medicare fee schedule is developed by the Centers for Medicare and
Medicaid Services (CMS) and adjusted by Medicare geographical practice indexes. When there is no
established CPT or HCPCS code indicating the Medicare fee for a particular Service, the Allowed
Amount is 70 percent of the actual fee the provider, facility, or vendor charged for the Service.

Ancillary Service. Services that are:

* Related to emergency medicine, anesthesiology, pathology, radiology, and neonatology, whether provided
by a physician or non-physician practitioner.

= Provided by assistant surgeons, hospitalists, and intensivists.

= Diagnostic Services, including radiology and laboratory Services.
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= Provided by a Non-Participating Provider if there is no Participating Provider who can furnish such
Service at the facility.

* Provided as a result of unforeseen, urgent medical needs that arise at the time the Service is provided,
regardless of whether the Non-Participating Provider or Non-Participating Facility satisfies the notice and
consent requirements under federal law.

Behavioral Health Emergency Services Provider. Emergency Services provided in any of the following
settings, which are licensed or certified by the Washington Department of Health:

= A crisis stabilization unit.

= An evaluation and treatment facility that can provide directly, or by direct arrangement with other public
or private agencies, emergency evaluation and treatment, outpatient care, and timely and appropriate
inpatient care to persons suffering from a mental disorder.

= An agency certified to provide outpatient crisis services.

= A triage facility.

= An agency certified to provide medically managed or medically m
services.

ored withdrawal management

alth administrative services
alth administrative services

* A mobile rapid response crisis team that is contracted wit
organization operating to provide crisis response servic
organization’s service area.

Benefit Summary. A section of this EOC which provides a
and what you pay for covered Services.

description of your medical Plan benefits

Charges. Charges means the following:

= For Services provided by Medical Grg ndation Hospitals, and Permanente Dental

charges for Services provided to Members.

= For Services received {4
amount the provider or

= For items obtained at a phar ned and operated by Kaiser Permanente, the amount the pharmacy
would charge a Member for the Ttem if the Member’s benefit Plan did not cover the pharmacy item. This
amount is an estimate of: the cost of acquiring, storing, and dispensing drugs, the direct and indirect costs
of providing pharmacy Services to Members, and the pharmacy program’s contribution to the net revenue
requirements of Company.

= For Emergency Services received from a Non-Participating Provider or Non-Participating Facility
(including Post-Stabilization Care that constitutes Emergency Services under federal law), the amount
required to be paid by Company pursuant to state law, when it is applicable, or federal law, including any
amount determined through negotiation or an independent dispute resolution (IDR) process.

= For all other Services received from a Non-Participating Provider or Non-Participating Facility (including
Post-Stabilization Services that are not Emergency Services under federal law), the amount (1) required to
be paid pursuant to state law, when it is applicable, or federal law, including any amount determined
through negotiation or an independent dispute resolution (IDR) process, or (2) in the event that neither
state or federal law prohibiting balance billing apply, then the amount agreed to by the Non-Participating
Provider and Company or, absent such an agreement, the Allowed Amount.
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Coinsurance. The percentage of Charges that you must pay when you receive a covered Service.

Company. Kaiser Foundation Health Plan of the Northwest, an Oregon nonprofit corporation. This EOC
sometimes refers to our Company as “we,” “our,” or “us.”

Copayment. The defined dollar amount that you must pay when you receive a covered Service.
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 Dental Providers, includes
addresses for Participating Dental Offices, and provides general information about each Participating Dental
Provider such as gender, specialty, and language spoken.

Dental Specialist. A Participating Provider who is an endodontist, oral
surgeon, orthodontist, pediatric dentist, periodontist or prosthodontis
required in order to receive covered Services from a Dental Speciali

thologist, oral radiologist, oral
referral by a Participating Dentist is

diagnose, or treat a dental condition. A Service is Dentally
determines that its omission would adversely affect your

appropriate course of treatment for you in accord with gene cepted professional standards of practice
that are consistent with a standard of care in the d and in accordance with applicable law.

Unless otherwise required by law, we decide if a Se ecessary. You may appeal our decision
as set forth in the “Grievances, Claims, Appeals, and ; ew”” section. The fact that a Participating
Dentist has prescribed, recommended, or vice does not, in itself, make such Service Dentally

Dependents (other than Spou
under the Dependent Limiting
the Dependent Limiting Age.

Durable Medical Equipment (DME). Non-disposable supply or item of equipment that is able to
withstand repeated use, primarily and customarily used to serve a medical purpose and generally not useful to
you if you are not ill or injured.

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

Emergency Dental Condition. A dental condition, or exacerbation of an existing dental condition,
occurring suddenly and unexpectedly, involving injury, swelling, bleeding, or extreme pain in or around the
teeth and gums such that a prudent layperson possessing an average knowledge of health and medicine could
reasonably expect the absence of immediate dental attention to result in:

* Placing the person’s health (or, with respect to a pregnant person, the health of them or their unborn
child) in serious jeopardy;

= Serious impairment to bodily functions; or

= Serious dysfunction of any bodily organ or part.
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Emergency Medical Condition. A medical, mental health, or Substance Use Disorder condition that
manifests itself by acute symptoms of sufficient severity (including, but not limited to, severe pain or
emotional distress) such that a prudent layperson, who possesses an average knowledge of health and
medicine, could reasonably expect the absence of immediate medical, mental health, or Substance Use
Disorder treatment attention to result in any of the following:

* Placing the person’s health (or, with respect to a pregnant person, the health of them or their unborn
child) in serious jeopardy.

= Serious impairment to bodily functions.
= Serious dysfunction of any bodily organ or part.
Emergency Services. All of the following with respect to an Emergency Medical Condition:

* A medical screening examination (as required under the federal Emergency Medical Treatment and Active
Labor Act, “EMTALA”) that is within the capability of the emergency department of a hospital, or of an
Independent Freestanding Emergency Department, including Ancillary Services and patient observation
routinely available to the emergency department to evaluate the Emes@ency Medical Condition.

* A behavioral health screening examination that is within the ca
Services Provider, including Ancillary Services routinely availa;

of a Behavioral Health Emergency
Behavioral Health Emergency

= Further examination and treatment, within the capabilj
emergency department of a hospital, or Independent ng Emergency Department, or Behavioral

s required under EMTALA (or would be

= Covered Services provided by a Non- Part1c1pat1 ipcluding staff or facilities at the emergency
department of a hospltal or Independes

been furnished, if the Non-Particip# cridctermines that, taking into account your medical or
behavioral health conditio 2 able to travel to an available Participating Provider within a

ERISA. The Employee Ret e Security Act of 1974, as amended.

Essential Health Benefits.
and Human Services (HHS) Secreta§defines as essential health benefits. Essential Health Benefits must be
equal to the scope of benefits provided under a typical employer plan, except that they must include at least
the following: ambulatory 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). Company certifies that
this Plan covers Essential Health Benefits in compliance with state and federal law.

Evidence of Coverage (EOC). This Evidence of Coverage document provided to the Subscriber that specifies
and describes benefits and conditions of coverage. After you enroll, you will receive a postcard that explains
how you may either download an electronic copy of this EOC or request that this EOC be mailed to you.

External Prosthetic Devices. External prosthetic devices are rigid or semi-rigid external devices required to
replace all or any part of a body organ or extremity.

Family. A Subscriber and all of their Dependents.
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Gender Affirming Treatment. Medically Necessary Services that a Participating Provider prescribes, in
accordance with generally accepted standards of care, to treat any condition related to a Member’s gender
expression or gender identity.

HIPAA-eligible Individual. A HIPAA-eligible Individual meets the following conditions: 1) has at least

18 months of Creditable Coverage as of the application date; 2) the most recent prior Creditable Coverage
was under a group health Plan, governmental Plan, or church Plan or health insurance coverage offered in
connection with any of these Plans; 3) does not have other health insurance coverage; 4) the individual’s most
recent coverage was not terminated because of nonpayment of Premium or fraud; 5) the individual has
elected and exhausted continuation coverage under Consolidated Omnibus Budget Reconciliation Act
(COBRA) or a similar state program; and 6) the individual is not eligible for a group health Plan, Medicare
Part A or B, or a state Medicaid Plan.

Home Health Agency. A “home health agency” is an agency that: (i) meets any legal licensing required by
the state or other locality in which it is located; (if) qualifies as a participating home health agency under
Medicare; and (iif) specializes in giving skilled nursing facility care Services and other therapeutic Services,
such as physical therapy, in the patient’s home (or to a place of temporargor permanent residence used as
your home).

Homemaker Services. Assistance in personal care, maintenance
Services to enable the individual to carry out the plan of care.

and healthy environment, and

Independent Freestanding Emergency Department.
and distinct and licensed separately from a hospital under
Services.

t is geographically separate
tate law and that provides Emergency

Kaiser Permanente. Kaiser Foundation Hospital§{a"@ali i rofit corporation), Medical Group,
an of the Northwest (Company).

Medical Facility Directoty. The Medical lgdility Directofy includes addresses, maps, and telephone numbers
for Participating Medical Offices and og ipatin@lacilities and provides general information about

: vill receive an e-mail or flyer that explains how you
may either download an electronic copy acility Directory or request that the Medical Facility
Directory be mailed to you.

Medical Group. Northwg
physicians organized under %
provide professional medical
Participating Facilities.

YPhysicians and Surgeons, a professional corporation of
state of Oregon. Medical Group contracts with Company to
embers and others primarily on a capitated, prepaid basis in

Medically Necessary. Our determination that the Service is all of the following: (1) 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, Appeals, and External
Review” 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.

Medicare. A federal health insurance program for people aged 65 and older, certain people with disabilities,
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 a Member as “you.” The term Member may include the Subscriber,
their Dependent, or other individual who is eligible for and has enrolled under this EOC.

New Episode of Care. Treatment for a new condition or diagnosis for which you have not been treated by a
Participating Provider of the same licensed profession within the previous 90 days and are not currently
undergoing any active treatment.

Non-Participating Dental Office. Any dental office or other dental facility that provides Services, but
which is not a Participating Dental Office.

Non-Participating Dental 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.

Non-Participating Facility. Any of the following licensed institutions that provide Services, but which are
not Participating Facilities: hospitals and other inpatient centers; ambulatory surgical or treatment centers;
birthing centers; medical offices and clinics; skilled nursing facilities; residgntial treatment centers; diagnostic,
laboratory, and imaging centers; and rehabilitation settings. This inclu ny of these facilities that are owned
and operated by a political subdivision or instrumentality of the sta other facilities as required by federal
law and implementing regulations.

Non-Participating Provider. A physician or other health ¢
r otherwiSe providing health care
services within the scope of licensure or certification const state law that does not have a written
agreement with Kaiser Permanente to participate as_a health ¢ rovider for this Plan.

Orthotic Devices. Orthotic devices are rigid or se
supportt or correct a defective form or function of a
motion in a diseased or injured part of th

Out-of-Pocket Maximum. The tota ble, Copayments, and Coinsurance you will be
responsible to pay in a Year, as describgd in g ocket Maximum” section of this EOC.

Participating Dental Office. acili ed in the Dental Facility Directory. Participating Dental Offices are
subject to change.

on who is a Participating Dentist; or a person who is regulated
-related Services or otherwise practicing dental care Services

registered nurse, or advanced registcfed nurse practitioner, and who is an employee or agent of a Participating
Dentist. Participating Dental Providers 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 Facility. Any facility listed as a Participating Facility in the Medical Facility Directory.
Participating Facilities are subject to change.

Participating Hospital. Any hospital listed as a Participating Hospital in the Medical Facility Directory.
Participating Hospitals are subject to change.

Participating Medical Office. Any outpatient treatment facility listed as a Participating Medical Office in
the Medical Facility Directory. Participating Medical Offices are subject to change.
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Participating Pharmacy. A pharmacy owned and operated by Kaiser Permanente or another pharmacy that
we designate, that is listed as a Participating Pharmacy in the Medical Facility Directory. Participating Pharmacies
are subject to change.

Participating Physician. Any licensed physician who is an employee of the Medical Group, or contracts
directly or indirectly with Medical Group. Participating Physicians are subject to change.

Participating Provider. Any person who is a Participating Physician; or a physician or other health care
provider, facility, business, or vendor regulated under state law to provide health or health-related services or
otherwise providing health care services within the scope of licensure or certification consistent with state law
and which contracts directly with Kaiser Permanente to provide Services to Members enrolled in this Plan.
Participating Providers are subject to change.

Participating Skilled Nursing Facility. A facility that provides inpatient skilled nursing Services,
rehabilitation Services, or other related health Services and is licensed by the state of Oregon or Washington
and approved by Company. The facility’s primary business must be the provision of 24-hour-a-day licensed
skilled nursing care. The term “Participating Skilled Nursing Facility” does not include a convalescent nursing
home, rest facility, or facility for the aged that furnishes primarily custodiPcare, including training in routines
of daily living. A “Participating Skilled Nursing Facility” may also be it or section within another facility
(for example, a Participating Hospital) as long as it continues to efinition above. Participating
Skilled Nursing Facilities are subject to change.

Patient Protection and Affordable Care Act of 2010. M the Patient Protection and Affordable Care
Act of 2010 (Public Law 11 - 148) as amended by the Healgh, Cagdand Education Reconciliation Act of 2010
(Public Law 111 - 152).

Plan. Any hospital expense, medical expense, or h@sp ical expense policy or certificate, health
care service contractor or health maintenance organ 2 iber contract, any plan provided by a

multiple employer welfare arrangement or Jojganothe cfit arrangement defined in the federal Employee
as afiended.

any Cost Shares.
Premium Due Date. Last da

Service Area. Our Service Area cofi§ists of Clark and Cowlitz counties in the state of Washington.

Services. Health and dental care services, supplies, or items.

Specialist. Any licensed Participating Provider who practices in a specialty care area of medicine (not family
medicine, pediatrics, gynecology, obstetrics, general practice, or internal medicine). In most cases, you will
need a referral in order to receive covered Services from a Specialist.

Spinal and Extremity Manipulation (Diversified or Full Spine Specific (FSS)). The Diversified
manipulation/adjustment entails a high-velocity, low amplitude thrust that usually results in a cavitation of a
joint (quick, shallow thrusts that cause the popping noise often associated with a chiropractic
manipulation/adjustment).

Spouse. The person to whom you are legally married under applicable law. For the purposes of this EOC, the
term “Spouse” includes a person who is legally recognized as your domestic partner in a valid Certificate of
State Registered Domestic Partnership issued by the state of Washington or validly registered as your
domestic partner under the laws of another state.
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Stabilize. With respect to an Emergency Medical Condition, to provide the medical treatment of the
condition that is necessary to assure, within reasonable medical probability, that no material deterioration of
the condition is likely to result from or occur during the transfer of the person from the facility. With respect
to a pregnant person who is having contractions, when there is inadequate time to safely transfer them to
another hospital before delivery (or the transfer may pose a threat to the health or safety of them or their
unborn child), “Stabilize” means to deliver the infant (including the placenta).

Subscriber. A Member who is eligible for membership on their own behalf and not by virtue of Dependent
status and who meets the eligibility requirements as a Subscriber and for whom we have received applicable
Premium.

Substance Use Disorder. A substance-related or addictive disorder listed in the most current version of the
Diagnostic and Statistical Mannal of Mental Disorders (DSM) published by the American Psychiatric Association.

Urgent Care. Treatment for an unforeseen condition that requires prompt medical attention to keep it from
becoming more serious, but that is not an Emergency Medical Condition.

Urgent Dental Care. Treatment for an Urgent Dental Condition.

Urgent Dental Condition. An unforeseen dental condition that re

s prompt dental attention to keep it
from becoming more serious, but that is not an Emergency Denta it

area where the Service was received according to the mos rvey data published by FAIR Health Inc.
or another national service designated by Company.

Utilization Review. The formal application of cri
is receiving Services at the appropriate level; used as
necessity, appropriateness, effectiveness, or e

onitor the use of or evaluate the medical
Service, procedure, or setting.

Year. A period of time that is a calends
December 31 of the same year.

PREMIUM, ELIGIB D ENROLLMENT

Premium

Only Members for whom Co

2 eceived the applicable Premium are entitled to membership under
this EOC, and then only for the P

or which Company has received the applicable Premium.

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

Subscribers

To be eligible to enroll and to remain enrolled as a Subscriber, you must meet all of the following
requirements:

* You enroll during an annual open enrollment period or special enrollment period, as described under
“Annual Open Enrollment Period” and “Special Enrollment” in this “Premium, Eligibility, and
Enrollment” section.

*  You submit a completed application.
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*  You live in our Washington Service Area. For assistance about the Service Area or eligibility, please
contact Member Services. The Subscriber’s or the Subscriber’s Spouse’s otherwise eligible children are not
ineligible solely because they live outside our Service Area or in another Kaiser Foundation Health Plan
service area.

* You are not entitled to Medicare Part A or enrolled in Medicare Part B. If you are eligible for or enrolled

in Medicare coverage, contact Member Services for Medicare coverage information.

Dependents

In addition to meeting the same requirements as the Subscriber, the individuals defined below are eligible to
enroll as your Dependents under this EOC:

*  Your Spouse.

= A person 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, or for whom you or
obligation in anticipation of adoption.

Spouse have assumed a legal

e Any other person for whom you or your Spouse is a ¢ i uardian.
e A child placed with you or your Spouse for foster

our Spouse for support and maintenance if
n of a developmental disability, mental

illness, or a physical disability that occurred pri
shown in the “Benefit Summary,” if the person

Dependent Limiting Age shown in the “Benefit Summary.”

period following attainment o

Children born to a Dependent other than your Spouse (for example, your grandchildren) are not eligible for
coverage beyond the first 31 days of life, including the date of birth, unless: (a) you or your Spouse adopts
them or assumes a legal obligation in anticipation of adoption; or, (b) they are primarily supported by you or
your Spouse and you or your Spouse is their court-appointed guardian.

Company will not deny enrollment of a newborn child, newly adopted child, child for whom legal obligation
is assumed in anticipation of adoption, child newly placed for adoption, or newly placed foster child, solely on
the basis that: (a) the child was born out of wedlock; (b) the child is not claimed as a dependent on the
parent’s federal tax return; (c) the child does not reside with the child’s parent or in our Service Area; or (d)
the mother of the child used drugs containing diethylstilbestrol prior to the child’s birth. Also, Company does
not discriminate between married and unmarried persons, or between children of married or unmarried
persons.
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Members with Medicare

If, during the term of this EOC, you become entitled to or enroll in Medicare (Part A or Part B) due to age,
disability, or end-stage renal disease, promptly contact Member Services to provide notice of this change and
to receive information about our Kaiser Permanente Senior Advantage (HMO) Plans.

When You Can Enroll and When Coverage Begins

An individual may enroll for coverage in a Kaiser Permanente Individuals and Families 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 special enrollment period, including
providing proof of your own or your Dependent’s qualifying event. To learn more about qualifying events,
special enrollment periods, how to enroll or change your plan (if permitted), timeframes for submitting
information to Company, and other requirements, contact Member Services or visit
kp.org/specialenrollment to obtain a copy of out Special Enrollment Guide.

Note: During the enrollment process if we discover that you or someo
provided incomplete or incorrect material information on your enrol
membership. This means that we will completely cancel your me
You will be responsible for the full Charges of any Services recgi
to “Rescission of Membership” in the “Termination of Me

your behalf intentionally

nt application, we will rescind your
o that no coverage ever existed.
your Dependents. Please refer
details.

Annual Open Enrollment Period

An individual may apply for enrollment as a Subscriber, and
submitting an application form to us during the an enr.
we will notify the individual of the date coverage be

date specified in the notice.

Iso apply to enroll eligible Dependents, by
ent period. If we accept the application,
hip begins at 12 a.m. PT of the effective

Special Enroliment

A special enrollment period is open to xperience a qualifying event, as defined in applicable
state and federal law. We will admaimister ial enrollment rights consistent with applicable state and federal
law.

Examples of qualifying ev¢ are not limited to:

bl

= Loss of minimum essentia
coverage, misrepresentation, f

or any reason other than nonpayment of Premium, rescission of
or voluntary termination of coverage.

= Gaining a Dependent through marriage or entering into a domestic partnership, birth, adoption,
placement for adoption, placement for foster care, or through a child support order or other court order.

= 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.

There are requirements that you must meet to take advantage of a special enrollment petiod, includin,

q y 8 p p 8
providing proof of your own or your Dependent’s qualifying event. To learn more, contact Member Services
or visit kp.org/specialenrollment.
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Adding New Dependents to an Existing Account

To enroll a Dependent who first becomes eligible to enroll after you became a Subscriber, you must submit
an enrollment application as described in this “Adding New Dependents to an Existing Account” section.

Newborns, newly adopted children, children newly placed for adoption, or newly placed foster children are
covered for the first 31 days after birth, adoption, placement for adoption, or placement for foster care. In
order for coverage to continue beyond this 31-day period, you must submit an enrollment application within
60 days after the date of birth, adoption, placement for adoption, or placement for foster care, if additional
Premium is required to add the Dependent. If additional Premium is not required, the application
requirement is waived; however, please notify Member Services to add the child to your Plan.

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 Eanilies Plan you may switch to
another Kaiser Permanente Individuals and Families Plan that we off; ring the annual open enrollment
period, or if you experience a qualifying event as defined in applica c and federal law.

When Coverage Begins

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

If an individual enrolls in, adds a Dependent, or chane n coverage during the annual open
enrollment period, or a special enrollment period, the
compliance with applicable state and federal law.

except as described under the followthg sections in this EOC:
= “Referrals to Non-Participating Providers and Non-Participating Facilities.”
= “Emergency, Post-Stabilization, and Urgent Care.”

= “Receiving Care in Another Kaiser Foundation Health Plan Service Area.”
= “Out-of-Area Coverage for Dependents.”

= “Ambulance Services.”

= “Pediatric Dental Services.”

To locate a Participating Provider or Participating Facility, contact Member Services or visit kp.otg/doctors
to see all Kaiser Permanente locations near you, search for Participating Providers, and read online provider
profiles.

We will not directly or indirectly prohibit you from freely contracting at any time to obtain health care
Services from Non-Participating Providers and Non-Participating Facilities outside the Plan. However, if you
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choose to receive Services from Non-Participating Providers and Non-Participating Facilities except as
otherwise specifically provided in this EOC, those Services will not be covered under this EOC and you will
be responsible for the full price of the Services. Any amounts you pay for non-covered Services will not count
toward your Deductible (if any) or Out-of-Pocket Maximum.

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 medical and 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, please let us know by calling Member
Services. If you need to replace your ID card, please 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 allow someone else to use your ID card, we may keepgyour card and terminate your
membership (see the “Termination for Cause” section). We may reque, oto identification in conjunction
with your ID card to verify your identity.

Advice Nurses

If you are unsure whether you need to be seen by a physicidf’'or whete to go fof Services, or if you would like
to discuss a medical concern, call Member Services during siness hours, evenings, weekends, and
holidays to be directed to one of our advice nurses.

You may also use the Member section of our webs nonurgent questions to an advice nurse

or pharmacist.

Your Primary Care Provid

important as your primary care provide des or affanges most of your health care needs.

You may select a ParticipatingfP Mifamily practice, internal medicine, or pediatrics as your primary
care provider. Members alg ion Of choosing a women’s health care Participating Provider as
their primary care provider. omen’s B€alth care provider includes an obstetrician or gynecologist, a
physician assistant specializing health, an advanced registered nurse practitioner specializing in

women’s health, or a certified nu tdwife. Not all Participating Providers in these specialties are designated

primary care providers.

If you do not select a primary care provider, we will assign you to an individual primary care provider or
primary care team. We will send you a letter that includes information to help you learn more about your
provider or care team, how to find information about other primary care providers near you, and how to
change your primary care provider. You may select a different primary care provider at any time. The change
will take effect immediately.

For more information, visit kp.org/doctors to search for Participating Providers and Kaiser Permanente
locations near you and read online provider profiles. For help with selecting or changing your primary care
provider, contact Member Services.

Appointments for Routine Services

Routine appointments are for medical needs that are not urgent such as checkups and follow-up visits that
can wait more than a few days.
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If you need to make a routine care appointment, go to kp.org to schedule an appointment online or call
Member Services. Try to make your routine care appointments as far in advance as possible. For information
about getting other types of care, refer to the “Emergency, Post-Stabilization, and Urgent Care” section.

Healthy Resources

You have access to these value-added programs and resources at no cost, unless otherwise noted below. You
can register online at kp.org/register or on the Kaiser Permanente mobile app. You’ll need your medical
record number, which you can find on your Kaiser Permanente ID card.

