...
8% KAISER PERMANENTE.
Kaiser Foundation Health Plan of the Northwest

A nonprofit corporation
Portland, Oregon

Small Group
Kaiser Permanente Plus™ Deductible Plan

Evidence of Coverage

Group Name: <114>
Group Number: <90>-<4>

This Evidence of Coverage is effective <110> through <116>

Printed: <92>
om ervice
nday through Friday (except holidays)
.to6 p.m. PT

lareas........ccceveevvvvnnnnnn. 1-866-616-0047
TTY
All areas........ccuvvvveveveeeieiiieieieeeeeeeeeeeen, 711
Language interpretation services
All areas......cccccvvvvevevennnn. 1-800-324-8010
kp.org

EOSGKPPDEDO0123



TABLE OF CONTENTS

TN oo 11 Tox f (o o SRR 1
Tt OFf thiS EOC ..ottt ettt et ettt et e b esa et e et et essese et et essessesa st essassasaesessassassassatensensassases 1
7= 18 o PR 1
Premium, Eligibility, and Enrollment.............iii e 7
PLEMIUIM 1.ttt t e et e st et et et ese et e st essesseseese s esseseesessessenseneasesansensesensensenseseesensensensasens 7
WhO I8 ELGIDIE ...ttt 7
(@S 01 1 TSP OSSPSR 7
SUD S CIIDELS vttt ettt ettt et e et et esseseebe st e s b esbeseebe b esbesaebe et et esae st ebe b eabestebe et enbesaeteetebenserens 7
DEPENAENLS ..ot 8
When You Can Enroll and When Coverage Begins ..o 8
New Employees and Their Dependents........ccccoovviiiiicicicinincnnne,

Open Enrollment ...,

Special ENrollment ..o
Adding New Dependents to an Existing Account
When Coverage Begins.........covvviiiiiiiniiiiiiit

How to Obtain ServiCes ...........cccoeeevvvvvnnnns,
T0-NEEWOTK. v
Out-0f-NEtWOTK c.cvvveeeeeiiririeieeerrreeeerseeenne
Using Your Identification Card
AdVICE NULSES.cveveriiririereieinirieiereeenereeienens
Your Primary Care Provider.......
Women’s Health Care Services

Appointments for Routt

Healthy Resources......&.......
Getting AsSIStance.........coveveveinnes
Referrals ... o8
Referrals to Participating Providers and Participating Facilities........cocvciniciiiciiiciiiciiicicicccnen, 14
Referrals to Non-Participating Providers and Non-Participating Facilities........ccocoeeuvevierrniecrnniecnnn. 14
Prior Authorization Review REQUITEMENTS ......civiiiiiiiiiiiiiiiiici e 14
Participating Providers and Participating Facilities CONtraCtS .......covuiviiviiiiiiiniiiiininiiicecceceenenenes 16
Provider Whose CONtract TerMINAteS...ueueueueeirirrrrerereirirteiereseesesseseseseeessesesesesesessesesesesesesssseseseseessssesesesenssssseses 16
Receiving Care in Another Kaiser Foundation Health Plan Service Afea.......cccvveceirniccinniccnniceenenes 17
Out-of-Area Coverage fOr DEPendents ...t sesenns 17
Post-service Claims — Services Already RecCeiVed ..........ccuvvciiiiiiiiiiveeeiiiiien e, 18
Emergency, Post-Stabilization, and Urgent Care..........ccccvvciiiiieieieeeeeiiccee e, 19
EMEIZENCY SEIVICES vttt sttt ea s 19
POSt-StabiliZation Care .....ciiuieiiiieieieiiieieieieire bbbt s sttt bbb b e n s es 19

EOSGKPPDEDO0123 OM-ALTC-VX



ULGENT CALC oottt bbb bbb bbbttt 20

Inside our SEIVICE ALCa....uiiiiiiiiiiiiic e 20
OULSIAE OUL SEIVICE AT w.vuvuviiiiiiiiii et 20
LAY = U 01U T - YRS 20
DEUCHDIE ...t 20
Copayments and COIMSULANCE ..ot 21
Out-0f-Pocket IMAXIMUML .....cuiuiiiiiiiiiiic ettt bbb b bbb s en s 21
BENETITS oo 22
Preventive Care SEIVICES ....uiiiiiriiiiiiiei bbbttt ea s 22
Benefits for OULPAtIENT SEIVICES ....cuiuiiiiiiiiiiiiiiiiiici s ssas 24
Benefits for Inpatient HOspital SErvICES ......covuiviiiiiiiiiiiiiiiiccc e 25
AEINAIVE CALE SEIVICES...vviiiiiiiiii ittt sttt sA bbb bbb bbbt es st
ACUPUNCLULE SEIVICES. ...viuiiriiriieiiiiscieieiecieiesscse e
ChirOpractiC SEIVICES...cuiuiviriiiiiiiiiiiiiiiniiiiseeeanes
Massage Therapy ...
Naturopathic Medicine .......ccoeevrniererrenieerrneerenrinenens

Alternative Care Services Exclusions
AmMDbUIANCE SEIVICES wvevevieeeieeieeeeeeeeeeeeeeeeeeeeeeeeeeaeees

Ambulance Services EXclusions .....oocveevvevveeepeernns
Dialysis SErviCes.....covvrrrinirininiriiiceeieieeenenenes

External Prosthetic Devices and Orthoti

External Prosthetic Devices and Or
Habilitative SErvICES .uvvvuvvvenveeeeeeeslimseeeeneeeens

Habilitative Services Exclusiof

Health Education ServiCesgm........ o c.c.cviiriiiiiiiiiiiccci ettt be s s eaes
Hearing Aid Services...&f........ L bbb s bR 30
Hearing Exam ... S0 s 30
Hearing ALS ceceeeeceeee gl ettt 31
Hearing Aid Services LIMItatioNS......ccuieiueiiiieiiiiiiiieieiiicieseicis et ssssssesssssssnens 31
Hearing Aid Services EXCIUSIONS ....cviiiiiiiiiiiiiiii s 31
HoOme HEalth SEIVICES ...vviveiiiiiiiiiciciticct ettt ettt ss e 31
Home Health Services EXCIUSIONS ...c.cuiiiiiiiriniiiiitccccceiecieteteette sttt se s s senes 32
HOSPICE SEIVICES..ouuviiiiiiiiiiiciii bbbt 32
Infertility DIAgNOSIS SEIVICES ....cuiuiuiiiuiiiiiiiiiiiiiiiiriiii bbbt b s 33
Infertility Diagnosis Services EXCIUSIONS ...t 33
Limited Dental SEIVICES.....cviiiiiiiiiiiiiciiii s 33
CoVered DEntal SEIVICES ..c.cueuiiiiriiiriiiririii ettt b st sesesns 33
Limited Dental Services EXCIUSIONS ...cuvuiuiuiuiuiiiuiieiiieieieieieieieisississseseee ettt sttt 34
Maternity and NEWDOTIN Care. ...ttt 34
Maternity and Newborn Care EXCIUSIONS......ccciiiiiiiiniiininiinic ettt 35
Medical Foods and Formula..........cccviiiic s 35

EOSGKPPDEDO0123 OM-ALTC-VX



MENTAL HEAIth SEIVICES voouviiiiiriitieeee ettt ettt ettt ettt e ev e seveseateebeseaessessessesaeensessesrsesssesnsessessessessesssessesseons 35

OULPALENT SEIVICES w.vuviviriiiiiiiiiiiiiiiii bbb bbb bbb s st et 35
Inpatient HOSPItal SEIVICES ....ccuiuiiiiiiiiiiiiiiiiiiii ettt 36
ReSIAENHAL SEIVICES w.uvuvuiuiiiiiiiiiiiii s ans 36
Psychological TeStINg......c.cvviiimiiiiiiiiiiiici s 36
Outpatient Durable Medical Equipment (DME) .......ccccoiiiiiiniiiicciceeeeseeeeeseeeseesesesesensssesenenns 36
Outpatient Durable Medical Equipment (DME) EXCIUSIONS .....c.ceuviicueiniieieiriiciciceieeeeieeeeenenenes 37
Outpatient Laboratory, X-ray, Imaging, and Special Diagnostic Procedures ..........cccovvviviiiiniviiinininnnnn. 37
Laboratory, X-ray, and IMaging ........ccccccviiiiiiiiiiiiiiii s 37
Special DIagnostic PLOCEAULES........c.viiiiiriiecieiiicieiricee ettt 38
Outpatient Laboratory, X-ray, Imaging, and Special Diagnostic Procedures Limitations .........c.cccu..... 38
Outpatient Prescription Drugs and SUPPUES ......ccucviiiiiiiiiiiiiiiii e 38
At Kaiser Permanente Phatmacies.......ceuiicueiiiciiiniiceriicereeeeess et seessssseseens
At Non-Participating Pharmacies .........cccoeevvnieciriniccrninieerninnnes
Covered Drugs and Supplies ...,

Cost Share for Covered Drugs and Supplies
Day Supply LImit......coviiiiiiiiiiiiiiiii s
Medication SynchroniZation ..........ccceveceueeniecrrenieerened

How to Get Covered Drugs or Supplies
Definitions ....ccvviieciriiiicicceccnn
About the Kaiser Permanente Drug For
Drug Formulary Exception Process............\ ;
Prior Authorization and Step Ther

Your Prescription Drug Right§h...... d0W .. oo ooveveiiiiiiiiii e
Medication Manage

Outpatient Prescri 1 Supplies LIMItations ... 43

Outpatient Prescri Supplies EXCIUSIONS ....ccviuiviiiiiiiiiiicciiiccinccecees 43
Pediatric VISION SEIVICES ....guuudli. ..ottt ettt sttt s e sesensnacs 44
EXAMINATIONS 1ottt b s 44
Standard Eyeglass Lenses/Frames 0f CONtact LENSES w.uvurueveriuiurieereieiniinieeresesseisiensesessessssessessescssens 45
Medically Necessary Contact LLeNSESs ..o 45
LOW VISION ALAS vttt ettt sacaens 45
Pediatric Vision Services EXCIUSIONS ...ccviiiiiiiiiiiiiiiiiiiic s 45
ReCONSLIUCHVE SULZEIY SEIVICES...cuuiiiiiiiiiiiiiiiiiiiiiiiiic bbb 46
Rehabilitative Therapy SEIVICES. ...ttt aasaes 46
Outpatient Rehabilitative Therapy SErVICES.......cceiviiiiiiiiiiiiriicieiriccece e 46
Outpatient Rehabilitative Therapy Services LIMItations .........cccceuvviiiiiiiiiiiriiniiesssensenes 47
Inpatient Rehabilitative Therapy SEIVICES ...t sacaens 47
Rehabilitative Therapy Services EXCIUSIONS ....c.cviiiiiiiiiiiiiiiiciiicieiiceicseseceessseesessssesesessscnens 47
Services Provided in Connection with Clinical TialS.......ccccocviiiiiiiiiiiiiiicc, 47
Services Provided in Connection with Clinical Trials EXCIUSIONS....ccieireeirieiriririeiieeeese e 48

EOSGKPPDEDO0123 OM-ALTC-VX



Skilled Nursing Facility SEIVICES ....c.cuiuiuiiiiiiiiiiiiiiiiiiiciiies s 48

Substance Use DISOrder SEIVICES......cuiuiiiiiiiiiiiiiiiiiiicitriee s 49
Outpatient Services for Substance Use DISOTder ..o 49
Inpatient Hospital Services for Substance Use DISOrder .......cococcueiiiiininininininininiiiiiicccccccceceenes 49
ReSIAENHAL SEIVICES w.uvuvuiuiiiiiiiiiiiiii st 49
Day TreatMent SEIVICES....cuiuiiimiiiiiiiritiiiciticic s 50

TEleMEAICINE SEIVICES.c.vvuiuiuiiiaiieieeieeietetieie ettt st ettt ettt ee e s s ennaeaens 50
Telephone and VIAEO VISIES......cccuiiiiiiiiiiiieiiiieieiniceesie sttt 50
B VISIES vttt 50

TLANSPLANT SEIVICES w.vuviviviiiiiiiiiiiiiii bbb bbbttt 51
Transplant Services LIMITAtIONS ....cccoiiiiuiiiiiiiiiiiiieiiiieii bbbt
Transplant Services EXCIUSIONS ...

Vision Hardware and OPtiCal SEIVICES. ...ttt ettt s s esaesens
Eyeglasses and Contact Lenses ......coveeeninierveniecneenieenseneeeness

Eyeglasses and Contact Lenses after Cataract Surgery

Vision Hardware and Optical Services Exclusions ...l
Exclusions and LimitationNS.......ccovvvvevivnniivniiinnnd
REAUCTIONS c.eviieeei e Rl
Coordination of Benefits....ccoveieeveevveeveveneeeieeeeenn, 0 ........................................................................... 57
DefINItiONS cvviviiiiiiiiiieiiiieiieeeenreenreenneee e Y ettt ettt ettt st et e et e ebeebeens 57
Order of Benefit Determination RULES ..o S e oo ettt eeetee ettt eeteeeteeeeseeeeeeseeesesaeessseessseesereesassesans 58

Effect on the Benefits of This PlangiMim........ ..., et cvereiiieiirieriieeeste et ee st sesse e se s sesseseseesens 60
Right to Receive and Release NeededWRIOHRAHON .........c.ovovimiiiiiiiiiiiiiiicc s
Facility of Payment................
Right of Recovery.......ccceuiinnl
Hospitalization on Your i

Injuries or Illnesses Al

Surrogacy Arrangements = itiOhal and Gestational Carfiers ...

Workers” Compensation or OYer’s TAADIILY w.ovuiviiiiciicccc e 063
Grievances, Claims, Appeals, and External ReView ...........cccccoeiveiiiiiiiiecciee e 64
Terms We Use 1N thiS SECHOM ... bbbt 04
Member SatiSfACtION PLOCEAULE .....cucueiiiiiiciriicei ettt nnaes 65
Language and Translation ASSISTANCE. .....ccuvuiuiueurinieiueiriiiietiiieeteiteies sttt sesenssens 065
APPOoINtINg @ REPLESENLALIVE ...ouvueiiiieiiiiiiiciei et 065
Help with Your Claim and/0f APPeal......c.ccvecuiniinieieiniiniinieieeineisteesseseiseiseeessesessessesessessessessssessessesesssaes 06
Reviewing Information Regarding Your ClalM .........cccoviiiiiiiiiiiiiiiiiiiiiiesisensseesesscssesesenes 66
Providing Additional Information Regarding Your Claim .........cccceviiiviniiiiiiniiiiiniiiiiceeceennes 066
Sharing Additional Information That We ColleCt........cccviiiiiiiiiiiiiiiiiiii e 67
Internal Claims and Appeals Procedures. ... 67
EXterNal REVIEW .....cucuiiiiiiiiiiiiiiic s 75

EOSGKPPDEDO0123 OM-ALTC-VX



A QAITONAL REVIEW 1ttt ettt ettt ettt ettt e st e st e sevessesesessessesasesasesasesasesaseenseeasesasesasesnsessessessessessesreons 77

Termination of AQreement..........cccviiiiiiiiii 77
Termination of MemMbBership ... 77
Termination During Confinement in @ HOSPItal.......cccccceviiiiiiiniiiniiininiiiiiccccccccce 77
Termination Due to Loss of EIGIDIIItY .......ccciiiiiiiiiiiiii s 78
TermINAtION £OI CAUSE....cutriririiteieiiirirteteteit ettt ettt sttt be ettt b ettt s bbbttt bebesest e s eaebenentaes 78
Termination of Your Group’s Agreement With Us.......c.ccccuiiiiiiiiiiniiiiniiiiiiiccccsne 78
Termination of Certain Types of Health Benefit Plans by Us ......ccccvviiiiiiciinicncercecneceeeenens 78
Continuation of MemMbDEIrSRIP ... e 79
Strike, Lock-Out, or Other Labotr DISPULES.......cccueviiieiiiiieiiriicieieeieeeeeseee et se e sesenns 79
Illness, Temporary Plant Shut Down, or Leave of ADSENCE ....c.cuvviiciriniiciriiicirrceeeeeeeeeeeneeees 79

Continuation of Group Coverage under the Consolidated Omnibus Budlget Reconciliation Act (COBRA)

Applications and Statem

ASSIZNMENT ..o

Attorney Fees and Expenses

EXELCISE Of COMSCICIICE wuvuveviviuiiriieteieiinirirteteteietst st sttt b bttt b bttt eb sttt ea bbbttt st et ebesene et eteseseneannsesen 83
GOVELNING TLAW ..ottt ettt 83
Group and Members N0t COMPANT AZENLS....cviuererriieeieiiiiereeriieererieeresseeesessesese e sessesesesessssesesesssseseseens 83
Information about New TechnolOgy .........ccciiiiiiiiiiiiiii e 83
Material MOAIICATION wuvuruiuiuiueiiiiiiieieieieieieteteieis sttt ettt b bbbttt ettt ettt bbb b bbbt eteeees 83
INO WALVET vttt ettt sttt st b ettt a bbbttt et b bttt ss s besestanasenen 83
INONAISCIIMINATION 1eutututueueaeataeieieieieteteteteretetetetee sttt sttt ettt s b bbb bbb et et et et etet et st et st ettt et ststaeseaerebebebebebeseseseees 83
INOLICES 1ttt ettt bttt a bbb bbb s e a b bt s e s bbbttt et b ke se st s et ebebesestan et enen 84
Overpayment RECOVEIT ..ot 84
PLIVACY PLACHCES vttt ettt b et ssenen 84

EOSGKPPDEDO0123 OM-ALTC-VX



Unusual Circumstances

Nondiscrimination Statement and Notice of Language Assistance ............ccceeeee.ee. 84
NONAISCHMINATION INOTICE 1evveuiaiverereniniririeieteiesesirtetetesesestststeseseseessesesesesesesseseseseseseasesesesesentasssesesenenessssesesesenssssseses 84
Help 10 YOUT LANGUAGE ...oviiiiiiiiiiciceiicei st 85

EOSGKPPDEDO0123

OM-ALTC-VX



INTRODUCTION

This Evidence of Coverage (EOC), including the “Benefit Summary,” describes the health care benefits of this
Small Group Kaiser Permanente Plus Plan provided under the Group Agreement (Agreement) between Kaiser
Foundation Health Plan of the Northwest and your Group. For benefits provided under any other Plan, refer
to that Plan’s evidence of coverage.

The provider network for this Kaiser Permanente Plus Plan is the Classic network.

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,”

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 should know.

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

If you would like additional information about your benefits, important
products or services, please call Customer Service or e-mail us by regj

th plan disclosures, other

Term of this EOC

This EOC'is effective for the period stated on the cover page, ss amende
administrator can tell you whether this EOC s still in eff;

DEFINITIONS

The following terms, when capitalized and used in

Allowed Amount. The lower of the follow

- Your Group’s benefits

ar this EOC, mean:

current Medicare fee sc
Medicaid Services (C
established CPT or H

Amount is 70 percent of the ac 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.

= 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.

EOSGKPPDEDO0123 1 OM-ALTC-VX



Behavioral Health Assessment. Behavioral Health Assessment means an evaluation in person or using
telemedicine, to determine a patient’s need for immediate crisis stabilization, by a provider as listed in the
“Mental Health Services” section.

Behavioral Health Crisis. Behavioral Health Crisis means a disruption in an individual’s mental or
emotional stability or functioning resulting in an urgent need for immediate outpatient treatment in an
emergency department or admission to a hospital to prevent a serious deterioration in the individual’s mental
or physical health.

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

Charges. Charges means the following:

» For Services provided by Medical Group and Kaiser Foundation Hospitals, the amount in Company’s
schedule of Medical Group and Kaiser Foundation Hospitals charges for Services provided to Members.

= For Services for which a provider or facility (other than Medical Group or Kaiser Foundation Hospitals)
is compensated on a capitation basis, the amount in the schedule of chdrges that Company negotiates with
the capitated provider.

