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INTRODUCTION

This Evidence of Coverage (EOC), including the “Benefit Summary,” describes the health care benefits of this
Small Group Deductible Plan provided under the Group Agreement (Agreement) between Kaiser Foundation
Health Plan of the Northwest and your Group. In the event of a conflict in language between the Agreement
and the EOC, the EOC will govern. For benefits provided under any other Plan, refer to that Plan’s evidence
of coverage.

The provider network for this Deductible Plan is the Classic + Dental Choice network.

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

The provisions of this EOC must be considered together to fully understand the benefits available under the
EOC. In this EOC, Kaiser Foundation Health Plan of the Northwest is sometimes referred to as “Company,”
“we,” “our,” or “us.” Members are sometimes referred to as “you.” So apitalized terms have special

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

e “Benefit Summary”
completely, so that you can take full advantage of your Plan b ave special health care

needs, carefully read the sections applicable to you.

If you would like additional information about your be

products and services, please call Member Services o ering at kp.org/register.
Term of This EOC

This EOC'is effective for the period stated e coyer Page, unless amended. Your Group’s benefits
administrator can tell you whether this EO in effect.

DEFINITIONS

The following terms, when capi

Allowed Amount. The lo

lized sed 1h any part of this EOC, mean:

ing amounts:
* The actual fee the provi or vendor charged for the Service.

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

Ancillary Service. Services that are:

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

= Provided by assistant surgeons, hospitalists, and intensivists.
= Diagnostic Services, including radiology and laboratory Services.

= Provided by a Non-Participating Provider if there is no Participating Provider who can furnish such
Service at the facility.
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= Provided as a result of unforeseen, urgent medical needs that arise at the time the Service is provided,
regardless of whether the Non-Participating Provider or Non-Participating Facility satisfies the notice and
consent requirements under federal law.

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

= A crisis stabilization unit.

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

= An agency certified to provide outpatient crisis services.
= A triage facility.

= An agency certified to provide medically managed or medically monitored withdrawal management
services.

health administrative services
ealth administrative services

= A mobile rapid response crisis team that is contracted with a behavj
organization operating to provide crisis response services in the
organization’s service area.

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

Charges. Charges means the following:

= For Services provided by Medical Group, Kai
Associates, PC, the amount in Company’s sch
charges for Services provided to Members, and
Services provided to Members.

on Hospitals, and Permanente Dental
0 dical Group and Kaiser Foundation Hospitals
in Company’s schedule of Dental Charges for

= For Services for which a provide
Permanente Dental Associates,
charges that Company negotiates

an Medical Group, Kaiser Foundation Hospitals, or
ed on a capitation basis, the amount in the schedule of

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

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

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

Coinsurance. The percentage of Charges that you must pay when you receive a covered Service.
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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.

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

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

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

Dentally Necessary. A Service that, in the judgment of a Dentist, is r
dental condition. A Service is Dentally Necessary only if we determine tha

ent, diagnose, or treat a
1ssion would adversely
rse of treatment for you in

accord with generally accepted professional standards of pfach nsistent with a standard of care in
the dental community and in accordance with applicab rwise required by law, we decide if a
Service is Dentally Necessary. You may appeal our de set forth in the “Grievances, Claims, Appeals,
and External Review” section. The fact that a De escribed, recommended, or approved a Service

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

Dependent Limiting Age.
Dependents (other than Sp,
under the Dependent Limi
the Dependent Limiting Age.

, Eligibility, and Enrollment” section requires that most types of
led Dependents as described in the “Dependents” section) be
r to be eligible for membership. The “Benefit Summary” shows

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

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

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

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

= Serious impairment to bodily functions; or

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

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

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

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

chavioral Health Emergency
Services Provider, including Ancillary Services routinely available al Health Emergency

Services Provider to evaluate the Emergency Medical Condition.

emergency department of a hospital, or Independent
Health Emergency Services Provider to Stabilize th @ ed under EMTALA (or would be

crgency Department, or Behavioral Health
sand that are part of outpatient observation or an
uring which screening and Stabilization Services have

= Covered Services provided by a Non-Participa
department of a hospital or Independe
Emergency Services Provider) after yo

behavioral health condition, you a pablepto travel to an available Participating Provider within a
reasonable travel distanc I

Essential Health Benefits.
and Human Services (HHS) Se defines as essential health benefits. Essential Health Benefits must be
equal to the scope of benefits provided under a typical employer plan, except that they must include at least
the following: ambulatory services, emergency services, hospitalization, maternity and newborn care, mental
health and substance use disorder services (including behavioral health treatment), prescription drugs,
rehabilitative and habilitative services and devices, laboratory services, preventive and wellness services and
chronic disease management, and pediatric services (including oral and vision care). Company certifies that
this Plan covers Essential Health Benefits in compliance with state and federal law.

Evidence of Coverage (EOC). This Evidence of Coverage document provided to the Subscriber that specifies
and describes benefits and conditions of coverage. 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.
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Gender Affirming Treatment. Medically Necessary Services that a Participating Provider prescribes, in
accordance with generally accepted standards of care, to treat any condition related to a Member’s gender
expression or gender identity.

Group. The person, firm, corporation, partnership, association, or political subdivision with which we have
an Agreement that includes this EOC.

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

Homemaker Services. Assistance in personal care, maintenance of a safe and healthy environment, and
Services to enable the individual to carry out the plan of care.

Independent Freestanding Emergency 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.

Maximum Allowable Charge (MAC). The Charges in Co
Services provided to a Member.

getting care at Kaiser Permanente. After you enro
may either download an electronic copy of the Me

physicians organized under the laws
provide professional medical Services
Participating Facilities.

nd others primarily on a capitated, prepaid basis in

Medically Necessary. Ouft det that the Service is all of the following: (i) medically required to
prevent, diagnose or treat y: or clinical symptoms; (ii) in accordance with generally accepted
standards of medical practice; (ii olely for the convenience of you, your family and/or your provider;
and, (iv) the most appropriate level of Service which can safely be provided to you. For purposes of this
definition, “generally accepted standards of medical practice” means (a) standards that are based on credible
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical
community; (b) physician specialty society recommendations; (c) the view of physicians practicing in the
relevant clinical area or areas within Kaiser Permanente locally or nationally; and/or (d) any other relevant
factors reasonably determined by us. Unless otherwise required by law, we decide if a Service is Medically
Necessary. You may appeal our decision as set forth in the “Grievances, Claims, Appeals, and External
Review” section. The fact that a Participating Provider has prescribed, recommended, or approved a Service
does not, in itself, make such Service Medically Necessary and, therefore, a covered Service.

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

Member. A person who is eligible and enrolled under this EOC, and for whom we have received applicable
Premium. This EOC sometimes refers to a Member as “you.” The term Member may include the Subscriber,
their Dependent, or other individual who is eligible for and has enrolled under this EOC.
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New Episode of Care. Treatment for a new condition or diagnosis for which you have not been treated by a
Participating Provider of the same licensed profession within the previous 90 days and are not currently
undergoing any active treatment.

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

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

Non-Participating Provider. 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 stat that does not have a written
agreement with Kaiser Permanente to participate as a health care provj is Plan.

Orthotic Devices. Orthotic devices are rigid or semi-rigid external d¢
supportt or correct a defective form or function of an inoperative or mal
motion in a diseased or injured part of the body.

Out-of-Pocket Maximum. The total amount of Dedu
responsible to pay in a Year, as described in the “Ou

O

ends, and Coinsurance you will be
Ma m” section of this EOC.

Participating Dental Office. Any facility listed 1
subject to change.

Participating Dental Provider. Any per i icipating Dentist; or a person who is regulated

registered nurse, or advanced register
Dentist. Participating Dental Provider

ioner, and who is an employee or agent of a Participating
to change.

Participating Dentist. A
covered Services to Memb
subject to change.

isMisted in the Dental Provider Directory. Participating Dentists are

Participating Facility. Any facility listed as a Participating Facility in the Medical Facility Directory.
Participating Facilities are subject to change.

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

Participating Medical Office. Any outpatient treatment facility listed as a Participating Medical Office in
the Medical Facility Directory. Participating Medical Offices are subject to change.

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

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

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

Participating Skilled Nursing Facility. A facility that provides inpatient skilled nursing Services,
rehabilitation Services, or other related health Services and is licensed by the state of Oregon or Washington
and approved by Company. The facility’s primary business must be the provision of 24-hour-a-day licensed
skilled nursing care. The term “Participating Skilled Nursing Facility” does not include a convalescent nursing
home, rest facility, or facility for the aged that furnishes primarily 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.