= Sign up for healthy lifestyle programs. With our online wellness programs, you’ll get advice,
encouragement, and tools to help you create positive changes in your life. Our programs can help you
lose weight, eat healthier, quit smoking, reduce stress, manage ongoing conditions like diabetes or
depression. Start with a Total Health Assessment, a simple online survey to give you a complete look at
your health. You can also share and discuss the results with your doctor. Visit kp.org/healthylifestyles.

= Get a wellness coach. If you need a little extra support, we offer Wellness Coaching by Phone. You’ll
work one-on-one with your personal coach to make a plan to help yafdreach your health goals. Visit
kp.org/wellnesscoach.

= Join health classes. You can sign up for health classes and s
and some may require a fee. Visit kp.org/classes.

ups. Classes vary at each location

= Enjoy reduced rates. Get reduced rates on a variety calth-gelated pro
Optum® programs. These include:

cts and services through

e One Pass™ Select Affinity — Get access to g
classes, and on-demand wotrkouts.

s and fitess locations nationwide, digital fitness

eletal program is not insurance. You should check
nt program, as those benefits may result in lower costs to you

prove you
available to adult members Mhisit kptorg/selfcareapps.

= Health guides. Stay informed '@l popular health subjects or discover something new through our healthy
living guides. Visit kp.otg/livehealthy.

The programs and resources described above are not covered under your health plan benefits and are not
subject to the terms set forth in this EOC or other plan documents. Programs and resources are provided by
third-party entities and may be discontinued at any time. If you would like additional information about these
programs and resources, call Member Services.

Getting Assistance

We want you to be satisfied with your health care Services. If you have any questions or concerns about
Services you received from Participating Providers or Participating Facilities, please discuss them with your
primary care provider or with other Participating Providers who are treating you.

Member Services representatives can answer questions you have about your benefits, available Services, and
the facilities where you can receive Services. For example, they can explain your benefits, how to make your
first medical appointment, what to do if you move, what to do if you need Services while you are traveling,
and how to replace your ID card. These representatives can also help you if you need to file a claim,
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complaint, grievance, or appeal, as described in the “Grievances, Claims, Appeals, and External Review”
section. Upon request Member Services can also provide you with written materials about your coverage.

Member Services representatives are available to assist you Monday through Friday (except holidays), from
8 a.m. to 6 p.m. PT.

AL ALEAS oot 1-800-813-2000
TTY for the hearing and speech impaired .........ccooeviviviivirinicnnnnen. 711
Language interpretation SErviCEeS.......coumrurururererirereeanas 1-800-324-8010

You may also e-mail us by registering on our website at kp.org/register.

Referrals

Referrals to Participating Providers and Participating Facilities

Primary care providers provide primary medical care, including pediatric care and obstetrics/gynecology care.
Specialists provide specialty medical care in areas such as surgery, orthopéélics, cardiology, oncology, urology,
dermatology, and allergy/immunology. Your primaty care provider widlffefer you to a Specialist when
appropriate. In most cases, you will need a referral to see a Speciali st time. Please call Member
Services for information about specialty Services that require a uss your concerns with your

is in accord with your individual medical needs as determi articipating Provider and Company.

Offices without a referral. You do not need
ents at Participating Medical Offices

Some outpatient specialty care is available in Participating
a referral for outpatient Services provided in the f ing dep
owned and operated by Kaiser Permanente. Please er S
these departments:

= Audiology (routine hearing exams).
= Cancer Counseling.

=  Mental Health Services.

*  Obstetrics/Gynecology.

*  Occupational Health.

=  Optometry (eye exams are e@ucreddantil the end of the month in which the Member turns 19 years of
age).
= Social Services.

= Substance Use Disorder Services.

Referrals to Non-Participating Providers and Non-Participating Facilities

If your Participating Provider decides that you require Services not available from Participating Providers or
Participating Facilities, they will recommend to Medical Group and Company that you be referred to a Non-
Participating Provider or Non-Participating Facility. If the Medical Group’s assigned Participating Provider
determines that the Services are Medically Necessary and are not available from a Participating Provider or
Participating Facility and Company determines that the Services are covered Services, Company will authorize
your referral to a Non-Participating Provider or Non-Participating Facility for the covered Services. You pay
the same Cost Share for authorized referral Services that you would pay if you received the Services from a
Participating Provider or at a Participating Facility. You will need written authorization in advance in order
for the Services to be covered. If Company authorizes the Services, you will receive a written “Authorization
for Outside Medical Care” approved referral to the Non-Participating Provider or Non-Participating Facility,
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and only the Services and number of visits that are listed on the written referral will be covered, subject to any
benefit limitations and exclusions applicable to these Services.

Prior Authorization Review Requirements

When you need Services, you should talk with your Participating Provider about your medical needs or your
request for Services. Your Participating Provider provides covered Services that are Medically Necessary.
Participating Providers will use their judgment to determine if Services are Medically Necessary. Some
Services are subject to approval through Utilization Review, based on Utilization Review criteria developed by
Medical Group or another organization utilized by the Medical Group and approved by Company. If you
seek a specific Service, you should talk with your Participating Provider. Your Participating Provider will
discuss your needs and recommend an appropriate course of treatment.

If you request Services that must be approved through Ultilization Review and the Participating Provider
believes they are Medically Necessary, the Participating Provider may submit the request for Utilization
Review on your behalf. If the request was received electronically and is denied, we will send a letter to you
within three calendar days after we receive the request. If the request was geceived orally or in writing and is
denied, we will send a letter to you within five calendar days after we r e the request. The decision letter
will explain the reason for the determination along with instruction ling an appeal. You may request a

= Acupuncture Services (physician-referred). The initial e n and management visit and up to six
treatment visits in a New Episode of Care do i izati

= Breast reduction surgery.

= Dental and orthodontic Services for
* Drug formulary exceptions.

= Durable Medical Equipment.
= External Prosthetic Devicg
= Gender Affirming Tre

*  General anesthesia and as§@giated hgspital or ambulatory surgical facility Services provided in conjunction
with non-covered dental Se

= Habilitative Services.
= Hospice and home health Services.

= Inpatient hospital Services.

= Inpatient and residential Substance Use Disorder Services.

= Inpatient, residential, and Assertive Community Treatment (ACT) mental health Services.

* Non-emergency medical transportation.

*  Open MRL

= DPlastic surgery.

= Referrals for any Non-Participating Facility Services or Non-Participating Provider Services.

= Referrals to Specialists who are not employees of Medical Group.
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= Rehabilitative therapy Services. The initial evaluation and management visit and up to six treatment visits
in a New Episode of Care for physical therapy (including soft tissue mobilization), occupational therapy,
and speech therapy do not require authorization.

= Routine foot Services. Routine foot care may include treatment of corns and calluses, nail trimming or
debriding, and hygienic and preventive foot care maintenance.

= Skilled nursing facility Services.

= Spinal and Extremity Manipulation Therapy Services (physician-referred). The initial evaluation and
management visit and up to six treatment visits in a New Episode of Care do not require authorization.

= Transplant Services.
= Travel and lodging expenses.

If you ask for Services that the Participating Provider believes are not Medically Necessary and does not
submit a request on your behalf, you may ask for a second opinion from another Participating Provider. You
should contact the manager in the area where the Participating Provider is located. Member Services can
connect you with the correct manager, who will listen to your issues a scuss your options.

For more information about Utilization Review, a copy of the co
by Medical Group and approved by Company for a specific co
person, please contact Member Services.

tilization Review criteria developed
alk to a Utilization Review staff

cisions will not be retrospectively

an forty-five days from the date of
approval. We may revoke or amend an authorizatiga.for Servi ou have not yet received if your
membership terminates or your coverage changes @ igibility, or if we receive information that

Except in the case of misrepresentation, prior authorizati

is materially different from that which was reasonab} e time of the original determination.
Participating Providers an i g Facilities Contracts
Participating Providers and Participaf ' paid in various ways, including salary, per diem

rates, case rates, fee-for-service, incentiveip@yments, afid capitation payments. Capitation payments are based
on a total number of Membersg(e [émber per-month basis), regardless of the amount of Services

' ake capitation payments to Participating Providers and

jonal Services they deliver, and not for Services provided by other
ber Services if you would like to learn more about the ways
Participating Providers and Partie
for Members.

Our contracts with Participating Providers and Participating Facilities provide that you are not liable for any
amounts we owe. You will be liable for the cost of non-covered Services that you receive from any providers
ot facilities, including Participating Providers and/or Participating Facilities.

Provider Whose Contract Terminates

You may be eligible to continue receiving covered Services from a Participating Provider for a limited period
of time after our contract with the Participating Provider terminates.

This continuity of care provision applies when our contract with a Participating Provider terminates or when
a physician’s employment with Medical Group terminates, except when the termination is for cause (including
quality of care issues) or because the Participating Provider:

=  Has retired.
= Has died.

* No longer holds an active license.
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* Has moved outside our Service Area.
= Has gone on sabbatical.
= Is prevented from continuing to care for patients because of other circumstances.

If we directly or indirectly terminate the contract with Medical Group and/or any other primary care provider
while your Plan is in effect and while you are under the care of the provider, we will notify you. We will retain
financial responsibility for covered Services by that provider, in excess of any applicable Cost Share, for 90
days following the notice of termination to you.

Additionally, if we directly or indirectly terminate the contract with Medical Group and/or any Participating

Provider who is a Specialist, while your Plan is in effect and while you are under the care of the provider, we
will notify you. We will retain financial responsibility for covered Services by that provider until we can make
arrangements for the Services to be provided by another Participating Provider.

Receiving Care in Another Kaiser Foundation Health Plan Service Area

Plan, if the Services are provided,
een covered under this EOC.
cluding prior authorization

d the exclusions, limitations and

You may receive covered Services from another Kaiser Foundation Heal
prescribed, or directed by that other plan, and if the Services would ha
Covered Services are subject to the terms and conditions of this EO,
requirements, the applicable Cost Share shown in the “Benefit Su
reductions described in this EOC.

For more information about receiving care in other Kaisegd#oundatign Health Plan service areas, including
availability of Services, and provider and facility locations, S our Away from Home Travel Line at
951-268-3900. Information is also available online at kp.org el.

Out-of-Area Coverage for Depende

This limited out-of-area benefit is available g@aDepen

Age as shown in the “Benefit Summarygnd w
We cover certain Medically NecessarfiServiced endent child receives from Non-Participating

Providers inside the United States (whi the purpose of this benefit means the 50 states, the District of
Columbia, and United States te e out-of-area benefits are limited to the following Services as

otherwise covered under thi ervices not specifically listed as covered are excluded under
this out-of-area benefit.

hildren who are under the Dependent Limiting
tside any Kaiser Foundation Health Plan service area.

= Office visits are limited to P care, primary care, specialty care, outpatient physical therapy visits,
outpatient mental health and ¢ ance Use Disorder Services, naturopathic medicine Services, and
allergy injections — limited to ten visits combined per Year.

» Laboratory and diagnostic X-rays — limited to ten visits per Year. This benefit does not include special
diagnostic procedures such as CT, MRI, or PET scans.

= Prescription drug fills — limited to ten fills per Year.

You pay the Cost Share as shown in the “Benefit Summary” under the “Out-of-Area Coverage for
Dependents” section.

This out-of-area benefit cannot be combined with any other benefit, so we will not pay under this “Out-of-
Area Coverage for Dependents” section for a Service we are covering under another section of this EOC,
such as:

»  “Receiving Care in Another Kaiser Foundation Health Plan Service Area.”

= Services covered in the “Emergency, Post-Stabilization, and Urgent Care” section and under “Your
Primary Care Provider” in the “How to Obtain Services” section.
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= “Transplant Services.”

POST-SERVICE CLAIMS - SERVICES ALREADY RECEIVED

In general, if you have a medical or pharmacy bill from a Non-Participating Provider, Non-Participating
Facility, or non-participating pharmacy, our Claims Administration 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 Claims Administration directly.
You are not required to file a claim.

If you receive Services from a Non-Participating Provider or Non-Participating Facility without an authorized
referral, or from a pharmacy that is not a Participating Pharmacy, and you believe Company should cover the
Services, you need to send a completed medical claim form and the itemized bill to:

Kaiser Permanente

National Claims Administration — Northwest
PO Box 370050

Denver, CO 80237-9998

Company accepts CMS 1500 claim forms for professional Scgi€es and UB-04 forms for hospital claims.
il n it the claim form.

You must submit a claim for a Service within 12 md gceiving that Service. If it is not reasonably
possible to submit a claim within 12 month

unless additional information, not relat@ ation of benefits, is required to make a decision. If the
30-day period must be extendegg yi potified in writing with an explanation about why. This written
i y be extended depending on the requirements of applicable

You will receive written notificagi the claim determination. This notification will provide an
explanation for any unpaid amou ill 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 a bill from Company, 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.

EMERGENCY, POST-STABILIZATION, AND URGENT CARE

Emergency Services

If you have an Emergency Medical Condition, call 911 (where available) or go to the nearest hospital
emergency department, Independent Freestanding Emergency Department, or Behavioral Health Emergency
Services Provider. You do not need prior authorization for Emergency Services. When you have an
Emergency Medical Condition, we cover Emergency Services you receive from Participating Providers,
Participating Facilities, Non-Participating Providers, and Non-Participating Facilities anywhere in the world,
as long as the Services would have been covered under the “Benefits” section (subject to the “Exclusions and
Limitations” section) if you had received them from Participating Providers or Participating Facilities.
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You pay the emergency department visit Cost Share shown in the “Benefit Summary” under “Outpatient
Services” for all Services received in the emergency department or from the Behavioral Health Emergency
Services Provider.

If you receive covered inpatient hospital Services, you pay the Cost Share shown in the “Benefit Summary”
under “Inpatient Hospital Services,” regardless of whether the Services also constitute Emergency Services or
Post-Stabilization Care. If you visit an emergency department and are not admitted directly as an inpatient or
to Kaiser Permanente at Home™, you pay the emergency department visit Cost Share shown in the “Benefit
Summary” under “Outpatient Services” for all Services received in the emergency department or from the
Behavioral Health Emergency Services Provider.

If you have an Emergency Medical Condition, we cover licensed ambulance Services when:
*  Your condition requires use of medical Services that only a licensed ambulance can provide.
= Use of all other means of transportation, whether or not available, would endanger your health.

= The ambulance transports you to a hospital where you receive covered Emergency Services.

Emergency Services are available from Participating Hospital emergen:
days a week. Contact Member Services or see our Medical Facility Dir
departments.

cpartments 24 hours a day, seven
for locations of these emergency

Post-Stabilization Care

Post-Stabilization Services relate to medical, mental health
the short term to avoid placing the health of the individual, o
them or their unborn child, in serious jeopardy, se i i
dysfunction of any bodily organ or part.

nce Use Disorder treatment necessary in
respect to a pregnant person, the health of
to bodily functions, or serious

We cover Post-Stabilization Care if one of

limited to the Allowed Amount. dition to the applicable Cost Share, you are responsible for paying any
amount over the Allowed Amount, and any such payments do not count toward the Deductible or the Out-
of-Pocket Maximum. You are not responsible for paying any amount over the Allowed Amount for Post-
Stabilization Care from a Non-Participating Provider at a Participating Facility.

To request prior authorization for your receiving Post-Stabilization Care from a Non-Participating Provider
or Non-Participating Facility, you or someone on your behalf must call us at 503-735-2596, or toll-free at
1-877-813-5993, before you receive the Services if it is reasonably possible to do so, but no later than

24 hours after any admission.

We understand that extraordinary circumstances can delay your ability to call us, for example if you are
unconscious or if there is no parent or guardian with a young child. In these cases, you or someone on your
behalf must call us as soon as reasonably possible. If you (or someone on your behalf) do not call us by the
applicable deadline, we will not cover Post-Stabilization Care that you receive from a Non-Participating
Provider or Non-Participating Facility.

After we are notified, we will discuss your condition with the Non-Participating Provider. If we decide that
the Post-Stabilization Care is Medically Necessary and would be covered if you received it from a
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Participating Provider or Participating Facility, we will either authorize the Services from the
Non-Participating Provider or Non-Participating Facility, or arrange to have a Participating Provider or
Participating Facility provide the Services.

If we decide to arrange to have a Participating Provider or Participating Facility (or other designated provider
or facility) provide the Services to you, we may authorize special transportation Services that are medically
required to get you to the provider or facility. This may include transportation that is otherwise not covered.

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 when your attending Non-Participating Provider determines that, after you are Stabilized,
and taking into account your medical or behavioral health condition, you are not able to travel to an available
Participating Provider located within a reasonable travel distance, using non-medical transportation or non-
emergency transportation.

Urgent Care

Inside Our Service Area

You may receive covered Urgent Care Services from Participating
Utrgent Care. Visit kp.otg/getcare or call Member Services to
locations nearest you.

rs, including Kaiser Permanente
r Permanente Urgent Care

Outside Our Service Area

If you are temporarily outside our Service Area, we 3
Participating Provider or Non-Participatin ility, if
serious deterioration of your health an i
Service Area.

WHAT YOU PAY
Deductible

For each Year, most covered
Summary.” The “Benefit Summa

determine the Services were necessary to prevent
could not be delayed until you returned to our

ubject to the Deductible amounts shown in the “Benefit
ficates which Services are subject to the Deductible.

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

After you meet the Deductible, you pay the applicable Copayments and Coinsurance for covered Services for
the remainder of the Year until you meet your Out-of-Pocket Maximum (see “Out-of-Pocket Maximum” in
this “What You Pay” section).

For each Year, the following amounts count toward your Deductible:

= Charges you pay for covered Services you receive in that Year and that are subject to the Deductible.
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Copayments and Coinsurance

The Copayment or Coinsurance for each covered Service is shown in the “Benefit Summary.” Copayments or
Coinsurance are due when you receive the Service. You are not responsible for paying any amount over the
Allowed Amount for Services received from a Non-Participating Provider at a Participating Facility.

Out-of-Pocket Maximum

There is a maximum to the total dollar amount of Deductible, Copayments, and Coinsurance that you must
pay for covered Services that you receive within the same Year.

If you are the only Member in your Family, then you must meet the self-only Out-of-Pocket Maximum. If
there is at least one other Member in your Family, then you must each meet the individual Family Member
Out-of-Pocket Maximum, or your Family must meet the Family Out-of-Pocket Maximum, whichever occurs
first. Bach individual Family Member Out-of-Pocket Maximum amount counts toward the Family Out-of-
Pocket Maximum amount. The Out-of-Pocket Maximum amounts are shown in the “Benefit Summary.”

All Deductible, Copayments, and Coinsurance count toward the Out-of-Pocket Maximum, unless otherwise
indicated. After you reach the Out-of-Pocket Maximum, you are not regfitred to pay Copayments and
Coinsurance for these Services for the remainder of the Year. Mem rvices can provide you with the
amount you have paid toward your Out-of-Pocket Maximum.

The following amounts do not count toward the Out-of-Poc

= Payments that you make because you exhaust
covered the benefit maximum amount or the

* The Services are provided, presctibed, authorized, or directed by a Participating Provider except where
specifically noted to the contrary in this EOC.

*  You receive the Services from a Participating Provider, Participating Facility, or from a Participating
Skilled Nursing Facility, except where specifically noted to the contrary in this EOC.

* You receive prior authorization for the Services, if required under “Prior Authorization Review
Requirements” in the “How to Obtain Services” section.

All Services are subject to the coverage requirements described in this “Benefits” section. Some Services are
subject to benefit-specific exclusions and/or limitations, which are listed, when applicable, in each benefit
section. A broader list of exclusions and limitations that apply to all benefits is provided under the
“Exclusions and Limitations” section.

All covered Services are subject to any applicable Cost Share as described in the “What You Pay” section and
in the “Benefit Summary.”

The benefits under this Plan are not subject to a pre-existing condition waiting period.
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Preventive Care Services

We cover a variety of preventive care Services, which are Services to keep you healthy or to prevent illness,
and are not intended to diagnose or treat a current or ongoing illness, injury, sign or symptom of a disease, or
condition. Services received for a current or ongoing illness, injury, sign or symptom of a disease, or condition
during a preventive care examination or procedure may be subject to the applicable Cost Share.

Preventive care Services include:

Additional covered preventive care Services include, but are notJi

Services recommended by, and rated A or B by, the U.S. Preventive Services Task Force (USPSTF). You
can access the list of preventive care Services at
www.uspreventiveservicestaskforce.org/uspstf/recommendation-topics /uspstf-a-and-b-
recommendations.

Immunizations recommended by the Advisory Committee on Immunization Practices of the CDC.

Preventive care and screenings for infants, children, and adolescents supported by the Health Resources
and Services Administration (HRSA).

Preventive care and screenings for women supported by HRSA. Yodi€an access the list of preventive care
Services at www.htsa.gov/womensguidelines/.

ited t

Bone densitometry.

Breast cancer screenings prior to a breast cancer diagn
mammography), MRI, and ultrasound.

ing mammography, tomosynthesis (3-D

Cervical cancer screening.
Chlamydia test.
Cholesterol tests (all types).

Colorectal cancer screening for
including:

e Fecal occult blood te
recommended by

¢ Colonoscopy every t&
recommended by your |

e TFollow-up colonoscopy for SCreening to be achieved following abnormal findings identified by
flexible sigmoidoscopy or CT colonography screening.

e Required specialist consultation prior to the screening procedure.

e Bowel preparation medications prescribed for the screening procedure.

e Anesthesia Services performed in connection with the screening procedure.

e DPolyp removal performed during the screening procedure.

e Any pathology exam on a polyp biopsy performed as part of the screening procedure.
Contraceptive drugs that you receive at a Participating Provider’s office, if available.

Contraceptive Services and supplies, including, but not limited to, transabdominal and transcervical
stetilization procedures, and insertion/removal of TUD or implanted birth control drugs and devices.

Depression screening for Members 12 years of age and older, including pregnant and postpartum
members.
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= Diabetic retinopathy screening.

= Fasting glucose test.

*  Healthy diet counseling and counseling for obesity and weight management.
* Immunizations.

= Pre-exposure prophylaxis (PrEP) therapies and essential services, such as laboratory tests, associated with
the use of PrEP for Members who are at high risk for HIV infection.

* Prostate screening examinations once every two years for men 50 years of age or older or for younger
Members who are at high risk, and more frequently if your provider recommends it because you are at
high risk for prostate cancer or disease.

* Routine preventive physical exam (adult, well-child, and well-baby).
= Screening for physical, mental, sexual, and reproductive health care needs that arise from a sexual assault.
= Screening prostate-specific antigen (PSA) test (not including monitoring or ultrasensitive tests).

When a Participating Provider determines that a recommended Servic
individual and the individual satisfies the criteria for the Service or
recommended Service regardless of sex assigned at birth, gender,i
otherwise recorded by us.

medically appropriate for an
nt, we will provide coverage for the
ender of the individual

If you would like additional information about covered pgé¥entive gare Services, call Member Services.
Information is also available online at kp.org/prevention.

Benefits for Outpatient Services

We cover outpatient Services for diagnosis, treatmers
applicable Cost Share shown in the “Bene

) ive medicine upon payment of any
he “Outpatient Services” section. Additional types
er headings in this “Benefits” section.

= Cardiac rehabilitative therapy visits.
= Chemotherapy and radiation therapy Services.
= Diagnostic Services and scope insertion procedures, such as colonoscopy, endoscopy, and laparoscopy.

= Drugs, injectables, and radioactive materials used for therapeutic or diagnostic purposes, if they are
administered to you in a Participating Medical Office or during home visits, subject to the drug formulary
and exclusions described under the “Outpatient Prescription Drugs and Supplies” section.

* Emergency department visits.
= Eye exams, including refraction exams.

= Eye exams, including refraction exams, are covered until the end of the month in which the Member
turns 19 years of age.

= Gender Affirming Treatment.

= Internally implanted devices, including cochlear implants, except for internally implanted insulin pumps.
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= Nourse treatment room Visits to receive injections, including allergy injections.

= Outpatient surgery and other outpatient procedures, including abortion Services when performed in an
outpatient setting.

= Primary care visits for internal medicine, gynecology, family medicine, and pediatrics.
= Respiratory therapy.

= Routine hearing exams.

= Specialty care visits (includes home birth).

= Treatment for temporomandibular joint (TM]) disorder.

= Urgent Care visits.

* Vasectomy.

Benefits for Inpatient Hospital Services

We cover Services when you are admitted as an inpatient in a Participag
inpatient Services are covered as described under other headings in

Hospital. Additional types of
enefits” section.

Review criteria developed by Medical Group and approved
Services that require Utilization Review, or to request a ¢
please contact Member Services.

Covered inpatient Services include but are not limi
= Abortion Services when performed in an inpatié
= Anesthesia.

* Blood, blood products, blood storag i istration, including the Services and supplies of a
blood bank.

* Chemotherapy and radiatiog

= Dialysis Services (this hefe benefit limitations described under “Dialysis Services” in
this “Benefits” section

* Drugs and radioactive mat¢
under the “Outpatient Prescrift

Drugs and Supplies” section.