= For Services received from other Participating Providers or Partic
amount the provider or facility has agreed to accept as payment.

* For items obtained at a pharmacy owned and operated by Kai te, the amount the pharmacy
i t cover the pharmacy item. This

requirements of Company.

= For Emergency Services received from 3 Non- o Provider or Non-Participating Facility
(including Post-Stabilization Care that i ency Services under federal law), the amount
required to be paid by Company pursuant , when it is applicable, or federal law, including any
amount determined through neg@tiat i

ticipating Provider or Non-Participating Facility (including
Emergency Services under federal law), the amount (1) required to
applicable, or federal law, including any amount determined

Post-Stabilization Servi
be paid pursuant to st
through negotiation or
state or federal law prohibiti nce billing apply, then the amount agreed to by the Non-Participating
Provider and Company or, absent such an agreement, the Allowed Amount.

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. Deductible amounts include the
Deductible take-over amounts as described in the “Deductible” section of this EOC.

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

Dependent Limiting Age. The “Premium, Eligibility, and Enrollment” section requires that most types of
Dependents (other than Spouses and disabled Dependents as described in the “Dependents” section) be

EOSGKPPDEDO0123 2 OM-ALTC-VX



under the Dependent Limiting Age in order to be eligible for membership. The “Benefit Summary” shows
the Dependent Limiting Age.

Durable Medical Equipment (DME). A 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 Medical Condition. An Emergency Medical Condition means a medical condition:

» That manifests itself by acute symptoms of sufficient severity (including severe pain) such that a prudent
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the
absence of immediate medical attention to result in any of the following:

e Placing the person’s health (or, with respect to a pregnant woman, the health of the woman or her
unborn child) in serious jeopardy.

e Serious impairment to bodily functions.

e Serious dysfunction of any bodily organ or part.

= With respect to a pregnant woman who is having contractions, for
effect a safe transfer to another hospital before delivery or for w
health or safety of the woman or the unborn child.

= That is a Behavioral Health Crisis.

ch there is inadequate time to

Emergency Medical Service Provider. A person who b
emergency care, and is licensed to attend any person
officers, firefighters, funeral home employees and oth@
meets this definition, are considered Emergency i

s serving in a dual capacity, one of which
fvices Providers.

Wedical Service Provider’s evaluation and
dical Condition and the transportation of the
individual to the nearest medical facility capa ing the needs of the individual.

Emergency Medical Services Transport. An E

Emergency Services. All of the fo
= An Emergency Medical Se

* A medical screening e quired under the federal Emergency Medical Treatment and Active
Labor Act, “EMTALA chayiioral Health Assessment, that is within the capability of the emergency
department of a hospital, or of agfindependent Freestanding Emergency Department, including Ancillary
Services and patient observ routinely available to the emergency department to evaluate the
Emergency Medical Condition.

»  Within the capabilities of the staff and facilities available at the hospital, or Independent Freestanding
Emergency Department, the further examination and treatment required under EMTALA (or would be
required under EMTALA if it applied to an Independent Freestanding Emergency Department) to
Stabilize the patient, regardless of the department of the hospital in which such further examination or
treatment is furnished.

» Post-Stabilization Care Services provided by a Non-Participating Provider or Non-Participating Facility
are considered Emergency Services when federal law applies, and:

e Your Non-Participating Provider determines that you are not able to travel using non-medical
transportation or non-emergency medical transportation to an available Participating Provider within
a reasonable travel distance, taking into account your medical or behavioral health condition; or,

¢ You or your authorized representative are not in a condition to provide consent to receiving Post-
Stabilization Services or other covered Services from a Non-Participating Provider.
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ERISA. The Employee Retirement Income Security Act of 1974, as amended.

Essential Health Benefits. Essential Health Benefits means benefits that the U.S. Department of Health
and Human Services (HHS) Secretary 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).

Evidence of Coverage (EOC). This Evidence of Coverage document provided to the Subscriber that specifies
and describes benefits and conditions of coverage. This document, on its own, is not designed to meet the
requirements of a summary plan description (SPD) under ERISA. 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.

Gender Affirming Treatment. Medical treatment or surgical procedu cludide’ hormone replacement
therapy, necessary to change the physical attributes of one’s outward appe o accord with the person’s
actual gender identity.

Group. The employer, union trust, or association with “Agreement that includes this EOC.
The Group must have employed an average of at leas€@ ot mote than 50 full-time equivalent
employees on business days during the preceding : r and employ at least one common law
employee who is enrolled in the plan on the first

the state or other locality in which it is locat ies as a participating home health agency under
Medicare; and (iii) specializes in givi i cility care Services and other therapeutic Services,
such as physical therapy, in the patie a place of temporary or permanent residence used as

your home).

Homemaker Services. A

Services to enable the indi t the plan of care.

Independent Freestanding Eme cy Department. A health care facility that is geographically separate
and distinct and licensed separately from a hospital under applicable State law and that provides Emergency
Services.

In-Network. The level of benefits as shown in the “Benefit Summary” for covered Services that are provided
by a Participating Provider.

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

Kaiser Permanente Pharmacy. A pharmacy owned and operated by Kaiser Permanente or another
pharmacy that we designate, that is listed as a Kaiser Permanente Pharmacy in the provider directory. Kaiser
Permanente Pharmacies are subject to change.

Medical Facility Directory. The Medical Facility Directory includes addresses, maps, and telephone numbers
for Participating Medical Offices and other Participating Facilities; and provides general information about
getting care at Kaiser Permanente. After you enroll, you will receive an email or flyer that explains how you
may either download an electronic copy of the Medical Facility Directory or request that the Medical Facility
Directory be mailed to you.
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Medical Group. Northwest Permanente, P.C., Physicians and Surgeons, a professional corporation of
physicians organized under the laws of the state of Oregon. Medical Group contracts with Company to
provide professional medical Services to Members and others primarily on a capitated, prepaid basis in
Participating Facilities.

Medically Necessary. Our determination that the Service is all of the following: (i) medically required to
prevent, diagnose or treat your condition or clinical symptoms; (ii) 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” sect1on The fact that a Parnapatmg Provider has prescrlbed recommended, or approved a Service

Medicare. A federal health insurance program for people aged 65a
and those with end-stage renal disease (ESRD).

Member. A person who is eligible and enrolled under this E
Premium. This EOC sometimes refers to a Member as “you.”

not Part1c1pat1ng Facilities: hospltals and other in
birthing centers; medical offices and clinics; skﬂle
laboratory, and imaging centers; and rehabilg i This includes any of these facilities that are owned
and operated by a political subdivision or in of the state and other facilities as required by federal
law and implementing regulations.

ot other health care provider, facility, business, or vendor

or health-related services or otherwise providing health care
certification consistent with state law that does not have a written
articipate as a health care provider for this Plan.

agreement with Kaiser Permanente

Orthotic Devices. Orthotic devices are rigid or semi-rigid external devices (other than casts) required to
support or correct a defective form or function of an inoperative or malfunctioning body part or to restrict
motion in a diseased or injured part of the body.

Out-of-Network. The level of benefits as shown in the “Benefit Summary” for covered Services provided by
Non-Participating Providers.

Out-of-Pocket Maximum. The total amount of Deductible, Copayments, and Coinsurance you will be
responsible to pay in a Year, as described in the “Out-of-Pocket Maximum” section of this EOC.

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 Medjcal 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 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 or indirectly 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 custodial care, including training in routines
of daily living. A “Participating Skilled Nursing Facility” may also be a unit or section within another facility
(for example, a Participating Hospital) as long as it continues to meet the definition above. Participating
Skilled Nursing Facilities are subject to change.

Plan. Any hospital expense, medical expense, or hospital and/or medi se policy or certificate, health
care service contractor or health maintenance organization subscribe , any plan provided by a
multiple employer welfare arrangement or by another benefit arrangem
Retirement Income Security Act of 1974 (ERISA), as amende

Post-Stabilization Care. The Services you receive after
Emergency Medical Condition is clinically stable.

ino physfeian determines that your

Premium. Monthly membership charges paid by

Service Area. Our Service Area consists of certai
ZIP code. Our Service Area may change. Caatact
ZIP codes.

medicine, pediatrics, gynecol 8, general practice, or internal medicine). In most cases, you will
ervices from a Specialist.

Spouse. The person to wh
term “Spouse” includes a perso, s legally recognized as your domestic partner in a valid Certificate of
Registered Domestic Partnership Issued by the state of Oregon, validly registered as your domestic partner
under the laws of another state, or otherwise recognized as your domestic partner under criteria agreed upon,
in writing, by Kaiser Foundation Health Plan of the Northwest and your Group.

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 woman who is having contractions, when there is inadequate time to safely transfer her to
another hospital before delivery (or the transfer may pose a threat to the health or safety of the woman or
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.

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

Utilization Review. The formal application of clinical criteria and clinical guidance, screening procedures,
decision rules, and medical protocols designed to ensure that each Member is receiving Services at the
appropriate level. Utilization Review is used to monitor or evaluate:

= Medical necessity, appropriateness, effectiveness, or efficiency of a specific Service, procedure, or setting.

= Appropriateness of a Service for which prior authorization is requested or for which an exception to step
therapy has been requested.

= Any other coverage that we indicate is subject to Utilization Review.

When Utilization Review is required to approve certain Services in advance, this is called prior authorization.
Utilization Review to approve an ongoing course of treatment to be provided over a period of time or
number of treatments is called concurrent review.

Year. A period of time that is either a) a calendar year beginning on Janua
midnight December 31 of the same year, or b) a plan year beginning on
midnight prior to the anniversary date agreed to by Company and Gr
which period is applicable to this Plan.

PREMIUM, ELIGIBILITY, AND ENROLLIMENT

Premium

Your Group is responsible for paying the Premiu
Premium, your Group will tell you the amount an

Who Is Eligible

1 of any year and ending at
ffective date and ending at
. The$FBenefit Summary” shows

1 responsible for any contribution to the
ay your Group.

General

To be eligible to enroll and to remain
following requirements:

this employer’s Agreement, you must meet all of the

* You must meet your
inform Subscribers of

requirements that we have approved. (Your Group is required to
irements.)

*  You must meet the Subscri ependent eligibility requirements described below unless your Group

has different eligibility requirements that we have approved.

Subscribers

To be eligible to enroll and to remain enrolled as a Subscriber, you must meet the following requirements:
* You are an employee of your Group; or

* You are otherwise entitled to coverage through your Group under a trust agreement, retirement benefit
program, employment contract, or the rules of a professional, trade, or bona fide association.

*  You live or physically work inside our Service Area at least 50 percent of the time. For assistance about
the Service Area or eligibility, please contact Customer Service. 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.

EOSGKPPDEDO0123 7 OM-ALTC-VX



Dependents

If you are a Subscriber (or if you are a subscriber under our Kaiser Permanente Senior Advantage (HMO)
plan offered by your Group), the following persons are eligible to enroll as your Dependents under this EOC.
(Note: if you are a subscriber under a Kaiser Permanente Senior Advantage plan offered by your Group, all of
your Dependents who are enrolled under this or any other non-Medicare evidence of coverage offered by
your Group must be enrolled under the same non-Medicare evidence of coverage. A “non-Medicare”
evidence of coverage is one that does not require members to be entitled to Medicare.)

*  Your Spouse.

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

¢ Your or your Spouse’s child.

e A child adopted by you or your Spouse, or for whom you or your Spouse have assumed a legal
obligation in anticipation of adoption.

e Any other person for whom you or your Spouse is a court-appoi guardian.

e A child placed with you or your Spouse for foster care.

= A person of any age who is primarily dependent upon you or your pport and maintenance if
the person is incapable of self-sustaining employment by ental disability, mental
illness, or a physical disability that occurred prior to the pe 1 ¢ Dependent Limiting Age
shown in the “Benefit Summary,” if the person is an i

e Your or your Spouse’s child.

e A child adopted by you or your Spouse, o
obligation in anticipation of adoption.

you or your Spouse have assumed legal

court-appointed guardian and was a court-
appointed guardian prior to the perso the Dependent Limiting Age shown in the “Benefit

Children born to a Depen
coverage beyond the first
them or assumes a legal obligation in
your Spouse and you of your S

our Spouse (for example, your grandchildren) are not eligible for
, Mcluding the date of birth, unless: (a) you or your Spouse adopts
ticipation of adoption; or, (b) they are primarily supported by you or
s 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
petsons.

When You Can Enroll and When Coverage Begins

A Group is required to inform employees about when they are eligible to enroll and their effective date of
coverage. The effective date of coverage for employees and their eligible Dependents is determined by the
Group in accord with waiting period requirements in state and federal law. The Group is required to inform
the Subscriber of the date membership becomes effective.
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If an individual is eligible to be a Dependent under this EOC but the subscriber in their family is enrolled
under our Kaiser Permanente Senior Advantage evidence of coverage offered by the Group, the subscriber
must follow the rules for adding Dependents as described in this “When You Can Enroll and When Coverage
Begins” section.

New Employees and Their Dependents

When a Group informs an employee that they are eligible to enroll as a Subscriber, they may enroll
themselves and any eligible Dependents by submitting a Company-approved enrollment application to the
Group within 30 days of eligibility for enrollment.

Open Enrollment

The Group will inform an employee of their open enrollment period and effective date of coverage. An
eligible employee may enroll as a Subscriber along with any eligible Dependents if they or their Dependents
were not previously enrolled. If you are an existing Subscriber, you may add eligible Dependents not
previously enrolled following your Group’s enrollment process during the open enrollment period.

Special Enrollment

If an eligible employee or their eligible Dependents do not enroll wh
enroll, they can enroll only during open enrollment unless they experie
applicable state and federal law. Your Group will administer special enro

and federal law.
te
pthedthan nonpayment of Premium, rescission of

on of coverage.

first eligible, and later want to
qualifgihg event as defined in
ts under applicable state

Examples of qualifying events include, but are not limi

= Loss of minimum essential coverage for any reaso
coverage, misrepresentation, fraud or volunta

* Gaining a Dependent through marriage or ente
placement for adoption, placement fo

Adomestic partnership, birth, adoption,

ough a child support order or other court order.
* Loss of a Dependent through diverce or | tion, or if the enrollee, or their Dependent dies.

Note: If the individual is enrolling as
enrollee must meet one of the uire

ng with at least one eligible Dependent, only one
qualifying event.

The individual must notify, in 30 days of a qualifying event, 60 days if they are requesting
enrollment due to a chang, ility for Medicaid or Child Health Insurance Program (CHIP) coverage.
There are requirements that you musgineet to take advantage of a special enrollment period, including
providing proof of your own o Dependent’s qualifying event. The Group will determine if the
individual is eligible to select or change coverage. Contact the Group for further instructions on how to
enroll.

A Group may require an employee declining coverage to provide a written statement indicating whether the
coverage is being declined due to other health coverage. If this statement is not provided, or if coverage is not
declined due to other health coverage, the employee may not be eligible for special enrollment due to loss of
other health coverage. Contact the Group for further information.

Adding New Dependents to an Existing Account

To enroll a Dependent who becomes eligible to enroll after you became a Subscriber, you must submit a
Company-approved enrollment application to your Group 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 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 to your Group
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within 31 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 your Group and Customer Service, 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 to your Group within 30 days after the qualifying event.

Contact your Group for further instructions on how to enroll your newly eligible Dependent.

When Coverage Begins

Your Group will notify you of the date your coverage will begin. Membership begins at 12 a.m. PT of the
effective date specified.

If an individual enrolls in, adds a Dependent, or changes health plan coverage during a special enrollment
period, the membership effective date will be determined by your Group under applicable state and federal
law.

HOW TO OBTAIN SERVICES

In-Network

The provider network for this Kaiser Permanente Plus Plan i rk.

Classic n

The Classic network includes Participating Providers w
indirectly with us to provide covered Services for Mendb 1s Kaiser Permanente Plus Plan. You

Services from Participating Providers and Particip

To receive In-Network benefits, you must
Facilities except as described under the fol

Participating Providers and Participating
this EOC:

=  “Emergency, Post-Stabilization, Urgen
=  “Ambulance Services.”
= “Referrals.”

= “Out-of-Area Coveragg€io efits.
= “Receiving Care in Another Kaisé#' Foundation Health Plan Service Area.”

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

Out-of-Network

This Kaiser Permanente Plus Plan allows you to obtain a limited set of covered outpatient Services and a
limited number of covered prescription drug fills/refills from Non-Participating Providers inside the United
States (which means the 50 states, the District of Columbia, and United States territories). You do not need a
referral or prior authorization. You may receive covered Services from a Non-Participating Provider either
inside or outside our Service Area. Except for Emergency Services and Urgent Care, we do not cover Services
you receive from Non-Participating Providers outside the United States.

Your “Benefit Summary” shows what Services are covered when received from Non-Participating Providers.
You pay the Out-of-Network Cost Share amount shown on your “Benefit Summary” when you receive
covered Services from Non-Participating Providers. Your Cost Share for covered Services from a Non-
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Participating Provider will typically be higher than for the same Service received from a Participating
Provider.

Out-of-Network benefits are limited to no more than ten (10) covered outpatient Services (office visits or
other Services) in a Year, and five (5) prescription fills/refills in a Year.

Each office visit counts as one Service. Any covered diagnostic imaging test or laboratory test counts as a
Service, even if it is performed during an office visit. For example, if you see a physician and have a diagnostic
x-ray during that office visit, then these count as two Services toward the maximum of ten (10) Services per
Year.

Some things to keep in mind about your Out-of-Network benefits:

* You may be asked to pay the full amount at the time of your visit with the Non-Participating Provider. In
this situation, you will need to submit a claim form to us for reimbursement.

= Even if ordered by a Non-Participating Provider, you may choose to have x-rays and laboratory Services
performed at a Participating Facility. Your In-Network benefits will apply to covered Services obtained at
a Participating Facility.

= Your Kaiser Permanente medical records will not have any infor
prescriptions filled under your Out-of-Network benefits.

rding Services received or

= After you reach the Out-of-Network benefit limit for outpatient Servi or prescription drugs for
i the Out-of-Network benefits
for the remainder of the Year.

We will not directly or indirectly prohibit you from fr
Services from Non-Participating Providers and N
choose to receive Services from Non-Participatin
otherwise specifically provided in this EOC, those

any time to obtain health care
ating Facilities outside the Plan. However, if you
and Non-Participating Facilities except as

s you pay for non-covered Services will not count
toward your Deductible (if any) or Out-of-Po um.

identification (ID) card that contains the Member health record
ctlavailable when you call for advice, make an appointment, or seek
ber to identify your medical records, for billing purposes and for
membership information. You Iways have the same health record number. If we ever inadvertently
issue you more than one health rd number, please let us know by calling Customer Service. If you need to
replace your ID card, please call Customer Service.

number. Have your health
Services. We use your heal

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 keep your card and terminate your
membership (see the “Termination for Cause” section). We may request photo identification in conjunction
with your ID card to verify your identity.

To verity your eligibility or benefits, your Participating Provider or Non-Participating Provider may call the
Customer Service number listed on your ID card. The claims billing address and prior authorization numbers
are also on the ID card.

Advice Nurses

If you are unsure whether you need to be seen by a physician or where to go for Services, or if you would like
to discuss a medical concern, call Customer Service during normal business hours, evenings, weekends, and
holidays to be directed to one of our advice nurses.
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You may also use the Member section of our website, kp.org, to send nonurgent questions to an advice nurse
or pharmacist.

Your Primary Care Provider

We recommend each Member choose a primary care provider. A primary care provider is a Participating
Provider specializing in family practice, general practice, internal medicine, or pediatrics. Members also have
the option of choosing a women’s health care Participating Provider as their primary care provider, as long as
the provider accepts designation as a primary care provider. A women’s health care provider is a provider
specializing in obstetrics or gynecology; or an advanced nurse practitioner or a physician assistant specializing
in women’s health care; or a certified nurse midwife as their primary care provider.