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

Plan. Any hospital expense, medical expense, or hospital and/or medic
care service contractor or health maintenance organization subscriber,
multiple employer welfare arrangement or by another benefit arrange
Retirement Income Security Act of 1974 (ERISA), as amended.

pense policy or certificate, health
ny plan provided by a
i) the federal Employee

Post-Stabilization Care. The Services you receive after your tf@ating physictah determines that your
Emergency Medical Condition is clinically stable.

Premium. Monthly membership charges paid by Gr

Service Area. Our Service Area consists of Clark Cowilitz counties in the state of Washington.

Spinal and Extremity Mani i ersified or Full Spine Specific (FSS)). The Diversitied
i locity, low amplitude thrust that usually results in a cavitation of a
joint (quick, shallow thrus opping noise often associated with a chiropractic

manipulation/adjustment).

Spouse. The person to whom re legally married under applicable law. For the purposes of this EOC, the
term “Spouse” includes a person who is legally recognized as your domestic partner in a valid Certificate of
State Registered Domestic Partnership issued by the state of Washington, 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 person who is having contractions, when there is inadequate time to safely transfer them to
another hospital before delivery (or the transfer may pose a threat to the health or safety of them or their
unborn child), “Stabilize” means to deliver the infant (including the placenta).

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

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

EWSGDEDVX0125 7 OM



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

Urgent Dental Care. Treatment for an Urgent Dental Condition.

Urgent Dental Condition. An unforeseen dental condition that requires prompt dental attention to keep it
from becoming more serious, but that is not an Emergency Dental Condition.

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

Utilization Review. The formal application of criteria and techniques designed to ensure that each Member
is receiving Services at the appropriate level; used as a technique to monitor the use of or evaluate the medical
necessity, appropriateness, effectiveness, or efficiency of a specific Service, procedure, or setting.

Year. A period of time that is either a) a calendar year beginning on January 1 of any year and ending at
midnight December 31 of the same year, or b) a plan year beginning on angeffective date and ending at
midnight prior to the anniversary date agreed to by Company and Gro he “Benefit Summary” shows
which period is applicable to this Plan.

PREMIUM, ELIGIBILITY, AND ENROLLMENT

Premium
ay

Your Group is responsible for paying the Premium.
Premium, your Group will tell you the amount a

Who Is Eligible

General

To be eligible to enroll and to remai
following requirements:

esponStble for any contribution to the
your Group.

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

*  You must meet your G
inform Subscribers of

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

*  You must meet the Subscriber o
has different eligibility requ

ependent eligibility requirements described below unless your Group
ts 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 Member Services. The Subscriber’s or the Subscriber’s
Spouse’s otherwise eligible children are not ineligible solely because they live outside our Service Area or
in another Kaiser Foundation Health Plan service area.

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.
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(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-appointed 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 Sp
the person is incapable of self-sustaining employment by reason of
illness, or a physical disability that occurred prior to the person r
shown in the “Benefit Summary,” if the person is any of the follo

e for support and maintenance if
evelopmental disability, mental
Dependent Limiting Age

¢ Your or your Spouse’s child.

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

e Any other person for whom you or your Spous
court-appointed guardian prior to the pers
“Benefit Summary.”

ourt-appointed guardian and was a
the Dependent Limiting Age shown in the

You must provide proof of incapacity a
period following attainment of t

cy annually upon request, but only after the two-year
ing Age shown in the “Benefit Summary.”

Children born to a Dependent other
coverage beyond the first 21 of li
them or assumes a legal obl@ation in an
your Spouse and you or y

se (for example, your grandchildren) are not eligible for
udinlg the date of birth, unless: (a) you or your Spouse adopts
ipation of adoption; or, (b) they are primarily supported by you or
r court-appointed guardian.

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

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.

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
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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 following the instructions from the Group.

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 Enroliment

If an eligible employee or their eligible Dependents do not enroll when they are first eligible and later want to
enroll, they can enroll only during open enrollment unless they experiencegqualifying event as defined in
applicable state and federal law. Your Group will administer special enrglfment rights under applicable state
and federal law.

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

= Loss of minimum essential coverage for any reason other
coverage, misrepresentation, fraud or voluntary termig

*  Gaining a Dependent through marriage or enterin
placement for adoption, placement for foster bfugh a child support order or other court order.

= Loss of a Dependent through divorce or legal

Note: If the individual is enrolling as a Su
enrollee must meet one of the requirements ing event.

The individual must notify the Grouf
must meet to take advantage of a spe
Dependent’s qualifying even
coverage. Contact the Gro

ill determine if the individual is eligible to select or change
astructions on how to enroll.

A Group may require an e ee deglining coverage to provide a written statement indicating whether the
coverage is being declined due 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 21 days after birth, adoption, placement for adoption, or placement for foster care. In order for
coverage to continue beyond this 21-day period, you must submit an enrollment application to your Group
within 60 days after the date of birth, adoption, placement for adoption, or placement for foster care if
additional Premium is required to add the Dependent. If additional Premium is not required, the application
requirement is waived; however, please notify your Group and Member Services to add the child to your Plan.

To add all other newly eligible Dependents (such as a new Spouse), you must submit an enrollment
application to your Group within 60 days after the qualifying event.
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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

The provider network for this Deductible Plan is the Classic + Dental Choice network.

The Classic + Dental Choice network includes Participating Providers who are either employed by us or
contract directly or indirectly with us to provide covered Services for Members enrolled in this Deductible
Plan. You pay the Cost Share amount shown on your “Benefit Summary” when you receive covered Services
from Participating Providers and Participating Facilities.

To receive covered benefits, you must obtain Services from Participatfie Proydélers and Participating Facilities
except as described under the following sections in this EOC:

= “Referrals to Non-Participating Providers and Non-Participating Facti
= “Emergency, Post-Stabilization, and Urgent Care.”

= “Receiving Care in Another Kaiser Foundation H

= “Out-of-Area Coverage for Dependents.”

= “Ambulance Services.”

“Pediatric Dental Services.”

To locate a Participating Provider or Participa , contact Member Setvices or visit kp.org/doctors
to see all Kaiser Permanente locatio ch for Participating Providers, and read online provider
profiles.

We will not directly or indi
Services from Non-Partici

ou from freely contracting at any time to obtain health care

and Non-Participating Facilities outside the Plan. However, if you
choose to receive Services rticipating Providers and Non-Participating Facilities except as
otherwise specifically provided i OC, those Services will not be covered under this EOC and you will
be responsible for the full price of the Services. Any amounts you pay for non-covered Services will not count
toward your Deductible (if any) or Out-of-Pocket Maximum.

Using Your ldentification Card

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

Your ID card is for identification only, and it does not entitle you to Services. To receive covered Services,
you must be a current Member. Anyone who is not a Member will be billed as a non-member for any Services
they receive. If you allow someone else to use your ID card, we may keep your card and terminate your
membership (see the “Termination for Cause” section). We may request photo identification in conjunction
with your ID card to verify your identity.
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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 Member Services during normal business hours, evenings, weekends, and
holidays to be directed to one of our advice nurses.

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 encourage you to choose a primary care provider for each covered Family Member. This decision is
important as your primary care provider provides or arranges most of your health care needs.

You may select a Participating Provider from family practice, internal medicine, or pediatrics as your primary
care provider. Members also have the option of choosing a women’s health care Participating Provider as
their primary care provider. A women’s health care provider includes an obstetrician or gynecologist, a
physician assistant specializing in women’s health, an advanced registered nurse practitioner specializing in
women’s health, or a certified nurse midwife. Not all Participating Provi in these specialties are designated
primary care providers.

If you do not select a primary care provider, we will assign you to an in
primary care team. We will send you a letter that includes information to
provider or care team, how to find information about other p
change your primary care provider. You may select a diff;

will take effect immediately.

ry care provider or
earn more about your
ers near you, and how to
rovider at any time. The change

For more information, visit kp.org/doctors to s
locations near you and read online provider profil
provider, contact Member Services.

ch ticipating Providers and Kaiser Permanente
with selecting or changing your primary care

Appointments for Routine Se

Routine appointments are for medic
can wait more than a few days.

If you need to make a routi tment, go to kp.org to schedule an appointment online or call
Member Services. Try to
about getting other types o , refegito the “Emergency, Post-Stabilization, and Urgent Care” section.