= Durable Medical Equipment and medical supplies.

*  Emergency detoxification.

= Gender Affirming Treatment.

= General and special nursing care Services.

= Internally implanted devices, except for internally implanted insulin pumps.
= Laboratory, X-rays and other imaging, and special diagnostic procedures.

* Medical foods and formulas if Medically Necessary.

*  Medical social Services and discharge planning.

=  Operating and recovery rooms.

= Orthognathic surgery and supplies for treatment of temporomandibular joint (TM]) disorder or injury,
sleep apnea or congenital anomaly.
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= Palliative care.

= Participating Provider’s Services, including consultation and treatment by Specialists.
= Prescription drugs, including injections.

= Respiratory therapy.

* Room and board, including a private room if Medically Necessary.

= Specialized care and critical care units.

* Temporomandibular joint (TM]) surgery for the treatment of TM] disorders subject to Utilization Review
by Company using criteria developed by Medical Group and approved by Company.

* Vasectomy.

Kaiser Permanente at Home™

Kaiser Permanente at Home is a personalized, patient-centered program that provides care in your home (or a
place of temporary or permanent residence used as your home) as an altgffrative to receiving acute care in a
hospital.

Kaiser Permanente at Home Services must be associated with an ical condition, such as, but not
limited to, congestive heart failure, pneumonia, cellulitis or u i
prior authorization from Company in accordance with Utilj
Group and approved by Company.

To receive Kaiser Permanente at Home Services:

ary
ible to maintain effective supervision and control of
tatus, treatment plan, and home setting, you can be

spitalization.

Services are provided or arranged by Kaiser Permanente and the Participating Providers we contract with to
provide Services under this program, including:

* Telemedical visits and in-person home visits by a care team of specialized health care providers including
physicians, nurse practitioners, physician assistants, RNs, physical therapists, occupational therapists,
speech therapists, respiratory therapists, nutritionists, home health aides, and other healthcare
professionals providing Services in accord with your Kaiser Permanente at Home treatment plan and the
provider’s scope of practice and license.

= A medical command center staffed by physicians and nurses who monitor your care and coordinate your
care team. The medical command center provides 24/7 telemedical monitoring and access to your care
team.

* Equipment temporarily installed in your home to monitor your vital signs, such as temperature, pulse,
blood pressure, oxygen levels, and weight. This information is sent automatically to the medical command
center and is available to any member of your care team.
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= Communication devices such as a tablet computer for video visits, a “pick up the handset” phone with
direct connection to the medical command center, and a wearable personal emergency response system
(PERS) call button to allow you to contact the medical command center 24 hours a day, 7 days a week if
you are unable to get to a phone. This includes communication technology to support reliable
communication, backup power supply, and backup internet.

= Equipment necessary to ensure that you are monitored appropriately in your home: blood pressure
cuff/monitor, pulse oximeter, scale, and thermometer.

= Laboratory tests, mobile imaging (X-rays, ultrasounds), and EKGs.

= Safety items when Medically Necessary, such as shower stools, raised toilet seats, grabbers, long handled
shoehorns, and sock aids.

* Meals when Medically Necessary while you are receiving care in the home.

The Cost Shares for the following covered Services, described elsewhere in this EOC, will not apply when the
Services are prescribed as part of your Kaiser Permanente at Home treatment plan:

= Durable Medical Equipment.
=  Medical supplies.

= Ambulance transportation to and from Participating Faciliti
Necessary.

when a ance transport is Medically

= Physician assistant and nurse practitioner house calls.
=  Emergency Department visits associated with this progra

The Cost Shares for covered Services described els
part of your Kaiser Permanente at Home treatment

will apply to any Services that are not
ple, DME not specified in your Kaiser

information, please refer to the “Outpatient
“Benefit Summary.”

= Any other Services rendered
treatment plan.

ome which are not specified in your Kaiser Permanente at Home

Acupuncture Services

We cover outpatient visits for acupuncture Services that are provided by a Participating Provider in the
Participating Provider’s office. Fast Asian medicine practitioners use acupuncture to influence the health of
the body by the insertion of very fine needles. Acupuncture treatment is primarily used to relieve pain, reduce
inflammation, and promote healing. Covered Services include:

= FEvaluation and treatment.
= Acupuncture.
= Electro-acupuncture.

To locate a Participating Provider, visit www.chpgroup.com. The CHP Group is a Participating Provider we
contract with to provide acupuncture Services. If you need assistance searching for a Participating Provider,
or to verify the current participation status of a provider, or if you do not have access to the online directory,
please contact Member Services.
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Self-referred Acupuncture Services

We cover self-referred outpatient visits for acupuncture Services, up to the visit limit shown on your “Benefit
Summary.” You do not need a referral or prior authorization.

Physician-referred Acupuncture Services

We cover physician-referred outpatient visits for acupuncture Services when you receive a referral from a
Participating Provider. These Services are subject to Utilization Review by Company using criteria developed
by Medical Group and approved by Company. However, you do not need authorization for an initial
evaluation and management visit and up to six treatment visits for a New Episode of Care.

Acupuncture Services Exclusions
= Dermal friction technique.

» Fast Asian massage and tui na.

* Laserpuncture.

= Nambudripad allergy elimination technique (NAET).

= Point injection therapy.

=  Qigong.

= Services designed to maintain optimal health in the absgfi€e of symptoms.

= Sonopuncture.

Ambulance Services

= A Participating Provider determines on requires the use of medical Services that only a

licensed ambulance can provide.

1 other means of transportation, whether or not

cation where you receive covered Services, such as between
ergency Services Provider.

Transportation by car, taxi, bus;@urney van, wheelchair van, minivan, and any other type of
transportation (other than a licensed ambulance), even if it is the only way to travel to a Participating
Facility or other location.

Dialysis Services

We cover two types of dialysis: hemodialysis and peritoneal dialysis. You pay the Cost Share shown in the
“Benefit Summary” under “Dialysis Services.” We cover dialysis Services for acute renal failure and end-stage
renal disease subject to Utilization Review criteria developed by Medical Group and approved by Company.

We cover treatment at outpatient dialysis facilities.
We also cover home dialysis. Coverage includes necessary equipment, training, and medical supplies.

If you receive dialysis Services as part of an inpatient hospital stay or at a Participating Skilled Nursing
Facility, the Services will be covered according to your inpatient hospital or skilled nursing facility benefit.
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External Prosthetic Devices and Orthotic Devices

We cover External Prosthetic Devices and Orthotic Devices, subject to Utilization Review by Company using
criteria developed by Medical Group and approved by Company, when the following are true:

= The device is Medically Necessary to restore or maintain your ability to complete activities of daily living
or essential job-related activities and is not solely for comfort or convenience.

= The device is required to replace all or part of an organ or extremity designated by CMS in the “L codes”
of the Healthcare Common Procedure Coding System.

This coverage includes Services and supplies that are Medically Necessary for the effective use of an External
Prosthetic Device or Orthotic Device, including formulating its design, fabrication, material and component
selection, measurements, fittings, static and dynamic alignments, and patient instruction in the use of the
device.

Internally implanted prosthetic and Orthotic Devices, such as pacemakers, intraocular lenses, cochlear
implants, osseointegrated hearing devices, artificial hearts, artificial larynx, and hip joints, are not covered
under this “External Prosthetic Devices and Orthotic Devices” benefit, may be covered if they are
implanted during a surgery that we are covering under another sectio this “Benefits” section.

= Compression garments for burns.

= Diabetic foot care appliances and therapeutic shoes a
complications.

= External prostheses after a Medically Necessa
Necessary, and up to four brassieres required t0

= Fitting and adjustments.
* Halo vests.
* Lymphedema wraps and garment

»  Maxillofacial prosthetic dey is limited to the least costly clinically appropriate treatment as

e Controlling or eliminating infection;
e Controlling or eliminating pain; or

e Restoring facial configuration or functions such as speech, swallowing, or chewing, but not including
cosmetic procedures rendered to improve the normal range of conditions.

*  Ocular prosthesis.
= Prosthetic devices for treatment of temporomandibular joint (TM]) conditions.

» Prosthetic devices required to replace all or part of an organ or extremity, but only if they also replace the
function of the organ or extremity. This includes but is not limited to ostomy and urological supplies.

= Repair or replacement (unless due to loss or misuse).
= Rigid and semi-rigid Orthotic Devices required to support or correct a defective body part.

» Tracheotomy equipment.
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We periodically update the list of approved External Prosthetic Devices and Orthotic Devices to keep pace
with changes in medical technology and clinical practice. To find out if a particular prosthetic or orthotic
device is on our approved list for your condition, please call Member Services.

Coverage is limited to the standard External Prosthetic Device or Orthotic Device that adequately meets your
medical needs. Our guidelines allow you to obtain non-standard devices (those not on our approved list for
your condition) if we determine that the device meets all other coverage requirements, and Medical Group or
a designated physician determines that the device is Medically Necessary and that there is no standard
alternative that will meet your medical needs.

External Prosthetic Devices and Orthotic Devices Exclusions

= Comfort, convenience, or luxury equipment or features.

» Corrective Orthotic Devices such as items for podiatric use (such as shoes and arch supports, even if
custom-made, except footwear described above for diabetes-related complications).

* Dental appliances and dentures.
* Internally implanted insulin pumps.

= Repair or replacement of External Prosthetic Devices and Ort vices due to loss or misuse.

Fertility Services

Covered fertility Services include:

* Consultation and evaluation of fertility status.

= Diagnostic imaging and laboratory tests, such rule

level tests, and semen analysis.

sexually transmitted diseases, hormone

= Diagnostic laparoscopy or hysteroscop

= Other Medically Necessary diagnoéf : mine if there is an underlying medical condition
that may affect fertility.

= Artificial insemination.
Fertility Services may incl ividoal and their partner; however, Services are covered only for the

person who is the Member.

Fertility Services Exclusic
= Fertility preservation.

*  Oral and injectable drugs prescribed for fertility treatment.

= Services related to conception by artificial means, such as in vitro fertilization (IVF), ovum transplants,
gamete intrafallopian transfer (GIFT), and zygote intrafallopian transfer (ZIFT). This exclusion does not
apply to artificial insemination.

= Services related to procuring and storing donor semen and donor eggs.

= Services to reverse voluntary, surgically induced infertility.

Habilitative Services

We cover inpatient and outpatient habilitative Services subject to Utilization Review by Company using
criteria developed by Medical Group and approved by Company. Coverage includes the range of Medically
Necessary Services or health care devices designed to help a person keep, learn, or improve skills and
functioning for daily living. Examples include therapy for a child who is not walking or talking at the expected
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age. These Services may include physical, occupational, speech, and aural therapy, and other Services for
people with disabilities and that:

= Takes into account the unique needs of the individual.

= Targets measurable, specific treatment goals appropriate for the person’s age, and physical and mental
condition.

We cover these habilitative Services at the Cost Share shown in the “Benefit Summary.” The “Benefit
Summary” also shows a visit or day maximum for habilitative Services. That visit or day maximum will be
exhausted (used up) for a Year when the number of visits or days that we covered during the Year under this
EOC, plus any visits or days we covered during the Year under any other evidence of coverage with the same
group number printed on this EOC, add up to the visit or day maximum. After you reach the visit or day
maximum, we will not cover any more visits or days for the remainder of the Year. Visit or day maximums do
not apply to habilitative Services to treat mental health conditions covered under this EOC.

The following habilitative Services are covered as described under the “External Prosthetic Devices and

2

Orthotic Devices” and “Outpatient Durable Medical Equipment (DME)

=  Braces, splints, prostheses, orthopedic appliances and orthotic de s, supplies or apparatuses used to
5 p 5 p 5 p pp > pp pp

ving parts.
= Durable Medical Equipment and mobility enhancing equi e a medical purpose

including sales tax.

Habilitative Services Exclusions

= Activities that provide diversion or general moya
= (Custodial care or services for individualized ed am‘development.

* Daycare.

= Exercise programs for healthy indjfié
= Housing.

= Recreational activities.

= Respite care.

= Services and devices deli t to federal Individuals with Disabilities Education Act of 2004

(IDEA) requirements.
= Services solely for palliative purposes.
= Social services.

= Specialized job testing.

Health Education Services

We cover a variety of health education Services to help you take an active role in improving and maintaining
your health. These Services include:

= Diabetic counseling.

= Diabetic and other outpatient self-management training and education.
= Medical nutritional therapy for diabetes.

= Post coronary counseling and nutritional counseling.

= ‘Tobacco use cessation.

EWIDDEDDNT0126 30 OM



If you receive health education Services during a primary care visit, you pay the primary care Cost Share
shown in the “Benefit Summary.” If you receive health education Services during a specialty care visit, you
pay the specialty care Cost Share shown in the “Benefit Summary.”

Some Health Education Services may also be covered under the “Preventive Care Services” section.

There are fees for some health education classes. For more information about in-person and online health
education programs, see our Healthy Living catalog, call Member Services, or visit kp.org and select Health &
Wellness. To register by phone, call 503-286-6816 or 1-866-301-3866 (toll-free) and select option 1.

Hearing Instruments

We cover Medically Necessary Services for the treatment of hearing loss as described in this “Hearing
Instruments” section. Hearing instruments means any wearable prosthetic instrument or device designed for
aiding, improving, compensating for, or correcting defective human hearing, and any parts, attachments, or
accessories necessary for the device to function, excluding batteries, cords, and assistive listening devices.
Hearing instruments include bone conduction hearing devices, as an alternative to conventional hearing aids,
when Medically Necessary.

Coverage includes the initial assessment, fitting, adjustment, audito
maintain optimal fit. We will cover these Services for Members w
any hearing instrument, including an over-the-counter hearing 4
over-the-counter hearing instrument itself.

ining, and ear molds as necessary to
to obtain or have already obtained
ever, we will not cover the

aring Instruments” section are available
receding six months from:

= Alicensed physician, which indicates there has »Stantial change in clinical status since the

= Assistive listening devices (for exam systems, cell phone or telephone amplifiers, and personal
amplifiers designed to impfOVeS to hear in a specific listening situation).

= Repair of hearing instruments ond the warranty period.

= Replacement of lost or broken hearing aids.

Home Health Services

Home health Services are Services provided in the home by nurses, medical social workers, mental health and
Substance Use Disorder professionals, home health aides, and physical, occupational, speech, and respiratory
therapists. We cover home health Services only if all of the following are true:

* You are substantially confined to your home (or to a place of temporary or permanent residence used as
your home) or the care is provided in lieu of Medically Necessary hospitalization.

= A Medical Group physician determines that it is feasible to maintain effective supervision and control of
your care in your home and that the Services can be safely and effectively provided in your home.

* You receive prior authorization from Company in accordance with Utilization Review criteria developed
by Medical Group and approved by Company.

= Services are provided through a licensed Home Health Agency.
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The “Benefit Summary” shows a visit maximum for home health Services. That visit maximum will be
exhausted (used up) for a Year when the number of visits that we covered during the Year under this EOC,
plus any visits we covered during the Year under any other evidence of coverage with the same group number
printed on this EOC, add up to the visit maximum. After you reach the visit maximum, we will not cover any
more visits for the remainder of the Year.

The following types of Services are covered in the home only as described under these headings in this
“Benefits” section:

= “Dialysis Services.”

= “Mental Health Services.”

= “Outpatient Durable Medical Equipment (DME).”

= “Outpatient Laboratory, X-ray, Imaging, and Special Diagnostic Procedures.”

= “Substance Use Disorder Services.”

Home Health Services Exclusions

= “Meals on Wheels” or similar food services.

* Nonmedical, custodial, homemaker or housekeeping type s
in the approved plan of treatment.

by home health aides as ordered

= Private duty or continuous nursing Services.

ayperson could provide safely and effectively in the
e Services are excluded even if we would cover the

= Supportive environmental
appliances and devices.

as handrails, ramps, telephones, air conditioners, and similar

Hospice Services

Hospice is a specialized form of ciplinary care designed to provide palliative care to help alleviate your
physical, emotional, and spiritual dis€omfort through the last phases of life due to a terminal illness. It also
provides support to your primary caregiver and your family. When you choose hospice, you are choosing to
receive palliative (comfort) care for pain and other symptoms associated with the terminal illness, but not to
receive care to try to cure the terminal illness. You may change your decision to receive hospice Services at
any time. You pay the Cost Share shown in the “Benefit Summary” under “Hospice Services.”

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

= A Medical Group physician has diagnosed you with a terminal illness and determines that your life
expectancy is six months or less.

= The Services are provided in your home (or a place of temporary or permanent residence used as your
home).

= The Services are provided by a licensed hospice agency approved by Kaiser Foundation Hospitals.

= The Services are necessary for the palliation and management of your terminal illness and related
conditions.
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= The Services meet Utilization Review by Company using criteria developed by Medical Group and
approved by Company.

We cover the following hospice Services:

= Counseling and bereavement Services for up to one year.
= Durable Medical Equipment (DME).

* Home health aide Services.

*  Medical social Services.

* Medication and medical supplies and appliances.

= Participating Provider Services.

= Rehabilitative therapy Services for purposes of symptom control or to enable you to maintain activities of
daily living.

= Services of volunteers.

= Short-term inpatient Services including respite care and care for control and acute and chronic

syrnptorn managernent.

= Skilled nursing Services, including assessment, evaluation,
treatment for pain and symptom control, provision of
instruction to caregivers.

ent of nursing needs,
ou and your family, and

Limited Dental Services
We do not cover dental Services except as describe

Services are subject to Utilization Review by Compa
approved by Company. You may reques iteriaBy calling Member Services.

Covered Dental Services

We cover dental Services only as d

* Dental Services for Members who are potential transplant recipients and require Medically Necessary pre-
transplant dental evaluation and clearance before being placed on the waiting list for a covered transplant.
Covered Services are routine dental Services necessary to ensure the oral cavity is clear of infection, and
may include oral examination, dental x-rays, prophylaxis (dental cleaning), fluoride treatment, fillings, and
dental extractions. In the case of urgent transplantation, we will cover these Services when performed
post-transplant.

=  General anesthesia and associated hospital or ambulatory surgical facility Services in conjunction with
non-covered dental Services when Medically Necessary for Members who:

e Have a medical condition that your Participating Provider determines would place you at undue risk if
the dental procedure were performed in a dental office; or

e Are children under age eight, or are physically or developmentally disabled, with a dental condition
that cannot be safely and effectively treated in a dental office.
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Covered Services may be provided by a licensed dentist or other 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. You pay the Cost Share you would pay if the Services were not related
to a covered dental Service.

Limited Dental Services Exclusions

The following dental Services are not covered, except where specifically listed as covered under “Pediatric
Dental Services” in the “Benefits” section:

= Dental appliances and dentures.

= Dental implants.

= Extraction of teeth, except as described above in the “Covered Dental Services” section.

= Hospital Services for dental care, except as described above in the “Covered Dental Services” section.

= Orthodontics, except as described above in the “Covered Dental Se

* Routine or preventive dental Services, except as described in th iatric Dental Services” section
= Services to correct malocclusion.

Maternity and Newborn Care

We cover the following maternity and newborn care Servic

= Prenatal care visits and postpartum visits.

=  Maternity hospital care for mother and baby, in o S€hwices Tor complications of pregnancy.

= Vaginal or cesarean childbirth deliveryd italf in a birth center, including facility fees.

= Home childbirth Services when p a Parti@ipating Provider, including Medically Necessary

supplies of a home birth, for low
= Newborn medical Services i and initial physical exam.
= Newborn PKU test.

*  Medically Necessary do
unable to receive maternal 1
physically unable to produce

for inpatient use for infants who are medically or physically
or participate in breastfeeding or whose mother is medically or
nal human milk.

We will not limit the length of a maternity hospital stay for a mother and baby to less than 48 hours for
vaginal delivery and 96 hours for a cesarean section delivery. The length of inpatient stay is determined by an
attending Participating Provider, in consultation with the mother. Our policy complies with the federal
Newborns’ and Mothers’ Health Protection Act of 1996 (NMHPA).

Newborns are covered from the moment of birth for the first 31 days of life and are subject to their own
Cost Share. In order for coverage to continue beyond this 31-day period, you must follow the rules for adding
Dependents as described under “Adding New Dependents to an Existing Account” in the “When You Can
Enroll and When Coverage Begins” section.

Certain maternity Services, such as screening for gestational diabetes and breastfeeding equipment, supplies,
counseling, and support, are covered under the “Preventive Care Services” section. Outpatient Services for
laboratory, X-ray, imaging, and special diagnostic procedures are covered under the “Outpatient Laboratory,
X-ray, Imaging, and Special Diagnostic Procedures” section.
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Maternity and Newborn Care Exclusions
* Home birth Services provided by family or Non-Participating Providers.

Medical Foods and Formula

We cover the following Medically Necessary medical foods and formula subject to Utilization Review by
Company using criteria developed by Medical Group and approved by Company:

= Elemental formula for the treatment of eosinophilic gastrointestinal associated disorder.

* Enteral formula for home treatment of severe intestinal malabsorption when the formula comprises the
sole or essential source of nutrition.

=  Medical foods and formula necessary for the treatment of phenylketonuria (PKU), specified inborn errors
of metabolism, or other metabolic disorders.

Mental Health Services

We cover mental health Services as found in the current edition of the Daagnostic and Statistical Mannal of Mental
Disorders (DSM), published by the American Psychiatric Association, inéliding Services for treatment of eating
disorders when associated with a diagnosis of a DSM categorized ealth condition.

The benefits described in this “Mental Health Services” s
Addiction Equity Act.

Outpatient Services

ntal health. ACT Services are designed to provide
bers who are diagnosed with a severe mental illness

Assertive Community Treatment (ACT)
comprehensive outpatient treatment ag

s that it is feasible to maintain effective supervision and control of

your care in a skilled nursi d that the Services can be safely and effectively provided in a

skilled nursing facility.

* You receive prior authorization from Company in accordance with Utilization Review criteria developed
by Medical Group and approved by Company.

We cover in-home mental health Services, when all of the following are true:

*  You are substantially confined to your home (or a friend’s or relative’s home), or the care is provided in
lieu of Medically Necessary hospitalization.

*  Your Participating Provider determines that it is feasible to maintain effective supervision and control of
your care in your home and that the Services can be safely and effectively provided in your home.

* You receive prior authorization from Company in accordance with Utilization Review criteria developed
by Medical Group and approved by Company.
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Inpatient Hospital Services

We cover inpatient hospital Services for mental health, including drugs that are prescribed as part of your plan
of care and administered to you by medical personnel in the inpatient facility. Prior authorization is not
required for Members who are involuntarily committed and subsequently treated in a state hospital.

Residential Services

We cover residential Services in a residential facility, including drugs that are prescribed as part of your plan of
care and administered to you by medical personnel in the residential facility.

Psychological Testing

If, in the professional judgment of a Participating Provider you require psychological testing as part of
diagnostic evaluation, prescribed tests are covered in accord with this “Mental Health Services” section. We
do not cover court-ordered testing or testing for ability, aptitude, intelligence, or interest unless Medically
Necessary.

Naturopathic Medicine

We cover outpatient visits for naturopathic medicine Services when
the Participating Provider’s office. You do not need a referral or

ided by a Participating Provider in

Naturopathic medicine is a natural approach to health and he
the diagnosis, treatment and prevention of illness. Naturo
using natural modalities such as clinical nutrition, herbal

Covered Services include:

= Evaluation and management.
»  Health condition related treatments.
= Physical therapy modalities such as

To locate a Participating Provider, vi
contract with to provide naturopathi
Provider, or to verify the cur.
directory, please contact

gtoup.com. The CHP Group is a Participating Provider we
ne Services. If you need assistance searching for a Participating

Outpatient Durable quipment (DME)

We cover outpatient Durable Medt quipment (DME) subject to Utilization Review by Company using
criteria developed by Medical Group and approved by Company. DME must be for use in your home (or a
place of temporary or permanent residence used as your home).

When you receive DME in a home health setting in lieu of hospitalization, DME is covered at the same level
as if it were received in an inpatient hospital care setting.

We decide whether to rent or purchase the DME, and we select the vendor. We also decide whether to repair,
adjust, or replace the DME item when necessary.

Covered DME includes but is not limited to the following:
= Bilirubin lights.
= CADD (continuous ambulatory drug delivery) pumps.

= Diabetic equipment and supplies including external insulin pumps, infusion devices, blood glucose
monitors, continuous glucose monitors, lancets, and injection aids.

= Enteral pumps and supplies.
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* Home ultraviolet light therapy equipment for treatment of certain skin conditions such as cutaneous
lymphoma, eczema, psoriasis, and scleroderma.

=  Osteogenic bone stimulators.
=  Osteogenic spine stimulators.
= Oxygen and oxygen supplies.
= Peak flow meters.

= Ventilators.

*  Wheelchairs.