One primary care provider may be selected for an entire family, or a different primary care provider may be
selected for each family member. This decision is important since the primary care provider can provide most
of your health care and, when necessary, arrange for your health care with other providers. You have a right
to designate any primary care provider who is a Participating Provider and who is available to accept you. For
children, you may select a pediatrician as the primary care provider.

For information on how to select or change your primary care provide

you, search for Participating Providers, and read online provider profile ticipating Providers with
the specialties listed above are designated primary care providegs. Please re e provider directory or

Women'’s Health Care Services

Members may receive women’s health care Servic
from their primary care provider. Women’s
including Services for complications of pr
general examinations, gynecological Services,
covered without a referral, they musf
gynecologists, certified nurse midwive
practitioners. Women’s healt
discovered and treated durj
Services, if the Service is

are medically appropriate maternity Services,
eproductive health Services, preventive Services,
-up visits. For women’s health care Services to be

also include any appropriate Serv1ce for other health problems,
f a visit to any of these listed providers for women’s health care
t’s scope of practice.

Appointments for Ro 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.

If you need to make a routine care appointment, go to kp.org to schedule an appointment online or call
Customer Service.

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
health/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 shatre and discuss the results with your doctor. Visit kp.org/healthylifestyles.
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= 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 you reach your health goals. Visit
kp.org/wellnesscoach.

= Join health classes. You can sign up for health classes and support groups. Classes vary at each location
and some may require a fee. Visit kp.org/classes.

* Enjoy reduced rates. Get reduced rates on a variety of health-related products and services through The
ChooseHealthy® program. These include:

e Active&Fit Direct — You pay $25 per month (plus a one-time $25 enrollment fee) for access to a
national network of more than 10,000 fitness centers.

e Up to 25% off a contracted provider’s regular rates for acupuncture, chiropractic care, and massage
therapy.*

Visit kp.org/choosehealthy. *Please note that the ChooseHealthy program is not insurance. You should
check your benefits before using this discount program, as those benefits may result in lower costs to you
than using this discount program.

= Self-care. Manage stress, improve your mood, sleep better, and
available to adult members. Visit kp.org/selfcareapps.

he help of wellness apps,

= Health guides. Stay informed on popular health subjects or discover
living guides. Visit kp.org/livehealthy.

ing new through our healthy

Q ealth plan benefits and are not

grams and resources are provided by

g .
. ou would like additional information about these

The programs and resources described above are not ¢
subject to the terms set forth in this EOC or other pl
third-party entities and may be discontinued at anyfi
programs and resources, call Customer Service.

Getting Assistance

We want you to be satisfied with you s. If you have any questions or concerns about

Participating Facilities, please discuss them with your

eed Services while you are traveling, and how to replace your ID
card. These representatives if you need to file a claim, complaint, grievance, or appeal, as
described in the “Grievances, Appeals, and External Review” section. Upon request, Customer
Service can also provide you with written materials about your coverage.

what to do if you move, w

Customer Service representatives are available by phone Monday through Friday (except holidays),
from 8 a.m. to 6 p.m. PT.

Portland area......oeevveveriiccciecceeeee 1-866-616-0047
All Other LS ...c.cucuiuiveuerireieieieiririrrrrseeeeeeeeeeienenes 1-866-616-0047
TTY for the hearing and speech impaired .......ccocovceeerniecrrnicecnnen. 711
Language interpretation SErVICES.....ovurivirereererenenenenes 1-800-324-8010

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

Referrals

Information in this section describes referrals for In-Network benefits. You do not need a referral to obtain
covered Services under the Out-of-Network benefits.
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Referrals to Participating Providers and Participating Facilities

Primary care Participating Providers provide primary medical care, including pediatric care and
obstetrics/gynecology cate. Specialists provide specialty medical care in areas such as surgery, orthopedics,
cardiology, oncology, urology, dermatology, and allergy/immunology. Yout primary care Patticipating
Provider will refer you to a Specialist when appropriate. In most cases, you will need a referral to see a
Specialist the first time. Please call Customer Service for information about specialty Services that require a
referral or discuss your concerns with your primary care Participating Provider. In some cases, a standing
referral may be allowed to a Specialist for a time period that is in accord with your individual medical needs as
determined by the Participating Provider and Company.

Some outpatient specialty care is available in Participating Medical Offices without a referral. You do not need
a referral for outpatient Services provided in the following departments at Participating Medical Offices
owned and operated by Kaiser Permanente. Please call Customer Service to schedule routine appointments in
these departments:

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

* Mental Health Services.

*  Obstetrics/Gynecology.

= Occupational Health.

* Optometry (routine eye exams).

= Social Services.

= Substance Use Disorder Services.

on-Participating Facilities

If your Participating Provider decides that y iic\Services not available from Participating Providers or
Group and Company that you be referred to a Non-
If the Medical Group’s assigned Participating Provider
determines that the Services are Medic ry and are not available from a Participating Provider or
Participating Facility and C ines that the Services are covered Services, Company will authorize
your referral to a Non-Pargi€i r or Non-Participating Facility for the covered Services. You pay
the same Cost Share for au ed ref€rral Services that you would pay if you received the Services from a
Participating Provider or at a Pasticigating Facility. You will need written authorization in advance in order
for the Services to be covered. It 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,
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

Information in this section describes prior and concurrent authorization and Utilization Review for In-
Network benefits. You do not need authorization to obtain covered Services under the Out-of-Network
benefits.

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
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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 is denied, we will notify you and the requesting Participating Provider of the decision within
two business days of the request. The decision letter will explain the reason for the determination along with
instructions for filing an appeal.

If more information is needed to make a decision, we will notify you and the requesting Participating Provider
in writing, of the specific additional information needed to make the determination, before the initial decision
period ends.

We will make a decision and send notification within two business days after we receive the first piece of
information (including documents) we requested.

If we do not receive any of the requested information, we will make a decigion based on the information we

have, 15 days after the date of the request for additional information.

Approved requests for prior authorization of a treatment, other than
for a period ending on the later of the following:

= The reasonable duration of the treatment based on clinica

= Sixty (60) days after the date that the treatment begig
request.

You may request a copy of the complete Utilizati
Customer Service.

If you disagree with the prior authorizatio
by following the course of grievances and ap
External Review” section.

ade by Company, you may appeal the decision,
ined in the “Grievances, Claims, Appeals and

Your Participating Provider will reque orization when necessary. The following are examples of
Services that require prior a atio

* Breast reduction surge
= Dental and orthodontic Services the treatment of craniofacial anomalies.
*  Drug formulary exceptions.

* Durable Medical Equipment.

» External Prosthetic Devices and Orthotic Devices.

= Gender Affirming Treatment.

=  General anesthesia and associated hospital or ambulatory surgical facility Services provided in conjunction
with non-covered dental Services.

» 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.
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* 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.

* Rehabilitative therapy Services.

= Routine foot Services.

= Skilled nursing facility Services.

» Transplant Services.

* Travel and lodging expenses.

For more information about Ultilization Review, a copy of the complete Utilization Review criteria developed
by Medical Group and approved by Company for a specific condition, org talk to a Utilization Review staff
person, please contact Customer Service.

should contact the manager in the area where the Participatin
connect you with the correct manager, who will listen to

eligibility are binding on us if obtained no
authorization determinations that relate to ce is Medically Necessary or are covered under
the Plan are binding on us if obtained no mor: ays before you receive the Service. We may revoke

Participating Providers an
rates, case rates, fee-for-service, incedfive payments, and capitation payments. Capitation payments are based
on a total number of Members a per-Member per-month basis), regardless of the amount of Services
provided. Company may directly or indirectly make capitation payments to Participating Providers and
Participating Facilities only for the professional Services they deliver, and not for Services provided by other
physicians, hospitals, or facilities. Call Customer Service if you would like to learn more about the ways
Participating Providers and Participating Facilities are paid to provide or arrange medical and hospital Services
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
or 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.
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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 because of quality
of care issues or because the Participating Provider:

= Has retired.

* Has died.

* No longer holds an active license.

* Has moved outside our Service Area.

= Has gone on sabbatical.

= Is prevented from continuing to care for patients because of other circumstances.

If you satisfy all of the following requirements, you may qualify for this continuity of care:
*  You are a Member on the date you receive the Services.

* You are undergoing an active course of treatment that is Medically Ne
Participating Provider agree that it is desirable to maintain continui

ssary and you and the

*  We would have covered the Services if you had received them fr cipating Provider.

* The provider agrees to adhere to the conditions of the terminated co
Company or its designee.

een the provider and

Except for the pregnancy situation described below, this ion@iill cafttinue until the earlier of the
following:

* The day following the completion of the activ;
continuity of care right; or

treatment giving rise to your exercising your

= The 120th day from the date we notify.

dates:
» The 45th day after the birth; or

* Aslong as you continugltinder an aciiye course of treatment, but no later than the 120th day from the
date we notify you aboWt t i

Receiving Care in An Kaiser Foundation Health Plan Service Area

You may receive covered Services from another Kaiser Foundation Health Plan, if the Services are provided,
prescribed, or directed by that other plan, and if the Services would have been covered under this EOC.
Covered Services are subject to the terms and conditions of this EOC, including prior authorization
requirements, the applicable Cost Share shown in the “Benefit Summary,” and the exclusions, limitations and
reductions described in this EOC.

For more information about receiving care in other Kaiser Foundation Health Plan service areas, including
availability of Services, and provider and facility locations, please call our Away from Home Travel Line at
951-268-3900. Information is also available online at kp.org/travel.

Out-of-Area Coverage for Dependents

This limited out-of-area benefit is available to Dependent children who are under the Dependent Limiting
Age as shown in the “Benefit Summary” and who are outside any Kaiser Foundation Health Plan service area.

We cover certain Medically Necessary Services that a Dependent child receives from Non-Participating
Providers inside the United States (which for the purpose of this benefit means the 50 states, the District of
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Columbia, and United States territories). These out-of-area benefits are limited to the following Services as
otherwise covered under this EOC. Any other Services not specifically listed as covered are excluded under
this out-of-area benefit.

= Office visits are limited to preventive care, primary care, specialty care, outpatient mental health and
Substance Use Disorder Services, naturopathic medicine Services, and allergy injections — limited to five
visits combined per Year.

= Diagnostic X-rays — limited to five visits per Year. This benefit does not include special diagnostic
procedures such as CT, MRI, or PET scans.

* Prescription drug fills — limited to five 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 Emergency Services, out-of-area Urgent Care and Out-of- ork benefits.

erage under this Out-of-Area
i y first under this Out-of-

pwing an authorized referral from a

If you receive Services from a Non-Participating Pr
i nd the bill to Claims Administration directly.

Participating Provider, the Non-Participati d
You are not required to file a claim.

However, if you receive Services fro ypating Provider or Non-Participating Facility without an
authorized referral and you believe Co 1d cover the Services, you need to send a completed
medical claim form and the j 0:

Kaiser Permanente

National Claims Admini orthwest

PO Box 370050
Denver, CO 80237-9998

You can request a claim form from Customer Service or download it from kp.org. When you submit the
claim, please include a copy of your medical records from the Non-Participating Provider or
Non-Participating Facility if you have them.

Company accepts CMS 1500 claim forms for professional Services and UB-04 forms for hospital claims.
Even if the provider bills Company directly, you still need to submit the claim form.

You must submit a claim for a Service within 12 months after receiving that Service. If it is not reasonably
possible to submit a claim within 12 months, then you must submit a claim as soon as reasonably possible,
but in no case more than 15 months after receiving the Service, except in the absence of legal capacity.

We will reach a decision on the claim and pay those covered Charges within 30 calendar days from receipt
unless additional information, not related to coordination of benefits, is required to make a decision. If the
30-day period must be extended, you will be notified in writing with an explanation about why. This written
notice will explain how long the time period may be extended depending on the requirements of applicable
state and federal laws, including ERISA.
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You will receive written notification about the claim determination. This notification will provide an
explanation for any unpaid amounts. It will also tell you how to appeal the determination if you are not
satisfied with the outcome, along with other important disclosures required by state and federal laws.

If you have questions or concerns about a bill from Company, you may contact Customer Service for an
explanation. If you believe the Charges are not appropriate, Customer Service 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 or Independent Freestanding Emergency Department. 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 Ligfftations” section) if you had
received them from Participating Providers or Participating Facilities

You pay the emergency department visit Cost Share shown in the “Ben
Services” for all Services received in the emergency departme

If you receive covered inpatient hospital Services, you pay_gtlae wn in the “Benefit Summary”

under “Inpatient Hospital Services,” regardless of whe ﬁ

d are ot admitted directly as an inpatient,
the “Benefit Summary” under “Outpatient

you pay the emergency department visit Cost Sha
Services” for all Services received in the emergenc

may be by air, ground, or water.

Emergency Services are available fro img Hospital emergency departments 24 hours a day, seven
days a week. Contact Custo rvice\OF see our Medical Facility Directory for locations of these emergency
departments.

Post-Stabilization Care

We cover Post-Stabilization Care It one of the following is true:

= A Participating Provider or Participating Facility provides the Services.
* We authorize the Services from the Non-Participating Provider or Non-Participating Facility.

= Services are provided after you are Stabilized and as part of outpatient observation or an inpatient or
outpatient stay with respect to the visit during which screening and Stabilization Services have been
furnished.

Coverage for Post-Stabilization Care from a Non-Participating Provider or Non-Participating Facility is
limited to the Allowed Amount. In addition 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
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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
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 transportati®n that is otherwise not covered.

Stabilization Care when your attending Non-Participating Provider deter
and taking into account your medical or behavioral health corfdigi
Participating Provider located within a reasonable travel di
emergency transportation.

Non-Participating Providers may provide notice a consent to provide Post-Stabilization Care
Services or other covered Services. Such Services covered if you provide consent and do not
obtain prior authorization as described in this sectiof. be responsible for paying for the Services.

Urgent Care

Inside our Service Area
You may receive covered Ur om Participating Providers, including Kaiser Permanente

Customer Service to find the Kaiser Permanente Urgent Care

If you are temporarily outside our Service Area, we cover Urgent Care you receive from a Non-Participating
Provider or Non-Participating Facility if we determine that the Services were necessary to prevent serious
deterioration of your health and that the Services could not be delayed until you returned to our Service Area.

WHAT YOU PAY

This section contains information to help you understand your health care costs. We also provide a cost
estimator tool to assist you in planning for the estimated costs of Services. To access the secure cost estimator
tool, log in to your kp.org member account and navigate to the cost estimates link on the “Coverage &
Costs” tab. If you would like additional information about cost estimates, call Customer Service.

Deductible

The “Benefit Summary” indicates 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.
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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. Each 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.

* Deductible take-over. Payments that were counted toward your deductible under your prior group
health coverage if all of the following requirements are met:

e This group health coverage with Company replaces the Group’s pgibr group health coverage.

e Your prior group health coverage was not with Company or iser Foundation Health Plan.

¢ You were covered under Group’s prior group health coverage ore the effective date of

this EOC.

e The payments were for Services you received during th iod of 22 months or less that occurred
between the plan year effective date under Gro g th coverage and your effective
date of coverage under this EOC.

e The payments were for Services that we e covered under this EOC if you had received

them as a Member during the term of this

e We would have counted the paym
the Services as a Member during the

eductible under this EOC if you had received
EOC.

Note: If your Group has purchased
benefit, payments made for these ben

ecific benefit Deductible, such as a prescription drug
ounted only to that specific benefit Deductible and will

accumulate separately from duc for covered Services shown in the “Benefit Summary.”
Copayments and Ceisurance
The Copayment or Coinsuranc ch covered Service is shown in the “Benefit Summary.” Copayments or

Coinsurance are due when you recetve the Service. If we must bill you, an accounting fee may be added to
offset handling costs. 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. Each 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.”
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After you reach the Out-of-Pocket Maximum, you are not required to pay Copayments and Coinsurance for
these Services for the remainder of the Year. Customer Service 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-Pocket Maximum and you will continue to be
responsible for these amounts even after the Out-of-Pocket Maximum is satisfied:

= Payments for Services under the “Infertility Diagnosis Services” section.

= Payments for routine eye exams for Members age 19 years and older and for Services under the “Vision
Hardware and Optical Services” section.

= Payments for Services under the Out-of-Network benefits, except that Cost Shares you pay for covered
Services you receive under the “Out-of-Area Coverage for Dependents” benefit count toward the Out-of-
Pocket Maximum.

= Payments that you make because you exhausted (used up) your benefit allowance, or because we already
covered the benefit maximum amount or the maximum number of days or visits for a Service.

* Payments for Services that are not covered under this EOC.

= Amounts recovered from a liability claim against another party sulject tof€imbursement under the

“Injuries or Illnesses Alleged to be Caused by Other Parties or Co y NodPFault Insurance” section.
BENEFITS
The Services described in this “Benefits” section are co ly ¥all dde"tollowing conditions are satisfied,

and will not be retrospectively denied:

*  You are 2 Member on the date you receive th

= The Services are Medically Necessary.

= The Services are provided, prescribed,
specifically noted otherwise in this HFOC.

ected by a Participating Provider except when

=  You receive the Services from a
Skilled Nursing Facility, ex

vider, Participating Facility, or from a Participating

ccifically noted otherwise in this EOC.

*  You receive prior auth
Requirements” in the °

Services, if required under “Prior Authorization Review
Services” section.

Not all Services described in thi efits” section are covered under the Out-of-Network benefits. Your
“Benefit Summary” shows what Services are covered Out-of-Network.

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.

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.
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Preventive care Services include:

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/Page/Name/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. You can access the list of women’s
preventive cate Services at www.hrsa.gov/womens-guidelines/.

Any additional reproductive health preventive Services for all Members as required by applicable state
law.

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.

Covered preventive care Services include, but are not limited to:

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

Colorectal cancer screening for Members age
including:

r for younger Members who are at high risk,

e TFecal occult blood test yearly plus o
recommended by your provider.

oidoscopy every four years, or more frequently as

¢ Colonoscopy every ten years trast barium enema every five years, or more frequently as
recommended by your provi

g to be achieved following abnormal findings identified by
ography screening.

e TFollow-up colonosco scr
flexible sigmoidosc, co

e Required specialist tatiofiprior to the screening procedure.

e Bowel preparation medf s prescribed for the screening procedure.

e Anesthesia Services performed in connection with the screening procedure.

e Polyp removal performed during the screening procedure.

e Any pathology exam on a polyp biopsy performed as part of the screening procedure.

Contraceptive Services and supplies, including insertion/removal of ITUD or implanted birth control drugs
and devices.

Diabetic retinopathy screening.

Fasting glucose test.

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

Mammography.

EOSGKPPDEDO0123 23 OM-ALTC-VX



* 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 Participating 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 prostate-specific antigen (PSA) test (not including monitoring or ultrasensitive tests).
* Transabdominal and transcervical sterilization procedures.

When a provider determines that a recommended Service is medically appropriate for an individual and the
individual satisfies the criteria for the Service or treatment, we will provide coverage for the recommended
Service regardless of sex assigned at birth, gender identity, or gender of the individual otherwise recorded by
us.

If you would like additional information about covered preventive care Services, call Customer Service.
Information is also available online at kp.org/prevention.

Benefits for Outpatient Services

We cover the following outpatient Services for diagnosis, treatment, a
of any applicable Cost Share shown in the “Benefit Summary” in the
Additional types of outpatient Services are covered as described under o
section.

revegtive medicine upon payment

Not all Services listed in this section are covered under the - etw benefits. Your “Benefit

Summary” shows what Services are covered Out-of-

= Allergy testing and treatment materials.
= Biofeedback.

= Cardiac rehabilitative therapy visits.

s provided by an Oregon children’s advocacy center that
tervention Program. Services may include, but are not

= Drugs, injectables, and radi 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.
*  Gender Affirming Treatment.

= Internally implanted devices, including bilateral cochlear implants and bone-anchored hearing aids, except
for internally implanted insulin pumps, artificial hearts, and artificial larynx.

= Interrupted pregnancy surgery performed in an outpatient setting.