Getting Assistance

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

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

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

AL ATEAS oo 1-800-813-2000
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TTY for the hearing and speech impaired .........cccceviviniicirinicnnnne. 711
Language interpretation SErviCes........ouvvrviriririreneenn. 1-800-324-8010

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

Referrals

Referrals to Participating Providers and Participating Facilities

Primary care providers provide primary medical care, including pediatric care and obstetrics/gynecology care.
Specialists provide specialty medical care in areas such as surgery, orthopedics, cardiology, oncology, urology,
dermatology, and allergy/immunology. Your primaty care 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 Member
Services for information about specialty Services that require a referral or discuss your concerns with your
primary care 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.

ithout a referral. You do not need
icipating Medical Offices
edule routine appointments in

Some outpatient specialty care is available in Participating Medical Office
a referral for outpatient Services provided in the following departmen
owned and operated by Kaiser Permanente. Please call Member Serv:
these departments:

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

=  Mental Health Services.

*  Obstetrics/Gynecology.

= Occupational Health.

*  Optometry (eye exams).

= Social Services.

=  Substance Use Disorder Services.

Referrals to Non-Pa
If your Participating Provi

viders and Non-Participating Facilities

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

Prior Authorization Review Requirements

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

If you request Services that must be approved through Ultilization Review and the Participating Provider
believes they are Medically Necessary, the Participating Provider may submit the request for Utilization
Review on your behalf. If the request was received electronically and is denied, we will send a letter to you
within three calendar days after we receive the request. If the request was received orally or in writing and is
denied, we will send a letter to you within five calendar days after we receive the request. The decision letter
will explain the reason for the determination along with instructions for filing an appeal. You may request a
copy of the complete Utilization Review criteria used to make the determination by calling Member Services.

Your Participating Provider will request authorization when necessary. The following are examples of
Services that require prior, concurrent, or post-service authorization:

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

= Breast reduction surgery.

* Dental and orthodontic Services for the treatment of craniofacial a ies.
*  Drug formulary exceptions.

= Durable Medical Equipment.

» External Prosthetic Devices and Orthotic Device

= Gender Affirming Treatment.

= General anesthesia and associated hospital or a 0 rgical facility Services provided in conjunction
with non-covered dental Services.

= Habilitative Services.
= Hospice and home health Service

= Inpatient hospital Servic

= Inpatient and residentigl Su Disorder Services.

= Inpatient, residential, and Assertiy¢/ Community Treatment (ACT) mental health Services.

= Non-emergency medical transportation.

*  Open MRL

= DPlastic surgery.

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

= Referrals to Specialists who are not employees of Medical Group.

= Rehabilitative therapy Services. The initial evaluation and management visit and up to six treatment visits
in a New Episode of Care for physical, massage (soft tissue mobilization), occupational, and speech
therapies do not require authorization.

= Routine foot Services.
= Skilled nursing facility Services.

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

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

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, or to talk to a Utilization Review staff
person, please contact Member Services.

Except in the case of misrepresentation, prior authorization review decisions will not be retrospectively
denied. Prior authorization determinations shall expire no sooner than forty-five days from the date of
approval. We may revoke or amend an authorization for Services you have not yet received if your

membership terminates or your coverage changes or you lose your eligibility, or if we receive information that
is materially different from that which was reasonably available at the time of the original determination.

physicians, hospitals, or facilities. Call Member Se
Participating Providers and Participating Facilities
for Members.

Our contracts with Participating Providers Facilities provide that you are not liable for any
amounts we owe. You will be liable for the co overed Services that you receive from any providers
or facilities, including Participating Participating Facilities.

Provider Whose Co

You may be eligible to co wingeovered Services from a Participating Provider for a limited period
of time after our contract

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

= Has retired.

= Has died.

* No longer holds an active license.

* Has moved outside our Service Area.

= Has gone on sabbatical.

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

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

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

Receiving Care in Another Kaiser Foundation Health Plan Service Area

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 w

er the Dependent Limiting
Age as shown in the “Benefit Summary” and who are outside any Kais i

Health Plan service area.

otherwise covered under this EOC. Any other Service
this out-of-area benefit.

= Office visits are limited to preventive care, pti
outpatient mental health and Substanc

= Laboratory and diagnostic X-rays==gimi n visits per Year. This benefit does not include special
diagnostic procedures such as C scans.

»  Prescription drug fills — li to te@'tills per Year.

You pay the Cost Share as(gho
Dependents” section.

enefit Summary” under the “Out-of-Area Coverage for

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

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

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

= “Transplant Services.”

POST-SERVICE CLAIMS - SERVICES ALREADY RECEIVED

In general, if you have a medical or pharmacy bill from a Non-Participating Provider, Non-Participating
Facility, or non-participating pharmacy, our Claims Administration Department will handle the claim.
Member Services can assist you with questions about specific claims or about the claim procedures in general.
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If you receive Services from a Non-Participating Provider following an authorized referral from a
Participating Provider, the Non-Participating Provider will send the bill to Claims Administration directly.
You are not required to file a claim.

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

Kaiser Permanente

National Claims Administration — Northwest
PO Box 370050

Denver, CO 80237-9998

You can request a claim form from Member Services 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 UB404 forms for hospital claims.

We will reach a decision on the claim and pay those coverg
unless additional information, not related to coordinatig

notice will explain how long the time period may
state and federal laws, including ERISA.

You will receive written notification about

If you have questions or concerns abo
explanation. If you believe rges
proceed.

EMERGENCY, POST-SFABILIZATION, AND URGENT CARE

Emergency Services

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

m Company, you may contact Member Services for an
not appropriate, Member Services will advise you on how to

You pay the emergency department visit Cost Share shown in the “Benefit Summary” under “Outpatient
Services” for all Services received in the emergency department or from the Behavioral Health Emergency
Services Provider.

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

If you have an Emergency Medical Condition, we cover licensed ambulance Services when:

* Your condition requires use of medical Services that only a licensed ambulance can provide.

= Use of all other means of transportation, whether or not available, would endanger your health.
* The ambulance transports you to a hospital where you receive covered Emergency Services.

Emergency Services are available from Participating Hospital emergency departments 24 hours a day, seven
days a week. Contact Member Services or see our Medical Facility Directory for locations of these emergency
departments.

Post-Stabilization Care

Post-Stabilization Services relate to medical, mental health or Substance Use Disorder treatment necessary in
the short term to avoid placing the health of the individual, or with respegffo a pregnant person, the health of
them or their unborn child, in serious jeopardy, serious impairment to ctions, or serious
dysfunction of any bodily organ or part.

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

= A Participating Provider or Participating Facility provides th@Services.

= We authorize the Services from the Non-Participati der n-Participating Facility.

t outpatient observation or an inpatient or

= Services are provided after you are Stabilized aad a
1 ening and Stabilization Services have been

outpatient stay with respect to the visit during
furnished.

Coverage for Post-Stabilization Care from a ipating Provider or Non-Participating Facility is
limited to the Allowed Amount. In a
amount over the Allowed Amount, 2 ments do not count toward the Deductible or the Out-
of-Pocket Maximum. You are not res
Stabilization Care from a N ici ¢ Provider at a Participating Facility.

To request prior authoriza
or Non-Participating Facili
1-877-813-5993, before you re
24 hours after any admission.

iving Post-Stabilization Care from a Non-Participating Provider
eone on your behalf must call us at 503-735-2590, or toll-free at
e Services if it is reasonably possible to do so, but no later than

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 transportation that is otherwise not covered.
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When you receive Emergency Services from Non-Participating Providers, Post Stabilization Care may qualify
as Emergency Services pursuant to federal law. We will not require prior authorization for such Post-
Stabilization Care when your attending Non-Participating Provider determines that, after you are Stabilized,
and taking into account your medical or behavioral health condition, you are not able to travel to an available
Participating Provider located within a reasonable travel distance, using non-medical transportation or non-
emergency transportation.

Urgent Care

Inside Our Service Area

You may receive covered Urgent Care Services from Participating Providers, including Kaiser Permanente
Urgent Care. Visit kp.org/getcare or call Member Services to find the Kaiser Permanente Urgent Care
locations nearest you.

Outside Our Service Area

You may receive covered Urgent Care Services from Participating Provid
kp.org/getcare or call Member Services to find Urgent Care locations

or Participating Facilities. Visit

If you are temporarily outside our Service Area, we also cover Urgent recgive from a Non-
Participating Provider or Non-Participating Facility, if we determine the i
serious deterioration of your health and that the Services couldpnot be dela til you returned to our
Service Area.

WHAT YOU PAY
Deductible

For each Year, most covered Services are

uctible amounts shown in the “Benefit
ices are subject to the Deductible.

must pay Charges for the Services when you receive

, then you must meet the self-only Deductible. If there is at least
one other Member in your#amil must each meet the individual Family Member Deductible, or
your Family must meet the ctible, whichever occurs first. Each individual Family Member
Deductible amount counts toward amily Deductible amount. Once the Family Deductible is satisfied, no
further individual Family Memb eductible 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 prior group health coverage.
e Your prior group health coverage was not with Company or with any Kaiser Foundation Health Plan.