We periodically update the list of approved DME items to keep pace with changes in medical technology and
clinical practice. To find out if a particular DME item is on our approved list for your condition, please call
Member Services.

Coverage is limited to the standard DME item that adequately meets your medical needs. Our guidelines
allow you to obtain non-standard DME items (those not on our approyg@list for your condition) if we
determine that the item meets all other coverage requirements, and cal Group or a designated physician
determines that the item is Medically Necessary and that there is d alternative that will meet your
medical needs.

Outpatient Durable Medical Equipment (DME,

= Comfort, convenience, or luxury equipment or features.

= Devices for testing blood or other body subst nless s
Durable Medical Equipment (DME)” section.

= Exercise or hygiene equipment.

* Modifications to your home or car

= More than one corrective applian
same part of the body, excep

item of DME, serving the same function or the
ry repairs, adjustments, and replacements as specified in this
ME)” section.

s or elevators.
due to loss or misuse.

Spare or duplicate use DME.

Outpatient Laboratory, X-ray, Imaging, and Special Diagnostic Procedures

We cover outpatient Services for laboratory, X-ray, imaging, and special diagnostic procedures. Some
Services, such as preventive screenings and routine mammograms, are not covered under this “Outpatient
Laboratory, X-ray, Imaging, and Special Diagnostic Procedures” benefit but may be covered under the
“Preventive Care Services” section.

Laboratory, X-ray, and Imaging

We cover outpatient laboratory, X-ray, and imaging Services. Covered outpatient laboratory, X-ray, and
imaging Services include, but are not limited to:

* Bone densitometry.
= Cardiovascular testing.

=  Cultures.
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= Diagnostic and supplemental breast imaging following a breast cancer diagnosis, including diagnostic
mammography, digital breast tomosynthesis (3-D mammography), breast MRI, or breast ultrasound.

=  Glucose tolerance.

= X-ray.

= Ultrasound imaging.
= Urinalysis.

Special Diagnostic Procedures

Special diagnostic procedures may or may not involve radiology or imaging technology. Some special
diagnostic Services may be subject to a higher Cost Share, as shown in the “Benefit Summary.” Covered
special diagnostic procedures include, but are not limited to:

= (T scans.
= MRI
= Nerve conduction studies.

= PET scans.

= Pulmonary function studies.
= Sleep studies.

cans, PET scans, and bone density/DXA
w to Obtain Services” section.)

You must receive prior authorization by Company for MRI,
scans. (See “Prior Authorization Review Require ” in the

Outpatient Laboratory, X-ray, Imaging, a iagnostic Procedures Limitations
ion and prenatal testing for detection of congenital
igh-risk occurrence or reoccurrence of disease when

ion Review by Company using criteria developed by

mite

Covered genetic testing Services are li
and heritable disorders, and testing fo

C d
Medically Necessary. These Services &
Medical Group and approved by Compa
Outpatient Prescrig

We cover outpatient presctif
Supplies” section.

ion drugs afid supplies as described in this “Outpatient Prescription Drugs and

Covered drugs and supplies must b&prescribed by a Participating Provider or any licensed Dentist in
accordance with our drug formulary guidelines. Over-the-counter contraceptive drugs, devices, and products,
approved by the U.S. Food and Drug Administration (FDA), do not require a prescription in order to be
covered.

Covered drugs and supplies include those that the law requires to bear the legend “Rx only” and non-
prescription items that our drug formulary lists for certain conditions, such as certain preventive medications
or drugs or supplies prescribed for the treatment of diabetes.

You must obtain drugs and supplies at a Participating Pharmacy (including our Mail-Order Pharmacy). You
may obtain a first fill of a drug or supply at any Participating Pharmacy. All refills must be obtained through a
pharmacy owned and operated by Kaiser Permanente (including our Mail-Order Pharmacy), or at another
Participating Pharmacy that we designate for covered refills. See your Medical Facility Directory, visit
kp.org/directory /nw, or contact Member Services.
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Covered Drugs and Supplies

Items covered under this “Outpatient Prescription Drugs and Supplies” benefit include:

= Certain preventive medications (including, but not limited to, aspirin, fluoride, liquid iron for children
ages 6 to 12 months at risk for anemia, and tobacco cessation drugs) according to, and as recommended
by, the USPSTF, when obtained with a prescription order.

= Certain self-administered IV drugs, fluids, additives, and nutrients that require specific types of
parenteral-infusion (such as IV or intraspinal-infusion) for up to a 30-day supply, including the supplies
and equipment required for their administration and teaching doses, subject to the limitation under
“Outpatient Prescription Drugs and Supplies Limitations.”

= Drugs for the treatment of Hepatitis C.

= Drugs, injectables, and radioactive materials used for therapeutic or diagnostic purposes, if they are
administered to you in a Participating Medical Office or during home visits. We cover these items upon
payment of the administered medications Cost Share shown under “Outpatient Services” in the “Benefit
Summary.”

= Drugs prescribed for an indication if the FDA has not approved
drugs) are covered only if our Regional Formulary and Therap
is recognized as effective for that use (i) in one of the stan
of relevant peer-reviewed medical literature, or (iii) by t
Human Services. FDA approved prescription and ove

drug for that indication, (off-label
mmittee determines that the drug

e-release contraceptive drugs, emergency
contraceptives, spermicide, and contraceptive dgvices suc condoms, intrauterine devices, diaphragms,
and cervical caps.

sting, blood glucose test strips, and

e treatment of diabetes. We cover additional
injection aids, under the “Outpatient Durable
Medical Equipment (DME)” secfl : 1 Prosthetic Devices and Orthotic Devices” section.

*  Glucagon emergency kits, insulin, ketone test str
disposable needles and syringes when ibed

= Post-surgical immunos covered transplant Services.
= Prescription medicatio a foreign country when associated with an Emergency Medical
Condition.

Cost Share for Covered Drugs and Supplies

When you get a prescription from a Participating Pharmacy, Participating Facility, or Participating Medical
Office, or order a prescription from our Mail-Order Pharmacy, you pay the applicable Cost Share as shown in
the “Benefit Summary.” This applies for each prescription consisting of up to the day supply shown in the
“Benefit Summary.”

Outpatient prescription drugs and supplies are subject to the applicable Cost Share until the medical Out-of-
Pocket Maximum is met.

If Charges for the drug or supply are less than your Copayment, you pay the lesser amount.

When you obtain your prescription through a pharmacy owned and operated by Kaiser Permanente
(including our Mail-Order Pharmacy) you may be able to use an approved drug manufacturer coupon as
payment for your prescription Cost Share. If the coupon does not cover the entire amount of your Cost
Share, you are responsible for the additional amount up to the applicable Cost Share as shown in the “Benefit
Summary.” When you use an approved coupon for payment of your Cost Share, the coupon amount will
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count toward the Out-of-Pocket Maximum. For more information about the Kaiser Permanente coupon
program rules and limitations, please call Member Setvices or go to kp.org/rxcoupons.

Day Supply Limit

The prescribing provider determines how much of a drug or supply to prescribe. For purposes of day supply
coverage limits, the prescribing provider determines the amount of a drug or supply that constitutes a
Medically Necessary 30-day (or any other number of days) supply for you. When you pay the applicable Cost
Share shown in the “Benefit Summary,” you will receive the prescribed supply up to the day supply limit. If
you wish to receive more than the covered day supply limit, then you must pay Charges for any prescribed
quantity that exceeds the day supply limit, unless due to medication synchronization, in which case we will
adjust the applicable Copayment for the quantity that exceeds the day supply limit.

You may receive a 12-month supply of a contraceptive drug at one time, unless you request a smaller supply
or the prescribing provider determines that you must receive a smaller supply. We may limit the covered refill
amount in the last quarter of the Year if we have previously covered a 12-month supply of the contraceptive
drug within the same Year.

Medication Synchronization
Medication synchronization is the coordination of medication refi are taking two or more

request medication synchronization for a new prescription i rovider or a Participating
Pharmacy who will determine the appropriateness of me i hronization for the drugs being
dispensed and inform you of the decision.

If the prescription will be filled to more or less tha

medication synchronization, we will adjust the app

How to Get Covered Drugs or

Participating Pharmacies are located in
see your Medical Facility Directory, visit

y Facilities. To find a Participating Pharmacy please
w, or contact Member Services.

Participating Pharmacies include )rder Pharmacy. This pharmacy offers postage-paid delivery to
addresses in Oregon and W3
Pharmacy, for example drt
supplies available through o

spectal handling or refrigeration, or are high cost. Drugs and
armacy are subject to change at any time without notice.
h y bject to change at any ti thout noti

If you would like to use our Mai harmacy, call 1-800-548-9809 or order online at kp.org/refill.

Definitions

The following terms, when capitalized and used in this “Outpatient Prescription Drugs and Supplies” section
mean:

= Brand-Name Drug. The first approved version of a drug. Marketed and sold under a proprietary,
trademark-protected name by the pharmaceutical company that holds the original patent.

* Generic Drug. A drug that contains the same active ingredient as a Brand-Name Drug and is approved
by the U.S. Food and Drug Administration (FDA) as being therapeutically equivalent and having the same
active ingredients(s) as the Brand-Name Drug. Generally, Generic Drugs cost less than Brand-Name
Drugs, and must be identical in strength, safety, purity, and effectiveness.

= Non-Preferred Brand-Name Drug. A Brand-Name drug or supply that is not approved by Company’s
Regional Formulary and Therapeutics Committee and requires prior authorization for coverage.
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* DPreferred Brand-Name Drug. The first approved version of a drug or supply that Company’s Regional
Formulary and Therapeutics Committee has approved. Marketed and sold under a proprietary,
trademark-protected name by the pharmaceutical company that holds the original patent.

= Specialty Drug. A drug or supply, including many self-injectables as well as other medications, often
used to treat complex chronic health conditions, is generally high cost, and is approved by the U.S. Food
and Drug Administration (FDA). Specialty drug treatments often require specialized delivery, handling,
monitoring, and administration.

About Our Drug Formulary

Our drug formulary is a list of drugs that our Regional Formulary and Therapeutics Committee has reviewed
and approved for our Members and includes drugs covered under this EOC. Drugs on the formulary have
been approved by the FDA.

Our Regional Formulary and Therapeutics Committee is made up of Participating Physicians, other
Participating Providers, pharmacists, and administrative staff. The committee chooses drugs for the formulary
based on several factors, including safety and effectiveness as determineddrom a review of the scientific
literature. They may not approve a drug if there is not enough scientifigfévidence that it is clinically effective.
They may also exclude a drug if it does not have a clinical or cost a e over comparable formulary
drugs.

The Regional Formulary and Therapeutics Committee meetsd® review new and reconsider drugs
ther comparable drug that is on the drug

the “Drug Formulary Exception Process”

from the Non-Preferred Brand-Nam€ Drug list to the Preferred Brand-Name Drug list. If a drug you are
taking is moved to a different drug tier, this could change the Cost Share you pay for that drug.

To see if a drug or supply is on our drug formulary, or to find out what drug tier the drug is in, go online to
kp.org/formulary. You may also call our Formulary Application Services Team (FAST) at 503-261-7900 or
toll-free at 1-888-572-7231. If you would like a copy of our drug formulary or additional information about
the formulary process, please call Member Services. The presence of a drug on our drug formulary does not
necessarily mean that your Participating Provider will prescribe it for a particular medical condition.

Drug Formulary Exception Process

Our drug formulary guidelines include an exception process that is available when a Participating Provider or
any licensed dentist prescribes a drug or supply that our drug formulary does not list for your condition, if the
law requires the item to bear the legend “Rx only.” The exception process is not available for drugs or
supplies that the law does not require to bear this legend, or for any drug or supply prescribed by someone
other than a Participating Provider or any licensed dentist.
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A Participating Provider or any licensed dentist may request an exception if they determine that the
non-formulary drug or supply is Medically Necessary. We will make a coverage determination within 72 hours
of receipt for standard requests and within 24 hours of receipt for expedited requests. A request may be
expedited if you are experiencing a health condition that may seriously jeopardize your life, health, or ability
to regain maximum function, or when you are undergoing a current course of treatment using a nonformulary
drug.

If the information provided is not sufficient to approve or deny the request, we will notify your prescribing
Participating Provider that additional information is required in order to make a determination. This
additional information will be due within five calendar days for standard requests or two business days for
expedited requests.

After we receive the first piece of information (including documents) we requested, we will make a decision
and send notification within four calendar days (for standard requests) or two days (for expedited requests),
or by the deadline for receiving the information, whichever is sooner.

We will approve the exception if all of the following requirements are met:

* We determine that the drug or supply meets all other coverage re
drug formulary does not list it for your condition.

ments except for the fact that our

* Medical Group or a designated physician makes the followi

e The drug or supply is Medically Necessary because
experienced treatment failure with, any alternative
your condition.

¢ Your condition meets any additional requi
Committee has approved for the drug or su 15, drug or supply, the Participating Pharmacy
can provide a copy of the additionalesiteria u . In some cases, there may be a short delay in

If we approve an exception through s, then we will cover the drug or supply at the
applicable Cost Share shown in the “B

If we do not approve the forg equest, we will send you a letter informing you of that
decision. You may reques ndent review organization. The process is explained in our

Prior Authorization and erapy Prescribing Criteria

Prior authorization is required when'you are prescribed certain drugs or supplies before they can be covered.
A Participating Provider may request prior authorization if they determine that the drug or supply is Medically
Necessary. Prescribing Participating Providers must supply to Company the medical information necessary
for Company to make the prior authorization determination. Coverage for a prescribed drug or supply that is
approved for prior authorization begins on the date Company approves the request.

A list of those drugs and supplies that require prior authorization is available online at kp.org/formulary, or
you may contact Member Services.

We apply step therapy prescribing criteria, developed by Medical Group and approved by Company, to
certain drugs and supplies. The step therapy prescribing criteria require that you try a therapeutically similar
drug (step 1) for a specified length of time before we will cover another drug (step 2) prescribed for the same
condition. A list of drugs and supplies subject to step therapy prescribing criteria, and the requirements for
moving to the next step drug, are available online at kp.otg/formulary, or you may contact Member
Services.
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Prior Authorization Exception Process

We have a process for you or your prescribing Participating Provider to request a review of a prior
authorization determination that a drug or supply is not covered. This exception process is not available for
drugs and supplies that the law does not require to bear the legend “Rx only.”

Your prescribing Participating Provider may request an exception if they determine that the drug or supply is
Medically Necessary. Prescribing Participating Providers must supply to the Participating Pharmacy the
medical information necessary to review the request for exception. A coverage determination will be made
within 72 hours of receipt for standard requests and within 24 hours of receipt for expedited requests. A
request may be expedited if you are experiencing a health condition that may seriously jeopardize your life,
health, or ability to regain maximum function, or when you are undergoing a current course of treatment
using a nonformulary drug.

If the information provided is not sufficient to approve or deny the request, we will notify your prescribing
Participating Provider that additional information is required in order to make a determination. This
additional information will be due within five calendar days for standard requests or two business days for
expedited requests.

After we receive the first piece of information (including documents
and send notification within four calendar days (for standard req

requested, we will make a decision
o days (for expedited requests),

If the exception request is approved through this exceptio cover the drug or supply at
the applicable Cost Share shown in the “Benefit Summary?

If the exception request is not approved, we will sead nforming you of that decision. You may
request a review by an independent review organiz? is explained in our denial letter and

under “External Review” in the “Grievances, Claim ealsJand External Review” section.

Emergency Fill

For purposes of this section, “emergg 1C2 ited dispensed amount of the prescribed drug that

under the following circumstances?

= The Participating Pharmacy is unable to reach the Company’s prior authorization department by phone,
as it is outside the department’s business hours; or

= The Participating Pharmacy is unable to reach the prescribing Participating Provider for full consultation,
and

* Delay in treatment would result in imminent emergency care, hospital admission or might seriously

jeopardize the life or health of the patient or others in contact with the patient.

Your Prescription Drug Rights

You have the right to safe and effective pharmacy Services. You also have the right to know what drugs are
covered under this Plan and the limits that apply. If you have a question or a concern about your prescription
drug benefits, please contact Member Services or visit us online at kp.org.

If you would like to know more about your rights, or if you have concerns about your Plan you may contact
the Washington State Office of Insurance Commissioner at 1-800-562-6900 or www.insurance.wa.gov. If
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you have a concern about the pharmacists or pharmacies serving you, please contact the Washington State
Department of Health at 360-236-4700, www.doh.wa.gov, or HSQACSC@doh.wa.gov.

Medication Management Program

The Medication Management Program is available at no extra cost to Members who use Participating
Pharmacies. The program’s primary focus is on reducing cardiovascular risk by controlling lipid levels and
high blood pressure. Providers, including pharmacists, nurse care managers, and other staff, work with
Members to educate, monitor, and adjust medication doses.

Outpatient Prescription Drugs and Supplies Limitations

= If your prescription allows refills, there are limits to how early you can receive a refill. In most cases, we
will refill your prescription when you have used at least 80 percent of the quantity; however, prescriptions
for topical ophthalmic products can be refilled when you have used at least 70 percent of the quantity.
Prescriptions for controlled substances cannot be refilled early. Please ask your pharmacy if you have
questions about when you can get a covered refill.

= Teaching doses of self-administrable injectable drugs, fluids, additive§y"and nutrients are limited to three

doses per medication per lifetime.

= The Participating Pharmacy may reduce the day supply disp plicable Cost Share to a 30-day

ited supply in the market or

for certain other items. Your Participating Pharmacy ¢ supply you use is one of
these items.

= For certain drugs or supplies we may limit the o or supply that is covered for a specified
time frame. Quantity limits are in place to ens afe a riate use of a drug or supply. Drugs and

supplies subject to quantity limits are indicated ermulary, available at kp.org/formulary.
You may also contact Member Servicesgh

= Not all drugs are available through i ler. les of drugs that cannot be mailed include
controlled substances as determify
handling, and drugs affected by te

= Any packaging, such a e repacking, other than the dispensing pharmacy’s standard
packaging.

= Brand-Name Drugs for whic cneric Drug is available, unless approved. Refer to “Prior
Authorization and Step Therapy Prescribing Criteria” section.

= Drugs prescribed for fertility treatment.

= Drugs prescribed for an indication if the FDA has determined that use of the drug for that indication is
contraindicated.

*  Drugs and supplies from the Mail-Order Pharmacy to addresses outside of Oregon or Washington.

* Drugs and supplies that are available without a prescription, even if the non-prescription item is in a
different form or different strength (or both), except that this exclusion does not apply to non-
prescription drugs or supplies described in the “Covered Drugs and Supplies” section.

=  Drugs that the FDA has not approved.
= Drugs used for the treatment or prevention of sexual dysfunction disorders.
*  Drugs used in weight management.

* Drugs used to enhance athletic performance.
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= Extemporaneously compounded drugs, unless the formulation is approved by our Regional Formulary
and Therapeutics Committee.

= Internally implanted time-release drugs (except that internally implanted time-release contraceptive drugs
are covered).

= Nutritional supplements.

= Replacement of drugs and supplies due to loss, damage, or carelessness.

Pediatric Dental Services

The provider network for pediatric dental Services is the Dental network. Permanente Dental Associates, PC,
is included in the Dental network.

You must receive all covered Services from Participating Dental Providers and Participating Dental Offices
inside our Service Area, except as otherwise specifically permitted in this EOC. To locate a Participating
Dental Provider, visit kp.org/dental/nw/directory.

We cover the Services described in this “Pediatric Dental Services” secti@ff only if all of the following

conditions are satisfied:

*  You are a Member on the date you receive the Services and rovided on or before the end of

the Year in which you turn 19 years of age.
= A Participating Dentist determines that the Services a

* The Setvices are provided, prescribed, authotized, and/o0 cted by a Participating Dentist or
ecl o the contrary in this EOC.

in this EOC.

=  The Service is listed on the ¢ Covered Pediatric Dental Procedures” located at the back of this

EOC.
Coverage is based on the Atinent alternative. If you request a Service that is a more costly
treatment alternative from thagigecommefided by your Participating Dentist, but that accomplishes the same
goal, we will cover the Services benefit level of the least costly treatment alternative. You will be

responsible for any additional Cha

All benefits are subject to the “Pediatric Dental Services Exclusions” and “Pediatric Dental Services
Limitations” sections of this EOC.

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 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.
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Referrals

Referrals to Participating Dental Providers

When you need Services, you should talk with your personal care Participating Dentist about your dental
needs or your request for Services. Your Participating Dentist and other Participating Dental Providers
provide covered Services that are Dentally Necessary. Participating Dentists will use their judgment to
determine if Services are Dentally Necessary. If you seek a specific Service, you should talk with your personal
care Participating Dentist, who will discuss your needs and recommend an appropriate course of treatment.
When appropriate, your Participating Dentist will refer you to a Participating Dental Provider who is a Dental
Specialist. Only the Services and number of visits that are listed on the referral will be covered, subject to any
benefit limitations and exclusions applicable to the Services.

Referrals to Non-Participating Dental Providers

If your Participating Dentist decides that you require Dentally Necessary Services that are not available from
Participating Dental Providers, and we determine that the Services are covered Services, your Participating
Dentist will refer you to a Non-Participating Dental Provider. The Cost Share for these authorized referral
Services are the same as those required for Services provided by a Pagg@tpating Dental Provider and are
subject to any benefit limitations and exclusions applicable to the Only the Services and number of
visits that are listed on the referral will be covered, subject to a itations and exclusions applicable
to the Services.

Appointments for Routine Services

If you need to make a routine dental care appointment, pleas tact Member Services. Routine
appointments are for dental needs that are not ur, ps, teeth cleanings, and follow-up visits
that can wait more than a day or two. Try to make r¢’appointments as far in advance as

possible. For information about getting othe retefto the “Emergency and Urgent Dental Care”
section.

Emergency and Urgent Dent

In a Dental Emergency

If you have an Emergencyd at is not a medical emergency, Emergency Dental Care is

eck. Call the Dental Appointment Center and a representative will
assist you or arrange for you t0 an Emergency Dental Condition. We cover limited Emergency
Dental Care received outside of O tvice Area from Non-Participating Dental 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 the “Emergency Dental Care and

Urgent Dental Care” section for details about your Emergency Dental Care coverage.

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 Dental Providers and Non-Participating Dental Offices. See
“Urgent Dental Care” under the “Emergency Dental Care and Urgent Dental Care” section for details about
your Urgent Dental Care coverage.

Dental Appointment Center
All A1€AS vvvveviiereirieeeeeereeens 1-800-813-2000
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Pediatric Dental Services Benefits

Preventive and Diagnostic Services

We cover the following preventive and diagnostic Services:

Diagnostic casts.

Examination of your mouth (oral examination) to determine the condition of your teeth and gums,
limited to two visits per Year, including:

e Complete dental/medical history and general health assessment.
e Complete thorough evaluation of extra-oral and intra-oral hard and soft tissues.

e Limited oral evaluations as Dentally Necessary to evaluate a specific dental problem or oral health
complaint, assess a dental emergency, or recommend other treatment.

e Limited visual oral assessments or screenings.

teeth, restoration, occlusal
ard and soft tissue anomalies, and

e The evaluation and recording of dental caries, missing or unerup
relationships, periodontal conditions (and periodontal chartin
oral cancer screening.

Oral and facial photographic images.

Oral hygiene instruction, if not billed on the same day

oral hygiene instructions, tooth brushing techniques, d use of oral hygiene aids.

Routine preventive teeth cleaning (prophylaxis) visits per Year.
Sealants.
Space maintainers (appliances used to maintai after temoval of a tooth or teeth) including:
¢ Recementation of space maintaj
e Removal of space maintainer
e Replacement space maiataiie A dentally appropriate.

Topical fluoride treat

X-rays to check for cavift
include:

e Bitewing X-rays.
e Cephalometric films.
e Tull mouth comprehensive series.

e Medically Necessary periapical X-rays that are not included in a complete series for diagnosis in
conjunction with definitive treatment.

e Occlusal intraoral X-rays.
e Panoramic X-rays.

e X-rays not listed above on a case-by-case basis when Dentally Necessary.
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Basic Dental Services

Minor Restorative Services

We cover the following minor restorative dental Services:

* Routine fillings. Amalgam, silicate, acrylic, or composite restorations are limited to once per tooth surface
every 24 months for the same tooth.

= Simple extractions.
= Stainless steel and composite/actylic restorations.

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

Oral Surgery Services

We cover the following oral surgery Services:
* Alveoloplasty and vestibuloplasty.

* Frenulectomy or frenuloplasty.

=  Major oral surgery.

* Residual root removal.

= Surgical tooth extractions.

Periodontic Services

We cover the following periodontic Services:
= Periodontal maintenance, limited to once per qu '
= Periodontal non-surgical Services inc

e Scaling and root planing, limig ant in a two-year period.

e Full mouth debridement, limited months.