= Nourse treatment room Vvisits to receive injections, including allergy injections.

= Outpatient surgery and other outpatient procedures.

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

= Rehabilitative therapy Services such as physical, occupational and speech therapy Services, subject to the
benefit limitations shown in the “Rehabilitative Therapy Services” section of the “Benefit Summary.”
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Respiratory therapy.
Routine eye exams.
Routine hearing exams.
Specialty care visits.
Urgent Care visits.

Vasectomy.

Benefits for Inpatient Hospital Services

We cover the following Services when you are admitted as an inpatient in a Participating Hospital. Additional
8 y p patng p
types of inpatient Services are covered as described under other headings in this “Benefits” section.

The Services described in this section are not covered under the Out-of-Network benefits.

Anesthesia.

Blood, blood products, blood storage, and their administration, incl

blood bank.

g the Services and supplies of a

Chemotherapy and radiation therapy Services.

Dialysis Services (this benefit is subject to the benefit limi
this “Benefits” section).

Drugs and radioactive materials used for therapeut
under the “Outpatient Prescription Drugs and Sup

Durable Medical Equipment and medical sup
Emergency detoxification.
Gender Affirming Treatment.
General and special nursing care

Internally implanted devic
for internally implante

tlatetal cochlear implants and bone-anchored hearing aids, except
artificial hearts, and artificial larynx.

Interrupted pregnancy erformed in an inpatient setting.
Laboratory, X-rays and oth ng, 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.

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

Rehabilitative therapy Services such as physical, occupational and speech therapy Services, subject to the
benefit limitations described under the “Rehabilitative Therapy Services” section of the “Benefit
Summary.”

Respiratory therapy.
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* Room and board, including a private room if Medically Necessary.
= Specialized care and critical care units.

= Vasectomy.

Alternative Care Services

Not all Services described in this section are covered under the Out-of-Network benefits. Your “Benefit
Summary” shows what Services are covered Out-of-Network.

We cover self-referred alternative care Services as described below. These benefits are subject to visit limits
and the applicable Cost Share as shown in the “Benefit Summary.” We cover the Services described in this
“Alternative Care Services” section only if all of the following requirements are met:

= Services are received from Participating Providers and provided as outpatient Services in the Participating
Provider’s office.

= You are required to pay the Copayment or Coinsurance amount to the Participating Provider at the time
of service. You are not responsible for any fees in excess of Charges.

* You are responsible for paying the full amount for Services after our visit limit as shown in the

“Benefit Summary.”

To locate a Participating Provider, visit www.chpgroup.co

Acupuncture Services

Acupuncturists influence the health of the body b
is primarily used to relieve pain, reduce inflammati

= Evaluation and management.
= Acupuncture.

= Electro acupuncture.

Chiropractic Service
Chiropractic and manual
improving the function and structur
promoting science-based appro

e spine, joints or soft tissue focuses on reducing pain and
the body. It is a system of therapy that involves non-invasive care
to a variety of ailments. Covered Services include:

* Evaluation and management.

*  Musculoskeletal treatments.

= Physical therapy modalities such as hot and cold packs.

When prescribed, X-ray procedures are covered as described in the “Outpatient Laboratory, X-ray, Imaging,

and Special Diagnostic Procedures” section in the “Benefits” section.

Massage Therapy

Therapeutic massage involves the manipulation of soft tissue structures of the body to help alleviate pain,
muscle discomfort, and stress by helping to promote health and wellness. Covered Services include
therapeutic massage procedures.

Massage therapy Services are not covered under the Out-of-Network benefits.
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Naturopathic Medicine

Naturopathic medicine is a natural approach to health and healing which emphasizes a holistic approach to
the diagnosis, treatment and prevention of illness. Naturopathic physicians diagnose and treat patients by
using natural modalities such as clinical nutrition, herbal medicine, and homeopathy. Covered Services
include:

= Evaluation and management.

= Health condition related treatments.

= Physical therapy modalities such as hot and cold packs.

When prescribed, certain laboratory procedures are covered as described in the “Outpatient Laboratory,

X-ray, Imaging, and Special Diagnostic Procedures” section in the “Benefits” section.

Alternative Care 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 t

toms.

= Sonopuncture.

Ambulance Services

We cover licensed ambulance Services:

* For Emergency Medical Services

= If we give prior authorization for a
covered Services.

e to transport you to or from a location where you receive

Covered Emergency Medi esWlrafisport includes air, ground and water transportation.

Ambulance Services Ex ions

= Ambulance Services for personal comfort or convenience.

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.

Dialysis Services are not covered under the Out-of-Network benefits.
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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 the ability to complete activities of daily living or
essential job-related activities and that are 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 all 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 instructing the patient in the
use of the device.

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

Covered External Prosthetic Devices and Orthotic Devices include, b
= Compression garments for burns.

= Diabetic foot care appliances and therapeutic shoes and i
complications.

» External prostheses after a Medically Necessary
Necessary, and up to four brassieres required

= Titting and adjustments.
= Halo vests.

* Lymphedema wraps and garme

» Maxillofacial prosthetic devices: cd

determined by a Particip rovidér. We cover maxillofacial prosthetic devices if they are necessary for

d facial structures that cannot be replaced with living tissue and
a, or birth and developmental deformities when this restoration
and management are performed f0f the purpose of:

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 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 Customer Service.

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 are not covered under the Out-of-Network benefits.
External Prosthetic Devices and Orthotic Devices Exclusions

= Artificial hearts.

= Artificial larynx.

» Comfort, convenience, or luxury equipment or features.

»  Corrective Orthotic Devices such as items for podiatric use (such

oes and arch supports, even if
custom-made, except footwear described above for diabetes-rela 1

cations).
= Dental appliances and dentures.
* Internally implanted insulin pumps.

= Repair or replacement of External Prosthetic Devic rth@tic Mevices due to loss or misuse.

Habilitative Services

We cover inpatient and outpatient habilitative Se
criteria developed by Medical Group and approved
Necessary Services or health care devices d
functioning for daily living. Examples,include
age. These Services may include phy
with disabilities, and that:

ubjegs to Utilization Review by Company using

any. Coverage includes the range of Medically

Ip 2 person keep, learn, or improve skills and

r a child who is not walking or talking at the expected

al, and speech therapy, and other Services for people

= Takes into account the g@fique needsief the individual.

= Targets measurable, sp&gi catment 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.

Inpatient habilitative Services are not covered under the Out-of-Network benefits.
Habilitative Services Exclusions
* Daycare.

= Exercise programs for healthy individuals (unless Medically Necessary within an applied behavior analysis
(ABA) treatment plan).

= Housing.
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* Recreational activities (unless Medically Necessary within an applied behavior analysis (ABA) treatment
plan).
= Respite care.

= Services and devices delivered pursuant 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 educa
*  Medical nutritional therapy for diabetes.

= Post coronary counseling and nutritional counseling.

If you receive health education Services during a
shown in the “Benefit Summary.” If you receive h

There are fees for some health educa
education programs, see our Healthy L
Wellness. To register by phog€; eall 50

7 call Customer Service, or visit kp.org and select Health &
6-6816 or 1-866-301-38066 (toll free) and select option 1.

Hearing Aid Servi

Not all Services described in thi on are covered under the Out-of-Network benefits. Your “Benefit
Summary” shows what Services are covered Out-of-Network.

We cover Medically Necessary Services for the treatment of hearing loss as described in this “Hearing Aid
Services” section when prescribed by a Participating Provider and obtained from a Participating Provider.
You pay the Cost Share shown in the “Benefit Summary.”

Hearing Exam

We cover exams to determine the need for hearing correction, diagnostic hearing tests appropriate to the
Member’s age or developmental need, and aided testing. Medically Necessary diagnostic and treatment exams
are covered at least twice per Year for Members who are younger than four years of age, and at least once per
Year for Members who are four years of age or older. In addition, we cover visits to determine the
appropriate hearing aid model, visits to verify that the hearing aid conforms to the prescription, and visits for
fitting, counseling, adjustment, cleaning, and inspection.
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Hearing Aids
We cover one hearing aid per impaired ear, hearing assistive technology systems, and bone conduction sound

processors for the treatment of hearing loss once every 36 months or, for hearing aids, more frequently if
modifications to an existing hearing aid will not meet the needs of the Member.

A hearing aid is any non-disposable, wearable electronic instrument or device designed to aid or compensate
for impaired human hearing and any necessary ear mold, part, attachments, batteries, or accessory necessary
to the function of the hearing aid, except cords.

Hearing assistive technology systems are devices used with or without hearing aids or cochlear implants to
improve the ability of a user with a hearing loss to hear in various listening situations, such as being located a
distance from a speaker, in an environment with competing background noise, or in a room with poor
acoustics or reverberation.

The date we cover a hearing aid or hearing assistive technology system is the date on which you are fitted for
the device. Therefore, if you are fitted for a device while you are covered under this EOC, and if we would
otherwise cover the device, we will provide the device even if you do not receive it until after you are no
longer covered under this EOC.

We cover cochlear implants for one or both ears if Medically Necess treatment of hearing loss,

for the device to

osseointegrated hearing devices that are internally implanted
Utilization Review by Company using criteria developed b

ocedure are subject to
nd approved by Company, and

are not covered under this “Hearing Aid Services” be internally implanted devices in the
“Benefits for Outpatient Services” and “Benefits for ospital Services” sections.

Hearing aids, hearing assistive technology systems{b duction sound processors, and cochlear implants,
and the associated parts, attachments and supplies the function of these devices are not covered

under the Out-of-Network benefits.

Hearing Aid Services Limitatj

* Hearing aids are limited to one o
(i) in the ear; (ii) behind t

= Far molds and replace are limited to four times per Year for Members seven years of age
or younger and limited ear for Members eight years of age or older.

= Replacement batteries are li o one box per Year for each hearing aid.

Hearing Aid Services Exclusions

= Internally implanted hearing devices.

= Replacement of lost hearing devices.

Home Health Services

Home health Services are Services provided in the home by nurses, medical social workers, 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.

EOSGKPPDEDO0123 31 OM-ALTC-VX



* 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.

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

= “Dialysis Services.”
= “Outpatient Durable Medical Equipment (DME).”
= “Outpatient Laboratory, X-ray, Imaging, and Special Diagnostic Procedures.”

Home health Services are not covered under the Out-of-Network benefits.

Home Health Services Exclusions

= “Meals on Wheels” or similar food services.

= Nonmedical, custodial, homemaker or housekeeping type services excgpt by home health aides as ordered
in the approved plan of treatment.

= Nutritional guidance.

= Private duty or continuous nursing Services.

= Services designed to maintain optimal health in the absence'@f symptoms.
= Services not included in an approved plan of treat

= Services of a person who normally lives in the ho o is a member of the family.

on could provide safely and effectively in the
Sétvices are excluded even if we would cover the
| pfotessional in a hospital or skilled nursing facility.

= Services that an unlicensed family member or
home setting after receiving appropriat ini
Services if they were provided by a qua

= Supportive environmental materidlg,such as
appliances and devices.

s, ramps, telephones, air conditioners, and similar

Hospice Services

Hospice is a specialized fo ciplinary care designed to provide palliative care to help alleviate your
physical, emotional, and spir fort through the last phases of life due to a terminal illness. It also
provides support to your prim oiver 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.

= The Services meet Utilization Review by Company using criteria developed by Medical Group and
approved by Company.
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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 pain control and acute and chronic
symptom management.

ent of nursing needs,
o you and your family, and

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

Hospice Services are not covered under the Out-of-Network

Infertility Diagnosis Services

We cover the diagnosis of involuntary infertility. Cove tility diagnosis Services include diagnostic
imaging and laboratory tests, limited to tests to ru lly transmitted diseases, hormone level tests,
semen analysis, and diagnostic laparoscopy or hyst is benefit includes diagnosis of both male and
person who is the Member.

Infertility diagnosis Services are not covered ut-of-Network benefits.

Infertility Diagnosis Services

= Inpatient and outpatient es fa e treatment of infertility.
atment of infertility.

= Services related to conce ificial means, such as intrauterine insemination (IUI), in vitro
fertilization (IVF), ovum tr ts, gamete intrafallopian transfer (GIFT), zygote intrafallopian transfer
(ZIFT), and artificial insemination.

= Services to reverse voluntary, surgically induced infertility.

Limited Dental Services

We do not cover dental Services except as described below. Services are subject to Ultilization Review by
Company using criteria developed by Medical Group and approved by Company. You may request these
criteria by calling Customer Service.

Covered Dental Services

We cover dental Services only as described below:

* Dental and orthodontic Services for the treatment of craniofacial anomalies if the Services are Medically
Necessary to improve or restore function.
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= Dental Services necessary for or resulting from medical treatment such as surgery on the jawbone and
radiation treatment, limited to (a) emergency dental Services, or (b) extraction of teeth to prepare the jaw
for radiation treatments of neoplastic disease.

= 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 physically or developmentally disabled.

Covered Services may be provided by a licensed dentist or other perso
practice dental or dental-related Services or otherwise practicing den
including an expanded practice dental hygienist, denturist, dental therap
pay the Cost Share you would pay if the Services were not relaged to a cov

o i regulated under state law to
ices consistent with state law,
idtric dental assistant. You
ntal Service.

Limited Dental Services are not covered under the Out-of- bene

Limited Dental Services Exclusions

The following dental Services are not covered, ex specifically noted to the contrary in this EOC:

= Dental appliances and dentures.
= Dental implants.

= Extraction of teeth, except as desesi

= Services to correct malocclusion

Maternity and Newborn Care

We cover the following maternity and newborn care Services:
* Prenatal care visits and postpartum visits.

= Maternal diabetes management, including medication and supplies (Medically Necessary Services
beginning with conception and ending through six weeks postpartum).

=  Maternity hospital care for mother and baby, including Services for complications of pregnancy.
= Obstetrical care and delivery (including cesarean section).
= Newborn medical Services following birth and initial physical exam.

= Newborn nurse home visiting Services for Dependent children up to six months of age, if available in
your area.

=  Newborn PKU test.
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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.

Inpatient maternity and newborn care are not covered under the Out-of-Network benefits.
Maternity and Newborn Care Exclusions
= Birthing center Services.

=  Home birth Services.

Medical Foods and Formula
We cover the following Medically Necessary medical food ula s@bject to Utilization Review by

Company using criteria developed by Medical Group 3 @ ed mpany:
ilic@asfrointestinal associated disorder.

alabsorption when the formula comprises the

=  Elemental formula for the treatment of eosin

=  Enteral formula for home treatment of severe
sole or essential source of nutrition.

= Medical foods and formula necessary for nt of phenylketonuria (PKU), specified inborn errors
of metabolism, or other metabolig@isorders:

Medical foods and formula not cover Out-of-Network benefits.

Mental Health Seryice

We cover mental health Se as fopnd in the current edition of the Diagnostic and Statistical Mannal of Mental
Disorders (DSM), published by t rican Psychiatric Association, including Medically Necessary applied
behavior analysis (ABA) for autism spectrum disorder, and Medically Necessary treatment for pervasive
developmental disorder (PDD).

Services are subject to Utilization Review by Company using criteria developed by Medical Group and
approved by Company. You may request the criteria by calling Customer Service.

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

Outpatient Services

We cover individual office visits, group therapy visits, intensive outpatient visits, partial hospitalization, and
Assertive Community Treatment (ACT) Services for mental health. ACT Services are designed to provide
comprehensive outpatient treatment and support to Members who are diagnosed with a severe mental illness
and whose symptoms of mental illness lead to serious dysfunction in daily living.

Not all outpatient mental health Services are covered under the Out-of-Network benefits. Your “Benefit
Summary” shows what Services are covered Out-of-Network.
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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.

Inpatient hospital mental health Services are not covered under the Out-of-Network benefits.

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.

Residential mental health Services are not covered under the Out-of-Network benefits.

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, intelligenee, or interest unless Medically
Necessary.

Psychological testing is not covered under the Out-of-Network bene

Outpatient Durable Medical Equipment (DME)

When you receive DME in a home health setting i
as if it were received in an inpatient hospitalgcare se

We decide whether to rent or purchase the
adjust, or replace the DME item whg

Covered DME includes, but is not li
= Bilirubin lights.
= CADD (continuous a

* Diabetic equipment and supplie
monitors, continuous gluco

cluding external insulin pumps, infusion devices, blood glucose
onitors, lancets, and injection aids.

* Enteral pumps and supplies.

* 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.

»  Wigs following chemotherapy or radiation therapy, limited to one synthetic wig per Year.
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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
Customer Service.

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 approved list for your condition) if we
determine that the item meets all other coverage requirements, and Medical Group or a designated physician
determines that the item is Medically Necessary and that there is no standard alternative that will meet your
medical needs.

Outpatient Durable Medical Equipment is not covered under the Out-of-Network benefits.
Outpatient Durable Medical Equipment (DME) Exclusions
= Comfort, convenience, or luxury equipment or features.

= Devices for testing blood or other body substances unless specifically listed as covered in this “Outpatient
Durable Medical Equipment (DME)” section.

= Exercise or hygiene equipment.
= Modifications to your home or car.

= More than one corrective appliance or artificial aid or item of DME, in same function or the
same part of the body, except for necessary repairs, adjustfients and re ents as specified under this
“Outpatient Durable Medical Equipment (DME)” secti

= Non-medical items, such as sauna baths or elevat
= Repair or replacement of DME items due to

= Spare or duplicate use DME.

Outpatient Laboratory, X-ray,

We cover outpatient Services for lab imaging, and special diagnostic procedures. Some
Services, such as preventive screenin i
Laboratory, X-ray, Imaging, a
“Preventive Care Services”

Laboratory, X-ray, an

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

* Bone densitometry.

= Cardiovascular testing.
=  Cultures.

*  Glucose tolerance.

= X-ray.

= Ultrasound imaging.

= Urinalysis.
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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:

=  CT scans.

* Mammograms.

= MRL

= Nerve conduction studies.

= PET scans.

= Pulmonary function studies.
= Sleep studies.

You must receive prior authotization by Company for MRI, CT scans, PET scans, and bone density/DXA
scans. (See “Prior Authorization Review Requirements” in the “How to @Ptain Services” section.)

Covered genetic testing Services are limited to preconception
and heritable disorders, and testing for the prediction of i

Medically Necessary. These Services are subject to Utili#z
Medical Group and approved by Company.

Outpatient Prescription Drugs an

ibed in this “Outpatient Prescription Drugs and
iser Permanente Pharmacy or a Non-Participating

At Kaiser Permanent

Covered drugs or supplies
the Kaiser Permanente drug

ctbed by a licensed provider, including a dentist, in accordance with
uidelines and prior authorization and step therapy prescribing criteria.

To locate a Kaiser Permanente macy, visit kp.org/directory/nw or call Customer Service.

At Non-Participating Pharmacies

This Kaiser Permanente Plus Plan allows you to obtain a limited number of covered prescription fills/refills
from Non-Participating Pharmacies, either inside or outside our Service Area. Out-of-Network pharmacy
benefits are limited to five (5) prescription fills/refills in a Year.

Covered drugs and supplies must be prescribed by a licensed provider, including a dentist, in accordance with

the Kaiser Permanente drug formulary guidelines and prior authorization and step therapy prescribing criteria.

Covered Drugs and Supplies

Not all items listed in this section are covered under the Out-of-Network benefits. Refer to the “Outpatient
Prescription Drugs Exclusions” in this section and to your “Benefit Summary.”
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Items covered under this “Outpatient Prescription Drugs and Supplies” benefit include:

* Certain preventive medications (including, but not limited to, aspirin, fluoride, folic acid supplements,
liquid iron for infants, and tobacco use 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.

* Contraceptive drugs and devices approved by the U.S. Food and Drug Administration (FDA), including
injectable contraceptives and internally implanted time-release contraceptive drugs, emergency
contraceptives, and contraceptive devices such as intrauterine devices, diaphragms, and cervical caps.
Opver-the-counter contraceptive drugs, devices, and products approved by the FDA do not require a
prescription in order to be covered.