¢ You were covered under Group’s prior group health coverage on the day before the effective date of
this EOC.
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e The payments were for Services you received during the period of 12 months or less that occurred
between the plan year effective date under Group’s prior group health coverage and your effective
date of coverage under this EOC.

e The payments were for Services that we would have covered under this EOC if you had received
them as a Member during the term of this EOC.

e We would have counted the payments toward your Deductible under this EOC if you had received
the Services as a Member during the term of this EOC.

Note: If your Group has purchased benefits with a specific benefit Deductible, such as a prescription drug
benefit, payments made for these benefits will be counted only to that specific benefit Deductible and will
accumulate separately from the Deductible for covered Services shown in the “Benefit Summary.”

Copayments and Coinsurance

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

Out-of-Pocket Maximum

There is a maximum to the total dollar amount of Deductible, Copaymen
pay for covered Services that you receive within the same Yea

oinsurance that you must

clf-@nly Out-of-Pocket Maximum. If

st cachfmeet the individual Family Member

y Out-of-Pocket Maximum, whichever occurs
axium amount counts toward the Family Out-of-
unts are shown in the “Benefit Summary.”

If you are the only Member in your Family, then you m @
4

tirst. Each individual Family Member Out-of-Poc
Pocket Maximum amount. The Out-of-Pocket Ma

the Out-of-Pocket Maximum, unless otherwise
, you are not required to pay Copayments and
he Year. Member Services can provide you with the

All Deductible, Copayments, and Coinsura
indicated. After you reach the Out-ofzPocket
Coinsurance for these Services for theyt inder

The following amounts do ard the Out-of-Pocket Maximum and you will continue to be
responsible for these amo e Out-of-Pocket Maximum is satisfied:

* Payments for Services from a N
section.

articipating Dental Provider under the “Pediatric Dental Services”

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

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

= Amounts recovered from a liability claim against another party subject to reimbursement under the
“Injuries or Illnesses Alleged to be Caused by Other Parties or Covered by No-Fault Insurance” section.

BENEFITS

The Services described in this “Benefits” section are covered only if all the following conditions are satisfied,
and will not be retrospectively denied:

*  You are a Member on the date you receive the Services.
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= A Participating Provider determines that the Services are Medically Necessary.

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

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

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

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

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

The benefits under this Plan are not subject to a pre-existing condition ng period.

Preventive Care Services

We cover a variety of preventive care Services, which are Services to keep
and are not intended to diagnose or treat a current or ongoin, ess, injury,
condition.

thy or to prevent illness,
n or symptom of a disease, or

Preventive care Services include:

= Services recommended by, and rated A or B
can access the list of preventive care Services a
www.uspreventiveservicestaskforce,
recommendations.

e reventive Services Task Force (USPSTF). You

ommendation-topics /uspstf-a-and-b-

=  Immunizations recommended b Committee on Immunization Practices of the CDC.

= Preventive care and screenings fo >
and Services Administrati RS

ren, and adolescents supported by the Health Resources

d by HRSA. You can access the list of preventive care Services at

Services received for a current oing 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 45 or older, or for younger Members who are at high risk,
including:

e TFecal occult blood test yearly plus one flexible sigmoidoscopy every four years, or more frequently as
recommended by your provider.

e Colonoscopy every ten years, or double contrast barium enema every five years, or more frequently as
recommended by your provider.
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e TFollow-up colonoscopy for screening to be achieved following abnormal findings identified by
flexible sigmoidoscopy or CT colonography screening.

e Required specialist consultation prior to the screening procedure.

e Bowel preparation medications prescribed for the screening procedure.

e Anesthesia Services performed in connection with the screening procedure.

e Polyp removal performed during the screening procedure.

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

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

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

= Diabetic retinopathy screening.
= Fasting glucose test.
=  Healthy diet counseling and counseling for obesity and weight management

=  Immunizations.

* Prostate screening examinations once eyery twogge en 50 years of age or older or for younger
Members who are at high risk, and mo if Yur provider recommends it because you are at
high risk for prostate cancer or disease.

= Routine preventive physical exa ild, and well-baby).

= Screening for physical, m nd reproductive health care needs that arise from a sexual assault.

) test (not including monitoring or ultrasensitive tests).

When a Participating Provi es that a recommended Service is medically appropriate for an
individual and the individual sat e 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 Member Services.
Information is also available online at kp.org/prevention.

Benefits for Outpatient Services

We cover outpatient Services for diagnosis, treatment, and preventive medicine upon payment of any
applicable Cost Share shown in the “Benefit Summary” in the “Outpatient Services” section. Additional types
of outpatient Services are covered as described under other headings in this “Benefits” section.

Some outpatient Services may be subject to prior authorization from Company in accordance with Utilization
Review criteria developed by Medical Group and approved by Company. For more information about
Services that require Utilization Review, or to request a copy of the criteria for a specific condition or Service,
please contact Member Services.
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Covered outpatient Services include but are not limited to:

= Allergy testing and treatment materials.

= Cardiac rehabilitative therapy visits.

* Chemotherapy and radiation therapy Services.

= Diagnostic Services and scope insertion procedures, such as colonoscopy, endoscopy, and laparoscopy.

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

* Emergency department visits.
= Eye exams, including refraction exams.
= Gender Affirming Treatment.

= Internally implanted devices, including cochlear implants, except for ingernally implanted insulin pumps.

= Nurse treatment room Visits to receive injections, including allergy 4

= Outpatient surgery and other outpatient procedures, including int
in an outpatient setting.

ncy surgery performed

= Primary care visits for internal medicine, gynecology, fami edicine, and"pediatrics.
= Respiratory therapy.

= Routine hearing exams.

= Specialty care visits (includes home birth).
= Treatment for temporomandibular joi
= Urgent Care visits.

* Vasectomy.

| Services

Benefits for Inpatie

We cover Services when y:
inpatient Services are cover

edias an inpatient in a Participating Hospital. Additional types of
ed under other headings in this “Benefits” section.

Some inpatient Services may b ct to prior authorization from Company in accordance with Utilization
Review criteria developed by Medical Group and approved by Company. For more information about
Services that require Utilization Review, or to request a copy of the criteria for a specific condition or Service
please contact Member Services.

bl

Covered inpatient Services include but are not limited to:
= Anesthesia.

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

= Chemotherapy and radiation therapy Services.

= Dialysis Services (this benefit is subject to the benefit limitations described under “Dialysis Services” in
this “Benefits” section).

* Drugs and radioactive materials used for therapeutic purposes, except for the types of drugs excluded
under the “Outpatient Prescription Drugs and Supplies” section.
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= Durable Medical Equipment and medical supplies.

*  Emergency detoxification.

= Gender Affirming Treatment.

= General and special nursing care Services.

= Internally implanted devices, including cochlear implants, except for internally implanted insulin pumps.
= Interrupted pregnancy surgery when performed in an inpatient setting.

= Laboratory, X-rays and other imaging, and special diagnostic procedures.

* Medical foods and formulas if Medically Necessary.

*  Medical social Services and discharge planning.

= Operating and recovery rooms.

= Orthognathic surgery and supplies for treatment of temporomandibular joint (TM]J) disorder or injury,

sleep apnea or congenital anomaly.
= Palliative care.
* Participating Provider’s Services, including consultation and treatm Spegialists.
= Prescription drugs, including injections.

= Respiratory therapy.
* Room and board, including a private room if Me essary?
= Specialized care and critical care units.

= Temporomandibular joint (TM]) surgery for théjr enPof TM] disorders subject to Utilization Review
by Company using criteria developed ical Growp and approved by Company.

* Vasectomy.

Kaiser Permanente at Ho

Kaiser Permanente at Hom ersonglized, patient-centered program that provides care in your home (or a
place of temporary or permiane n€e used as your home) as an alternative to receiving acute care in a
hospital.

Kaiser Permanente at Home SefSiiges must be associated with an acute medical condition, such as, but not
limited to, congestive heart failure, pneumonia, cellulitis or upper urinary tract infection, and are subject to
prior authorization from Company in accordance with Utilization Review criteria developed by Medical
Group and approved by Company.

To receive Kaiser Permanente at Home Services:
* You must be referred into the program by a Participating Provider.
* Your condition must meet criteria for Medically Necessary hospitalization.

= A Medical Group physician determines that it is feasible to maintain effective supervision and control of
your care in the home, and that based on your health status, treatment plan, and home setting, you can be
treated safely and effectively in the home.

* You must consent to receiving Kaiser Permanente at Home Services because you prefer to receive the
care described in your treatment plan in your home.