C every
= Periodontal surgical Servi ative care for gingivectomy/gingivoplasty.

* Treatment of gum discase

Endodontic Services

We cover the following endodonti
= Root canal and related therapy, including:
e Apexification for apical closures of anterior permanent teeth.
e Apicoectomy and retrograde filling.
e Direct pulpal capping.
e DPulp vitality tests.
e Therapeutic pulpotomy and pulpal debridement.

e Treatment of the root canal or tooth pulp.

Other Pediatric Dental Services

= Nitrous oxide, once per day. We cover use of nitrous oxide during Dentally Necessary treatment as
deemed appropriate by the Participating Dental Provider.
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= Office based Medically Necessary general anesthesia and oral or parenteral conscious sedation or deep
sedation for covered dental Services when administered by an oral surgeon, periodontist or pediatric
Dentist and when Medically Necessary for Members who are under age eight, developmentally or
physically disabled, or who would be at medical risk without sedation or general anesthesia.

= Regional blocks and local anesthesia in conjunction with covered dental Services.
Major Dental Services

Major Restorative Services

We cover the following major restorative Services:
* Bridge abutments.
= Crowns and core build-ups, limited to the following:

e Cast post and core or prefabricated post and core, on permanent teeth when performed in
conjunction with a crown.

e Core build-ups, including pins, only on permanent teeth whe
crown.

rformed in conjunction with a

e Dental implant crown and Abutment related procedur
seven-year period.

one per Member per tooth in a

e Indirect crown for permanent anterior teeth, limit every five years.

e Repair of implant supported prosthesis or ited to one per tooth.

e Stainless steel crowns are limited to once e
e Primary posterior teeth.

e DPermanent posterior teeth

*  Occlusal restorations for the uppe S ofations are anatomically separated by sound tooth
structure.

= Pontics. Artificial toot

* Recementation of perma

Removable Prosthodontic Se

We cover the following removable prosthodontic Services:

= Full upper and lower dentures, limited to once every five years.

= Maintenance prosthodontics:
e Adjustments.
e Rebase and reline of complete or partial dentures, limited to once every 36 months.
e Repairs.

= Resin-based partial upper and lower dentures, limited to once every three years.

Other Pediatric Dental Services

= Behavior management.

* House/extended care facility calls, limited to two per facility per Participating Dental Provider per
Member.
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= Nightguards. We cover removable dental appliances designed to minimize the effects of bruxism (teeth
grinding) and other occlusal factors.

Orthodontic Services

We cover Medically Necessary orthodontic Services for treatment of malocclusions associated with a
diagnosis of:

= Cleft lip and palate, cleft palate, or cleft lip with alveolar process involvement; or

= Craniofacial anomalies for (i) hemifacial microsomia, (ii) craniosynostosis syndromes, (iif) arthrogryposis,
or (iv) Marfan syndrome.

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 “Pediatric Dental Services” section (subject to the “Pediatric
Dental Services Limitations” and “Pediatric Dental Services Exclusions” ggctions) if they were not
Emergency Dental Care.

Inside our Service Area

*  We cover Emergency Dental Care you receive inside ou
Providers or Participating Dental Offices.

ce Area from Non-Participating Dental

=  We cover Emergency Dental Care you receive inside ou
' ith a medical emergency.

Providers in a hospital emergency department |

Outside our Service Area

If you are temporarily outside our Serviced
Participating Dental Providers or Non 4

mergency Dental Care you receive from Non-
al Offices, if we determine that the Services could

of this “Pediatric Dental Services” Sg€tion (subject to the “Pediatric Dental Services Limitations” and
“Pediatric Dental Services Exclusions” sections) if they were not urgent. Examples include treatment for
toothaches, chipped teeth, broken/lost fillings causing irritation, 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 Dental Providers and Non-Participating Dental
Offices.

Pediatric Dental Services Exclusions

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

= Cosmetic Services, supplies, or prescription drugs that are intended primarily to improve appearance,
repair and/or replace cosmetic dental restorations.

= Dental conditions for which Service or reimbursement is required by law to be provided at or by a
government agency. We do not reimburse the government agency for any Services that the law requires
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be provided only by or received only from a government agency. When we cover any of these Services,
we may recover the Charges for the Services from the government agency. This exclusion does not apply
to Medicaid.

Dental implants, including bone augmentation and fixed or removable prosthetic devices attached to or
covering the implants; related Services, including diagnostic consultations, impressions, oral surgery,
placement, removal, and cleaning when provided in conjunction with dental implants; and Services
associated with postoperative conditions and complications arising from implants.

Dental Services not listed in the “Pediatric Dental Services Benefits” section or on the “Schedule of
Covered Pediatric Dental Procedures,” located at the back of this EOC.

Drugs obtainable with or without a prescription. These may be covered under your medical benefits.

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

dental standards as safe and
not the Service is authorized by law

e The Service is not recognized in accordance with generally acce
effective for use in treating the condition in question, whethe
for use in testing or other studies on human patients; or

e The Service requires approval by FDA authority prior
when the Service is to be rendered.

Fees a provider may charge for a missed appointment.

Full mouth reconstruction, including, but not lugi tensive restoration of the mouth with
crowns, bridges, or implants; and occlusal reha i
the purpose of splinting, altering vertical dimens
or erosion.

cclusions, or correcting attrition, abrasion,

Genetic testing.
Maxillofacial surgery.

Medical or Hospital Servi ise specified in the EOC.

Myofunctional therap
Non-orthodontic recordiig ements or positions.
Orthodontic Services, except agid@scribed in the “Orthodontic Services” section.
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 broken orthodontic appliances.
Replacement of lost or damaged space maintainers.
Re-treatment of Orthodontic Services cases.

Services performed by someone other than a Participating Dental Provider or a Non-Participating Dental
Provider.

Speech aid prosthetic devices and follow up modifications.
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Surgery to correct malocclusion or temporomandibular joint (TM]) disorder; treatment of problems of
the jaw joint, including temporomandibular joint (TM]) syndrome and craniomandibular disorders; and
treatment of conditions of the joint linking the jaw bone and skull and of the complex of muscles, nerves,
and other tissues related to that joint.

Treatment of macroglossia.
Treatment of micrognathia.
Treatment to restore tooth structure lost due to attrition, erosion, or abrasion.

Use of alternative materials for the removal and replacement of clinically acceptable material or
restorations is not covered for any reason, except when the pathological condition of the tooth (or teeth)
warrants replacement.

Pediatric Dental Services Limitations

Amalgam, silicate, acrylic, or composite restorations are limited to once per tooth surface every 24
months for the same tooth.

Dental implant crown and abutment related procedures are limit
seven-year period.

one per Member per tooth in a

al wear and tear of
e years. All partial dentures

Dentures, bridges, crowns (per tooth), and replacement n

limited to two visits per Year.

Examinations are limited to two visits per Year o beginning before one year of age, plus
limited oral evaluations when necessa

periodontist.
Full mouth gross debri ed to"a frequency of once every 36 months.

ar Charges associated with Dentally Necessary Services that are

that setting in order to obtain Me€dically Necessary general anesthesia for a Member who is a child under
age eight, or who is physically or developmentally disabled.

House/extended care facility calls are limited to two per facility per Participating Dental Provider per
Member.

Indirect crowns are limited to once every five years, per tooth, for permanent anterior teeth.

One complete denture (upper and lower) and one replacement denture after at least five years from the
seat date.

One resin-based partial denture, if provided at least three years after the seat date.
Oral hygiene instruction, if not billed on the same day as a prophylaxis treatment.

Periapical X-rays that are not included in a complete series for diagnosis in conjunction with definitive
treatment.

Periodontal maintenance is limited to once per quadrant per Year.
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* Periodontal scaling and root planing is limited to once per quadrant in a two-year period.

= Relines and rebases of complete or partial dentures are limited to once every 36 months, if performed at
least six months from the seat date.

= Repair of implant supported prosthesis or abutment is limited to one per tooth.

= 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 when administered by an oral surgeon,
periodontist or pediatric Dentist pursuant to the provisions described in the “Other Pediatric Dental
Services” section, and when Medically Necessary for Members who are under age eight, developmentally
or physically disabled, or those who would be at medical risk without sedation or general anesthesia.

» Stainless steel crowns are limited to once every three years for:
e Primary posterior teeth.

e DPermanent posterior teeth (excluding teeth 1, 16,17 a

Pediatric Vision Services

We cover pediatric vision Services when prescribed by a Par ing Provider or a Non-Participating

f the month in which the Member turns
19 years of age. These benefits are subject to the lir3 i
“Pediatric Vision Services” in the “Benefit Summa

not cover any more Services for the remaj 1, or other identified benefit period.
Examinations

We cover routine vision screenings an prehensive eye examination with refraction, including dilation
when determined to be Medi s shown under “Pediatric Vision Services” in the “Benefit
Summary.”

Eyeglass Lenses/Fra act Lenses

We cover eyeglass lenses (single ¥ bifocal, trifocal, or lenticular, including polycarbonate lenses and
scratch resistant coating) determine@by your Participating Provider and a frame, or contact lenses in lieu of
eyeglasses, as shown under “Pediatric Vision Services” in the “Benefit Summary.” The date we cover any of
these items is the date on which you order the item.

Medically Necessary Contact Lenses

Contact lenses may be determined to be Medically Necessary and appropriate in the treatment of the
following conditions:

* Keratoconus.

= Pathological myopia.
= Aphakia.

= Anisometropia.

= Aniseikonia.

= Aniridia.
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=  Corneal disorders.
=  Post-traumatic disorders.
= Irregular astigmatism.

The evaluation, fitting, and follow-up is covered for Medically Necessary contact lenses. Medically Necessary
contact lenses are subject to Utilization Review by Company using criteria developed by Medical Group and
approved by Company.

Low Vision Aids

We cover low vision evaluations and follow-up care visits, as well as low vision aids and devices (high-power
spectacles, magnifiers, and telescopes) as shown under “Pediatric Vision Services” in the “Benefit Summary.”
These Services are subject to Utilization Review by Company using criteria developed by Medical Group and
approved by Company.

Pediatric Vision Services Exclusions

* Non-prescription products (other than eyeglass frames), such as eye,
kits, contact lens cases, contact lens cleaning and wetting solutio
add-on features such as lens coatings (other than scratch resis
coating).

s holders, eyeglass cases, repair
d lens protection plans; and lens
ing or ultraviolet protection

* Non-prescription sunglasses.

* No-line or progressive bifocal and trifocal lenses.

*  Optometric vision therapy and orthoptics (eye cises).
= Plano contact lenses or glasses (non-prescriptio

= Replacement of lost, broken, or dama ses mes.

= Two pairs of glasses in lieu of bifg

= To correct significant disfig

= To correct a congenital defect, disease, or anomaly in order to produce significant improvement in
physical function.

= To treat congenital hemangioma known as port wine stains on the face.

Members who have undergone mastectomy are entitled to certain benefits under the Women’s Health and
Cancer Rights Act of 1998 (WHCRA). “Mastectomy’” means the surgical removal of breast tissue and breast
lumps due to malignancy or suspected malignancy. We cover:

= All stages of reconstruction of the breast on which a mastectomy was performed, including but not
limited to nipple reconstruction, skin grafts, and stippling of the nipple and areola.

= Surgery and reconstruction of the other breast to produce a symmetrical appearance.
*  Mastectomy-related prostheses.
* Treatment of physical complications of the mastectomy, including lymphedemas.

» Inpatient care related to the mastectomy and post-mastectomy Services.
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Mastectomy-related prosthetics and Orthotic Devices are covered under and subject to the “External
Prosthetic Devices and Orthotic Devices” section.

Rehabilitative Therapy Services

We cover inpatient and outpatient physical therapy (including soft tissue mobilization), occupational therapy,
and speech therapy Services, when prescribed by a Participating Provider, subject to the benefit descriptions
and limitations contained in this “Rehabilitative Therapy Services” section. Covered Services include
treatment of neurodevelopmental conditions to restore and/or improve function, ot to provide maintenance
for conditions which, in the judgment of your Participating Provider, would result in significant deterioration
without the treatment.

These Services are subject to Utilization Review by Company using criteria developed by Medical Group and
approved by Company. However, you do not need authorization for an initial evaluation and management
visit and up to six treatment visits for physical therapy (including soft tissue mobilization), occupational
therapy, and speech therapy Services for a New Episode of Care.

Outpatient Rehabilitative Therapy Services
We cover outpatient rehabilitative therapy Services for the treatme
the Participating Provider, will show sustainable, objective, meas
prescribed therapy. Prescribed outpatient therapy Services m i i thorization as described under
“Prior Authorization Review Requirements” in the “How i i

nditions which, in the judgment of

The “Benefit Summary” shows a visit maximum for outpa
maximum will be exhausted (used up) for the Year when the

ilitative therapy Services. That visit
ber of visits that we covered during the

the same group number printed on this EOC, add
maximum, we will not cover any more visit

ilization) and occupational therapy Services are covered as
nctional abilities when physical and/or sensory perceptual
stroke, or surgery.

= Speech therapy Services are @
origin such as cleft palate, or w
illness, stroke, or surgery.

as Medically Necessary for speech impairments of specific organic
speech, language, or the swallowing function is lost due to injury,

= Therapy Services do not include maintenance therapy for chronic conditions except for
neurodevelopmental conditions.

Inpatient Rehabilitative Therapy Services

We cover inpatient rehabilitative therapy Services for the treatment of conditions which, in the judgment of a
Participating Provider, will show sustainable, objective, measurable improvement as a result of the prescribed
therapy. Prescribed inpatient therapy Services must receive prior authorization as described under “Prior
Authorization Review Requirements” in the “How to Obtain Services” section.

Inpatient rehabilitative therapy Services provided in a Participating Skilled Nursing Facility will not reduce the
covered days of Service under this “Inpatient Rehabilitative Therapy Services” section.

The “Benefit Summary” shows a combined day maximum for inpatient Services. That combined day
maximum will be exhausted (used up) for the Year when the number of days that we covered during the Year
under this EOC, plus any days we covered during the Year under any other evidence of coverage with the
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same group number printed on this EOC, add up to the combined day maximum. After you reach the
combined day maximum, we will not cover any more days for the remainder of the Year. Day maximums do

not apply to inpatient rehabilitative therapy Services to treat mental health conditions covered under this
EOC.

Rehabilitative Therapy Services Exclusions

= Services designed to maintain optimal health in the absence of symptoms.

Services Provided in Connection with Clinical Trials

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

* You are eligible to participate in the clinical trial according to the trial protocol with respect to treatment
of cancer or other life-threatening condition (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:

e A Participating Provider makes this determination.

¢ You provide us with medical and scientific information est: this determination.

trial is outside the state where you live.

= The clinical trial is a phase I, phase 11, phase III, or phas
detection, or treatment of cancer or other life- i
requirements:

e The study or investigation is cond

e The study or investigation is 4d
application.

o The Centers for Medicare & Medicaid Services.

o A cooperative group or center of any of the above entities or of the Department of Defense or
the Department of Veterans Affairs.

o A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants.

o The Department of Veterans Affairs or the Department of Defense or the Department of
Energy, but only if the study or investigation has been reviewed and approved through a system
of peer review that the U.S. Secretary of Health and Human Services determines meets all of the
following requirements:

e Itis comparable to the National Institutes of Health system of peer review of studies and
investigations.
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e It assures unbiased review of the highest scientific standards by qualified people who have
no interest in the outcome of the review.

For covered Services related to a clinical trial, you will pay the Cost Share you would pay if the Services were
not related to a clinical trial. For example, see “Inpatient Hospital Services” in the “Benefit Summary” for the
Cost Share that applies to hospital inpatient care.

Services Provided in Connection with Clinical Trials Exclusions

= The investigational Service.

= Services provided solely for data collection and analysis and that are not used in your direct clinical
management.

Skilled Nursing Facility Services

We cover skilled inpatient Services in a licensed Participating Skilled Nursing Facility, including drugs that are
prescribed as part of your plan of care and administered to you by medical personnel in the facility. The
skilled inpatient Services must be those customarily provided by Partici g Skilled Nursing Facilities. These
Services are subject to Utilization Review by Company using criteria dé¥eloped by Medical Group and
approved by Company.

The “Benefit Summary” shows a day maximum for skilled nu
be exhausted (used up) for a Year when the number of day,
plus any days we covered during the Year under any othe
printed on this EOC, add up to the day maximum. After you
more days for the remainder of the Year.

ing the Year under this EOC,
f coverage with the same group number
the day maximum, we will not cover any

We cover the following:

* Blood, blood products, blood storage eir a istration, including the Services and supplies of a
blood bank.

= Dialysis Services.

=  DME Services.

= Medical and biological g
=  Medical social Services.
* Noursing Services.

= Rehabilitative therapy Services.

=  Room and board.

Spinal and Extremity Manipulation Therapy Services

We cover outpatient visits for Spinal and Extremity Manipulation therapy Services when provided by a
Participating Provider in the Participating Provider’s office. Covered Services include:

= Evaluation and management.
= Diagnostic radiology.

= Musculoskeletal treatments.
= Hot and cold packs.

= Treatment for the onset of an illness or injury, aggravation of an illness or injury, and the exacerbation of
an illness or injury.
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To locate a Participating Provider, visit www.chpgroup.com. The CHP Group is a Participating Provider we
contract with to provide Spinal and Extremity Manipulation therapy Services. If you need assistance searching
for a Participating Provider, or to verify the current participation status of a provider, or if you do not have
access to the online directory, please contact Member Services.

Self-referred Spinal and Extremity Manipulation Therapy Services

We cover self-referred outpatient visits for Spinal and Extremity Manipulation therapy Services, up to the
visit limit shown on your “Benefit Summary.” You do not need a referral or prior authorization.

Physician-referred Spinal and Extremity Manipulation Therapy Services

We cover physician-referred outpatient visits for Spinal and Extremity Manipulation therapy Services when
you receive a referral from a Participating Provider. These Services are subject to Utilization Review by
Company using criteria developed by Medical Group and approved by Company. However, you do not need
authorization for an initial evaluation and management visit and up to six treatment visits for a New Episode
of Care.

Spinal and Extremity Manipulation Therapy Services E. sions
=  Dermal friction technique.

= East Asian massage and tui na.
* Nambudripad allergy elimination technique (NAET).
*  Qigong.

= Services designed to maintain optimal health i bsence mptoms.

= Sonopuncture.

Substance Use Disorder S
We cover Substance Use Disorder Se
Manual of Mental Disorders (DSM), publi
treatment for withdrawal symp i
Substance Use Disorder. A
Disordet.

current edition of the Dzagnostic and Statistical
ican Psychiatric Association, including medical
o methadone maintenance) and acupuncture treatment for

its do not apply to acupuncture treatment for Substance Use

Services are subject to Utilizat]
approved by Company. You ma

by Company using criteria developed by Medical Group and
t the criteria by calling Member Services.

The benefits described in this “Substance Use Disorder Services” section comply with the Mental Health
Parity and Addiction Equity Act.

You do not need to obtain prior authorization for the following Substance Use Disorder Services:

= Emergency detoxification for medical conditions associated with acute alcohol, drug, or other substance
abuse.

= Substance Use Disorder treatment Services provided in a behavioral health agency licensed or certified in
the state of Washington, limited to:

e The first two business days of inpatient or residential Services.
e The first three business days of withdrawal management Services.

Additional Services require prior authorization as described under “Prior Authorization Review
Requirements” in the “How to Obtain Services” section.
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Outpatient Services for Substance Use Disorder
We cover individual office visits and group therapy visits for Substance Use Disorder.

We cover in-home Substance Use Disorder Services, when all of the following are true:

* You are substantially confined to your home (or a friend’s or relative’s home), or the care is provided in
lieu of Medically Necessary hospitalization.

*  Your Participating Provider determines that it is feasible to maintain effective supervision and control of
your care in your home and that the Services can be safely and effectively provided in your home.

* You receive prior authorization from Company in accordance with Utilization Review criteria developed

by Medical Group and approved by Company.

Inpatient Hospital Services for Substance Use Disorder

We cover inpatient hospital Services for Substance Use Disorder, including drugs that are prescribed as part
of your plan of care and administered to you by medical personnel in the inpatient facility.

Residential Services

We cover residential Services in a residential program, including d t are prescribed as part of your plan
of care and administered to you by medical personnel in the residéftial i

Day Treatment Services
We cover day treatment Services in a day treatment progr

Telehealth Services
Telemedicine

Telemedicine is the delivery of health care
communication, or store and forward te€l
behalf, to interact with a Participating P
diagnosis, consultation, or treatment.

Store and forward technology
health care provider at a dj
Member and helps manage tei . Stdte and forward technology does not include use of audio-only
telephone, fax, or email.

Audio-only telemedicine is the delivgfy of health care services through the use of audio-only technology,
allowing a Member, or person acting on the Member’s behalf, to interact real-time with a Participating
Provider who is not physically at the same location, for the purpose of diagnosis, consultation, or treatment.
Audio-only telemedicine does not include fax or email, or health care Services that are customarily delivered
by audio-only technology such as sharing of laboratory results.

We cover telemedicine Services at the applicable telemedicine Cost Share shown in your “Benefit Summary”
if:

= The Service is otherwise covered under this EOC if received in person;
* The Service is Medically Necessary;

» The Service is determined to be safely and effectively provided using telemedicine, according to generally
accepted health care practices and standards;

= The technology used to provide the Service meets the standards required by state and federal laws
governing the privacy and security of protected health information; and
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* For audio-only telemedicine, the Member has an established relationship with the provider.
For purposes of this section, “established relationship” means:

* The Member must have had at least one in-person appointment or at least one real-time interactive
appointment using both audio and video technology in the past 3 years with the provider providing audio-
only telemedicine, or with a provider employed by the same medical group, at the same facility, or by the
same integrated delivery system operated by Company as the provider providing the audio-only
telemedicine; or

= The Member was referred to the provider providing audio-only telemedicine by a provider with whom
they had an in-person appointment within the past 3 years.

Telephone and E-Visits

We cover scheduled telephone visits with a Participating Provider. To schedule a telephone visit, sign on to
kp.org or the Kaiser Permanente app, then select “Appointments” or call Member Services.

We also cover e-visits. To access an e-visit, log in to your kp.org membe
or tablet and fill out a questionnaire about your symptoms. A nurse wi
usually within six hours. If needed, a prescription may be sent to y.
chat instant messaging.

ccount on your desktop, laptop,
ct back to you with a care plan,
rmacy. E-visits may include secure

To learn more about interactive audio and video communic
short instructional video and troubleshooting tips, visit alth/northwest.

Transplant Services

We cover inpatient and outpatient Services for the nder this “Transplant Services” section
at National Transplant Network facilities if you meet eview criteria developed by Medical Group
and approved by Company.

You pay the applicable Cost Share youfw i ervices were not related to a transplant. For Services
we provide (or pay for) for actual or al de ptre is no Charge.

A National Transplant Networkef@@ility 1 ansplant facility that meets all of the following requirements:

= Itis licensed in the statef®
= Itis certified by Medicar®
= Itis designated by Company' splant facility for the specific transplant.

= Itis able to meet reasonable access standards for organ transplants based on Regional Organ
Procurement Agency statistics for the facility location (a Regional Organ Procurement Agency is the
geographic area designated by a state-licensed organ procurement organization for transplants in the state
of Washington).

We cover only the following transplants at National Transplant Network facilities. Covered transplants
include human and artificial transplants subject to Utilization Review criteria developed by Medical Group
and approved by Company, and manufacturer’s recommendation.

* Bone marrow.
= Cornea.

= Heart.

= Heart-lung.

=  Kidney.
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= Liver.

* Lung.

= Pancreas.

= Pancreas after kidney.

= Simultaneous kidney-pancreas.
= Small bowel.

*  Small bowel/liver.

= Stem cell.

Transplant Services Limitations
After the referral to a transplant facility, the following apply:

= If either Medical Group or the referral facility determines that you do not satisfy its respective criteria for
a transplant, we will only cover Services you receive before that detefflination is made.

= Company, Participating Hospitals, Medical Group, and Partici
finding, furnishing, or ensuring the availability of an organ, tj

roviders are not responsible for

* Inaccord with our guidelines for Services for living tran
donation-related Services for a donor, or an individu
even if the donor is not a Member. These Services mus
you. Our criteria for donor Services are available by callin

ctly related to a covered transplant for
mber Services.

= We may pay certain expenses that we preautho d our travel and lodging guidelines. Your
transplant coordinator can provide information expenses.

Transplant Services Exclusiongs

* Non-human organs and their img

EXCLUSIONS AND

ations” section are either completely excluded from coverage
exclusions and limitations apply to all Services that would

particular Service as listed in the d ption of that Service in this EOC.