* 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 “@utpatient Services” in the “Benefit
Summary.”

*  Self-administered chemotherapy medi

You pay the In-Network Cost Share 2

drugs or supplies at a Kaiser Permanenge acy (including the Kaiser Permanente Mail Order Pharmacy).
You pay the Out-of-Netw gamount shown on your “Benefit Summary” when you obtain
covered drugs or supplies ictpating Pharmacy. You may be asked to pay the full amount for the

drug or supply. In this situation, you @il need to submit a claim form to us for reimbursement.

The Cost Share 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.

At Kaiser Permanente Pharmacies, 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
count toward the Out-of-Pocket Maximum. For more information about the Kaiser Permanente coupon
program rules and limitations, please call Customer Setvice, or go to kp.org/rxcoupons.
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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 (at a Kaiser
Permanente Pharmacy) or full price (at a Non-Participating Pharmacy) for any prescribed quantity that
exceeds the day supply limit.

You may receive a three-month supply for a first dispensing of a contraceptive drug and a 12-month supply
of a subsequent dispensing of the same contraceptive drug, unless you request a smaller supply.

Medication Synchronization

Medication synchronization is the coordination of medication refills, if you are taking two or more
medications for a chronic condition, so that your medications are refilled on the same schedule. You may
request medication synchronization for a new prescription from the presctibing provider or a Kaiser
Permanente Pharmacy who will determine the appropriateness of medigdffon synchronization for the drugs
being dispensed and inform you of the decision.

How to Get Covered Drugs or Supplies

1nd a Kaiser Permanente
, or contact Customer Service.

Kaiser Permanente Pharmacies include our Mail-Ord
to residents of Oregon and Washington. Some dr; dplies are not available through our Mail-Order
Pharmacy, for example drugs that require special efrigeration, or are high cost. Drugs and
supplies available through our Mail-Order Pharmac cet to change at any time without notice.

armacy, call 1-800-548-9809 or order online at

y. Th#"pharmacy offers postage-paid delivery

If you would like to use Kaiser Permanente

kp.org/refill.

Definitions

The following terms, when
mean:

* Brand-Name Drug. T
trademark-protected name

used in this “Outpatient Prescription Drugs and Supplies” section,

oved version of a drug. Marketed and sold under a proprietary,
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.

= 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.
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About the Kaiser Permanente Drug Formulary

The Kaiser Permanente 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.

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

The Regional Formulary and Therapeutics Committee meets to review new drugs and reconsider drugs
currently on the market. After this review, they may add drugs to the formulary or remove drugs from it. If a
drug is removed from the formulary, you will need to switch to another comparable drug that is on the drug
formulary, unless your old drug meets exception criteria. Refer to the “Drug Formulary Exception Process”
in this “Outpatient Prescription Drugs and Supplies” section for more infogmation.

If a formulary change affects a prescription drug you are taking, we e ragegyou to discuss any questions or
concerns with your Participating Provider or another member of you are team

Drugs on the Kaiser Permanente formulary may move to a different dru ng the Year. For example, a
drug could move from the Non-Preferred Brand-Name Drug ed Brand-Name Drug list. If a

drug you are taking is moved to a different drug tier, this g

To see if a drug or supply is on the Kaiser Permanen
is in, go online to kp.org/formulary. You may al efKaiser Permanente Formulary Application
582872-7231. If you would like a copy of the Kaiser
Permanente drug formulary or additional informati > formulary process, please call Customer

rug formulary does not necessarily mean that

ndition.

Drug Formulary Exception P

The Kaiser Permanente drug elines include an exception process that is available when a

“Rx only.” The exception process is not available for drugs and

supplies that the law does not require 6 bear this legend.

A prescribing provider 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. We will approve the exception if all of the following
requirements are met:

*  We determine that the drug or supply meets all other coverage requirements except for the fact that the
Kaiser Permanente drug formulary does not list it for your condition.

* Medical Group or a designated physician makes the following determinations:

e The drug or supply is Medically Necessary because you are allergic to, or intolerant of, or have
experienced treatment failure with, any alternative drugs or supplies that the Kaiser Permanente drug
formulary lists for your condition.

¢ Your condition meets any additional requirements that the Regional Formulary and Therapeutics
Committee has approved for the drug or supply. For this drug or supply, the Kaiser Permanente
Pharmacy can provide a copy of the additional criteria upon request. In some cases, there may be a
short delay in filling your prescription while your information is being reviewed.
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If we approve an exception through this exception process, then we will cover the drug or supply at the
applicable Cost Share shown in the “Benefit Summary.”

If we do not approve the formulary exception request, we will send you a letter informing you of that
decision. You may request a review by an independent review organization. The process is explained in our
denial letter and under “External Review” in the “Grievances, Claims, Appeals, and External Review” section.

Prior Authorization and Step Therapy Prescribing Criteria

Prior authorization is required when you are prescribed certain drugs or supplies before they can be covered.
A prescribing provider may request prior authorization if they determine that the drug or supply is Medically
Necessary. Prescribing 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.

Approved requests for prior authorization are binding on us for one year from the date that the treatment
begins following our approval if the drug:

= Is prescribed as a maintenance therapy that is expected to last at least #2 months based on medical or

scientific evidence;

= Continues to be prescribed throughout the 12-month period; and

= Is prescribed for a condition that is within the scope of usg for the dru proved by the FDA, or has
been proven to be a safe and effective form of treatment our medicalcondition based on clinical

drug (step 1) for a specified length of time b
condition. A list of drugs and suppli bject t
moving to the next step drug, are ava i
Service.

erapy prescribing criteria, and the requirements for
.org/formulary or you may contact Customer

Prior Authorization

We have a process for you ribing provider to request a review of a prior authorization
determination that a drug or su i'not covered. This exception process is not available for drugs and
supplies that the law does not require to bear the legend “Rx only.”

Cess

Your prescribing provider may request an exception if they determine that the drug or supply is Medically
Necessary. Prescribing providers must supply to us 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.

If the exception request is approved through this exception process, then we will cover the drug or supply at
the applicable Cost Share shown in the “Benefit Summary.”

If the exception request is not approved, we will send you a letter informing you of that decision. You may
request a review by an independent review organization. The process is explained in our denial letter and
under “External Review” in the “Grievances, Claims, Appeals, and External Review” section.
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Emergency Fill

For purposes of this section, “emergency fill” means a limited dispensed amount of the prescribed drug that
allows time for the processing of a prior authorization request. You may have the right to receive an
emergency fill of a prescription drug that requires prior authorization under the following circumstances:

= The Kaiser Permanente Pharmacy or Non-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 Kaiser Permanente Pharmacy or Non-Participating Pharmacy is unable to reach the prescribing
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.

An emergency fill must be received at a Kaiser Permanente Pharmacy or a Non-Participating Pharmacy and is
subject to the applicable Cost Share shown in the “Benefit Summary.” An emergency fill is limited to no
more than a seven-day supply or the minimum packaging size available.

Your Prescription Drug Rights

You have the right to safe and effective pharmacy Services. You also ght to know what drugs are

about your prescription

acies only)
bers who use Kaiser Permanente

itations

ow eatly you can receive a refill. In most cases, we

t least 70 percent of the quantity. Prescriptions for

lease ask your pharmacy if you have questions about when

Outpatient Prescription Drugs an
= If your prescription allows refills
will refill your prescription when
controlled substances cannot be 1

ly dispensed at the applicable Cost Share to a 30-day supply in any
e drug or supply is in limited supply in the market or for certain other

items. Your pharmacy can if a drug or supply you use is one of these items.

» For certain drugs or supplies we may limit the amount of a drug or supply that is covered for a specified
time frame. Quantity limits are in place to ensure safe and appropriate use of a drug or supply. Drugs and
supplies subject to quantity limits are indicated on the Kaiser Permanente drug formulary, available at
kp.org/formulary. You may also contact Customer Service for more information.

= Not all drugs are available through mail order. Examples of drugs that cannot be mailed include
controlled substances as determined by state and/or federal regulations, drugs that requite special
handling, and drugs affected by temperature.

Outpatient Prescription Drugs and Supplies Exclusions

Non-Participating Pharmacies only

= Self-administered chemotherapy medications used for the treatment of cancer.
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*  Self-administered IV drugs, fluids, additives, and nutrients that require specific types of
parenteral-infusion (such as IV or intraspinal-infusion) and the supplies and equipment required for their
administration and teaching doses.

Kaiser Permanente Pharmacies and Non-Participating Pharmacies

= Any packaging, such as blister or bubble repacking, other than the dispensing pharmacy’s standard
packaging.

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

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

* Drugs prescribed for an indication if the FDA has not approved the drug for that indication, except that
this exclusion does not apply if the Oregon Health Evidence Review Commission or our Regional
Formulary and Therapeutics Committee determines that the drug is recognized as effective for that use (i)
in one of the standard reference compendia, or (ii) in the majority of glévant peer-reviewed medical
literature, or (iii) by the Secretary of the U.S. Department of Healt an Services.

*  Drugs and supplies from the Kaiser Permanente Mail-Order Phar
Washington.

= Drugs and supplies that are available without a prescriptionfi@xen if the nén-prescription item is in a

different form or different strength (or both), excep ii!! i

not approved.

* Drugs and supplies to treat sexual dysfunction except for drugs that are FDA-approved to

*  Drugs used in weight manageme
*  Drugs used to enhance a ic per ance.

* Extemporaneously comipoun
and Therapeutics Com

unless the formulation is approved by our Regional Formulary

* Internally implanted time-r rugs (except that internally implanted time-release contraceptive drugs
are covered).

= Nutritional supplements.

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

Pediatric Vision Services

We cover pediatric vision Services when prescribed by a Participating Provider or a Non-Participating
Provider and obtained from a Participating Provider, until the end of the month in which the Member turns
19 years of age. The “Benefit Summary” describes your benefits and lists any applicable Cost Share, as well as
any visit and/or additional limitations, under “Pediatric Vision Services.” After you reach the visit and/or
device limitation, we will not cover any more Services for the remainder of the Year, or other identified
benefit period.

Examinations

We cover routine eye examinations as shown under “Pediatric Vision Services” in the “Benefit Summary.”
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Standard Eyeglass Lenses/Frames or Contact Lenses

We cover eyeglass lenses (single vision, bifocal, or trifocal, including polycarbonate lenses and scratch
resistant coating) determined by your Participating Provider and a standard frame selected from a specified
collection of frames, 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.

* Corneal disorders.

»  Post-traumatic disorders.

= Irregular astigmatism.

The evaluation, fitting, and follow-up is covered for
contact lenses are subject to Utilization Review b
approved by Company.

Medically Necessary contact lenses, evaluag
Network benefits.

Low Vision Aids

We cover low vision evaluations and edre visits, as well as low vision aids and devices (high-power
spectacles, magnifiers, and t es) a§8hown under “Pediatric Vision Services” in the “Benefit Summary.”
These Services are subject 0 Utilizaion Review by Company using criteria developed by Medical Group and
approved by Company.

Low vision aids are not covere the Out-of-Network benefits.

Pediatric Vision Services Exclusions

* No-line or progressive bifocal and trifocal lenses.

* Non-prescription products (other than eyeglass frames), such as eyeglass holders, eyeglass cases, repair
kits, contact lens cases, contact lens cleaning and wetting solution, and lens protection plans; and lens
add-on features such as lens coatings (other than scratch resistant coating or ultraviolet protection
coating).

= Non-prescription sunglasses.

=  Optometric vision therapy and orthoptics (eye exercises).

= Plano contact lenses or glasses (non-prescription).

= Replacement of lost, broken, or damaged lenses or frames.

= Two pairs of glasses in lieu of bifocals.
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Reconstructive Surgery Services

We cover inpatient and outpatient reconstructive surgery Services as indicated below, when prescribed by a
Participating Provider. Services are subject to Utilization Review by Company using criteria developed by
Medical Group and approved by Company.

= To correct disfigurement resulting from an injury or from Medically Necessary surgery.
= To correct a congenital defect, disease, or anomaly in order to produce improvement in physical function.
= To treat congenital hemangioma known as port wine stains on the face.

With respect to maxillofacial prosthetic services, coverage is limited to the least costly clinically appropriate
treatment as determined by a Participating Provider. We cover maxillofacial prosthetic Services if they are
necessary for restoration and management of head and facial structures that cannot be replaced with living
tissue and are defective because of disease, trauma, or birth and developmental deformities when this
restoration and management are performed for the purpose of any of the following:

= Controlling or eliminating infection.

= Controlling or eliminating pain.

= Restoring facial configuration or functions such as speech, swall ewing, but not including

benefits
gical

Members who have undergone mastectomy are entitled to ce
Cancer Rights Act of 1998 (WHCRA). “Mastectomy” meais

* Mastectomy-related prostheses.
* Treatment of physical complicatf

» Inpatient care related to the maste

Prosthetic Devices and Orthoti

Reconstructive surgery Services are covered under the Out-of-Network benefits.

Rehabilitative Therapy Services

We cover inpatient and outpatient physical, occupational, and speech therapy Services, when prescribed by a
Participating Provider, subject to the benefit descriptions and limitations contained in this “Rehabilitative
Therapy Services” section. These Services are subject to Utilization Review by Company using criteria
developed by Medical Group and approved by Company.

Outpatient Rehabilitative Therapy Services

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

The “Benefit Summary” shows a visit maximum for outpatient rehabilitative therapy Services. That visit
maximum will be exhausted (used up) for the 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
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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. This limitation does not apply to
inpatient hospital Services or to outpatient rehabilitative therapy Services to treat mental health conditions
covered under this EOC.

Outpatient Rehabilitative Therapy Services Limitations

= Physical therapy Services and occupational therapy Services are covered as Medically Necessary to restore
or improve functional abilities when physical and/or sensory perceptual impairment exists due to injury,
illness, stroke, or surgery.

= Speech therapy Services are covered as Medically Necessary for speech impairments of specific organic
origin such as cleft palate, or when speech, language, or the swallowing function is lost due to injury,
illness, stroke, or surgery.

Inpatient Rehabilitative Therapy Services

We cover inpatient rehabilitative therapy Services in an inpatient setting.

Inpatient rehabilitative therapy Services are covered for the treatment o
a Participating Provider will show sustainable, objective measurable i
therapy and must receive prior authorization as described under the “
Requirements” in the “How to Obtain Services” section.

nditions which, in the judgment of

npatient rehabilitative therapy Services. That
ear when the number of days that we covered
ing the Year under any other evidence of

combined day maximum will be exhausted (used
during the Year under this EOC, plus any days we
coverage with the same group number pri

under this EOC.

Inpatient rehabilitative therap

Services Provided in Connection with Clinical Trials

We cover routine costs of Medically Necessary conventional 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, as determined in one of
the following ways:

e A Participating Provider makes this determination.
e You provide us with medical and scientific information establishing this determination.

e Ifany Participating Providers participate in the clinical trial and will accept you as a participant in the
clinical trial, you must participate in the clinical trial through a Participating Provider unless the clinical
trial is outside the state where you live.
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* The clinical trial is a phase I, phase II, phase III, or phase IV clinical trial, and it meets one of the
following requirements:

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

e The study or investigation is a drug trial that is exempt from having an investigational new drug
application.

¢ The study or investigation is approved or funded by at least one of the following:
o The National Institutes of Health.
o The Centers for Disease Control and Prevention.
o The Agency for Health Care Research and Quality.
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 i
Institutes of Health for center support grants.

o The Department of Veterans Affairs or the Depa
Energy, but only if the study or investigation has be
of peer review that the U.S. Secretary of He
following requirements:

eviewed, arld approved through a system
ices determines meets all of the

e Itis comparable to the Natio
investigations.

stitdes of Health system of peer review of studies and

e [t assures unbiased revi
no interest in the outcom

scientific standards by qualified people who have

For covered Services related to a clin il pay the Cost Share you would pay if the Services were

not related to a clinical trial. For exam atient Hospital Services” in the “Benefit Summary” for the
Cost Share that applies to h inpatiént care.
Services Provided in ection"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.

= Services required solely for the clinically appropriate monitoring of the Service being tested in the clinical
trial.

= Services customarily provided by a clinical trial sponsor free of charge to any participant in the clinical
trial.

= Services that would not be covered outside of the clinical trial.

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 Participating Skilled Nursing Facilities. These
Services are subject to Utilization Review by Company using criteria developed by Medical Group and
approved by Company.
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The “Benefit Summary” shows a day maximum for skilled nursing facility Services under “Skilled Nursing
Facility Services.” That day maximum will be exhausted (used up) for a 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 same group number printed on this EOC, add up to the day maximum. After
you reach the day maximum, we will not cover any more days for the remainder of the Year.

We cover the following:

= Blood, blood products, blood storage, and their administration, including the Services and supplies of a
blood bank.

= Dialysis Services.

= Habilitative Services.

*  Medical and biological supplies.
*  Medical social Services.

= Nursing Services.

* Rehabilitative therapy Services.
= Room and board.

Skilled nursing facility Services are not covered under the Outgef-Network ts.

Substance Use Disorder Services

We cover Substance Use Disorder Services as found {
Manual of Mental Disorders (DSM), published by th
treatment for withdrawal symptoms. Emergency
alcohol, drug, or other substance abuse is ¢

on of the Diagnostic and Statistical
sychiatric Association, including medical
for medical conditions associated with acute

Services are subject to Utilization Review by sing criteria developed by Medical Group and
approved by Company. You may requae i

The benefits described in this “Substa elDisorder Services” section comply with the Mental Health
Parity and Addiction Equity

Outpatient Services > Use Disorder

Covered Services include:

* Individual office visits.

= Group therapy visits.

= Court-ordered screening interviews or treatment programs for a Member convicted of driving under the

influence of intoxicants (DUII).

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.

Inpatient hospital Services for Substance Use Disorder are not covered under the Out-of-Network benefits.

Residential Services

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

Residential Services for Substance Use Disorder are not covered under the Out-of-Network benefits.
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Day Treatment Services

We cover day treatment Services in a day treatment program.

Day treatment Services for Substance Use Disorder are not covered under the Out-of-Network benefits.

Telemedicine Services

Telemedicine is a means of delivering health care Services using information and telecommunication
technologies to provide consultation and education, or to facilitate diagnosis, treatment, care management or
self-management of your health care.

We cover telemedicine Services at the applicable “Telemedicine Services” 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; and

* The application and technology used to provide the Service mee

= Synchronous or asynchronous transmis
transmission of data from remote i

You may choose to receive a covered
have an established patient-proyider r
from the provider.

in person or via telemedicine. You are not required to
ith a Participating Provider to receive telemedicine Services

Telephone and Video

We cover scheduled telephone d video visits.

If you have a minor condition that does not require an in-person medical exam, you have the option to
schedule a telephone visit. If you prefer to meet face-to-face with a provider online by computer, smartphone
or tablet, you may set up a video visit just as you would with an in-person appointment.

Telephone visits and video visits are appropriate for routine care such as medication management and test
results; and urgent care such as cough, cold, flu, bug bite, fever, earache, minor sprain, urinary tract infection,
wounds or burns. Video visits are also appropriate for specialty care such as post-op follow-up, mental health
appointments, dermatology and speech therapy.

To schedule a telephone visit or video visit, sign on to kp.org or the Kaiser Permanente app, then select
“Appointments” or call Customer Service.

E-Visits

We cover e-visits for common conditions such as cough/cold, nausea/vomiting, pink eye, urinary tract
infection, sore throat, sinus problems, constipation or diarrhea. To access an e-visit, log in to your kp.org
member account on your desktop, laptop, or tablet and fill out a questionnaire about your symptoms. A nurse
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will get back to you with a care plan, usually within six hours. If needed, a prescription may be sent to your
pharmacy. E-visits may include secure chat instant messaging.

To learn more about telephone, video and e-visits, including a short instructional video and troubleshooting
tips, visit kp.org/telehealth/northwest.