= The care location must be within 30 minutes of a 911 response.
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= The care location must have cell service.

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

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

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

* Equipment temporarily installed in your home to monitor your vital signs, such as temperature, pulse,
blood pressure, oxygen levels, and weight. This information is sent automatically to the medical command
center and is available to any member of your care team.

= Communication devices such as a tablet computer for video visits,
direct connection to the medical command center, and a wearabl
(PERS) call button to allow you to contact the medical command ¢
you are unable to get to a phone. This includes communication techno
communication, backup power supply, and backup interne

ick up the handset” phone with

shoehorns, and sock aids.
* Meals when Medically Necessary,

The Cost Shares for the following covg:
Services are prescribed as par

* Durable Medical Equi
=  Medical supplies.

= Ambulance transportation f
Necessary.

from Participating Facilities when ambulance transport is Medically

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

The Cost Shares for covered Services described elsewhere in this EOC will apply to any Services that are not
part of your Kaiser Permanente at Home treatment plan (for example, DME not specified in your Kaiser
Permanente at Home treatment plan).

For outpatient prescription drug coverage and Cost Share information, please refer to the “Outpatient
Prescription Drugs and Supplies” section in the EOC and “Benefit Summary.”

Kaiser Permanente at Home Exclusions

= Housekeeping or meal services that are not part of your Kaiser Permanente at Home treatment plan.

* Any care provided by or for a family member.
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= Any other Services rendered in the home which are not specified in your Kaiser Permanente at Home
treatment plan.

Acupuncture Services

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

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

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

Self-referred Acupuncture Services

We cover self-referred outpatient visits for acupuncture Servicgs, up to th
Summary.” You do not need a referral or prior authorization.

it shown on your “Benefit

Physician-referred Acupuncture Services

We cover physician-referred outpatient visits for acup
Participating Provider. These Services are subject
by Medical Group and approved by Company. Ho
evaluation and management visit and up t

ervices when you receive a referral from a
tilization Review by Company using criteria developed
youlido not need authorization for an initial
isits for a New Episode of Care.

Acupuncture Services Exclusions

=  Dermal friction technique.
» East Asian massage and

* Laserpuncture.

*  Nambudripad allergy elimination géchnique (NAET).

= Point injection therapy.

=  Qigong.

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

= Sonopuncture.

Ambulance Services

We cover licensed ambulance Services only when all of the following are true:

= A Participating Provider determines that your condition requires the use of medical Services that only a
licensed ambulance can provide.

= A Participating Provider determines that the use of all other means of transportation, whether or not
available, would endanger your health.

* The ambulance transports you to or from a location where you receive covered Services, such as between
a hospital and a Behavioral Health Emergency Services Provider.
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Ambulance Services Exclusions

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

Dialysis Services

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

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

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

External Prosthetic Devices and Orthotic Device

Prosthetic Device or Orthotic Device, including fo
selection, measurements, fittings, static an i
device.

8 design, fabrication, material and component
nts, and patient instruction in the use of the

Internally implanted prosthetic and
implants, osseointegrated hearing dev.
under this “External Prostheg vice

, such as pacemakers, intraocular lenses, cochlear
earts, artificial larynx, and hip joints, are not covered
d Orthotic Devices” benefit, but may be covered if they are
ring under another section of this “Benefits” section.
Covered External Prostheti d Orthotic Devices include but are not limited to:
= Compression garments for

= Diabetic foot care appliances and therapeutic shoes and inserts to prevent and treat diabetes-related
complications.

= External prostheses after a Medically Necessary mastectomy, including prostheses when Medically
Necessary, and up to four brassieres required to hold a prosthesis every 12 months.

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

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

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

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

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

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

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

» Tracheotomy equipment.

We periodically update the list of approved External Prosthetic Devi

device is on our approved list for your condition, please call

Coverage is limited to the standard External Prosthetic Dgie
medical needs. Our guidelines allow you to obtain non @

evice that adequately meets your
ose not on our approved list for

coverage requirements, and Medical Group or
a designated physician determines that the device § Necessary and that there is no standard

alternative that will meet your medical needs.

External Prosthetic Devices and es Exclusions

= Comfort, convenience, or luxury gquipme

= Corrective Orthotic Devices such
custom-made, except foo

diatric use (such as shoes and arch supports, even if
abdve for diabetes-related complications).
* Dental appliances and
* Internally implanted ins

= Repair or replacement of E Prosthetic Devices and Orthotic Devices due to loss or misuse.

Fertility Services
Covered fertility Services include:

* Consultation and evaluation of fertility status.

= Diagnostic imaging and laboratory tests, such as tests to rule out sexually transmitted diseases, hormone
level tests, and semen analysis.

= Diagnostic laparoscopy or hysteroscopy.

= Other Medically Necessary diagnostic Services to determine if there is an underlying medical condition
that may affect fertility.

Diagnostic Services may include both the individual and their partner; however, Services are covered only for
the person who is the Member.
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Fertility Services Exclusions
= Fertility preservation.

» Inpatient and outpatient fertility treatment Services.
*  Oral and injectable drugs prescribed for fertility treatment.

= Services related to conception by artificial means, such as intrauterine insemination (IUI), in vitro
fertilization (IVF), ovum transplants, gamete intrafallopian transfer (GIFT), zygote intrafallopian transfer
(ZIFT), and artificial insemination.

= Services to reverse voluntary, surgically induced infertility.

Habilitative Services

We cover inpatient and outpatient habilitative Services subject to Utilization Review by Company using
criteria developed by Medical Group and approved by Company. Coverage includes the range of Medically
Necessary Services or health care devices designed to help a person keep, learn, or improve skills and
functioning for daily living. Examples include therapy for a child who is ngbwalking or talking at the expected
age. These Services may include physical, occupational, speech, and au erapy, and other Services for
people with disabilities and that:

= Takes into account the unique needs of the individual.

= Targets measurable, specific treatment goals appropriate
condition.

e, and physical and mental

We cover these habilitative Services at the Cost Share
Summary” also shows a visit or day maximum for,

efit Summary.” The “Benefit
ervices. That visit or day maximum will be
days that we covered during the Year under this

group number printed on this EOC, add u

maximum, we will not cover any more visits

y maximum. After you reach the visit or day
the remainder of the Year. Visit or day maximums do

ppliances and orthotic devices, supplies or apparatuses used to
s or to improve the function of moving parts.

= Durable Medical Equipmen
including sales tax.

mobility enhancing equipment used to serve a medical purpose,

Habilitative Services Exclusions

= Activities that provide diversion or general motivation.

= Custodial care or services for individualized education program development.
* Daycare.

= Exercise programs for healthy individuals.

= Housing.

» Recreational activities.

= Respite care.

= Services and devices delivered pursuant to federal Individuals with Disabilities Education Act of 2004
(IDEA) requirements.
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= Services solely for palliative purposes.
= Social services.

= Specialized job testing.

Health Education Services

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

= Diabetic counseling.

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

= Post coronary counseling and nutritional counseling.

= Tobacco use cessation.

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

the primary care Cost Share

Some Health Education Services may also be covered under

Home Health Services

Home health Services are Services provide

nd physical, occupational, speech, and respiratory
he following are true:

your home) or the care is i edically Necessary hospitalization.

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

* You receive prior authorizagi m 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 “Benefit Summary” shows a visit maximum for home health Services. That visit maximum will be
exhausted (used up) for a Year when the number of visits that we covered during the Year under this EOC,
plus any visits we covered during the Year under any other evidence of coverage with the same group number
printed on this EOC, add up to the visit maximum. After you reach the visit maximum, we will not cover any
more visits for the remainder of the Year.

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

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

= “Substance Use Disorder Services.”

Home Health Services Exclusions

= “Meals on Wheels” or similar food services.

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

* Private duty or continuous nursing Services.

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

= Services not included in an approved plan of treatment.

= Services of a person who normally lives in the home or who is a member of the family.

= Services that an unlicensed family member or other layperson could provide safely and effectively in the
home setting after receiving appropriate training. These Services are exeluded even if we would cover the
Services if they were provided by a qualified medical professional i ospital or skilled nursing facility.

= Supportive environmental materials such as handrails, ramps, tele
appliances and devices.

it conditioners, and similar

Hospice Services

Hospice is a specialized form of interdisciplinary care dé8 palliative care to help alleviate your
physical, emotional, and spiritual discomfort throught ife due to a terminal illness. It also
provides support to your primary caregiver and y When you choose hospice, you are choosing to
receive palliative (comfort) care for pain and other
receive care to try to cure the terminal illne
any time. You pay the Cost Share shown in

We cover hospice Services if all of gllowin, uircments are met:

* A Medical Group physician has d1 with a terminal illness and determines that your life
expectancy is six months s.