Certain Exams and Services. Physical examinations and other Services are excluded when: (a) required for
obtaining or maintaining employment or participation in employee programs, (b) required for insurance or
governmental licensing, (c) court ordered or required for parole or probation, or (d) received while
incarcerated.

Cosmetic Services. Services that are intended primarily to change or maintain your appearance and will not
result in significant improvement in physical function. This exclusion does not apply to Services that are
covered under “Reconstructive Surgery Services” in the “Benefits” section or Medically Necessary Gender
Affirming Treatment.

Custodial Care. Assistance with activities of daily living (such as walking, getting in and out of a bed or chair,
bathing, dressing, eating, using the toilet, and taking medicine) or personal care that can be performed safely
and effectively by persons who, in order to provide the care, do not require licensure, certification, or the
presence of a supervising licensed nurse.

Dental Services. This exclusion does not apply to Services that are covered under “Limited Dental Services”
and “Pediatric Dental Services” in the “Benefits” section.
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Designated Blood Donations. Collection, processing, and storage of blood donated by donors whom you
designate, and procurement and storage of cord blood is covered only when Medically Necessary for the
imminent use at the time of collection for a designated recipient.

Detained or Confined Members. Services provided or arranged by criminal justice officials or institutions

for detained or confined Members are limited to Services which meet the requirements of Emergency
Services under this EOC.

Employer Responsibility. We do not reimburse the employer for any Services that the law requires an
employer to provide. When we cover any of these Services we may recover the Charges for the Services from
the employer.

Experimental or Investigational Services. Services are excluded if any of the following is true about the
Service:

= They cannot be legally marketed in the United States without the approval of the U.S. Food and Drug
Administration (FDA), and the FDA has not granted this approval.

= They are the subject of a current new drug or new device applicatio file with the FDA.

= They are provided as part of a Phase I, Phase II, or Phase IV cli trial, as the experimental or research

efficacy of the Services.

= They are provided pursuant to a written protocol or o ent that 11Sts an evaluation of the
Services’ safety, toxicity, or efficacy as among its objec

= They are subject to the approval or review of a ituti eview Board (IRB) or other body that
approves or reviews research concerning the s ici

= They are provided pursuant to informed consen
investigational, or in other terms thatd
toxicity, or efficacy.

= The prevailing opinion among exp n the published authoritative medical or scientific
literature is that:

* Your medical records.
= The written protocols and other documents pursuant to which the Service has been or will be provided.

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

= The files and records of the IRB or similar body that approves or reviews research at the institution where

the Service has been or will be provided, and other information concerning the authority or actions of the
IRB or similar body.

* The published authoritative medical or scientific literature about the Service, as applied to your illness or
injury.
= Regulations, records, applications, and any other documents or actions issued by, filed with, or taken by,

the FDA or other agencies within the United States Department of Health and Human Services, or any
state agency performing similar functions.
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We consult Medical Group and then use the criteria described above to decide if a particular Service is
experimental or investigational.

This exclusion does not apply to Services that we cover under “Services Provided in Connection with Clinical
Trials” in the “Benefits” section of this EOC.

Eye Surgery. Radial keratotomy, photorefractive keratectomy, and refractive surgery, including evaluations
for the procedures.

Family Services. Services provided by a member of your immediate family.

Genetic Testing. Genetic testing and related Services are excluded except as described under “Outpatient
Laboratory, X-ray, Imaging, and Special Diagnostic Procedures” in the “Benefits” section.

Government Agency Responsibility. We do not reimburse the government agency for any Services that the
law requires be provided only by or received only from a government agency. When we cover any of these
Services, we may recover the Charges for the Services from the government agency. However, this exclusion
does not apply to Medicaid.

Hypnotherapy. All Services related to hypnotherapy.

Low-Vision Aids. This exclusion does not apply to Services that red under “Pediatric Vision

Services” in the “Benefits” section.

including bandages and ace wrap bandages, are limited to tho pplied and applied by a licensed health care
provider, while providing a covered Service. Nonr: pplies that a Member purchases or
obtains from another source are excluded.

Optometric Vision Therapy and Orthopii . Services related to optometric vision

ow-Up Care for Contact Lenses. This exclusion
ediatric Vision Services” in the “Benefits” section.

When a Service is not covered, all Services related to the

Services That are Not Health Care Services, Supplies, or Items. This exclusion does not apply to
Medically Necessary applied behavior analysis (ABA) Services. For example, we do not cover:

» Teaching manners and etiquette.

* Teaching and support services to develop planning skills such as daily activity planning and project or task
planning.

* Items and services that increase academic knowledge or skills.

» Teaching and support services to increase intelligence.

* Academic coaching or tutoring for skills such as grammar, math, and time management.
= Teaching you how to read, whether or not you have dyslexia.

* Educational testing.

» Teaching art, dance, horse riding, music, play or swimming.

EWIDDEDDNT0126 63 OM



» Teaching skills for employment or vocational purposes.
* Vocational training or teaching vocational skills.

= Professional growth courses.

» Training for a specific job or employment counseling.

* Aquatic therapy and other water therapy.

Supportive Care and Other Services. Supportive care primarily to maintain the level of correction already
achieved; care primarily for the convenience of the Member; and care on a non-acute, symptomatic basis are
excluded.

Surrogacy. Services for anyone in connection with a Surrogacy Arrangement, whether traditional or
gestational, except for otherwise-covered Services provided to a Member who is a surrogate. A “Surrogacy
Arrangement” is one in which an individual (the surrogate) agrees to become pregnant and to surrender the
baby (or babies) to another person or persons who intend to raise the child (or children), whether or not the
individual receives payment for being a surrogate. See “Surrogacy Arrangements — Traditional and Gestational
Carriers” in the “Reductions” section for information about your obli ns to us in connection with a
Surrogacy Arrangement, including your obligations to reimburse us y Services we cover and to provide

subject to Utilization Review by Company using criteria de y Medical Group and approved by
Company.

Travel Immunizations. Travel-related immuniza

section.

, gastric stapling, gastric bypass, gastric bands, switch

Weight Control or Obesity Services:
i ss programs, and any other Service for obesity or weight control,

duodenal, biliopancreatic diversie

REDUCTIONS

Coordination of Benefits

This Coordination of Benefits (COB) provision applies when you have health care coverage under more than
one Plan. To avoid delays in claim processing, you and your provider should file all your claims with each
Plan at the same time. If Medicare is your Primary Plan, Medicare may submit your claims to your Secondary
Plan for you. This Plan is your Primary Plan for covered Services as described in the “Pediatric Dental
Services” section of this EOC.

Plan, and other important terms that apply only to this provision, are defined below.

The order of benefit determination rules described under this “Coordination of Benefits” section determines
the order in which each Plan will pay a claim for benefits. The Plan that pays first is called the Primary Plan.
The Primary Plan must pay benefits in accordance with its contract terms without regard to the possibility
that another Plan may cover some expenses. The Plan that pays after the Primary Plan is the Secondary Plan.
The Secondary Plan may reduce the benefits it pays so that payments from all Plans do not exceed 100
percent of the total Allowable Expense. If the Secondary Plan receives a claim without the Primary Plan’s
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payment details, the Secondaty Plan will notify the submitting provider and/ot you as soon as possible and
within 30 days of receipt of the claim that the claim is incomplete. After receiving the missing information,
the Secondary Plan will promptly process the claim. If the Primary Plan has not processed the claim within 60
days and is not waiting for additional information, the provider and/or you may submit the claim to the
Secondary Plan with a notice that the Primary Plan has failed to pay the claim. The Secondary Plan must pay
the claim as the Primary Plan within 30 calendar days. After payment information is received from the
Primary Plan, the Secondary Plan may recover any excess amount paid under the “Right of Recovery”
provision.

Notice to Covered Persons

If you are covered by more than one health benefit Plan, and you do not know which is your primary Plan,
you or your provider should contact any one of the health Plans to verify which Plan is primary. The health
Plan you contact is responsible for working with the other Plan to determine which is primary and will let you
know within thirty calendar days.

CAUTION: All health Plans have timely claim filing requirements. If you or your provider fail to submit your
claim to a secondary health Plan within that Plan's claim filing time limigffhe Plan can deny the claim. If you
experience delays in the processing of your claim by the primary hea lan, you or your provider will need
to submit your claim to the secondary health Plan within its claim e limit to prevent a denial of the
claim.

To avoid delays in claims processing, if you are covered b re than one PlanWou should promptly report to
your providers and Plans any changes in your coverage.

Closed Panel Plans or
contracts, such as skilled
by law.

= Plan does not include: Hospital¥idemnity or fixed payment coverage or other fixed indemnity or fixed
payment coverage; accident only coverage; specified disease or specified accident coverage; limited benefit
health coverage, as defined by state law; school accident type coverage; benefits for non-medical
components of long-term care policies; automobile insurance policies required by statute to provide
medical benefits; Medicare supplement policies; Medicaid coverage; or coverage under other federal
governmental Plans, unless permitted by law.

Each contract for coverage is a separate Plan. If a Plan has two parts and COB rules apply only to one of the
two, each of the parts is treated as a separate Plan.

This Plan. This Plan means the part of the contract providing the health care benefits to which the COB
provision applies and which may be reduced because of the benefits of other Plans. Any other part of the
contract providing health care benefits is separate from This Plan. A contract may apply one COB provision
to certain benefits, such as dental benefits, coordinating only with similar benefits, and may apply another
COB provision to coordinate other benefits.
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Primary Plan/Secondary Plan. The order of benefit determination rules determines whether This Plan is a
Primary Plan or Secondary Plan when the person has health care coverage under more than one Plan.

When This Plan is primary, we determine payment for the benefits first before those of any other Plan
without considering any other Plan's benefits. We will not reduce your benefits under This Plan. When This
Plan is secondary, we determine the benefits after those of another Plan and must make payment in an
amount so that when combined with the amount paid by the Primary Plan, the total benefits paid or provided
by all Plans for the claim equal 100 percent of the total Allowable Expense for that claim. This means that
when This Plan is secondary, we must pay the amount which, when combined with what the Primary Plan
paid, cannot be less than the same Allowable Expense the Secondary Plan would have paid if it had been the
Primary Plan. In addition, if This Plan is secondary, we must calculate the savings (the amount paid
subtracted from the amount we would have paid had we been the Primary Plan) and record these savings as a
medical benefit reserve for the covered person. This reserve must be used to pay any medical expenses during
that calendar year, whether or not they are an Allowable Expense under This Plan. If This Plan is Secondary,
it will not be required to pay an amount in excess of its maximum benefit plus any accrued savings.

deductible, coinsurance, and

n. When a Plan provides benefits in
owable Expense and a benefit paid.
owable Expense.

Allowable Expense. Allowable Expense is a health care expense, includj
copayments, that is covered at least in part by any Plan covering the p
the form of Services, the Charges of each Service will be considere
An expense that is not covered by any Plan covering the person is¥iot an

= The difference between the cost of a semi-private hos and a private hospital room is not an
allowable expense unless one of the Plans provides cove or private hospital room expenses.

= Ifaperson is covered by two or more Plans thf enefit payments on the basis of usual
and customary fees or relative value schedule re method or other similar reimbursement

Closed Panel Plan. Closed Panel Plan an that provides health care benefits to covered persons in the
i who are primarily contracted by the Plan, and that excludes
coverage for Services provj ; s, except in cases of emergency or referral by a panel
provider.

Custodial Parent. Custodial p2
court decree, is the parent with w
temporary visitation.

¢ parent awarded custody by a court decree or, in the absence of a
he child resides more than one half of the calendar year excluding any

Order of Benefit Determination Rules

When a Member is covered by two or more Plans, the rules for determining the order of benefit payments are
as follows:

* The Primary Plan pays or provides its benefits according to its terms of coverage and without regard to
the benefits under any other Plan.

= A Plan that does not contain a COB provision that is consistent with state regulations is always primary
unless the provisions of both Plans state that the complying Plan is primary.

= Coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a
basic package of benefits and provides that this supplementary coverage is excess to any other parts of the
Plan provided by the contract holder. Examples include major medical coverages that are superimposed
over hospital and surgical benefits, and insurance type coverages that are written in connection with a
Closed Panel Plan to provide out-of-network benefits.
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= A Plan may consider the benefits paid or provided by another Plan in calculating payment of its benefits
only when it is secondary to that other Plan.

Each Plan determines its order of benefits using the first of the following rules that apply:

Subscriber or Dependent. The Plan that covers the person as a Subscriber is the Primary Plan and the Plan
that covers the person as a Dependent is the Secondary Plan. However, if the person is a Medicare beneficiary
and, as a result of federal law, Medicare is secondary to the Plan covering the person as a Dependent, and
primary to the Plan covering the person as a Subscriber (e.g., a retired employee), then the order of benefits
between the two Plans is reversed so that the Plan covering the person as Subscriber is the Secondary Plan
and the other Plan is the Primary Plan.

Dependent Child Covered Under More Than One Plan. Unless there is a court decree stating otherwise,
when a Dependent child is covered by more than one Plan the order of benefits is determined as follows:

* For a Dependent child whose parents are married or are living together, whether or not they have ever
been married:

e The Plan of the parent whose birthday falls earlier in the calendagfpear is the Primary Plan; or

e If both parents have the same birthday, the Plan that has co
Plan.

the parent the longest is the Primary

= For a Dependent child whose parents are divorced or se
they have ever been married:

e If a court decree states that one of the parents is res
expenses or health care coverage and the Plag of that
Plan is primary. This rule applies to claim inati
notice of the court decree;

e for the Dependent child’s health care
t has actual knowledge of those terms, that

e Ifa court decree states one paren 1mary financial responsibility for the Dependent
child but does not mention resg for haalth care expenses, the Plan of the parent assuming
tinancial responsibility is pri

e Ifa court decree states tl parents have joint custody without specifying that one parent has
responsibility for the health™eare expenses or health care coverage of the Dependent child, the Plan of
the parent whose birthday falls earlier in the calendar year is the Primary Plan or if both parents have
the same birthday, the Plan that has covered the parent the longest is the Primary Plan; or

o If there is no court decree allocating responsibility for the Dependent child's health care expenses or
health care coverage, the order of benefits for the child are as follows:

1) The Plan covering the Custodial Parent

2) The Plan covering the spouse of the Custodial Parent

3) The Plan covering the non-Custodial Parent

4) The Plan covering the spouse of the non-Custodial Parent

= For a Dependent child covered under more than one Plan of individuals who are not the parents of the

child, the above provisions determine the order of benefits as if those individuals were the parents of the
child.
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Active Employee or Retired or Laid-off Employee. The Plan that covers a person as an active employee,
that is, an employee who is neither laid off nor retired, is the Primary Plan. The Plan covering that same
person as a retired or laid-off employee is the Secondary Plan. The same would hold true if a person is a
Dependent of an active employee and that same person is a Dependent of a retired or laid-off employee. If
the other Plan does not have this rule, and as a result, the Plans do not agree on the order of benefits, this
rule is ignored. This rule does not apply if the “Order of Benefit Determination Rules” section can determine
the order of benefits.

COBRA or State Continuation Coverage. If a person whose coverage is provided under COBRA or under
a right of continuation provided by state or other federal law is covered under another Plan, the Plan covering
the person as an employee, member, subscriber, or retiree or covering the person as a dependent of an
employee, member, subscriber, or retiree is the Primary Plan and the COBRA or state or other federal
continuation coverage is the Secondary Plan. If the other Plan does not have this rule, and as a result, the
Plans do not agree on the order of benefits, this rule is ignored. This rule does not apply if the “Order of
Benefit Determination Rules” section can determine the order of benefits.

Longer or Shorter Length of Coverage. The Plan that covered the per
policyholder, subscriber, or retiree longer is the Primary Plan and the
period of time is the Secondary Plan.

n as an employee, member,
that covered the person the shorter

If the preceding rules do not determine the order of benefits, t xpenses must be shared equally

ay more than we would

Effect on the Benefits of This Plan. When This Plan is se ry, we may reduce the benefits so that the
al tion period are not more than the total
aim, the Secondary Plan must make
¥aid by the Primary Plan, the total benefits
ent of the total Allowable Expense for that claim.
owable Expense the Secondary Plan would have
ondary Plan must credit to its Plan deductible any
amounts it would have credited to its d¢ tble in the absence of other health care coverage.

Right to Receive and Rele C ation. Certain facts about health care coverage and Services
rmine benefits payable under This Plan and other Plans. We
m to other organizations or persons for the purpose of applying

benefits. We are not required to tc obtain the consent of, any person to do this. Each person claiming
benefits under This Plan must give us any facts we need to apply those rules and determine benefits payable.

Facility of Payment. If payments that should have been made under This Plan are made by another Plan, we
have the right, at our discretion, to remit to the other Plan the amount we determine appropriate to satisfy the
intent of this provision. The amounts paid to the other Plan are considered benefits paid under This Plan. To
the extent of these payments, we are fully discharged from liability under This Plan.

Right of Recovery. We have the right to recover excess payment whenever we pay Allowable Expenses in
excess of the maximum amount of payment necessary to satisfy the intent of this provision. We may recover
excess payment from any person to whom or for whom payment was made or any other issuers or Plans.

Questions About Coordination of Benefits?

Contact Your State Insurance Department
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Hospitalization on Your Effective Date

If you are an inpatient in a hospital on your membership effective date, coverage will commence on your
effective date. However, you may be transferred to a Participating Hospital when a Participating Provider, in
consultation with the attending physician, determines that you are clinically stable. If you refuse to transfer to
a Participating Hospital, all further costs incurred during the hospitalization are your responsibility.

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 or Covered by No-Fault Insurance” section
applies if you receive covered Services for an injury or illness alleged to be any 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.

e policy that covers your medical
the accident.

For purposes of this section, “no-fault insurance” means a type of insur
expenses for injury or illness due to an accident, regardless of who ca

does not affect your obligation to pay any applicab
reimbursement due to the Plan is not limited by or

If you do not recover anything from or on beha

responsible only for any applicable Cos
To the extent permitted by law, we héve optiemsof be€oming subrogated to all claims, causes of action,

and other rights you may have against party Of an insurer, government program, or other source of

coverage for monetary damagg atlen, or indemnification on account of the injury or illness
allegedly caused by anothe ubrogated as of the time we mail or deliver a written notice
of our exercise of this opti@ r attorney, but we will be subrogated only to the extent of the total

To secure our rights, we will have 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.

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, LLC
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.

EWIDDEDDNT0126 69 OM



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 final resolution of our claims, you must
retain control over the recovered amounts to which we may assert a right.

If reasonable collections costs have been incurred by your attorney in connection with obtaining recovery, we
will reduce the amount of our claim by the amount of an equitable apportionment of the collection costs
between us and you. This reduction will be made only if:

=  We receive a list of the fees and associated costs before settlement, and
= Your attorney’s actions were directly related to securing a recovery for you.

If your estate, parent, guardian, or conservator asserts a claim against another party or any insurer based on
your injury or illness, any settlement or judgment recovered shall be subject to our liens and other rights to

the same extent as if you had asserted the claim against the other party. We may assign our rights to enforce
our liens and other rights.

Surrogacy Arrangements — Traditional and

If you enter into a Surrogacy Arrangement, whether traditio
reimbursed for covered Services you receive related to co
connection with that arrangement (“Surrogacy Health Se

pregnant and to surtendet the baby (ot babies) to a

artificial insemination, intrauterine insemination, in
fertilized egg of another person and includes both
“Surrogacy Arrangements — Traditional and

our obhgatlon to pay any applicable Cost Share, or other

vitro fertilization or through the surg;
traditional surrogacy and gestational cat
Gestational Carriers” section dg

By accepting Surrogacy Health , you automatically assign to us your right to receive payments that are
payable to you or any other payee ufider the Surrogacy Arrangement, regardless of whether those payments
are characterized as being for medical expenses. To secure our rights, we will also have a lien on those
payments and on any escrow account, trust, or any other account that holds those payments. Those payments
(and amounts in any escrow account, trust, or other account that holds those payments) shall first be applied
to satisfy our lien. The assignment and our lien will not exceed the total amount of your obligation to us
under the preceding paragraph.

Within 30 days after entering into a Surrogacy Arrangement, you must send written notice of the
arrangement, including all of the following information:

= Names, addresses, and telephone numbers of the other parties to the arrangement
= Names, addresses, and telephone numbers of any escrow agent or trustee

* Names, addresses, and telephone numbers of the intended parents and any other parties who are
financially responsible for Services the baby (or babies) receive, including names, addresses, and telephone
numbers for any health insurance that will cover Services that the baby (or babies) receive

* A signed copy of any contracts and other documents explaining the arrangement
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* Any other information we request in order to satisfy our rights
You must send this information to:

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

You must complete and send us all consents, releases, authorizations, lien forms, and other documents that
are reasonably necessary for us to determine the existence of any rights we may have under this “Surrogacy
Arrangements — Traditional and Gestational Carriers” section and to satisfy those rights. You may not agree
to waive, release, or reduce our rights under this “Surrogacy Arrangements — Traditional and Gestational
Carriers” section without our prior, written consent.

If your estate, parent, guardian, or conservator asserts a claim against another party based on the Surrogacy
Arrangement, your estate, parent, guardian, or conservator and any settlement, award, or judgment recovered
by the estate, parent, guardian, or conservator shall be subject to our liens,and other rights to the same extent
as if you had asserted the claim against that party. We may assign our rights to enforce our liens and other
rights.

ensation or employer’s
liability law, we will provide Services even if it is unclear w’ are entitled to a payment or settlement

In addition, we or our Participating Providers will b eek reimbursement for these Services
directly from the responsible employer or

The following terms have s when used in this “Grievances, Claims, Appeals, and
External Review” section:

= A claim is a request for us t
e Provide or pay for a Servicc¥hat 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 Pay for a Service that you have already received (post-service claim).

=  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 medical necessity, appropriateness, health 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 health benefit Plan; or
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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.

= Aninternal 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 Kaiser Permanente. We encourage you to
discuss any questions or concerns about your care with your provider or another member of your health care
team. If you are not satisfied with your provider, you may request another. Contact Member Services for
assistance. You always have the right to a second opinion from a qualified provider at the applicable Cost
Share.

A grievance is a complaint submitted by or on behalf of a covered person regarding Service delivery issues
other than denial of payment for medical Services or nonprovision of Services, including dissatisfaction with
medical care, waiting time for Services, provider or staff attitude or demeanor, or dissatisfaction with Service
provided by the health carrier.

ice, or if you have a concern about
complaint, you may do so by

If you are not satisfied with the Services received at a particular medica
the personnel or some other matter relating to Services and wish to
following one of the procedures listed below:

= (Call Member Services; or
= Send your written complaint to Member Relations at:

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

All complaints are handled in a confidéi

= The representative or Aphysician evaliates the facts and makes a recommendation for corrective action, if

any.

*  When you file a complaint, wé espond within 30 calendar days.

Grievance determinations are not adverse benefit determinations. There is not an appeal process for
grievance determinations.

We want you to be satisfied with our facilities, Services, and providers. Using this grievance procedure gives
us the opportunity to correct any problems that keep us from meeting your expectations and your health 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 40256

Olympia, WA 98504

1-800-562-6900

Wwww.insurance.wa.gov
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Language and Translation Assistance

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

Appointing a Representative

If you would like someone to act on your behalf regarding your claim, you may appoint an authorized
representative, an individual who by law or by your consent may act on your behalf. You must make this
appointment in writing. Contact Member Services for information about how to appoint a representative.
You must pay the cost of anyone you hire to represent or help you.

Help with Your Claim and/or Appeal

While you are encouraged to use our appeal procedures, you have the rlght to seek assistance from the Office
of the Insurance Commissioner. Contact them by mail, telephone, or onliae at:

Office of the Insurance Commissioner, Consumer Protection Di
P.O. Box 40256
Olympia, WA 98504
1-800-562-6900

Wwww.insurance.wa.gov

Reviewing Information Regarding Your C

g your claim, you may request, and we
N ds, and other information (including
complete medical necessity ctlterla benef] delines, or protocols) used to make a denial
determination. You also have the right 4 c nosis and treatment codes and their meanings that
1d contact Member Services.

ormation including comments, documents, and additional
our claim. If we asked for additional information and you did not
information so that we may includ@is@s 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 Services.
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We will add the information that you provide through testimony or other means to your claim file and we will
review it without regard to whether this information was submitted and/or considered in our initial decision
regarding your claim.

Sharing Additional Information That We Collect

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

before we must make our final decision, that decision will be based on the information already in your claim
file.

Internal Claims and Appeals Procedures

Company will review claims and appeals, and we may use medical and dental experts to help us review them.

There are several types of claims, and each has a different procedure des
and appeal to us as described in this “Internal Claims and Appeals Pr

ibed below for sending your claim
ures” section:

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

When you file an appeal, we will review your claim without to our previous adverse benefit
i e participated in our original decision
regarding your claim nor will they be the subordina

If you miss a deadline for making a claim orappeal,

appeal), you must exhaust the interna procedures described below before initiating an
external review.