Transplant Services

We cover inpatient and outpatient Services for the transplants listed in this “Transplant Services” section.
These Services are covered only when received from Participating Providers and Participating Facilities, and
only at National Transplant Network facilities we designate. Services are subject to Utilization Review criteria
developed by Medical Group and approved by Company.

You pay the applicable Cost Share you would pay if the Services were not related to a transplant. Inpatient
Services associated with a covered transplant are covered at the “Inpatient Hospital Services” Cost Share
shown on your “Benefit Summary.” Outpatient Services associated with a covered transplant are covered at
the applicable Cost Share shown on your “Benefit Summary” for the corresponding benefit, for example,
“Outpatient Services,” “Outpatient Durable Medical Equipment,” and “ atient Laboratory, X-ray,
Imaging, and Special Diagnostic Procedures.”

A National Transplant Network facility is a transplant facility that me lowing requirements:

= Itis licensed in the state where it operates.
= Itis certified by Medicare as a transplant facility for the spe

transp t.

= Itis designated by Company as a transplant facility ec splant.

= Itis able to meet reasonable access standards for o¥ga
Procurement Agency statistics for the facility i
geographic area designated by a state-licensed o
of Oregon).

ansplants based on Regional Organ
egional Organ Procurement Agency is the
ement organization for transplants in the state

We cover only the following transplants at N splant Network facilities:
= Bone marrow.
= Cornea.

* Heart.

» Heart-lung.

= Kidney.
= Liver.
* Lung.

= Pancreas.

* Pancreas after kidney.

* Simultaneous kidney-pancreas.
*  Small bowel.

= Small bowel/liver.

= Stem cell.
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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 determination is made.

» Company, Participating Hospitals, Medical Group, and Participating Providers are not responsible for
finding, furnishing, or ensuring the availability of an organ, tissue, or bone marrow donor.

= We provide or pay for certain donation-related Services for a donor, or an individual identified by Medical
Group as a potential donor, even if the donor is not a Member. These Services must be directly related to
a covered transplant for you. Our criteria for coverage of Services for living transplant donors are
available by calling Customer Service.

= If we refer you for or preauthorize transplant Services at a distant location (farther away than the normal
community patterns of care) and you choose to obtain your transplant at this distant location, we cover
appropriate travel and lodging expenses for you and a caregiver. Your transplant coordinator can provide
information about covered expenses.

Transplant Services are not covered under the Out-of-Network benefi

Transplant Services Exclusions
* Non-human and artificial organs and tissues, and their im

Vision Services covered under this “Vision Hardware
19 and older. Vision Services for Members under

vered Services under this “Vision Hardware and
le. Any allowance amount received under this
ell as any amount you pay for these Services, do not

Provider and obtained from a Participating
Optical Services” section are not suhjegt to an
“Vision Hardware and Optical Servi i
count toward your Out-of-Pocket Ma

Eyeglasses and Contact
We provide an allowance to ce of eyeglass lenses and a frame, or contact lenses, including
Medically Necessary contact le e allowance is shown in the “Benefit Summary.” We will not provide
the allowance if we have previously covered a lens, frame, or contact lens (but not counting any that we
covered under “Eyeglasses and Contact Lenses after Cataract Surgery”) within the same benefit period shown
in the “Benefit Summary” under this “Vision Hardware and Optical Services” section. The date we cover any
of these items is the date on which you order the item.

If a Participating Provider determines that one or both of your eyes has had a change in prescription of at
least .50 diopters within 12 months after the date of your last exam where the “Vision Hardware and Optical
Services” benefit was used, we will provide an allowance toward the price of a replacement eyeglass lens or
contact lens for each qualifying eye at the following maximum values:

= $60 for single vision eyeglass lenses
= $60 for single vision cosmetic contact lenses
= $90 for multifocal eyeglass lenses

= $90 for multifocal cosmetic contact lenses
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This replacement lens allowance is the same total amount whether you replace one lens or two. The
replacement lenses must be the same type as the lenses you are replacing (eyeglass lenses or contact lenses).

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.

= Corneal disorders.

*  Post-traumatic disorders.

= Irregular astigmatism.

The evaluation, fitting, and follow-up is covered for Medicall
contact lenses are subject to Utilization Review by Company us
approved by Company.

ecessary ¢ lenses. Medically Necessary
criteria developed by Medical Group and

Eyeglasses and Contact Lenses after Cata rgery
ver covered eyeglasses or contact lenses under
any benefit for eyeglasses and contact lenses after ¢ ry (including any eyeglasses or contact lenses
we covered under any other coverage), we of one of the following without Charge if

obtained from a Participating Provider. We th of the following if, in the judgment of a

=  One conventional cont o a six-month supply of disposable contact lenses, determined by
your Participating Pro e on which you had cataract surgery, including evaluation, fitting,
and follow-up care for

=  One pair of regular eyeglas
specified selection of frames.

determined by your Participating Provider and a frame from a

Note: Refraction exams to determine the need for vision correction and to provide a prescription for eyeglass
lenses are not covered under this “Vision Hardware and Optical Services” section (see the “Benefits”
section).

Vision hardware and optical Services for Members 19 years and older are not covered under the Out-of-
Network benefits.

Vision Hardware and Optical Services Exclusions

= Tow vision aids.

= Non-prescription products (other than eyeglass frames), such as eyeglass holders, eyeglass cases, repair
kits, contact lens cases, contact lens cleaning and wetting solution, and lens protection plans.

= Non-prescription sunglasses.

=  Optometric vision therapy and orthoptics (eye exercises).
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= Plano contact lenses or glasses (non-prescription).

= Professional services for evaluation, fitting, and follow-up care for contact lenses, except that this
exclusion does not apply to contact lenses we cover under “Medically Necessary Contact Lenses” or
“Eyeglasses and Contact Lenses after Cataract Surgery” in this “Vision Hardware and Optical Services”
section.

= Replacement of lost, broken, or damaged lenses or frames.

EXCLUSIONS AND LIMITATIONS

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

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, or (c) court ordered or required for parole or prgbation. This exclusion does not
bstance Use Disorder

ur appearance and will not
does not apply to Medically
> in the “Benefits” section,

Custodial Care. Assistance with activities of dailyfhivi as walking, getting in and out of a bed or chair,
bathing, dressing, eating, using the toilet, and takin icifie) or personal care that can be performed safely

presence of a supervising licensed nurse.

Dental Services. This exclusion do 1ces that are covered under “Limited Dental Services”
in the “Benefits” section.

Designated Blood Donatio
designate, and procureme
imminent use at the time o

, processing, and storage of blood donated by donors whom you
cord blood is covered only when Medically Necessary for the
designated recipient.

Employer Responsibility. Wedo
employer to provide. When we ¢
the employer.

reimburse the employer for any Services that the law requires an
er any of these Services we may recover the Charges for the Services from

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 application on file with the FDA.

* They are provided as part of a Phase I, Phase II, or Phase IV clinical trial, as the experimental or research
arm of a Phase III clinical trial, or in any other manner that is intended to evaluate the safety, toxicity, or
efficacy of the Services.

* They are provided pursuant to a written protocol or other document that lists an evaluation of the
Services’ safety, toxicity, or efficacy as among its objectives.
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* They are subject to the approval or review of an Institutional Review Board (IRB) or other body that
approves or reviews research concerning the safety, toxicity, or efficacy of Services.

= They are provided pursuant to informed consent documents that describe the Services as experimental or
investigational, or in other terms that indicate that the Services are being evaluated for their safety,
toxicity, or efficacy.

* The prevailing opinion among experts as expressed in the published authoritative medical or scientific
literature is that:

e Use of the Services should be substantially confined to research settings, or
o Further research is necessary to determine the safety, toxicity, or efficacy of the Services.

In making determinations whether a Service is experimental or investigational, the following sources of
information will be relied upon exclusively:

=  Your medical records.

= The written protocols and other documents pursuant to which the Seryice has been or will be provided.

sked to execute, to receive

the Service has been or will be provided, and other infor
IRB or similar body.

* The published authoritative medical or scientific lj
injury.

state agency performing similar functio

We consult Medical Group and the
experimental or investigational.

This exclusion does not appl
Trials” in the “Benefits”

Eye Surgery. Radial kerato
for the procedures.

, phot®refractive keratectomy, and refractive surgery, including evaluations

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.
Intermediate Services. Services in an intermediate care facility are excluded.

Low-Vision Aids. This exclusion does not apply to Services that are covered under “Pediatric Vision
Services” in the “Benefits” section.

Non-Medically Necessary Services. Services that are not Medically Necessary.
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Nonreusable Medical Supplies. Nonreusable medical supplies, such as splints, slings, and wound dressing,
including bandages and ace wrap bandages, are limited to those supplied and applied by a licensed health care
provider, while providing a covered Service. Nonreusable medical supplies that a Member purchases or
obtains from another source are excluded.

Optometric Vision Therapy and Orthoptics (Eye Exercises). Services related to optometric vision
therapy and orthoptics (eye exercises) are excluded.

Professional Services for Evaluation, Fitting, and Follow-Up Care for Contact Lenses. This exclusion
does not apply to Services that are covered under “Pediatric Vision Services” or “Vision Hardware and
Optical Services” in the “Benefits” section.

Prosthetic devices for treatment of temporomandibular joint (TM]) conditions.

Services Related to a Non-Covered Service. When a Service is not covered, all Services related to the
non-covered Service are also excluded. However, this exclusion does not apply to Services we would
otherwise cover if they are to treat complications which arise from the non-covered Service and to Medically
Necessary Services for a Member enrolled in and participating in a qualifyige clinical trial if we would typically
cover those Services absent a clinical trial.

Services That are Not Health Care Services, Supplies, or Items.
Medically Necessary applied behavior analysis (ABA) Services. For exa

sion does not apply to

» Teaching manners and etiquette.

» Teaching and support services to develop planning skd ch'as, daily@ctivity planning and project or task
planning.

d ills.

= Jtems and services that increase academic kno,

» Teaching and support services to increase intel
* Academic coaching or tutoring for skil
» Teaching you how to read, whet
* FEducational testing.

» Teaching art, dance, hor ¢, play or swimming.
* Teaching skills for employ tional purposes.
* Vocational training or teaching vo@ational 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 a woman (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
woman receives payment for being a surrogate. See “Surrogacy Arrangements — Traditional and Gestational
Carriers” in the “Reductions” section for information about your obligations to us in connection with a
Surrogacy Arrangement, including your obligations to reimburse us for any Services we cover and to provide
information about anyone who may be financially responsible for Services the baby (or babies) receive.
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Temporomandibular Joint (TM]) Disorder Services.

Travel and Lodging. Transportation or living expenses for any person, including the patient, are limited to
travel and lodging expenses needed for Member to receive covered Services at Non-Participating Facilities,
subject to Utilization Review by Company using criteria developed by Medical Group and approved by
Company.

Travel Immunizations. Travel-related immunizations for yellow fever, typhoid, and Japanese encephalitis.

Weight Control or Obesity Services. Bariatric surgery, gastric stapling, gastric bypass, gastric bands, switch
duodenal, biliopancreatic diversion, weight loss programs, and any other Service for obesity or weight control,
even if one of the purposes of the Service is to treat other medical conditions related to, caused by, or
complicated by obesity. This exclusion does not apply to Services that are covered under “Preventive Care
Services” in the “Benefits” section.

REDUCTIONS

Coordination of Benefits

The Coordination of Benefits (COB) provision applies when a perso
than one Plan. Plan is defined below.

carc coverage under more

The order of benefit determination rules governs the order in grhich each pay a claim for benefits.
enefits in accordance with its

policy terms without regard to the possibility that anot 2 ome expenses. The Plan that pays

after the Primary Plan is the Secondary Plan. The Secgfid uce the benefits it pays so that
payments from all Plans do not exceed 100 perceng ot the Allowable expense.

Definitions

A. A Plan is any of the following that pr ervices for medical or dental care or treatment. If

separate contracts are used to provide co
contracts are considered parts of¢fhe

coverage (whether j
such as skilled nurs ;

and group and individual ins
cost of dental care.

nce contracts and subscriber contracts that pay or reimburse for the

(2) Plan does not include: independent, non-coordinated hospital indemnity coverage or other fixed
indemnity coverage; accident only coverage; specified disease or specified accident coverage; school
accident type coverage; benefits for non-medical components of group long-term care policies;
Medicare supplement policies; Medicaid policies; or coverage under other federal governmental Plans,
unless permitted by law.

Each contract for coverage under (1) or (2) 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.

B. This Plan means, in a COB provision, 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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C. 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, it determines payment for its benefits first before those of any other Plan
without considering any other Plan’s benefits. When This Plan is secondary, it determines its benefits
after those of another Plan and may reduce the benefits it pays so that all Plan benefits do not exceed 100
percent of the total Allowable expense.

D. Allowable expense is a health care expense, including deductibles, coinsurance, and copayments, that is
covered at least in part by any Plan covering the person. When a Plan provides benefits in the form of
Services, the reasonable cash value of each service will be considered an Allowable expense and a benefit
paid. An expense that is not covered by any Plan covering the person is not an Allowable expense. In
addition, any expense that a provider by law or in accordance with a contractual agreement is prohibited
from charging a covered person is not an Allowable expense.

The following are examples of expenses that are not Allowable expenses:

(1) The difference between the cost of a semi-private hospital room a
Allowable expense, unless one of the Plans provides coverage f

a private hospital room is not an
rivate hospital room expenses.

(2) If a person is covered by two or more Plans that compute th
and customary fees or relative value schedule reimbursement m
reimbursement methodology, any amount in excess o
specific benefit is not an Allowable expense.

(3) If a person is covered by two or more Plans tha

(4) If a person is covered by one Plan that ca
customary fees or relative value schedule re
methodology and another Plan tha ides
the Primary Plan’s payment arrange

provider has contracted with Plan to provide the benefit or service for a specific
negotiated fee or payment am! L erent than the Primary Plan’s payment arrangement and
if the provider’s contr e negotiated fee or payment shall be the Allowable expense used
by the Secondary P

(5) The amount of an
comply with the Plan provisi
provisions include seco
arrangements.

s is not an Allowable expense. Examples of these types of Plan
rgical opinions, precertification of admissions, and preferred provider

E. Closed panel Plan is a Plan that provides health care benefits to covered persons primarily in the form of
services through a panel of providers that have contracted with or are employed by the Plan, and that
excludes coverage for services provided by other providers, except in cases of emergency or referral by a
panel member.

F. Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is
the parent with whom the child resides more than one half of the calendar year excluding any temporary
visitation.

Order of Benefit Determination Rules

When a person is covered by two or more Plans, the rules for determining the order of benefit payments are
as follows:

A. The Primary Plan pays or provides its benefits according to its terms of coverage and without regard to
the benefits of under any other Plan.
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B. (1) Except as provided in Paragraph (2), a Plan that does not contain a coordination of benefits provision
that is consistent with this regulation is always primary unless the provisions of both Plans state that
the complying Plan is primary.

(2) 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 shall be excess to any
other parts of the Plan provided by the contract holder. Examples of these types of situations are
major medical coverages that are superimposed over base plan hospital and surgical benefits, and
insurance type coverages that are written in connection with a Closed panel Plan to provide
out-of-network benefits.

C. 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.

D. Each Plan determines its order of benefits using the first of the following rules that apply:

(1) Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for
example as an employee, member, subscriber or retiree is the Primary Plan and the Plan that covers
the person as a dependent is the Secondary Plan. However, if thegd€rson is a Medicare beneficiary

o the person as a dependent;

a retired employee); then

employee, member, subscriber or retiree is the Secon ther Plan is the Primary plan.

(2) Dependent child covered under more than one P,
when a dependent child is covered by more t 2 er of benefits is determined as
follows:

(a) For a dependent child whose parents rfied or are living together, whether or not they have
ever been married:

(i)  The Plan of the parent i s earlier in the calendar year is the Primary Plan;
or

(i) If both parents ha
the Primary Plan.

(b) For a depend
not they have

day, the Plan that has covered the parent the longest is

child whos@ parents are divorced or separated or not living together, whether or

rfed:

es that one of the parents is responsible for the dependent child’s

ses or health care coverage and the Plan of that parent has actual
knowledge of those terms, that Plan is primary. This rule applies to plan years commencing
after the Plan is given notice of the court decree;

(i) Ifa court decgee
health care ex

(i) If a court decree states that both parents are responsible for the dependent child’s health
care expenses or health care coverage, the provisions of subparagraph (a) above shall
determine the order of benefits;

(i) If a court decree states that the parents have joint custody without specifying that one
parent has responsibility for the health care expenses or health care coverage of the
dependent child, the provisions of subparagraph (a) above shall determine the order of
benefits; or

(iv) 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;
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3. The Plan covering the non-custodial parent; and then
4. 'The Plan covering the spouse of the non-custodial parent.

(c) For a dependent child covered under more than one Plan of individuals who are not the parents
of the child, the provisions of subparagraph (a) or (b) above shall determine the order of benefits
as if those individuals were the parents of the child.

(d) For a dependent child:

(i)  Who has coverage under either or both parents’ plans and also has coverage as a dependent
under a spouse’s plan, the rule in paragraph (5) applies.

(i) In the event the dependent child’s coverage under the spouse’s plan began on the same
date as the dependent child’s coverage under either or both parents’ plans, the order of
benefits shall be determined by applying the birthday rule in subparagraph (a) to the
dependent child’s parent and the dependent’s spouse.

(3) 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 Primagy Plan. The Plan covering that
same person as a retired or laid-off employee is the Secondary Pldfi. The same would hold true if a
person is a dependent of an active employee and that same pgfSon is @dependent of a retired or laid-
off employee. If the other Plan does not have this rule, and as ans do not agree on the
order of benefits, this rule is ignored. This rule does not apply if eled D(1) can determine
the order of benefits.

(4) COBRA or state continuation coverage. If a per
or under a right of continuation provided by
the Plan covering the person as an employ,

is provided pursuant to COBRA
g I law is covered under another Plan,
e, Membér, subscriber or retiree or covering the person as

Chiber etiree is the Primary Plan and the COBRA or

state or other federal continuation coveragd ndary Plan. If the other Plan does not have
this rule, and as a result, the Plans s e order of benefits, this rule is ignored. This rule
does not apply if the rule labeled D at ine the order of benefits.

(5) Longer or shorter length of §ovemage. The@Plan that covered the person as an employee, member,

subscriber or retiree longer is g 3 lan and the Plan that covered the person the shorter
petiod of time is the

(6) If the preceding r
ng the definition of Plan. In addition, This Plan will not pay more
een the Primary Plan.

Effect on the Benefits of This Plan

A. When This Plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all
Plans during a Plan year are not more than the total Allowable expenses. In determining the amount to be
paid for any claim, the Secondary Plan will calculate the benefits it would have paid in the absence of
other health care coverage and apply that calculated amount to any Allowable expense under its Plan that
is unpaid by the Primary Plan. The Secondary Plan may then reduce its payment by the 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 do not exceed the total Allowable expense for that claim. In addition, the Secondary Plan
shall credit to its Plan deductible any amounts it would have credited to its deductible in the absence of
other health care coverage.

B. Ifacovered person is enrolled in two or more Closed panel Plans and if, for any reason, including the
provision of service by a non-panel provider, benefits are not payable by one Closed panel Plan, COB
shall not apply between that Plan and other Closed panel Plans.
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Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules and to determine
benefits payable under This Plan and other Plans. We may get the facts we need from or give them to other
organizations or persons for the purpose of applying these rules and determining benefits payable under This
Plan and other Plans covering the person claiming benefits. We need not tell, or get 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

A payment made under another Plan may include an amount that should have been paid under This Plan. If it
does, it may pay that amount to the organization that made that payment. That amount will then be treated as
though it were a benefit paid under This Plan. This Plan will not have to pay that amount again. The term
“payment made” includes providing benefits in the form of services, in which case “payment made” means
the reasonable cash value of the benefits provided in the form of services.