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

= The Services are provided ensed 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.

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.
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= 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.

= Skilled nursing Services, including assessment, evaluation, and case management of nursing needs,
treatment for pain and symptom control, provision of emotional support to you and your family, and
instruction to caregivers.

Limited Dental Services

We do not cover dental Services except as described below and in the “Pediatric Dental Services” section.
Services are subject to Utilization Review by Company using criteria developed by Medical Group and
approved by Company. You may request these criteria by calling Member Services.

Covered Dental Services
We cover dental Services only as described below:

* Dental and orthodontic Services for the treatment of craniofacial a 1es if d¥e Services are Medically
Necessary to improve or restore function.

= Dental Services necessary for or resulting from medica
radiation treatment, limited to (a) emergency dental
for radiation treatments of neoplastic disease.

nt suchgs surgery on the jawbone and
, 0 action of teeth to prepare the jaw

= Dental Services for Members who are potenti t recipients and require Medically Necessary pre-
transplant dental evaluation and clearance befo i
Covered Services are routine dental Segfi
may include oral examination, dental x-
dental extractions. In the case of
post-transplant.

axis (dental cleaning), fluoride treatment, fillings, and
on, we will cover these Services when performed

=  General anesthesia and as
non-covered dental Se

tal or ambulatory surgical facility Services in conjunction with
ically Necessary for Members who:

e Have a medical co
the dental procedure wege

ur Participating Provider determines would place you at undue risk if
rmed in a dental office; or

e Are children under age eight, or are physically or developmentally disabled, with a dental condition
that cannot be safely and effectively treated in a dental office.

Covered Services may be provided by a licensed dentist or other person who is regulated under state law to
practice dental or dental-related Services or otherwise practicing dental care Services consistent with state law,
including an expanded practice dental hygienist, denturist, pediatric dental assistant, registered nurse, or
advanced registered nurse practitioner. You pay the Cost Share you would pay if the Services were not related
to a covered dental Service.

Limited Dental Services Exclusions

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

= Dental appliances and dentures.
= Dental implants.

= Extraction of teeth, except as described above in the “Covered Dental Services” section.
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= Hospital Services for dental care, except as described above in the “Covered Dental Services” section.
= Orthodontics, except as described above in the “Covered Dental Services” section.
= Routine or preventive dental Services, except as described in the “Pediatric Dental Services” section.

= Services to correct malocclusion.

Maternity and Newborn Care

We cover the following maternity and newborn care Services:

= Prenatal care visits and postpartum visits.

=  Maternity hospital care for mother and baby, including Services for complications of pregnancy.
= Vaginal or cesarean childbirth delivery in a hospital or in a birth center, including facility fees.

* Home childbirth Services when provided by a Participating Provider, including Medically Necessary
supplies of a home birth, for low risk pregnancies.

= Newborn medical Services following birth and initial physical exam.

=  Newborn PKU test.

unable to receive maternal human milk or participate in b i se mother is medically or
physically unable to produce maternal human milk.

We will not limit the length of a maternity hospital sta aby to less than 48 hours for
) of inpatient stay is determined by an
attending Participating Provider, in consultation Wit Other. Our policy complies with the federal

Newborns’ and Mothers’ Health Protection Act o

t 21 days of life and are subject to their own
is 21-day period, you must follow the rules for adding

Certain maternity Services, scre@fiing for gestational diabetes and breastfeeding equipment, supplies,
counseling, and support, a
laboratory, X-ray, imaging,
X-ray, Imaging, and Special Di

iagnostic procedures are covered under the “Outpatient Laboratory,
Procedures” section.

Maternity and Newborn Care Exclusions
= Home birth Services provided by family or Non-Participating Providers.

Medical Foods and Formula

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

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

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

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

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

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 Member Services.

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.

We cover mental health Services provided in a skilled nursing facility, whéft all of the following are true:

your care in a skilled nursing facility and that the Services
skilled nursing facility.

*  You receive prior authorization from Company 1
by Medical Group and approved by Company.

We cover in-home mental health Services, when a

*  You are substantially confined to your

is feasible to maintain effective supervision and control of
your care in your home and that the : be safely and effectively provided in your home.

Inpatient Hospital Services

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

Residential Services

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

Psychological Testing

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

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

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.

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

Outpatient Durable Medical Equipment (DME)

We cover outpatient Durable Medical Equipment (IDME) subject to Utiliz eview by Company using
criteria developed by Medical Group and approved by Compa ME muystbe for use in your home (or a
place of temporary or permanent residence used as you

rdom
f @ pitalizatton, DME is covered at the same level

ing.

When you receive DME in a home health setting in
as if it were received in an inpatient hospital care

We decide whether to rent or purchase the DME, the vendor. We also decide whether to repair,

adjust, or replace the DME item when ne

= Bilirubin lights.
= CADD (continuous amb

= Enteral pumps and supplie

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

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

= Ventilators.

*  Wheelchairs.

We periodically update the list of approved DME items to keep pace with changes in medical technology and
clinical practice. To find out if a particular DME item is on our approved list for your condition, please call
Member Services.
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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 (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, serving the same function or the
same part of the body, except for necessary repairs, adjustments, and replacements as specified in this
“Outpatient Durable Medical Equipment (DME)” section.

* Non-medical items, such as sauna baths or elevators.
= Repair or replacement of DME items due to loss or misuse.

= Spare or duplicate use DME.

Outpatient Laboratory, X-ray, Imagi

We cover outpatient Services for laboratory, X-ra
Services, such as preventive screenings and routin
Laboratory, X-ray, Imaging, and Special Diagnostic
“Preventive Care Services” section.

Laboratory, X-ray, and Imagi

We cover outpatient laboratory, X-ra
imaging Services include, but otli

ervices. Covered outpatient laboratory, X-ray, and

= Bone densitometry.
= Cardiovascular testing.
= Cultures.

= Diagnostic and supplemental breast imaging, including diagnostic mammography, digital breast
tomosynthesis (3-D mammography), breast MRI, or breast ultrasound that is used to:

e Evaluate an abnormality.

e Screen for breast cancer when there is no abnormality seen or suspected, and is based on personal or
family medical history, or additional factors that may increase the individual’s risk of breast cancer.

= 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.

= MRL

= Nerve conduction studies.

= PET scans.

* Pulmonary function studies.
= Sleep studies.

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

Outpatient Laboratory, X-ray, Imaging, and Special Dia stic Procedures Limitations

Covered genetic testing Services are limited to preconception and pr
and heritable disorders, and testing for the prediction of high-risk occu
Medically Necessary. These Services are subject to Utilization Review by
Medical Group and approved by Company.

Outpatient Prescription Drugs and

We cover outpatient prescription drugs and suppli
Supplies” section.

Covered drugs and supplies must be prescti

approved by the U.S. Food and Dru,
covered.

Covered drugs and supplies i
prescription items that our
or drugs or supplies presc

at the law requires to bear the legend “Rx only” and non-
lists for certain conditions, such as certain preventive medications
ment of diabetes.

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

Covered Drugs and Supplies
Items covered under this “Outpatient Prescription Drugs and Supplies” benefit include:
= Certain preventive medications (including, but not limited to, aspirin, fluoride, liquid iron for children

ages 6 to 12 months at risk for anemia, and tobacco cessation drugs) according to, and as recommended
by, the USPSTF, when obtained with a prescription order.

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

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

= Drugs prescribed for an indication if the FDA has not approved the drug for that indication, (off-label
drugs) are covered only if 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 (i) in the majority
of relevant peer-reviewed medical literature, or (iii) by the Secretary of the U.S. Department of Health and
Human Services.

= FDA approved prescription and over-the-counter contraceptive drugs and devices including injectable
contraceptives and internally implanted time-release contraceptive drugs, emergency contraceptives,
spermicide, and contraceptive devices such as condoms, intrauterine devices, diaphragms, and cervical
caps.

=  Glucagon emergency kits, insulin, ketone test strips for urine-testing, blood glucose test strips, and
disposable needles and syringes when prescribed for the treatment of diabetes. We cover additional
diabetic equipment and supplies, including lancets and injection ai ndeg the “Outpatient Durable
Medical Equipment (DME)” section and the “External Prostheti igés and Orthotic Devices” section.

= Self-administered chemotherapy medications used for the treatment
= Post-surgical immunosuppressive drugs after covered transplant Services.

* Prescription medications purchased in a foreign co n fated with an Emergency Medical
Condition.