In addition, there is a separatgf@pr e for adverse benefit determinations due to a retroactive
termination of membershi

Pre-service Claims and Apy

Pre-service claims are requests th provide or pay for a Service that you have not yet received. Failure to
receive authorization before receivini¢g 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.

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 or orally
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
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us at https:/ /healthy.kaiserpermanente.org/oregon-washington/support, call Member Setvices,
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 basis, your request should tell us that.
We will decide whether your claim is urgent or non-urgent. If we determine that your claim is not
urgent, we will treat your claim as non-urgent. Generally, a claim is urgent only if using the procedure
for non-urgent claims (a) could seriously jeopardize your life or health, the life or health of a fetus, or
your ability to regain maximum function; (b) would, in the opinion of a physician with knowledge of
your medical condition, subject you to severe pain that cannot be adequately managed without the
Services you are requesting; (c) your attending provider requests that your claim be treated as urgent;
or (d) involves a request concerning admissions, continued stay, ogother health care Services if you
have received Emergency Services but have not been dischar: rom a facility.

ed, we will make a decision within
in five calendar days if your

o We will review your claim and, if we have all the informati
three calendar days if your request was received electro
request was received orally or in writing.

If more information is needed to make a decision,
calendar day after we receive your claim, and we will
information.

you for the information within one
ou 45 calendar days to send the

We will make a decision and send notificatio
of information (including documen
whichever is sooner.

alcndar days after we receive the first piece
by the deadline for receiving the information,

We encourage you to send al ation at one time, so that we will be able to

Urgent Pre-service C

e If your pre-service clat dered on an urgent basis, we will make a decision within one
calendar day if your requé 8 received electronically and within two calendar days if your request
was received orally or in writing.

o If more information is needed to make a decision, we will ask you for the information within one
calendar day after we receive your claim, and we will give you seven calendar days to send the
information.

We will notity 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 or orally 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 medical 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 withi oursgafter we re€eive it.

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

ithin 14 calendar days after we receive
heeded to complete the review. The

extension will not delay the decisig I! alendar days without your consent.

pination notice will tell you why we denied your
appeal and will include informatie further process, including external review, which

may be available to you

(1) Your name and medical€Cord number;
(2) Your medical 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
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e When you send your appeal, you may also request simultaneous external review of our initial adverse
benefit determination. If you want simultaneous external review, your appeal must tell us this. You
will be eligible for the simultaneous external review only if your pre-service appeal qualifies as urgent.
If you do not request simultaneous external review in your appeal, then you may be able to request
external review after we make our decision regarding your appeal (see “External Review” in this
“Grievances, Claims, Appeals, and External Review” section), if our internal appeal decision is not in
your favor.

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, the life or health of
a fetus, or your ability to regain maximum function; (b) would, in the opinion of a physician with
knowledge of your medical condition, subject you to severe pain that cannot be adequately managed
without the Services you are requesting; (c) your attending provider requests that your claim be treated
as urgent; or (d) involves a request concerning admissions, continued stay, or other health care
Services if you have received Emergency Services but have not been discharged from a facility.

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

your appeal without deferring to

e We will review your appeal and give you oral or writte i ecision as soon as your clinical
condition requires, but no later than 72 hours after i
decision orally, we will send you a written confir i 72 hours after the decision is made.

e If we deny your appeal, our adverse benefit determin notice will tell you why we denied your
appeal and will include information regardi ocess, including external review, which
may be available to you.

Concurrent Care Claims and Appeals

ided over a period of time or number of
o received is scheduled to end. If you have any general

before your ongoing course of co treatment will end, then during the time that we are considering your
appeal, you may continue to receive the authorized Services. If you continue to receive these Services while
we consider your appeal and your appeal does not result in our approval of your concurrent care claim, then
you will have to pay for the Services that we decide are not covered.

Here are the procedures for filing a concurrent care claim and a concurrent care appeal:
Concurrent Care Claim

e Tell us that you want to make a concurrent care claim for an ongoing course of covered treatment.
Inform us in detail of the reasons that your authorized ongoing care should be continued or extended.
Your request and any related documents you give us constitute your claim. You must 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
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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 receive 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 or orally that you want to appeal our adverse benefit determination. Please include the
following:

(1) Your name and medical record number;

(2) Your medical condition or relevant symptoms;

(3) The ongoing course of covered treatment that you want to géfitinue or extend;

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

Your request and all supporting documents constigde your appeal. Yo
mail, or fax your appeal to us at:

ust call Member Setrvices,

Kaiser Foundation Health Plan of the North
Member Relations Department
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099
Fax: 1-855-347-7239

e When you send your appeal, §
determination. If you want sim ous external review, your appeal must tell us this. If you do not

i0 your appeal, then you may be able to request external review

e We will fully and fairly
prior decisions.

e We will review your appeal and notify you of our decision orally or in writing 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 decision will tell you why we denied your
appeal and will include information about any further process, including external review, which may
be available to you.

Post-service Claims and Appeals

Post-service claims are requests that we pay for Services you already received, including claims for out-of-Plan
Emergency Services. If you have any general questions about post-service claims or appeals, please call
Member Services.
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Here are the procedures for filing a post-service claim and a post-service appeal:
Post-service Claim

e Within 12 months from the date you received the Services, mail us a letter explaining the Services for
which you are requesting payment. Provide us with the following:

(1) The date you received the Services;

(2) Where you received them;

(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 medical 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
National Claims Administration — Northwest
PO Box 370050

Denver, CO 80237-9998

e We will not accept or pay for claims received from
except in the absence of legal capacity.

after 12 mont om the date of Service,

e We will review your claim, and if we have all the info on we need, we will send you a written

decision within 30 calendar days after we re c your ¢

We may extend the time for making a decist
beyond our control delay our decision

ional 15 calendar days if circumstances

if we v you within 30 calendar days after we receive your

claim.

If more information is neede@ eeision; we will ask you for the information before the
initial decision period ends, and'\ie give you 45 calendar days to send us the information.
We will make a decisi [ aléndar days after we receive the first piece of information

We encourage you to
consider it all when we

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-day period.

e If we deny your claim (if we do not 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.

Post-service Appeal

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

(1) Your name and medical record number;
(2) Your medical condition or relevant symptoms;
(3) The specific Services that you want us to pay for;

(4) All of the reasons why you disagree with our adverse benefit determination; and
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(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 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 wi
will include information regarding any further process, in
to you.

you why we denied your appeal and
ernal review, that may be available

Appeals of Retroactive Membership Termination (R

We may terminate your membership retroactively (see “Rescigsi@ft of Membership” in the “Termination of
i calendar days prior to the termination. If
you have general questions about retroactive mem
Services.

Here is the procedure for filing an appea !! ' membership termination:

¢ eive our adverse benefit determination that your membership
will be terminated retrg otgmust tell us, in writing or orally, that you want to appeal our

termination of you

(2) All of the reasons wh sagree 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 relevant to your request 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.
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e If we deny your appeal, our adverse benefit determination notice will tell you why we denied your
appeal and will include information regarding any further process, including external review, that may
be available to you.

External Review

If you are dissatisfied with our final adverse benefit determination, you have a right to request an external
review. An external review is a request for an independent review organization (IRO) to determine whether
our internal appeal decision is correct. For example, you have the right to request external review of an
adverse decision that is based on any of the following:

= Relies on medical judgment, including but not limited to, medical necessity, appropriateness, health care
setting, level of care, or that the requested Service is not efficacious or otherwise unjustified under
evidence-based medical criteria.

= Concludes that a treatment is experimental or investigational.

= Concludes that parity exists in the non-quantitative treatment limitations applied to behavioral health care
(mental health and/or Substance Use Disorder) benefits.

equirements regarding balance
rises Act (Public Health Service

= Involves consideration of whether we are complying with fede
(surprise) billing and/or cost sharing protections pursuant tQ the No
Act sections 2799A-1 and 2799A-2 and 45 C.F.R. {§149.

= Involves a decision related to rescission of your cover:

You must exhaust our internal claims and appeals procedure our claim before you may request external
review unless one of the following is true:

= [External review is permitted to occur simultane
concurrent care appeal;

at kp.org). If you wish to mail or our request, you may send it to us at:

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

Member Relations will forward your request to the IRO no later than the third business day after the date
they receive your request for review. They will include written information received in support of the appeal
along with medical records and other documents relevant in making the determination. Within one day of
selecting the IRO, we will notify the appellant of the name of the IRO and its contact information.

You will have five business days to submit to the IRO, in writing, any additional information that the IRO
must consider when conducting the external review. The IRO will forward to us any additional information
you submit within one business day of receipt.

Your request for external review will be expedited if your request concerns an admission, availability of care,
continued stay, or health care Service for which you received Emergency Services but have not been
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discharged from a facility, or the ordinary time period for external review would seriously jeopardize your life
ot health, the life or health of a fetus, or your ability to regain maximum function.

If an adverse benefit determination involves our decision to modity, reduce, or terminate an otherwise
covered Service that you are receiving at the time the request for review is submitted and our decision is
based upon a finding that the Service or level of care is no longer Medically Necessary, we will continue to
provide the Service if requested by you until a determination is made by the IRO. If the IRO affirms our
adverse benefit determination, you may be responsible for the cost of the continued Service.

You are not responsible for the costs of the external review, and you may name someone else to file the
request for external review for you if you give permission in writing and include that with your request for
external review.

Company will be bound by and act in accordance with the decision of the IRO notwithstanding the definition
of Medically Necessary care. If we do not follow a decision of an IRO, you have the right to sue us.

Experimental or Investigational Determination and Appeal

Decisions on appeals about experimental or investigational Services wi
20 days of receipt of a fully documented request, unless you consentd

communicated in writing within
riting to an extension of time.

professional qualifications of the individual(s) who made t ccision and (ii) the basis for the final
decision.

If your membership is terminatcd
Member Services.

ave the right to file an appeal. For more information, please contact

How You May Terminate Your Membership

You may terminate your membership by sending written notice, signed by the Subscriber, 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 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
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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 are a Dependent child your membership will end at 11:59 p.m. PT on December 31 of the Year in
which you reach the Dependent Limiting Age.

For all other changes that affect eligibility status, your membership will end at 11:59 p.m. PT on the last day
of the month in which you no longer meet the eligibility requirements under “Who Is Eligible” in the
“Premium, Eligibility, and Enrollment” section. For example, if you first became ineligible on January 5, your
termination date would 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 a Dependent, but you continue to meet all
other eligibility requirements, you will be able to enroll as a Subscriber under the identical Kaiser Permanente
Individuals and Families Plan if you request enrollment within 60 days after your membership termination
date. However, you are not eligible if we terminate your membership r “Termination for Cause” in this
“Termination of Membership” section. If we approve your applicati d you pay the required Premium,
your membership as a Subscriber will begin when your members is EOC ends. Your Premium
may differ from that under this EOC. For information about i riber, call Member Services.

If you or any other Member in your Family is proven to have mitted one of the following acts, we may
terminate your membership under this EOC by seddifigyvri ice, including the specific reason for
date:

= Commission of a fraudulent act agaj
= Making an intentional misrepresé

Examples. We would conside

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
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
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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, we will:
* Refund any amounts we owe the Subscriber for Premium paid for the period after the termination date.
= Pay you any amounts we have determined that we owe you for claims during your membership.

* We may deduct any amounts you owe Company, Participating Providers, or Participating Facilities from
any payment we make.

Rescission of Membership

We may rescind your membership after it becomes effective (co
membership ever existed) if we determine you or anyone see
following before your membership became effective:

cel your membership so that no
n your behalf did any of the

= Performed an act, practice, or omission that constitute
enrollment application.

connection with your enrollment or

= Made an intentional misrepresentation of mate
application, such as intentionally omitting a mat

ion with your enrollment or enrollment

We will send written notice to the S
rescission will completely cancel your
basis for our decision and how,
any Services we covered. Wj
any amounts you owe us. 3

period.

= Intentionally failed to inform us of ch !E! ormation in your enrollment application.
L)

ill refund all apphcable Premium except that we may subtract
eligible to re-apply for membership until the next open enrollment

Termination of Certain Types of Health Benefit Plans by Us

We may terminate your membership if we discontinue offering this 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 you at least 90 days before the termination date. You will be able to enroll in any other
product we offer in the non-group market if you meet all eligibility requirements.

Moving to Another Kaiser Foundation Health Plan Service Area

If you move to another Kaiser Foundation Health Plan service area, or if you move to an area outside any
Kaiser Foundation Health Plan service area, your membership will be terminated. You may be eligible to
enroll in a plan in the other Kaiser Foundation Health Plan service area. Eligibility requirements, benefits,
premium, deductible, copayments, and coinsurance may not be the same in the other service area.
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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 or Medical Group
party will bear its own attorneys’ fees and other expenses, except

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.

aiser Foundation Hospitals, each

Exercise of Conscience

Facility declines to provide a covered S
arrangements to provide the covered

Governing Law

Except as preempted by fed
provision that is required @
or not set forth in this EOC

When a new medical technology or procedure needs review, our Inter-regional New Technology Committee
examines and evaluates data from government agencies, medical experts, medical journals, and medical
specialty societies. Recommendations from this inter-regional committee then are passed onto the local
committee. The committee reviews the national recommendations to see how they apply to local medical
practices. Once this review takes place, the committee makes recommendations for the new technology or
procedure to become a covered benefit. In addition, the committee communicates practice guidelines to
network providers and related health care providers. If the committee's recommendation is accepted, the new
technology is added to the covered benefits, either immediately or when this contract renews.

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,
or impair our right thereafter to require your strict performance of any provision.
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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.

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 in 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 1
contracting providers to protect your PHI. Your PHI is individua
health, health care Services you receive, or payment for your he

mation (PHI). We also require
ifiable information about your

PHI.

We may use or disclose your PHI for treatment, payment, h
purposes, such as measuring the quality of Service
such as government agencies or in judicial actions.

esearch, and health care operations
imes required by law to give PHI to others,
er-identifiable health information is

You have the right to request that Ka ¢ enid your PHI directly to you, and not to the
Subscriber of your Plan. You haye 0 tell us where you want us to redirect communications

all Member Services and ask for a “Non—Disclosure
kp.org/disclosures. It may take up to three business days from
ocess your request.

In addition to any PHI that you req@€st to be sent directly to you, we are also committed to maintaining
confidentiality for all sensitive health care Services, including Services related to reproductive health, sexually
transmitted diseases, substance use disorder, gender dysphoria, gender affirming care, domestic violence, and
mental health. For Dependents who have reached the age to consent for their own care, communications
regarding sensitive health care Services will be directed only to the Member who receives the Services, and
not to the Subscriber of the Plan.

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, please call Member Services. You can also find
the notice at your local Participating Facility or on our website at kp.org.

Unusual Circumstances

In the event of unusual circumstances that delay or render impractical the provision of Services, such as major
disaster, epidemic, war, riot, civil insurrection, labor disputes, disability of a large share of personnel at
Participating Facilities, and complete or partial destruction of Participating Facilities, we will make a good
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faith effort to provide or arrange for covered Services within the limitations of available personnel and
facilities. Kaiser Permanente shall have no other liability or obligation if covered Services are delayed or
unavailable due to unusual circumstances.

SCHEDULE OF COVERED PEDIATRIC DENTAL PROCEDURES

All procedures listed on this Schedule of Covered Pediatric Dental Procedures are subject to the coverage
requirements described in the “Benefits” section, and the “Pediatric Dental Services Exclusions” and
“Pediatric Dental Services Limitations” sections in this EOC. Covered Services are subject to any applicable
Cost Share as described in the “Benefit Summary.”

Code | Description

D0120 | Periodic oral exam

D0140 | Limited oral evaluation — problem focused

D0145 | Oral evaluation for a patient under three years of age and counseling with primary caregiver

D0150 | Comprehensive oral evaluation — new or established patient

D0160 | Detailed and extensive oral evaluation, problem focused ort

D0170 | Re-evaluation — limited, problem focused (establish atient, no

st-operative Visit)

D0180 | Comprehensive periodontal evaluation

DO0190 | Screening of patient

DO0191 | Assessment of patient

DO0210

D0220

D0230

D0240

D0250

DO0251

DO0270

D0272 | Bitewings — two radiographic images

D0273 | Bitewings — three radiographic images

D0274 | Bitewings — four radiographic images

D0277 | Vertical bitewings — 7 to 8 radiographic images

D0330 | Panoramic radiographic image

D0340 | 2D cephalometric radiographic image — acquisition, measurement, and analysis

DO0350 | Oral/facial photographic images

D0364 | Cone beam CT capture and interpretation, limited field of view, less than one whole jaw

D0365 | Cone beam CT capture and interpretation, view of one full dental arch — mandible

D0366 | Cone beam CT capture and interpretation, view of one full dental arch — maxilla

D0367 | Cone beam CT capture and interpretation, view of both jaws
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Code Description

D0368 | Cone beam CT capture and interpretation, for TMJ series

D0380 | Cone beam CT image capture, limited field of view, less than one whole jaw

D0381 | Cone beam CT image capture, view of one full dental arch — mandible

D0382 | Cone beam CT image capture, view of one full dental arch — maxilla

DO0383 | Cone beam CT image capture, view of both jaws

D0384 | Cone beam CT image capture, for TMJ series including 2 or more exposures

D0391 'Interp?cetation of diagnostic image by a practitioner not associated with capture of the image,
including report

D0396 | 3D printing of a 3D dental surface scan

D0460 | Pulp vitality tests

D0470 | Diagnostic casts

DO0601 | Caries risk assessment and documentation, with a findin

D0602

D0603

D0604

D0701

D0702

D0703

DO0705

DO0706

DO0707

DO0708

DO0709

DO0801 | 3D intraoral surface scan= direct

D0802 | 3D dental surface scan — indirect; surface scan of a diagnostic cast

DO0803 | 3D facial surface scan — direct

DO0804 | 3D facial surface scan — indirect; surface scan of constructed facial features

D1120 | Prophylaxis — child

D1206 | Topical application of fluoride varnish

D1208 | Topical application of fluoride

D1301 | Immunization counseling

D1310 | Nutritional counseling for control of dental disease

D1320 | Tobacco counseling for the control and prevention of oral disease
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Code | Description

D1321 Coun'seling for the co1;1trol & prevention of adverse oral, behavioral & systemic health effects
associated with high-risk substance use

D1330 | Oral hygiene instruction

D1351 | Sealant — per tooth

D1352 | Preventive resin restoration in a moderate to high caries risk patient, permanent tooth

D1353 | Sealant repair — per tooth

D1354 | Interim caries arresting medicament application

D1355 | Caries preventive medicament application, per tooth

D1510 | Space maintainer — fixed unilateral

D1516 | Space maintainer — fixed bilateral — maxillary

D1517 | Space maintainer — fixed bilateral — mandibular

D1520 | Space maintainer — removable unilateral

D1526 | Space maintainer — removable bilateral — maxillary

D1527 | Space maintainer — removable bilateral — mandik

D1551

D1552

D1553

D1556

D1557

D1558

D1575

D2140

D2150

D2160 | Amalgam — three surfacesyprimary or permanent

D2161 | Amalgam — four or more surfaces, primary or permanent

D2330 | Resin-based composite — one surface, anterior

D2331 | Resin-based composite — two surfaces, anterior

D2332 | Resin-based composite — three surfaces, anterior

D2335 | Resin-based composite — four or more surfaces (anterior)

D2390 | Resin-based composite crown, antetrior

D2391 | Resin-based composite — one surface, posterior

D2392 | Resin-based composite — two surfaces, posterior

D2393 | Resin-based composite — three surfaces, posterior

D2394 | Resin-based composite — four or more surfaces, posterior
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Code | Description

D2510 | Inlay — metallic, one surface

D2520 | Inlay — metallic, two surfaces

D2530 | Inlay — metallic, three or more surfaces

D2542 | Onlay — metallic, two surfaces

D2543 | Onlay — metallic, three surfaces

D2544 | Onlay — metallic, four or more surfaces

D2610 | Inlay — porcelain/ceramic, one sutface

D2620 | Inlay — porcelain/ceramic, two surfaces

D2630 | Inlay — porcelain/ceramic, three or more sutfaces

D2642 | Onlay — porcelain/ceramic, two sutfaces

D2643 | Onlay — porcelain/ceramic, three surfaces

D2644 | Onlay — porcelain/ceramic, four or more surfaces

D2650 | Inlay — resin-based composite, one surface

D2651 | Inlay — resin-based composite, two surfaces

D2652 | Inlay — resin-based composite, three or more surfa

D2662 | Onlay — resin-based composite, two sur

D2663 | Onlay — resin-based composite, three surfa

D2664 rfaces

D2710

D2712

D2720

D2721

D2722

D2740 | Crown — potrcelain/ceramic substrate

D2750 | Crown — porcelain fused to high noble metal

D2751 | Crown — porcelain fused to predominantly base metal

D2752 | Crown — porcelain fused to noble metal

D2753 | Crown — porcelain fused to titanium and titanium alloys

D2780 | Crown — %4 cast to high noble metal

D2781 | Crown — % cast to predominantly base metal

D2782 | Crown — %4 cast noble metal

D2783 | Crown — % porcelain/ceramic (does not include facial veneers)

D2790 | Crown — full cast high noble metal
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D2791 | Crown — full cast predominantly base metal

D2792 | Crown — full cast noble metal

D2794 | Crown — titanium

D2799 | Provisional crown (not a temporary crown)

D2910 | Recement inlay, onlay, or partial coverage restoration

D2915 | Recement cast or prefabricated post and core

D2920 | Recement crown

D2921 | Reattachment of tooth fragment, incisal edge or cusp

D2928 | Prefabricated porcelain/ceramic crown — permanent tooth

D2929 | Prefabricated porcelain/ceramic crown — primaty tooth

D2930 | Prefabricated stainless steel crown — primary tooth

D2931 | Prefabricated stainless steel crown — permanent tooth

D2932 | Prefabricated resin crown

D2933 | Prefabricated stainless steel crown with resin wifidow

D2934 | Prefabricated aesthetic coated stainless steel crown imary

D2940 | Placement of interim direct restoration

D2949 | Restorative foundation for an indirect rest

D2950 | Core build-up, including any

D2951 | Pin retention/tooth, in add

D2952 | Cast post and core i

D2953 | Each additional

D2954 | Prefabricated post

D2955 | Post removal

D2956 | Removal of an indirect restoration on a natural tooth

D2957 | Each additional prefabricated post — same tooth

D2971 Additional .pr.ocedu.rc.as to customize a crown to fit under an existing part.ial denture framework. This
procedure is in addition to the separate crown procedure documented with its own code.