Right of Recovery

If the amount of the payments made by This Plan is more than it should?have paid under this COB provision,

other Group coverage and the bene

Injuries or llinesses g 0 be Caused by Other Parties or Covered by
No-Fault Insuranc

This “Injuries or Illnesses to b@ Caused by Other Parties or Covered by No-Fault Insurance” section
applies if you receive covered Sgrvicg'tor 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.

For purposes of this section, “no-fault insurance” means a type of insurance policy that covers your medical
expenses for injury or illness due to an accident, regardless of who caused the accident.

Subject to applicable law, if you obtain a settlement, award, or judgment from or on behalf of another party
or insurer, or a payment under a no-fault insurance provision, you must ensure we are reimbursed for covered
Services that you receive for the injury or illness. This “Injuries or Illnesses Alleged to be Caused by Other
Parties or Covered by No-Fault Insurance” section does not affect your obligation to pay any applicable
Deductible, Copayment, or Coinsurance for these covered Services. The amount of reimbursement due to the
Plan is not limited by or subject to the Out-of-Pocket Maximum provision.

If you do not recover anything from or on behalf of the other party, or no-fault insurance, then you are
responsible only for any applicable Deductible, Copayment, or Coinsurance payments.
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To the extent permitted by law, we have the option of becoming subrogated to all claims, causes of action,
and other rights you may have against another party or an insurer, government program, or other source of
coverage for monetary damages, compensation, or indemnification on account of the injury or illness
allegedly caused by another party. We will be so subrogated as of the time we mail or deliver a written notice
of our exercise of this option to you or your attorney, but we will be subrogated only to the extent of the total
Charges for the relevant covered Services.

To secure our rights, we will have a lien on the proceeds of any judgment, award, or settlement you or we
(when we subrogate) obtain against another party, regardless of how those proceeds may be characterized or
designated. Subject to applicable law, the proceeds of any judgment, award, or settlement that you or we
obtain shall first be applied to satisfy our lien, regardless of whether the total amount of the proceeds is less
than the actual losses and damages you incurred.

Within 30 days after submitting or filing a claim or legal action against another party, or any insurer, you must
send written notice of the claim or legal action to us at:

Equian, LLC

Attn: Subrogation Operations
P.O. Box 36380

Louisville, KY 40233

Fax: 502-214-1291

In order for us to determine the existence of any rights we m
complete and send to us all consents, releases, trust agreepa

ty those rights, you must
ns, assignments, and other

ave and to

In addition to the rights set forth abd
rights of sections 742.520 — 742.544,

ement recovered shall be subject to our liens and other rights to
the same extent as if you ha

our liens and other rights.

Surrogacy Arrangements — Traditional and Gestational Carriers

If you enter into a Surrogacy Arrangement, whether traditional or gestational, you must ensure we are
reimbursed for covered Services you receive related to conception, pregnancy, delivery, or postpartum care in
connection with that arrangement (“Surrogacy Health Services”), except that the amount we collect will not
exceed the payments or other compensation you and any other payee are entitled to receive under the
Surrogacy Arrangement. A “Surrogacy Arrangement” is one in which a woman 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 woman receives payment for being a surrogate.

This section applies to any person who is impregnated by artificial insemination, intrauterine insemination, in
vitro fertilization or through the surgical implantation of a fertilized egg of another person and includes both
traditional surrogacy and gestational carriers. Note: This “Surrogacy Arrangements — Traditional and
Gestational Carriers” section does not affect your obligation to pay any applicable Deductible, Copayments,
and Coinsurance, or other amounts you are required to pay for these Services. After you surrender a baby to
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the legal parents, you are not obligated to pay Charges for any Services that the baby receives (the legal
parents are financially responsible for any Services that the baby receives).

By accepting Surrogacy Health Services, you automatically assign to us your right to receive payments that are
payable to you or any other payee under the Surrogacy Arrangement, regardless of whether those payments
are characterized as being for medical expenses. To secure our rights, we will also have a lien on those
payments and on any escrow account, trust, or any other account that holds those payments. Those payments
(and amounts in any escrow account, trust, or other account that holds those payments) shall first be applied
to satisty our lien. The assighment 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 an
financially responsible for Services the baby (or babies) receive, inc
numbers for any health insurance that will cover Services that th

ny other parties who are
ng names, addresses, and telephone
abies) receive

= A signed copy of any contracts and other documents explaining the
= Any other information we request in order to satisfy our ri
You must send this information to:

Surrogacy Other Party Liability Supervisor

Equian

P.O. Box 36380

Louisville, KY 40233-6380

Fax: 1-502-214-1137
Phone: 1-800-552-8314

s, authorizations, lien forms, and other documents that
¢ the existence of any rights we may have under this “Surrogacy
1a] Carriers” section and to satisfy those rights. You may not agree
this “Surrogacy Arrangements — Traditional and Gestational
ten consent.

are reasonably necessary for
Arrangements — Tradition
to waive, release, or reduc
Carriers” section without our priot,

If your estate, parent, guardian, onservator 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.

Workers’ Compensation or Employer’s Liability

If you suffer from an injury or illness that is compensable under a workers’ compensation or employer’s
liability law, we will provide Services even if it is unclear whether you are entitled to a payment or settlement
under the law. You have an obligation to reimburse us to the extent of a payment or any other benefit,
including any amount you receive as a settlement under the law.

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

Important Information for Members Whose Benefit Plans are Subject to ERISA.

The Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that regulates employee
benefits, including the claim and appeal procedures for benefit Plans offered by certain employers. If an
employer’s benefit Plan is subject to ERISA, each time you request Services that must be approved before the
Service is provided, you are filing a “pre-service claim” for benefits. You are filing a “post-service claim”
when you ask us to pay for or cover Services that have already been received. You must follow our procedure
for filing claims, and we must follow certain rules established by ERISA for responding to claims.

Terms We Use in this Section

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

= A claim is a request for us to:

e Provide or pay for a Service that you have not received (pre-servicggclaim);

e Continue to provide or pay for a Service that you are currentl (concurrent care claim); or
e Pay for a Service that you have already received (post-service ¢

= An adverse benefit determination is our denial, reduction,
refusal to provide or to make a payment in whole or in

e Rescission or cancellation of a policy;

e Imposition of a preexisting condition excl
benefit limit or other limitation on i

e Determination that a Service is expe investigational or not Medically Necessary or

appropriate;

e Determination that a course o : atment that a Member is undergoing is an active course of
treatment for purpos of care; or

e Denial, in whole offin pa uest for prior authorization, a request for an exception to step

therapy or a reques
subject to Ultilization R

= A grievance is communication expressing dissatisfaction with an adverse benefit determination, without
specifically declining any right to appeal or review, that is:

e In writing, for an internal appeal or an external review;
e In writing or orally for an expedited response or an expedited external review; or
e A complaint regarding the:

e Availability, delivery, or quality of a Service;

e C(Claims payment, handling or reimbursement for Services and, unless a request for an internal
appeal has not been submitted, the complaint is not disputing an adverse benefit determination; or

e Matters pertaining to the contractual relationship between the Member and Company.

= An internal appeal is a request for us to review our initial adverse benefit determination.
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Member Satisfaction 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 Participating Provider or another member of
your health care team. If you are not satisfied with your Participating Provider, you may request another.
Contact Customer Service for assistance. You always have the right to a second opinion from a qualified
Participating Provider at the applicable Cost Share.

If you are not satisfied with the Services received at a particular medical office, or if you have a concern about
the personnel or some other matter relating to Services and wish to file a complaint, you may do so by
following one of the procedures listed below.

» Contact the administrative office in the Participating Facility where you are having the problem.
= Call Customer Service at 866-616-0047; 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 confidential manner.

After you notify us of a complaint, this is what happens:
* A representative reviews the complaint and cond ayestigati®n, verifying all the relevant facts.

= The representative or a Participating Provide e facts and makes a recommendation for

corrective action, if any.

*  When you file a complaint, we will res lendar days.

We want you to be satisfied with our
satisfaction procedure gives us the o
expectations and your health care nee

nd Participating Providers. Using this Member
rrect any problems that keep us from meeting your
dissatisfied for any reason, please let us know.

Language and Tr sistance

If we send you grievance o
language assistance (oral translag ou may request language assistance with your claim and/or appeal by
calling 1-800-813-2000. 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 Customer Service for information about how to appoint a representative.
You must pay the cost of anyone you hire to represent or help you.
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Help with Your Claim and/or Appeal

While you are encouraged to use our appeal procedures, you have the right to file a complaint or seek other
assistance from the Consumer Advocacy Section of the Division of Financial Regulation. Contact them by
mail, e-mail, telephone, fax, or online at:

Department of Consumer and Business Services

Division of Financial Regulation

Consumer Advocacy Section

P.O. Box 14480

Salem, OR 97309-0405

E-mail: DFR.InsuranceHelp@oregon.gov

Phone: 503-947-7984

Toll Free: 1-888-877-4894

Fax: 503-378-4351

https://dfr.oregon.gov/help/complaints-licenses /Pages/file-complaint.aspx

Reviewing Information Regarding Your Claim

If you want to review the information that we have collected regardi
will provide without charge, copies of all relevant documents, records,

complete medical necessity criteria, benefit provisions, guideliges, or prot ed to make a denial
determination. You also have the right to request any diagnosis@ad treatmen®codes and their meanings that
are the subject of your claim. To make a request, you sh t er Service

Providing Additional Information Re g Your Claim

When you appeal, you may send us additional info i luding comments, documents, and additional
medical records that you believe support your claim asked for additional information and you did not
i im, then you may still send us the additional
information so that we may include it as part w of your appeal. Please send or fax all additional
information to:

Kaiser Foundation Health Plan o
Member Relations Dep t
500 NE Multnomah St§)/Suit
Portland, OR 97232-2

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 Relations at 503-813-4480.

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.
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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 experts to help us review them.

There are several types of claims, and each has a different procedure described below for sending your claim
and appeal to us as described in this “Internal Claims and Appeals Procedures” section:

* Pre-service claims (urgent and non-urgent)

= Concurrent care claims (urgent and non-urgent)

= Post-service claims

If you miss a deadline for making a claim or appeal, we

Except when simultaneous external review can occur
appeal), you must exhaust the internal claims and
external review.

paay «
@ e-service appeal and urgent concurrent

ea ocedures described below before initiating an

Pre-service Claims and Appeals

Pre-service claims are requests that we provi
receive authorization before receivin
be the basis for our denial of your pre
the Services you are requesti
post-service claim or appe
service claims or appeals,

r a Service that you have not yet received. Failure to
must be authorized in order to be a covered benefit may
or a post-service claim for payment. If you receive any of
ake our decision, your pre-service claim or appeal will become a
those Services. If you have any general questions about pre-

er Service.

Here are the procedures for fili n-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

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

Kaiser Foundation Health Plan of the Northwest
Customer Service

500 NE Multnomah St., Suite 100

Portland, OR 97232-2099

Phone: 1-800-813-2000
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https://healthy.kaiserpermanente.org/oregon-washington/support

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, or other health care Services if you
have received Emergency Services but have not been discharged from a facility.

e We will review your claim and, if we have all the information we need, we will make a decision within
a reasonable period of time, but no later than two business days after we receive your claim.

We may extend the time for making a decision for an additional 15 calendar days if circumstances
beyond our control delay our decision, if we notify you prior to the expiration of the initial decision

period.

If more information is needed to make a decision, we will ask yo
within two business days after we receive your claim, and we wi
the information.

r the information in writing
u 15 calendar days to send

We will make a decision and send notification within two busines
of information (including documents) we requested.

r we receive the first piece

We encourage you to send all the requested info ati@ne tie, so that we will be able to

consider it all when we make our decision.

If we do not receive any of the requested i
after we send our request, we will make a
calendar days following the date th

(including documents) within 15 calendar days
d on the information we have no later than 15
rmation was requested.

If we notify you of our decision ora
business days after the oral i i

nd you written confirmation no later than two

e We will send written notice o to you and, if applicable, to your provider.

Urgent Pre-service Clai

e If your pre-service
or in writing within a timefra
days after we receive y

ered on an urgent basis, we will notify you of our decision orally
appropriate to your clinical condition, but no later than two business

e We may extend the time for making a decision for an additional 15 calendar days if circumstances
beyond our control delay our decision, if we notify you prior to the expiration of the initial decision

period.

e If more information is needed to make a decision, we will ask you for the information in writing
within 2 business days after we receive your claim, and we will give you 15 calendar days to send the
information.

e We will make a decision and send notification within two business days after we receive the first piece
of information (including documents) we requested.

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

e If we do not receive any of the requested information (including documents) within 15 calendar days
after we send our request, we will make a decision based on the information we have no later than 15
calendar days following the date the additional information was requested.
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If we notify you of our decision orally, we will send you written confirmation no later than two
business 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.

Non-Urgent Pre-service Appeal

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

(1) Your name and health 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 appéal. You must mail or fax your appeal
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

e We will acknowledge your appeal in writi ithififive calendar days after we receive it.

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

tiof¥televant to your appeal without deferring to

e We will review your appeal a
your appeal.

n decision within 30 calendar days after we receive

e If we deny your appe enefit determination notice will tell you why we denied your

regarding any further process, including external review, which

Urgent Pre-service Appea

e Tell us that you want to urgently appeal our adverse benefit determination regarding your pre-service
claim. Please include the following:

(1) Your name and health 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.
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Your request and the supporting documents constitute your appeal. You must mail, call, or fax your
appeal to us at:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 NE Multnomah St., Suite 100

Portland, OR 97232-2099

Phone: 503-813-4480

Fax: 1-855-347-7239

¢ 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. 1 ine that your appeal is not
urgent, we will treat your appeal as non-urgent. Generally, an urgeat only if using the

procedure for non-urgent appeals (a) could seriously jeopardize
a fetus, or your ability to regain maximum function;
knowledge of your medical condition, subject you to

, nued stay, or other health care

as urgent; or (d) involves a request concerning
i ave not been discharged from a facility.

Services if you have received Emergency

e We will fully and fairly review all available 1
prior decisions.

elevant to your appeal without deferring to

decision orally, we will send y@ nfirmation within three calendar days after the oral
notification.

e If we deny your appeal, o
appeal and will incl ormation regarding any further process, including external review, which
may be available to you.

Concurrent Care Claims and Appeals

Concurrent care claims are requests that Company continues to provide, or pay for, an ongoing course of
covered treatment to be provided over a period of time or number of treatments, when the course of
treatment already being received is scheduled to end. If you have any general questions about concurrent care
claims or appeals, please call Customer Service.

Unless you are appealing an urgent care claim, if we either (a) deny your request to extend your current
authorized ongoing care (your concurrent care claim) or (b) inform you that authorized care that you are
currently receiving is going to end early and you appeal our adverse benefit determination at least 24 hours
before your ongoing course of covered 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 may have to pay for the Services that we decide are not covered.
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Here are the procedures for filing a non-urgent concurrent care claim, an urgent concurrent care claim, a non-
urgent concurrent care appeal, and an urgent concurrent care appeal:

Non-Urgent Concurrent Care Claim

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 mail, call, or fax
your claim to us at:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 NE Multnomah St., Suite 100

Portland, OR 97232-2099

Phone: 1-800-813-2000

Fax: 1-855-347-7239

tact us at least 24 hours before
ncurrent claim on an urgent basis.

If you want us to consider your claim on an urgent basis and you ¢
your authorized care ends, you may request that we review your

your ability to regain maximum function; (b) would, in ini physician with knowledge of
your medical condition, subject you to severe paig
Services you are requesting; (c) your attendin
or (d) involves a request concerning admissio

a reasonable period of time.

If you submitted your claim
decision before your authori

fore your authorized care is ending, we will make our
ends.

If your authorized car ¢ you submitted your claim, we will make our decision, but no

receive your claim.

beyond our control delay ougddecision, if we send you notice before the initial decision period ends.

If more information is needed to make a decision, we will ask you for the information in writing
before the initial decision period ends, and we will give you until your care is ending or, if your care
has ended, 45 calendar days to send us the information.

We will make our decision as soon as possible, if your care has not ended, or within 15 calendar days
after we first receive any information (including documents) we requested.

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

If we do not receive any of the requested information (including documents) within the stated
timeframe after we send our request, we will make a decision based on the information we have
within the appropriate timeframe, not to exceed 15 calendar days following the end of the timeframe
we gave you for sending the additional information.

We will send written notice of our decision to you and, if applicable, to your provider.
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Urgent Concurrent Care Claim

e If we consider your concurrent care claim on an urgent basis, we will notify you of our decision orally
or in writing as soon as your clinical condition requires, but no later than 24 hours after we received
your claim. If we notify you of our decision orally, we will send you written confirmation within three
calendar days after the oral notification.

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

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

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

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.

Non-Urgent Concurrent Care Appeal

notice, you must tell us
e include the following:

e Within 180 calendar days after you receive our adverse benefit
in writing that you want to appeal our adverse benefit determinati

(1) Your name and health record number;
(2) Your medical condition or relevant sympto,

(3) The ongoing course of covered treatmeft t want to continue or extend;

(4) All of the reasons why you disagree wit e benefit determination; and

(5) All supporting documents.

Your request and all supportigg docu titute your appeal. You must either mail or fax your

appeal to us at:

Kaiser Foundation He Pla e Northwest
Member Relations
500 NE Multnomal St,
Portland, OR 972327

Fax: 1-855-347-7239

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 as soon as possible if your care has not
ended but no later than 30 calendar days after we receive your appeal.

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.

Urgent Concurrent Care Appeal

e Tell us that you want to urgently appeal our adverse benefit determination regarding your urgent
concurrent claim. Please include the following:

(1) Your name and health record number;

(2) Your medical condition or relevant symptoms;
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(3) The ongoing course of covered treatment that you want to continue or extend,;
(4) All of the reasons why you disagree with our adverse benefit determination; and

(5) All supporting documents.

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

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 NE Multnomah St., Suite 100

Portland, OR 97232-2099

Phone: 503-813-4480

Fax: 1-855-347-7239

When you send your appeal, you may also request simultaneous external review of our 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 concurredfcare claim qualifies as urgent. If
u may be able to request

external review after we make our decision regarding your ap
“Grievances, Claims, Appeals, and External Review” section).

We will decide whether your appeal is urgent or non- . mine that your appeal is not
urgent, we will treat your appeal as non-urgent. Genena is urgent only if using the
procedure for non-urgent appeals (a) could seti ur life or health, the life or health of
a fetus, or your ability to regain maximum funegio would, 1n the opinion of a physician with
knowledge of your medical condition, su ) severe pain that cannot be adequately managed
without the Services you are requesting; (c) cding provider requests that your claim be treated
as urgent; or (d) involves a request erni issions, continued stay, or other health care
Services if you have received Emerg s but have not been discharged from a facility.

prior decisions.

We will review your and @Btify you of our decision orally or in writing as soon as your clinical
condition requires, But no than 72 hours after we receive your appeal. If we notify you of our
decision orally, we d you a‘written confirmation within three calendar days after the oral
notification.

If we deny your appeal, our adverse benefit determination notice will tell you why we denied your
appeal and will include information about any further process, including external review, that 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
Customer Service.

Here are the procedures for filing a post-service claim and a post-service appeal:

Post-service Claim

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;
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(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 Customer Service to
obtain a claim form. You must mail your claim to the Claims Department at:

Kaiser Permanente

National Claims Administration - Northwest
PO Box 370050

Denver, CO 80237-9998

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

e We will review your claim, and if we have all the information we , we will send you a written

decision within 30 calendar days after we receive your claim.

We may extend the time for making a decision for an addition
beyond our control delay our decision, if we notify you within 3
claim.

before the initial decision period ends, and we
information.