Cost Share for Covered Drugs and Sup
When you get a prescription from a Partici rticipating Facility, or Participating Medical
Office, or order a prescription from our cy, you pay the applicable Cost Share as shown in
the “Benefit Summary.” This applies for each n consisting of up to the day supply shown in the
“Benefit Summary.”

ing P

Outpatient prescription drugs and sup
Pocket Maximum is met.

ject to the applicable Cost Share until the medical Out-of-

If Charges for the drug or e an your Copayment, you pay the lesser amount.

When you obtain your prescripti ough 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 Member Services or go to kp.otg/rxcoupons.

Day Supply Limit

The prescribing provider determines how much of a drug or supply to prescribe. For purposes of day supply
coverage limits, the prescribing provider determines the amount of a drug or supply that constitutes a
Medically Necessary 30-day (or any other number of days) supply for you. When you pay the applicable Cost
Share shown in the “Benefit Summary,” you will receive the prescribed supply up to the day supply limit. If
you wish to receive more than the covered day supply limit, then you must pay Charges for any prescribed
quantity that exceeds the day supply limit, unless due to medication synchronization, in which case we will
adjust the applicable Copayment for the quantity that exceeds the day supply limit.
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You may receive a 12-month supply of a contraceptive drug at one time, unless you request a smaller supply
or the prescribing provider determines that you must receive a smaller supply. We may limit the covered refill
amount in the last quarter of the Year if we have previously covered a 12-month supply of the contraceptive
drug within the same Year.

Medication Synchronization

Medication synchronization is the coordination of medication 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 prescribing provider or a Participating
Pharmacy who will determine the appropriateness of medication synchronization for the drugs being
dispensed and inform you of the decision.

If the prescription will be filled to more or less than the prescribed day supply limit for the purpose of
medication synchronization, we will adjust the applicable Copayment accordingly.

How to Get Covered Drugs or Supplies

Participating Pharmacies are located in many Participating Facilities. To
see your Medical Facility Directory, visit kp.otg/directory /nw, ot conta

addresses in Oregon and Washington. Some drugs and supplies are not a
Pharmacy, for example drugs that require special handling or refsi i
supplies available through our Mail-Order Pharmacy are

Definitions
The following terms, when capitalized and used in
mean:

= Brand-Name Drug. The first a
trademark-protected name by th

drug. Marketed and sold under a proprietary,
company that holds the original patent.

* Generic Drug. A drug th
by the U.S. Food and
active ingredients(s) as
Drugs, and must be iden

* Non-Preferred Brand-Na rug. A Brand-Name drug or supply that is not approved by Company’s
Regional Formulary and Therapeutics Committee and requires prior authorization for coverage.

same active ingredient as a Brand-Name Drug and is approved
tion (FDA) as being therapeutically equivalent and having the same
Drug. Generally, Generic Drugs cost less than Brand-Name

oth, safety, purity, and effectiveness.

» Preferred Brand-Name Drug. The first approved version of a drug or supply that Company’s Regional
Formulary and Therapeutics Committee has approved. Marketed and sold under a proprietary,
trademark-protected name by the pharmaceutical company that holds the original patent.

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

About Our Drug Formulary

Our drug formulary is a list of drugs that our Regional Formulary and Therapeutics Committee has reviewed
and approved for our Members and includes drugs covered under this EOC. Drugs on the formulary have
been approved by the FDA.
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Our Regional Formulary and Therapeutics Committee is made up of Participating Physicians, other
Participating Providers, pharmacists, and administrative staff. The committee chooses drugs for the formulary
based on several factors, including safety and effectiveness as 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 information.

We will not require the substitution of a non-preferred drug with a preferred drug in a given therapeutic class
or increase the Cost Share within the Year, if the prescription is for the refill of a drug prescribed to treat a
serious mental illness, the Member is medically stable on the drug, and a Participating Provider continues to
prescribe the drug.

When a drug is removed from the formulary, we will notify Members
a Participating Pharmacy within the prior three months. If a formula affects a prescription drug you
are taking, we encourage you to discuss any questions or concerns with i
member of your health care team.

Drugs on our formulary may move to a different drug tie

xception process that is available when a Participating Provider or
ply that our drug formulary does not list for your condition, if the
law requires the item to bear “Rx only.” The exception process is not available for drugs or
supplies that the law does not r to bear this legend, or for any drug or supply prescribed by someone
other than a Participating Provider or any licensed dentist.

A Participating Provider or any licensed dentist may request an exception if they determine that the
non-formulary drug or supply is Medically Necessary. We will make a coverage determination within 72 hours
of receipt for standard requests and within 24 hours of receipt for expedited requests. A request may be
expedited if you are experiencing a health condition that may seriously jeopardize your life, health, or ability
to regain maximum function, or when you are undergoing a current course of treatment using a nonformulary
drug.

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

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

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 g@fletter informing you of that
process is explained in our

xternal Review” section.

Prior Authorization and Step Therapy Prescribi

Prior authorization is required when you are prescribed cg
that the drug or supply is Medically
the medical information necessary

. Coverage for a prescribed drug or supply that is
approves the request.

Necessary. Prescribing Participating Providers must st
for Company to make the prior authorization detéfi

A list of those drugs and supplies that req
you may contact Member Services.

We apply step therapy prescribing criferidid by Medical Group and approved by Company, to
certain drugs and supplies. The step therag ribing criteria require that you try a therapeutically similar
drug (step 1) for a specified of tif€ before we will cover another drug (step 2) prescribed for the same
condition. A list of drugs suppli ject to step therapy prescribing criteria, and the requirements for
moving to the next step dr availabl¢ online at kp.org/formulary, or you may contact Member

Services.

Prior Authorization Exception Process

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

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

If the information provided is not sufficient to approve or deny the request, we will notify your prescribing
Participating Provider that additional information is required in order to make a determination. This

EWSGDEDVX0125 41 OM



additional information will be due within five calendar days for standard requests or two business days for
expedited requests.

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

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.

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.

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

You may have the right to receive an emergency fill of a prescgipti quires prior authorization
under the following circumstances:

= The Participating Pharmacy is unable to reach the ny thorization department by phone,
as it is outside the department’s business hours; of

care, hospital admission or might seriously
jeopardize the life or health of the patient in contact with the patient.

Your Prescription Drug Righ

You have the right to safe a
covered under this Plan an
drug benefits, please conta

armacy Services. You also have the right to know what drugs are
apply. If you have a question or a concern about your prescription

If you would like to know mor your rights, or if you have concerns about your Plan you may contact
the Washington State Office of Insurance Commissioner at 1-800-562-6900 or www.insurance.wa.gov. If

you have a concern about the pharmacists or pharmacies serving you, please contact the Washington State
Department of Health at 360-236-4700, www.doh.wa.gov, or HSQACSC@doh.wa.gov.

Medication Management Program

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

Outpatient Prescription Drugs and Supplies Limitations

= If your prescription allows refills, there are limits to how early you can receive a refill. In most cases, we
will refill your prescription when you have used at least 70 percent of the quantity. Prescriptions for
controlled substances cannot be refilled early. Please ask your pharmacy if you have questions about when
you can get a covered refill.
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= Teaching doses of self-administrable injectable drugs, fluids, additives, and nutrients are limited to three
doses per medication per lifetime.

= The Participating Pharmacy may reduce the day supply dispensed at the applicable Cost Share to a 30-day
supply in any 30-day period if it determines that the drug or supply is in limited supply in the market or
for certain other items. Your Participating Pharmacy can tell you 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 our drug formulary, available at kp.org/formulary.
You may also contact Member Services 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 require special
handling, and drugs affected by temperature.

Outpatient Prescription Drugs and Supplies Exclusions

= Any packaging, such as blister or bubble repacking, other than the
packaging.

* Brand-Name Drugs for which a Generic Drug is available, unless ap
Authorization and Step Therapy Prescribing Criteria” sec

pensiag pharmacy’s standard
fer to “Prior

=  Drugs prescribed for fertility treatment.

= Drugs prescribed for an indication if the FDA ha
contraindicated.

ed thatuse of the drug for that indication is

*  Drugs and supplies from the Mail-Order Phar esses outside of Oregon or Washington.

= Drugs and supplies that are available
different form or different strength (or bo
prescription drugs or supplies d int

ion, even if the non-prescription item is in a
that this exclusion does not apply to non-

*  Drugs that the FDA has not appr

= Drugs used for the tre

*  Drugs used in weight
= Drugs used to enhance ath

= Extemporaneously compounded drugs, unless the formulation is approved by our Regional Formulary
and Therapeutics Committee.

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

= Nutritional supplements.