D2975 | Coping

D2976 | Band stabilization — per tooth

D2980 | Crown repair necessitated by restorative material failure

D2981 | Inlay repair necessitated by restorative material failure

D2982 | Onlay repair necessitated by restorative material failure

D2989 | Excavation of a tooth resulting in the determination of non-restorability

D2990 | Resin infiltration of incipient smooth surface lesions
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Code | Description

D2991 | Application of hydroxyapatite regeneration medicament — per tooth

D3110 | Pulp cap — direct (excluding final restoration)

D3120 | Pulp cap — indirect (excluding final restoration)

D3220 | Therapeutic pulpotomy (excluding final restoration)

D3221 | Gross pulpal debridement

D3222 | Partial pulpotomy for apexogenesis

D3230 | Pulpal therapy resorbable filling — anterior primary tooth (excluding final restoration)

D3240 | Pulpal therapy resorbable filling — posterior primary tooth (excluding final restoration)

D3310 | Root canal — anterior (excluding final restoration)

D3320 | Root canal — bicuspid (excluding final restoration)

D3330 | Root canal — molar (excluding final restoration)

D3331 | Treatment of root canal obstruction — non-surgical acc

D3332 | Incomplete root canal therapy — inoperable, unres le, or frac tooth

D3333 | Internal root repair of perforation defects

D3346 | Re-treatment previous root canal therapy

D3347 | Re-treatment previous root canal therap

D3348 | Re-treatment previous root canal therapy

D3351 | Apexification/recalcification

D3352 | Apexification/recalcificatio flon replacement

D3353 | Apexification/recalci

D3355 | Pulpal regenera

D3356 | Pulpal regeneratio

D3357 | Pulpal regeneration —

D3410 | Apicoectomy — anterior

D3421 | Apicoectomy — bicuspid (first root)

D3425 | Apicoectomy — molar (first root)

D3426 | Apicoectomy (each additional root)

D3428 | Bone graft in conjunction with periradicular surgery — per tooth, single site

D3429 Bon.e graft in conjunction with periradicular surgery — each additional contiguous tooth in same
surgical site

D3430 | Retrograde filling — per root

D3431 Biologic materials to aid in soft and osseous tissue regeneration in conjunction with periradicular
surgery

D3432 | Guided tissue regeneration, resorbable barrier, per site, in conjunction with periradicular surgery
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Code | Description

D3450 | Root amputation — per root

D3470 | Intentional reimplantation (including necessary splinting)

D3471 | Surgical repair of root resorption — anterior

D3472 | Surgical repair of root resorption — premolar

D3473 | Surgical repair of root resorption — molar

D3501 | Surgical exposure of root surface without apicoectomy or repair of root resorption — anterior

D3502 | Surgical exposure of root surface without apicoectomy or repair of root resorption — premolar

D3503 | Surgical exposure of root surface without apicoectomy or repair of root resorption — molar

D3910 | Surgical procedure for isolation of tooth with rubber dam

D3911 | Intraorifice barrier

D3920 | Hemisection — including root removal, not including root ¢

D3921 | Decoronation or submergence of an erupted tooth

D3950 | Canal preparation and fitting of preformed dowel

D4210 Gingivectomy or gingivoplasty — four or more eeth or tooth bounded spaces per
quadrant

D4211 Gingivectomy or gingivoplasty — one to eeth or tooth bounded spaces per
quadrant

D4212 | Gingivectomy or gingivoplasty t@ or restorative procedure, per tooth

D4240 Gingival flap procedure, in — four or more contiguous teeth or tooth bounded
spaces per quadrant

D4241 Gingival flap proceduses oot planing — one to three contiguous teeth or tooth bounded
spaces per quadrag

D4245 | Apically positiong

D4249 | Clinical crown length@ rd tissue

D4260 Osseous surgery (including flap entry/closure) — four or more contiguous teeth or tooth bounded
spaces per quadrant

D4261 Osseous sutgery (including flap entry/closute) — one to three contiguous teeth or tooth bounded
spaces per quadrant

D4263 | Bone replacement graft — first site in quadrant

D4264 | Bone replacement graft — each additional site in quadrant

D4266 | Guided tissue regeneration — resorbable barrier per site

D4267 | Guided tissue regeneration — nonresorbable barrier per site (includes membrane removal)

D4268 | Surgical revision procedure, per tooth

D4270 | Pedicle soft tissue graft procedure

D4273 Autogenous connective tissue graft procedure (including donor and recipient surgical sites) first

tooth, implant, or edentulous tooth position in graft
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Code | Description

DA4274 Distal or proximal wedge procedure (when not performed in conjunction with surgical procedures
in the same anatomical area)
Non-autogenous connective tissue graft procedure (including recipient surgical site and donor

D4275 . . o
material) first tooth, implant, or edentulous tooth position in graft

D4276 | Combined connective tissue and pedicle graft, per tooth

D4277 Free soft tissue graft procedure (including recipient and donor surgical sites), first tooth or edentulous
tooth position in graft

D4278 Free soft tissue graft procedure (including recipient and donor surgical sites), each additional
contiguous tooth or edentulous tooth position in same graft site

D4283 Autogenous connective tissue graft procedure (including donor and recipient surgical sites), each
additional contiguous tooth, implant or edentulous tooth position in same graft site
Non-autogenous connective tissue graft procedure (including ient surgical site and donor

D4285 . . . . oL .
material), each additional contiguous tooth, implant or ede us tooth position in same graft site

D4341

D4342

D4346

D4355

D4381 Localized delivery of antimicrobial agentSiia® lease vehicle into diseased crevicular
tissue, per tooth

D4910 | Periodontal maintenance (follg .

D4920 ‘ @

D4921 C A

D5110

D5120

D5130

D5140 | Immediate denture — mandibular

D5211 | Maxillary partial denture — resin base (including any clasps, rests, and teeth)

D5212 | Mandibular partial denture — resin base (including any clasps, rests, and teeth)

D5213 | Maxillary partial denture — metal frame with resin base (including any clasps, rests, and teeth)

D5214 | Mandibular partial denture — metal frame with resin base (including any clasps, rests, and teeth)

D5221 | Immediate maxillary partial denture — resin base (including any conventional clasps, rests and teeth)

D5222 Immediate mandibular partial denture — resin base (including any conventional clasps, rests and
teeth)

D5223 Immediate maxillary partial denture — cast metal framework with resin denture bases (including any

conventional clasps, rests and teeth)
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Code

Description

D5224

Immediate mandibular partial denture — cast metal framework with resin denture bases (including
any conventional clasps, rests and teeth)

D5225 | Maxillary partial denture — flexible base (including any clasps, rests, and teeth)

D5226 | Mandibular partial denture — flexible base (including any clasps, rests, and teeth)

D5227 | Immediate maxillary partial denture — flexible base (including any clasps, rests and teeth)
D5228 | Immediate mandibular partial denture - flexible base (including any clasps, rests and teeth)
D5410 | Adjust complete denture — maxillary

D5411 | Adjust complete denture — mandibular

D5421 | Adjust partial denture — maxillary

D5422 | Adjust partial denture — mandibular

D5511 | Repair broken complete denture base — mandibular

D5512 | Repair broken complete denture base — maxillary

D5520 | Replace missing or broken teeth — complete dentur r tooth)

D5611 | Repair resin partial denture base — mandibular

D5612

Repair resin partial denture base — maxillary

D5621

Repair cast partial framework — mandib

D5622

Repair cast partial framework — maxillary

D5630

D5640

D5650

D5660

D5670

D5671

D5710

Rebase complete maxillarfwdenture

D5711

Rebase complete mandibular denture

D5720

Rebase maxillary partial denture

D5721

Rebase mandibular partial denture

D5725

Rebase hybrid prosthesis

D5730

Reline complete maxillary denture (chairside)

D5731

Reline complete mandibular denture (chairside)

D5740

Reline maxillary partial denture (chairside)

D5741

Reline mandibular partial denture (chairside)

D5750

Reline complete maxillary denture (laboratory)

D5751

Reline compete mandibular denture (laboratory)

EWIDDEDDNT0126 95 OM




Code

Description

D5760

Reline maxillary partial denture (laboratory)

D5761

Reline mandibular partial denture (laboratory)

D5765

Soft liner for complete or partial removable denture — indirect

D5810

Interim complete denture — maxillary

D5811

Interim complete denture — mandibular

D5820

Interim partial denture — maxillary

D5821

Interim partial denture — mandibular

D5850

Tissue conditioning — maxillary

D5851

Tissue conditioning — mandibular

D5863

Overdenture — complete maxillary

D5864

Overdenture — partial maxillary

D5865

Overdenture — complete mandibular

D5866

Overdenture — partial mandibular

D5875

Modification of removable prosthesis followin

D5876

Add metal substructure to acrylic full denture (per

D5899

Unspecified removable prosthetic proced

D5986

Fluoride gel carrier

D6051

Placement of interim implan

D6056

Prefabricated abutment — iy

D6057

Custom fabricated ab

D6058

Abutment suppg

D6059

Abutment suppor

D6061

Abutment supported p fused to metal crown, noble metal

D6062

Abutment supported cast metal crown, high noble metal

D6064

Abutment supported cast metal crown, noble metal

D6065

Implant supported porcelain/ceramic crown

D6066

Implant supported porcelain fused to metal crown (titanium, titanium alloy, high noble metal)

D6067

Implant supported metal crown (titanium, titanium alloy, high noble metal)

D6068

Abutment supported retainer for porcelain/ceramic fixed partial denture

D6069

Abutment supported retainer for porcelain fused to metal fixed partial denture, high noble metal

D6071

Abutment supported retainer for porcelain fused to metal fixed partial denture, noble metal

D6072

Abutment supported retainer for cast metal fixed partial denture, high noble metal

D6074

Abutment supported retainer for cast metal fixed partial denture, noble metal
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Description

D6075

Implant supported retainer for ceramic fixed partial denture

D6076

Implant supported retainer for porcelain fused to metal fixed partial denture (titanium, titanium
alloy, or high noble metal)

Do6077

Implant supported retainer for cast metal fixed partial denture (titanium, titanium alloy, or high
noble metal)

D6090

Repair of implant/abutment supported prosthesis

D6094

Abutment supported crown — titanium

D6096

Remove broken implant retaining screw

D6097

Abutment supported crown — porcelain fused to titanium and titanium alloys

D6098

Implant supported retainer — porcelain fused to predominantly base alloys

D6099

Implant supported retainer for FPD — porcelain fused to nob

D6100

Surgical removal of implant body

Do6101

Debridement of a peri-implant defect or defects surr i e implant, and surface cleaning
of the exposed implant surfaces, including flap en

D6102

Debridement and osseous contouring of a peri-
implant and includes surface cleaning of the expos
closure

D6103

Bone graft for repair of peri-implant defe

a barrier membrane or biologic materials t us regeneration, are reported separately

D6104

ent of a barrier membrane, or biologic materials to

Do6110

Do6111

Do6112

Do6113

D6114

Implant/abutment suppotted fixed denture for completely edentulous arch — maxillary

Do6115

Implant/abutment supported fixed denture for completely edentulous arch — mandibular

Do116

Implant/abutment supported fixed denture for partially edentulous arch — maxillary

Do6117

Implant/abutment supported fixed denture for partially edentulous arch — mandibular

Do6118

Implant/abutment supported interim fixed denture for edentulous arch — mandibular

Do6119

Implant/abutment supported interim fixed dentute for edentulous arch — maxillary

D6120

Implant supported retainer — porcelain fused to titanium and titanium alloys

D6121

Implant supported retainer for metal FPD — predominantly base alloys

D6122

Implant supported retainer for metal FPD — noble alloys

Do6123

Implant supported retainer for metal FPD — titanium and titanium alloys
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D6180 | Implant maintenance procedures when a full arch fixed hybrid prothesis is not removed, including
cleansing of prosthesis and abutments

D6190 | Radiographic/surgical implant index, by report

D6191 | Semi-precision abutment — placement; this procedure is the initial placement, or replacement, of a
semi-precision abutment on the implant body.

D6192 | Semi-precision attachment — placement; this procedure involves the luting of the initial, or
replacement, semi-precision attachment to the removable prosthesis.

D6193 | Replacement of an implant screw

D6194 | Abutment supported retainer crown for FPD — titanium

D6195 | Abutment supported retainer — porcelain fused to titanium and titanium alloys

D6198 | Remove interim implant component

D6199 | Unspecified implant procedure, by report

D6205 | Pontic — indirect resin based composite

D6210 | Pontic — cast high noble metal

D6211 | Pontic — cast predominantly base metal

D6212 | Pontic — cast noble metal

D6214 | Pontic — titanium

D6240 | Pontic — porcelain fused to high noble me

D6241 | Pontic — porcelain fused to p metal

D6242 | Pontic — porcelain fused to

D6243 | Pontic — porcelain fus i m and titanium alloys

D6245 | Pontic — porcel

D6250 | Pontic — resin witk

D6251 | Pontic — resin with prc@

D6252 | Pontic — resin with noble metal

D6253 | Provisional pontic (not temporary)

D6545 | Retainer — cast metal for resin bonded fixed prosthesis

D6548 | Retainer — porcelain/ceramic for resin bonded fixed prosthesis

D6549 | Retainer — for resin bonded fixed prosthesis

D6600 | Retainer inlay — porcelain/ceramic, two surfaces

D6601 | Retainer inlay — porcelain/ceramic, three or more sutfaces

D6602 | Retainer inlay — cast high noble metal, two surfaces

D6603 | Retainer inlay — cast high noble metal, three or more surfaces

D6604 | Retainer inlay — cast predominantly base metal, two surfaces
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D6605 | Retainer inlay — cast predominantly base metal, three or more surfaces
D6606 | Retainer inlay — cast noble metal, two surfaces

D6607 | Retainer inlay — cast noble metal, three or more surfaces
D6608 | Retainer onlay — porcelain/ceramic, two sutfaces

D6609 | Retainer onlay — porcelain/ceramic, three or more surfaces
D6610 | Retainer onlay — cast high noble metal, two surfaces

D6611 | Retainer onlay — cast high noble metal, three or more surfaces
D6612 | Retainer onlay — cast predominantly base metal, two surfaces
D6613 | Retainer onlay — cast predominantly base metal, three or more surfaces
D6614 | Retainer onlay — cast noble metal, two surfaces

D6615 | Retainer onlay — cast noble metal, three or more surfaces
D6624 | Retainer inlay — titanium

D6634 | Retainer onlay — titanium

D6710 | Retainer crown — retainer — indirect resin based

D6720 | Retainer crown — bridge retainer — resin with high n

D6721 | Retainer crown — bridge retainer — resin p

D6722 | Retainer crown — resin with noble metal

D6740 | Retainer crown — retainer — p

D6750 | Retainer crown — retainer —

D6751 | Retainer crown — ret n fused to predominantly base metal
D6752 | Retainer crown

D6753 | Retainer crown — P

D6780 | Retainer crown — retat ast high noble metal

D6781 | Retainer crown — retainer 74 predominantly base metal
D6782 | Retainer crown — retainer % cast noble metal

D6783 | Retainer crown — retainer % porcelain/ceramic

D6784 | Retainer crown %4 — titanium and titanium alloys

D6790 | Retainer crown — retainer — full cast high noble metal

D6791 | Retainer crown — retainer — full cast predominantly base metal
D6792 | Retainer crown — retainer — full cast noble metal

D6793 | Provisional retainer crown (not temporary)

D6794 | Retainer crown — retainer — titanium

D6920 | Connector bar
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D6930 | Recement fixed partial denture

D6940 | Stress breaker

D6950 | Precision attachment

D6980 | Fixed partial denture repair, necessitated by restorative material failure

D6985 | Pediatric partial denture, fixed

D7111 | Extraction, coronal remnants — deciduous tooth

D7140 | Extraction, erupted tooth or exposed root (elevation and/or forceps removal)

D7210 | Surgical removal of erupted tooth

D7220 | Removal of impacted tooth — soft tissue

D7230 | Removal of impacted tooth — partially bony

D7240 | Removal of impacted tooth — completely bony

D7241 | Removal of impacted tooth — completely bony with unu@#ial c lications

D7250 | Surgical removal of residual tooth roots (cutting pr@@edure)

D7251 | Coronectomy — intentional partial tooth remov

D7252 | Partial extraction for immediate implant placement

D7259 | Nerve dissection

D7260 | Oroantral fistula closure

D7261 | Primary closure of a sinus pe

D7270 | Reimplantation or stabilizaf vulsed or displaced tooth

D7272 Toth trgnsplantatio Ngfi plantation from one site to another and splinting and/or
stabilization)

D7280 | Surgical access o

D7282 Mobiljzgtion of erupte ositioned topth to aid eruption; to move/luxate teeth to eliminate
ankylosis; not in conjun with an extraction

D7283 | Placement of device to facilitate eruption of impacted tooth

D7285 | Biopsy of oral tissue — hard (bone, tooth)

D7286 | Biopsy of oral tissue — soft

D7287 | Exfoliative cytological sample collection

D7288 | Brush biopsy — transepithelial sample collection

D7292 | Placement of temporary anchorage device (screw retained plate) requiring flap

D7293 | Placement of temporary anchorage device requiring flap

D7294 | Placement of temporary anchorage device without flap

D7298 | Removal of temporary anchorage device (screw retained plate), requiring flap

D7299 | Removal of temporary anchorage device, requiring flap
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D7300 | Removal of temporary anchorage device without flap

D7310 | Alveoloplasty in conjunction with extractions — four or more teeth or tooth spaces per quadrant

D7311 | Alveoloplasty in conjunction with extractions — one to three teeth or tooth spaces, per quadrant

D7320 Alveoloplasty not in' conjunction WiFh extractions — four or more teeth or tooth spaces, per
quadrant; no extractions performed in an edentulous area

D7321 Alveoloplasty not in. conjunction Wit.h extractions — one to three teeth or tooth spaces, per
quadrant; no extractions performed in an edentulous area

D7340 | Vestibuloplasty — ridge extension (secondary epithelization)

D7350 | Vestibuloplasty — ridge extension

D7410 | Excision of benign tumor lesion up to 1.25 cm

D7411 | Excision of benign lesion greater than 1.25 cm

D7412 | Excision of benign lesion, complicated

D7413 | Excision malignant lesion up to 1.25 cm

D7414 | Excision malignant lesion greater than 1.25 cm

D7415 | Excision malignant lesion, complicated

D7440 | Excision malignant tumor — lesion up to

D7441 | Excision malignant tumor — lesion greatef

D7450 | Removal of odontogenic cyst/ tus ionuPto 1.25 cm

D7451 ater than 1.25 cm

D7460 eston up to 1.25 cm

D7461 cyst or tumor — lesion greater than 1.25 cm

D7465

D7471 xilla or mandible)

D7472 | Removal of torus palati

D7473 | Removal of torus mandibularis

D7485 | Surgical reduction of osseous tuberosity

D7490 | Radical resection of maxilla or mandible

D7510 | Incision and drainage abscess -intraoral soft tissue

D7511 Inci'sion and drainage of abscess — intraoral soft tissue — complicated (includes drainage of multiple
fascial spaces)

D7520 | Incision and drainage of abscess — extraoral soft tissue

D7521 Inci'sion and drainage of abscess — extraoral soft tissue — complicated (includes drainage of multiple
fascial spaces)

D7530 | Removal of foreign body from mucosa, skin or subcutaneous alveolar tissue

D7550 | Partial ostectomy/sequestrectomy for removal of non-vital bone
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D7560 | Maxillary sinusotomy for removal of tooth fragment or foreign body
D7810 | Open reduction of dislocation

D7820 | Closed reduction of dislocation

D7830 | Manipulation under anesthesia

D7840 | Condylectomy

D7850 | Surgical disectomy, with/without implant

D7852 | Disc repair

D7854 | Synovectomy

D7856 | Myotomy

D7858 | Joint reconstruction

D7860 | Arthrotomy

D7865 | Arthroplasty

D7870 | Arthrocentesis

D7871 | Non-arthroscopic lysis and lavage

D7872 | Arthroscopy — diagnosis, with or without biopsy

D7873 | Arthroscopy — surgical, lavage and lysis

D7874

D7875

D7876

D7877

D7880

D7881

D7899

D7910 | Suture of recent small wounds up to 5 cm

D7911 | Complicated suture up to 5 cm, meticulous closure
D7912 | Complicated suture greater than 5 cm, meticulous closure
D7950 | Osseous, osteoperiosteal, or cartilage graft of the mandible or maxilla
D7951 | Sinus augmentation with bone or bone substitutes via lateral open approach
D7952 | Sinus augmentation via vertical approach

D7953 | Bone replacement graft for ridge preservation — per site
D7961 | Buccal/labial frenectomy (frenulectomy)

D7962 | Lingual frenectomy (frenulectomy)

D7963 | Frenuloplasty
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Code | Description

D7970 | Excision of hyperplastic tissue — per arch

D7971 | Excision of pericoronal gingiva

D7972 | Surgical reduction of fibrous tuberosity

D8010 | Limited orthodontic treatment — primary dentition

D8020 | Limited orthodontic treatment — transitional dentition

D8030 | Limited orthodontic treatment — adolescent dentition

D8040 | Limited orthodontic treatment — adult dentition

D8070 | Comprehensive orthodontic treatment of the transitional dentition

D8080 | Comprehensive orthodontic treatment of the adolescent dentition

D8090 | Comprehensive orthodontic treatment of the adult dentition

D8091 | Comprehensive orthodontic treatment with orthognathic s

D8660 | Pre-orthodontic treatment visit

D8671 | Periodic orthodontic treatment visit associated with@rthognathic ery

D8681 | Removable orthodontic retainer adjustment

D9110 | Palliative (emergency) treatment of dental pain — m rocedure

D9120

D9210 ¢ or surgical procedures

D9222

D9223

D9230

D9239 ation/analgesia — first 15 minute increment

D9243 5) sedation/analgesia — each 15 minute increment

D9248 dation

D9310 Cons.u.ltation — diagnostic service provided by dentist or physician other than requesting dentist or
physician

D9311 | Treating dentist consultation with a medical health care professional

D9410 | House/extended care facility call

D9420 | Hospital or ambulatory surgical center call

D9430 | Office visit for observation (regular hours) — no other services performed

D9440 | Office visit — after regularly scheduled hours

D450 Case presentation, detai.led and extensive treatment planning established patient — not performed on
the same day as evaluation

D9610 | Therapeutic parenteral drug, single administration

D9612 | Therapeutic parenteral drug, two or more administrations, different medications
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Code | Description

D9630 | Other drugs and/or medications, by report

D9910 | Application of desensitizing medicament

D9911 | Application of desensitizing resin for cervical and/or root sutface, per tooth

D9912 | Pre-visit patient screening

D9920 | Behavior management, by report

D9930 | Treatment of complications (post-surgical) — unusual circumstances

D9932 | Cleaning and inspection of removable complete denture, maxillary

D9933 | Cleaning and inspection of removable complete denture, mandibular

D9934 | Cleaning and inspection of removable partial denture, maxillary

D9935 | Cleaning and inspection of removable partial denture, mandibul

D9942 | Repair and/or reline of occlusal guard

D9943 | Occlusal guard adjustment

D9951 | Occlusal adjustment — limited

D9952 | Occlusal adjustment — complete

D9970 | Enamel microabrasion

D9971 | Odontoplasty 1-2 teeth; includes remova

D9995 | Teledentistry — synchronous; real-time encé

D9996 | Teledentistry — asynchronous; i ed and forwarded to dentist for subsequent review

Dental case management — ;
for patients/individuals wi tcal, medical, developmental or cognitive conditions resulting in
incapacitation, which require that modifications be made to

ized or comprehensive oral health care services.

D9997

D9999 e, by report

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 sy lld L Loy Ay sl e Losall lani @l i ey yald) Cani S 13) 34l (Arabic)is )
(711 :TTY ) 1-800-813-2000 » L 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 Sy uSa Cnaa wilh G4 §)dag (Farsi)walé
(711 (e ) TTY) 2,850 Glad 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) WRGHSHNMA: 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

P>
N
b
o
i,
-2
)
B
o

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 (Vletnamese) CHU Y: Néu ban ndi tiéng Viét, ban co thé sir dung céac dich vu hé tro
ngdn nglr mién phi, bao gém céc dich vu va phuwong tién hé tre phi hop. Xin goi 1-800-813-2000
(TTY: 711).

YOUR RIGHTS AND PROTECTIONS AGAINST SURPRISE MEDICAL
BILLS AND BALANCE BILLING IN WASHINGTON STATE

When you get emergency care or get treated by an out-of-network provider at an in-network hospital
or ambulatory surgical center, you are protected from surprise billing or balance billing.

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, such as a
copayment, coinsurance, and/or a deductible. You may have other 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.

“Out-of-network” describes providers and facilities that haven’t sighed a gontract with your health plan. Out-
of-network providers may be permitted to bill you for the difference befween what your plan agreed to pay
and the full amount charged for a service. This is called “balance billifigi This amount is likely more than in-

your care—like when you take an ambulance ride, have a , of whenyou schedule a visit at an in-
network facility but are unexpectedly treated by an out-of-

request.

You are protected from bala

Emergency Services

If you have an emergency
emergency services from a k provider or facility, the most the provider or facility may bill you

nt (such as copayments and coinsurance). You can’t be balance

hospital and in facilities that provideitisis services to people experiencing a mental health or substance use
disorder emergency. You can’t be balance billed for these emergency services, including services you may get
after you’re in a stable condition.

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 may bill you is your plan’s in-network cost-
sharing amount.

You also aren’t required to get care out-of-network. You can choose a provider or facility
in your plan’s network.

When can you be asked to waive your protections from balance billing:

Health care providers, including hospitals, emergency behavioral health services providers, and air and ground
ambulance providers, can never require you to give up your protections from balance billing.
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If you have coverage through a self-funded group health plan, in some limited situations, a provider can ask
you to consent to waive your balance billing protections, but you are never required to give your consent.
Please contact your employer or health plan for more information.

When balance billing isn’t allowed, you also have the following protections:

* You are only responsible for paying your share of the cost (like the copayments, coinsurance, and
deductibles that you would pay if the provider or facility was in-network). Your health plan will pay out-
of-network providers and facilities directly.

*  Your health plan generally must:

e Cover emergency services without requiring you to get approval for services in advance (prior
authorization).

e Cover emergency services by out-of-network providers.

e Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider
or facility and show that amount in your explanation of benefits.

e Count any amount you pay for emergency services or out-of-
and out-of-pocket limit.

ork services toward your deductible

If you believe you’ve been wrongly billed, you may file a ¢
www.cms.gov/nosurprises/consumers or by calling 1-8
Washington State Office of the Insurance Commissioner
check-your-complaint-status, or by calling 1-800-562-69

federal government at
file a complaint with the

Visit the Office of the Insurance Commissioner Bala imgRsotection Act website at
www.insurance.wa.gov/what-consumesgssgne bout-surprise-or-balance-billing for more
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