If more information is needed to make a decision ::i i

We will make a decision within 15 calenda
(including documents) we requeste

If we do not receive any of the i ormatlon (1nclud1ng documents) within 45 calendar days
after we send our re

calendar days follo d afithe 45 calendar day period.

e If we deny your clai
determination notice wi

ot pay for all the Services you requested), our adverse benefit
u 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 that
you want to appeal our denial of your post-service claim. Please include the following:

(1) Your name and health 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

(5) All supporting documents.
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Your request and the supporting documents constitute your appeal. You must either mail or fax your
appeal 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

e We will acknowledge your appeal in writing within five calendar days 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 30 calendar days after we receive
your appeal.

e If we deny your appeal, our adverse benefit determination will tell you why we denied your appeal and
will include information regarding any further process, including exfernal review, that may be available
to you.

b

External Review

If you are dissatisfied with our final adverse benefit dete
external review. For example, you have the right to reque
based on any of the following:

= Relies on medical judgment, including but not lim
setting, level of care, or that the requested Se i
evidence-based medical criteria.

of treatment for purposes of continuity of care
rminated.

*  Whether a course or plan of treatment
when a Participating Providet’s contract

*  Whether an exception to the pre rmulary or step therapy prescribing criteria should be
granted.

= Concludes that parity e

(mental health and/or isorder) benefits.

= Involves consideration of whethgfAve are complying with federal law requirements regarding balance
(surptise) billing and/or cos ring protections pursuant to the No Surprises Act (Public Health Service
Act sections 2799A-1 and 2799A-2 and 45 C.F.R. §§149.110 --149.130).

= Involves a decision related to rescission of your coverage.

You must exhaust our internal claims and appeals procedure for your claim before you may request external
review unless one of the following is true:

» External review is permitted to occur simultaneously with your urgent pre-service appeal or urgent
concurrent care appeal;

*  Your request qualifies for expedited external review;
* We have failed to comply with federal requirements regarding our claims and appeals procedures.

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
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the independent review organization (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.

Within 180 calendar days after the date of our appeal denial letter you must send your request for external
review to Member Relations in writing (via mail, fax, or online through our website at kp.org). If you wish to
mail or fax your 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

You must provide us with a signed waiver form that enables us to disclose your protected health
information, including pertinent medical records, to the IRO that will evaluate your request. The
“Authorization for Kaiser Permanente to Use/Disclose Protected Health Information” form is also available
at info.kaiserpermanente.org/northwest/roi/forms.html.

The appeal denial letter that we send to you explains the external reviewgpfocess and how you may obtain the
Oregon Department of

ithin two business days
e of the nationally
accredited IROs contracted by DCBS no later than the next b e director receives your

request for external review from us.

Within two business days of receiving notice of your
IRO they selected along with more information a
selected, and within five business days after receiv
documents and information we considered in maki

receipt of your request for external review, we will
days of receiving your request for external review,
n where to send it. Unless your external review is

If we do not have the required signed waive
send you a waiver form and a letter wathi

must consider when conductin ternal review. The IRO will forward to us any additional information
you submit within one business day of receipt. We may also forward additional information directly to the
IRO. The IRO will have one business day after receiving the additional information to forward that
information to you.

Unless your external review is expedited, the IRO will issue a decision within 30 calendar days after the date
when we receive your request for external review. The IRO will notify you and us of its decision no later than
five calendar days after the decision is issued.

You may also contact DCBS directly to request an external review. If DCBS receives a request for external
review directly from you, they will notify us of your request no later than the next business day. Upon receipt
of your request from DCBS, we will follow the process described above. You may contact the Oregon DCBS
by mail, e-mail, telephone, or online at:
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Department of Consumer and Business Services
Division of Financial Regulation

Consumer Advocacy Section

P.O. Box 14480

Salem, OR 97309-0405

E-mail: DFR.InsuranceHelp@oregon.gov

Phone: 503-947-7984

Toll Free: 1-888-877-4894

https:/ /dft.oregon.gov/help/Pages/index.aspx

Expedited External Review
We shall expedite the external review:

= If the adverse benefit determination concerns an admission, the availability of care, a continued stay or a
health care Service for a medical condition for which the enrollee received Emergency Services and has
not been discharged from a health care facility; or

= If a provider you have an established relationship with certifies in wgifthg and provides supporting

managed without the Services you are requesting; (c) your r requests that your claim be
treated as urgent; or (d) involves a request concerning )| ued stay, or other health care

and appeals procedures, and if applicable, Y
the Employee Retirement Income Security , you may file a civil action under section 502(a) of
the federal ERISA statute. To undersfand ts, you should check with your benefits office or contact
the Employee Benefits Security Ad at patt of the U.S. Department of Labor) at

1-866-444-EBSA (3272). Alternati
government plans and chu
court.

TERMINATION OF EMENT

If the Agreement terminates and Group does not replace this coverage with another Plan, Company will give
Group written notice of termination no later than 10 working days after the termination date and will explain
the rights of Members regarding continuation of coverage as provided by federal and state law.

TERMINATION OF MEMBERSHIP

If your membership terminates, all rights to benefits end at 11:59 p.m. PT on the termination date. In
addition, Dependents’ memberships end at the same time the Subscribers’ membership ends.

plans or alllindividual plans), you may have a right to request review in state

You will be billed as a non-member for any Services you receive after your membership terminates. Company
and Participating Providers and Participating Facilities have no further liability or responsibility under this
EOC after your membership terminates.

Termination During Confinement in a Hospital

If you are hospitalized on the date when your membership terminates, we will continue to cover otherwise
covered Services in that hospital if all of the following conditions are met:
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* The coverage under this EOC'is being immediately replaced by another insured group health insurance
policy.

= You are an inpatient receiving covered Services on the date your membership ends.

* You must continue to pay any applicable Cost Share.

Your coverage under this provision continues until the earlier of:

* Your discharge from the hospital or

= Your exhaustion of hospital benefits under this EOC.

Termination Due to Loss of Eligibility

You and your Dependents must remain eligible to maintain your Group coverage. You must immediately
report to your Group any changes in eligibility status, such as a Spouse’s loss of eligibility due to divorce or a
Dependent child who has reached the Dependent Limiting Age. If you no longer meet the eligibility
requirements described in this EOC, please confirm with your Group’s benefits administrator when your
membership will end.

Termination for Cause

Company, or a Participating Provider, we may terminate your
sendmg written notice, including the specific reason for tesm

= Intentionally misusing a Company 1D
pretending to be you).

= Giving us incorrect or incomple

= Tailing to notify us of changes in
benefits.

We may report fraud and

= Refund any amounts we owe your Group 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 to you.

If your coverage is terminated for any of the above reasons, you have the right to file an appeal. For more
information, please contact Customer Service.

Termination of Your Group’s Agreement With Us

If your Group’s Agreement with us terminates for any reason, your membership ends on the same date. We
require the Group to notify Subscribers in writing if the Agreement with us terminates.

Termination of Certain Types of Health Benefit Plans by Us

We may terminate a particular Plan or all Plans offered in the group market as permitted by law. If we
discontinue offering a particular Plan in the group market, we will terminate the particular Plan upon 90 days
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prior written notice to you. If we discontinue offering all Plans in the group market, we may terminate the
Agreement upon 180 days prior written notice to you.

CONTINUATION OF MEMBERSHIP
Strike, Lock-Out, or Other Labor Disputes

If your compensation is suspended directly or indirectly as a result of a strike, lock-out, or other labor dispute,
you may continue membership under this EOC by paying Premium for yourself and eligible Dependents
directly to the Group for up to six months. If the Group’s coverage is terminated by Company, reinstatement
with Company is subject to all terms and conditions of your Group’s Agreement with Company. When your
Group continuation coverage under this EOC stops, you and your Dependents may be eligible to purchase an
individual plan offered by Company.

lliness, Temporary Plant Shut Down, or Leave of Absence

If you are off work due to illness, temporary plant shutdown, or other leavg of absence authorized by your
Group, you may make arrangements to make monthly payments througlyour Group for up to 12 weeks.
The 12-week period may be extended by advance arrangements confj it1
12-week period is exhausted, you may also be eligible to convert to an
to an Individual Plan” section.)

Continuation of Group Coverage unde ns ated Omnibus
Budget Reconciliation Act (COBRA)

You may be able to continue your coverage under, r a limited time after you would otherwise lose

lies to most employees (and most of their

covered dependents) of most employers with 20 or mployees (however, it does not apply to church
plans as defined by federal law). Please co or details about COBRA continuation coverage,
such as how to elect coverage and how much ay your Group for the coverage.

if the Member is on a leave of absence and continuation of
mandated family or medical leave act or law, as amended.

State Continuation Cove
Spouses 55 or Older

If your Group has 20 or more employees, you and your Dependents may be able to continue your coverage
under this EOC through your Group if you meet all of the following criteria:

e for Surviving, Divorced, or Separated

= You are the Subscriber’s Spouse.

* You are age 55 or older.

*  The Subscriber died, or you divorced or are legally separated from the Subscriber.
* You are not eligible for Medicare.

To continue coverage, you must notify Customer Service in writing within 60 days after legal separation or
divorce, or the Group must notify us in writing within 30 days after the death of the Subscriber. Within 14
days after we receive the notice, we will send you an election form, payment information, and instructions for
electing continuation coverage. You must return the completed election form no later than 60 days after the
date we mailed it to you.
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The first Premium payment must be paid within 45 days of your coverage election date. Your right to
continue coverage as a surviving, separated, or divorced Spouse will end upon the earliest of the following
events:

* You fail to pay your Premium.

» The Group’s Agreement with us terminates.

*  You become covered under another group health coverage.
* You, as a separated or divorced Spouse, remarry.

* You become eligible for Medicare.

State Continuation Coverage for Non-COBRA Groups

You may be able to continue coverage under this EOC for up to nine months if all of the following
requirements are met:

*  Your Group is not subject to COBRA law.

= The Subscriber in your Family was covered continuously under thi ring the three-month period
ending on the date of the qualifying event.

*  You were covered under this EOC on the day before the qualifying ¢
adopted by the Subscriber while the Subscriber has contirfi@at
Coverage for Non-COBRA Groups” section and you e

e Voluntary or involuntary termination of th

e Termination of me
of coverage.

e The death of the Su

*  You are not eligible for Me ¢, and you are not eligible for coverage under any other hospital or
medical coverage or program that was not covering you on the day before the qualifying event.

To request continuation coverage under this “State Continuation Coverage for Non-COBRA Groups”
section, you must send us a written request for this continuation coverage no later than 15 days after the later
of the following:

* The date of your qualifying event.
* The date on which we sent you notice of your right to continue coverage under this EOC.

You must mail or fax your written request to us at:

Consolidated Service Center (CSC)
PO Box 23127

San Diego, CA 92193

Fax: 866-311-5974
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Your Premium will be 100 percent of the applicable Premium. You must pay your first Premium payment to
your Group within 31 days after the date of your qualifying event. Subsequent Premium payments are due on
the last day of the month preceding the month of membership.

Continuation coverage under this “State Continuation Coverage for Non-COBRA Groups” section ends on
the earliest of the following dates:

» The date that is nine months after your qualifying event.
* The end of the period for which we received your last timely Premium payment.

= The Premium due date coinciding with or next following the date that you become eligible for Medicare
or for coverage under any other hospital or medical coverage or program that was not covering you on
the day before the qualifying event.

* The date on which your Group’s Agreement with us terminates.

If you are a surviving, divorced, or separated Spouse and are not eligible for continuation coverage under the
“State Continuation Coverage for Surviving, Divorced, or Separated Spouses 55 or Older” section you may
continue coverage for yourself and your Dependents under this “State Cgfttinuation Coverage for Non-
COBRA Groups” section under the same terms as the Subscriber.

If your Group coverage was under another evidence o
later became covered under this EOC, you may be ab
meet the eligibility requirements in this “State Congi
The period of state continuation coverage include
previous evidence of coverage plus the number of
months.

State Continuation Cove

If you are a Subscriber and you file a
continue coverage under thi
contact your Group for de
the coverage.

pensation claim for an injury or illness, you may be able to
to six months after you would otherwise lose eligibility. Please
to elect coverage and how much you must pay your Group for

Uniformed Services
(USERRA)

If you are called to active duty in the uniformed services, you may be able to continue your coverage under
this EOC for a limited time after you would otherwise lose eligibility, if required by federal law (USERRA).

oyment and Reemployment Rights Act

You must submit an USERRA election form to your Group within 60 days after your call to active duty.
Please contact your Group if you want to know how to elect USERRA coverage and how much you must pay
your Group for the coverage.

Conversion to an Individual Plan

After your Group notifies us to terminate your membership, we will send a termination letter to the
Subscriber’s address of record. The letter will include information about options that may be available to you
to remain a Member. You may contact Customer Service if you have questions.
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Moving to Another Kaiser Foundation Health Plan Service Area

If you move to another Kaiser Foundation Health Plan service area, you should contact your Group’s
benefits administrator to learn about your Group health care options. 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.

MISCELLANEOUS PROVISIONS

Administration of Agreement

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

Agreement Binding on Members

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

Amendment of Agreement

Your Group’s Agreement with us will change periodically. If these chang
required to make revised materials available to you.

EOC, your Group is

Annual Summaries and Additional Inf i

Additional information that we have filed with the O artment of Consumer and Business Services
(DCBS) is available to you upon request. You ma e Oregon DCBS to request the following:

=  Our annual summary of grievances and appeals
= Our annual summary of the utilization

= Our annual summary of quality ag

k and accessibility of Services.
Contact the Oregon DCBS by mail, ail, telephone, or online at:

Department of Consumer and Business Services
Division of Financial Regulation

Consumer Advocacy Section

P.O. Box 14480

Salem, OR 97309-0405

E-mail: DFR.InsuranceHelp@oregon.gov

Phone: 503-947-7984

Toll Free: 1-888-877-4894

https:/ /dft.oregon.gov/help/Pages/index.aspx

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. In the absence of fraud, all statements made by an applicant, Group, or
Subscriber shall be deemed representations and not warranties. No statement made for the purpose of

EOSGKPPDEDO0123 82 OM-ALTC-VX



effecting coverage shall void coverage or reduce benefits unless contained in a written instrument signed by
the Group or Subscriber, a copy of which has been furnished to the Group or Subscriber.

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 or Kaiser Foundation Hospitals, each
party will bear its own attorney fees and other expenses, except as otherwise required by law.

Exercise of Conscience

We recognize the right to exercise religious beliefs and conscience. If a Participating Provider or Participating
Facility declines to provide a covered Service for reasons of conscience or religion, we will make
arrangements to provide the covered Services.

Governing Law

Except as preempted by federal law, this EOC will be governed in acco th Ogéoon law and any provision
that is required to be in this EOC by state or federal law shall hind Memb ompany whether or not set
forth in this EOC.

Group and Members not Company

Neither your Group nor any Member is the agent ative of Company.

, our Inter-regional New Technology Committee
examines and evaluates data from goyernmen medical experts, medical journals, and medical
i -regional committee then are passed onto the local

practices. Once this review t ® commiittee makes recommendations for the new technology or
addition, the committee communicates practice guidelines to

technology is added to the covered héftefits, either immediately or when this contract renews.

Material Modification

If Company makes any material modification during the term of this EOC, including changes to your
benefits, we will notify you 60 days prior to the effective date of such change.

No Waiver

Our failure to enforce any provision of this EOC will not constitute a waiver of that or any other provision or
impair our right thereafter to require your strict performance of any provision.

Nondiscrimination

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

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

Overpayment Recovery

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

Privacy Practices

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

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

ealth care operations
purposes, such as measuring the quality of Services. We are sometim by law to give PHI to others,
such as government agencies or in judicial actions. In addition, Member

shared with your Group only with your authorization or as ot

Subscriber of your Plan. You have the right to te
containing your PHI, including a different mailing
request for confidential communication, p
Communication Request” form. It may tak
process your request.

This is only a brief summary of some
provides additional informatig Quifprivacy practices and your rights regarding your PHI, is available

and will be furnished to yo To request a copy, please call Customer Service. You can also find
the notice on our website

Unusual Circumstan

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
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.

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 on the basis of race, color, national origin, age, disability, sex,
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gender identity, or sexual orientation. Kaiser Health Plan does not exclude people or treat them differently
because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. We also:

= Provide no cost aids and services to people with disabilities to communicate effectively with us, such as:
e Qualified sign language interpreters
e Written information in other formats, such as large print, audio, and accessible electronic formats
= Provide no cost language services to people whose primary language is not English, such as:
e Qualified interpreters
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 you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You may contact our Cigfil'Rights Coordinator at:

Member Relations Department

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

Phone: 1-800-813-2000 (TTY: 711)

Fax: 1-855-347-7239

ment of Health and Human Services, Office for
Complaint portal, available at

You can also file a civil rights complaint with the
Civil Rights electronically through the Office for
https:/ /ocrportal.hhs.gov/oct/portal /1gbby.js

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

Room 509F, HHH Building
Washington, DC 20201

Phone: 1-800-368-1019

TDD: 1-800-537-7697

Complaint forms are available at hs.gov/oct/office/file /index.html.

Help in Your Language

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

ATICE (Amharic) 90304 291,615+ £7% ATICE NP1 ¢THCTI° ACA £CBRFE M1R ALTIHPT THIEAPH: DL
@ ntA@- ¢ 6Lt 1-800-813-2000 (TTY: 711).

a8 daail laally ell ) 655 4 gall) 3ac Lusall Ciladd (Jld (A jall Caaats i 13) ;488 gata (Arabic) 4 adl
(711 :TTY) 1-800-813-2000

El(ﬂ%_ \({Qh;riisse) AR T REFEAERTCOC I BRI S Rk - 5558 1-800-813-2000

o ) el sl OBG1) e (L) 0l (S e SAR b ) 4RI 14 gl (Farsi) o
e (wlad (711 :TTY) 1-800-813-2000 L 254
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Francais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-813-2000 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-800-813-2000 (TTY: 711).

HAFE (Japanese) IEEHIE : H A, uﬁéz}%é;ﬁm\ RO SRE SR A TRV T £,
1-800-813-2000 (TTY: 711) F T. BEEFIC T IHERK L ZE W,

121 (Khmer) (Utis: 100SMgASUnw Manigl, NS SWigAmMmM M IwESSs U
ﬁmfj&nsmnuunﬁﬁﬂ et g:mm 1-800-813-2000 (TTY: 711)°1

o] (Korean) F9): g0 2 ALE31A = 45, dlo] A9 *1 Hl2E TR R ol gstd
91% U]t} 1-800-813-2000 (TTY: 711) M 0.2 A5} #4142

270 (Laotian) Ivoagau: 11999 1IVcdIwIZI 990, NILOINIVIOBCHBGIVWIFY, LoeticS e,
ccinIWBL i, Lns 1-800-813-2000 (TTY: 711).

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Orog
kanfaltidhaan ala, ni argama. Bilbilaa 1-800-813-2000 (TTY: 711

U= (Punjabi) famires fe€: 7 37 Urrst sse I, 3F 3w &g A BE He3 GumET J|
1-800-813-2000 (TTY: 711) '3 &% |

Roména (Romanian) ATENTIE: Daca vorbiti limb
asistenta lingvistica, gratuit. Sunati la 1-800-813-24

a, tajaajila gargaarsa afaanii,

PYCCKOM A3blke, TO BaM OOCTYMHbI
Q0 (TTY: 711).

Espafiol (Spanish) ATENCION: si ha
asistencia linguistica. Llame al 1-800-8

Tagalog (Tagalog) PAUNAWA: lita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang
Tumawag sa 1-800-813-2 TTY?

Ing (Thai) Bau: daaliann fraunsaladusnsham&amn'laws Tns

1-800-813-2000 (TTY: 7

YkpaiHcbka (Ukrainian) YB ¥Akwo B po3moBnsieTe yKpaiHCbKOK MOBOIO, BU MOXeTe
3BEpHYTUCA A0 BE3KOLWTOBHOI Cy>X61 MOBHOI NiATPUMKN. TenedoHynTe 3a HOMEpPOM
1-800-813-2000 (TTY: 711).

Tiéng Viét (Vietnamese) CHU Y: Néu ban noi Tiéng Viét, cé cac dich vu hé tro ngdn ngi mién phi
danh cho ban. Goi s 1-800-813-2000 (TTY: 711).
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