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

Pediatric Dental Services

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

You may choose to receive covered Services from Participating Dental Providers or from Non-Participating
Dental Providers inside the United States. Your out-of-pocket costs will typically be less when you receive
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covered Services from Participating Dental Providers. Also, Participating Dental Providers will obtain prior
authorization on your behalf and will submit claims to us.

Participating Dental Providers include Permanente Dental Associates, P.C. and other dental care providers
who are either employed by us or contract directly or indirectly with us to provide covered Services for
Members entolled in this Plan. To locate a Participating Dental Provider, visit kp.otg/dental/nw/ppo. If
you need assistance finding a Participating Dental Provider, verifying the current participation status of a
provider, or setting an appointment, or if you do not have access to the online directory, please contact
Dental Choice Customer Service.

When you receive covered Services from Non-Participating Dental Providers, your Cost Share may be higher
than when you receive covered Services from Participating Dental Providers. You are responsible for assuring
your Non-Participating Dental Provider has obtained prior authorization on your behalf. If you choose to
receive covered Services from a Non-Participating Dental Provider, those Services are still subject to the
provisions of this EOC.

We cover the Services described in this “Pediatric Dental Services” section only if all of the following
conditions are satisfied:

*  You are 2 Member on the date you receive the Services and Servi ided on or before the end of
the month in which you turn 19 years of age.

* The Services are Dentally Necessary.

= The Service is listed on the “Schedule of Covered
EOC.

Coverage is based on the least costly treatment alt
treatment alternative from that recommendgd by y
cover the Services up to the benefit level o
any additional Charges.

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

The “Benefit Summary” lis
Provider Cost Share show:
Dental Providers. You pay
Summary” when you receive ¢

t Summary” when you receive covered Services from Participating
ticipating Dental Provider Cost Share shown in your “Benefit
ervices from Non-Participating Dental Providers.

We pay for covered Services from Participating Dental Providers and Non-Participating Dental Providers up
to either the Maximum Allowable Charge (MAC) or the Usual and Customary Charge (UCC), depending on
your Plan. If a Non-Participating Dental Provider charges more than the MAC or UCC, that provider may bill
you directly for the additional amount that is not covered by us. This is called balance billing. A Participating
Dental Provider will not balance bill you for amounts over the Maximum Allowable Charge.

Choosing a Personal Dentist

We recommend each Member choose a personal Dentist. You may designate a Participating Dental Provider
who is a general dentist and who is available to accept you. Your personal Dentist and their dental care team
can provide most of your dental care and, when needed, arrange for Dentally Necessary care with other dental
providers. For information on how to select or change your personal Dentist, and for a searchable list of
patticipating general Dentists, visit kp.org/dental/nw/ppo or call Dental Choice Customer Setvice. Before
receiving Services, you should confirm your Dentist has continued as a Participating Dental Provider.
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Getting Assistance

We want you to be satisfied with the dental care you receive. If you have any questions or concerns about
Services you received from a Participating Dental Provider, please first discuss them with that provider or the
rovider’s office. Dental Choice Customer Service representatives are available to assist you in resolving an

P y g any
problems you may have.

The Dental Choice Customer Service representatives can answer any questions you have about your benefits,
how to find Participating Dental Providers and Participating Dental Offices, how to make your first
appointment, and how to replace your ID card. These representatives can also provide you with forms and
instructions that will help you file a claim, grievance, or appeal as described in the “Grievances, Claims,
Appeals, and External Review” section of this EOC. Upon request, Dental Choice Customer Service can also
provide you with written materials about your coverage.

Dental Choice Customer Service representatives are available by phone Monday through Friday (except
holidays), from 7 a.m. to 7 p.m. PT, by calling 1-866-653-0338.

Prior Authorization

Services listed in the “Pediatric Dental Services Benefits” section and o e “Schedule of Covered Pediatric
Dental Procedures,” located at the back of this EOC, require prior a i n if they are either of the
following:

= A Service for which the Charges are $500 or more per pr
= The procedure is periodontal treatment with the proce

You are responsible for requesting prior authorization
Participating Dental Providers may request prior
you or your provider must call our Dental Choice
material to the address on the back of your ID car:
electronically. You do not need prior auth i

ng Dental Providers and Non-

on your behalf. To request prior authorization,
ervice representatives at 1-866-653-0338 or mail
ay also request prior authorization

gency Dental Care.

If you receive a Service for which pri
authorization (including any Services

equired but for which we have not given prior
Services for which we have given prior authorization),
then we will not cover that Service un it and determine that it was Dentally Necessary. If we
determine that the Service ntal @€ed but was not Dentally Necessary because a less expensive Service
would have met the same déntal thél we will partially cover the Service by paying the amount we would
have paid if you had receiv ess &pcnsive Service. You will be responsible for paying for any Services
that we do not cover.

Prior authorized Services are subject to the Cost Share shown in the “Benefit Summary.” When we conduct a
prior authorization review, you will receive a written explanation of benefits. Each Service where prior
authorization was requested, and the acceptance or denial of each Service, will be listed on the explanation of
benefits. To learn more about prior authorization, refer to non-urgent pre-service claims in the “Grievances,
Claims, Appeals, and External Review” section of this EOC.

For more information about prior authorization, or to request a copy of the review criteria used to make the

prior authorization determination, please contact Dental Choice Customer Service.

Obtaining Emergency and Urgent Dental Care

If you have an Emergency Dental Condition that is not a medical emergency, or you need Urgent Dental
Care, call your Dentist’s office. Emergency Dental Care is available 24 hours a day, every day of the week. Call
Kaiser Permanente at 1-800-813-2000 (T'TY 711), and a representative will assist you or arrange for you to be
seen for an Emergency Dental Condition.

See the “Emergency Dental Care and Urgent Dental Care” section for details about your coverage.
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Pediatric Dental Services Benefits

Preventive and Diagnostic Services

We cover the following preventive and diagnostic Services:

Examination of your mouth (oral examination) to determine the condition of your teeth and gums,
including:

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

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

e Limited visual oral assessments or screenings.

e The evaluation and recording of dental caries, missing or unerupted teeth, restoration, occlusal
relationships, periodontal conditions (and periodontal charting), hard and soft tissue anomalies, and
oral cancer screening.

Installation of space maintainers (appliances used to maintain sp

for Members age 12 and younger for fixed unilateral or bilateral sp ce, including

¢ Recementation of space maintainers;

e Removal of space maintainers; and

e Replacement space maintainers when dentall @ te.

Oral hygiene instruction, including individualidéd oraiifiveiene instructions, tooth brushing techniques,

flossing, and use of oral hygiene aids.
Routine preventive teeth cleaning (pro
Sealants when used on mechanically and lly prepared enamel surface.

se, foam or gel, and disposable trays.

X-rays to check for caviti rmine the condition of your teeth and gums, subject to frequency
Services Limitations” section of this EOC. Covered Services
include:

e Bitewing X-rays.
e Cephalometric films.
e Intraoral complete series.

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

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

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

Minor Restorative Services

We cover the following minor restorative dental Services:

Routine fillings.

Simple extractions.
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» Stainless steel and composite/actylic testorations for primary and permanent teeth.

= Synthetic (composite, resin, and glass ionomer) restorations for primary and permanent teeth.

Oral Surgery Services
We cover the following oral surgery Services:

* Frenulectomy or frenuloplasty care for Members age six and younger.
=  Major oral surgery.

= Surgical tooth extractions.

Periodontic Services

We cover the following periodontic Services:
* Periodontal maintenance for Members age 13 and older.

* Periodontal non-surgical Services (scaling, root planing, and full-mouth,debridement) for Members age 13
and older.

* Periodontal surgical Services and postoperative care for gingivec

= Treatment of gum disease.

Endodontic Services

We cover the following endodontic Services:

= Root canal and related therapy, including:

e Apexification for apical closures of anterio t teeth.
e Apicoectomy and retrograde fillin
e Retreatment for the removal of post, t canal filing material and all procedures Dentally

Necessary to prepare the ca

e Treatment for per igf, bicuspid, and molar teeth.

e Treatment with res idl for primary maxillary incisor teeth D, E, I, and G if the entire
root is present at treatment.

= Treatment of the root canal or tooth pulp.

Major Restorative Services

We cover the following major restorative Services:
= Bridge abutments.

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

= Core buildup, including pins, only on permanent teeth, when performed in conjunction with a crown.
= Indirect crown for permanent anterior teeth for Members age 12 and older.

=  Occlusal restorations for the upper molars if restorations are anatomically separated by sound tooth
structure.

= Pontics. Artificial tooth on a fixed partial denture (a bridge).
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= Prefabricated stainless steel crowns for primary and permanent posterior teeth.

= Recementation of permanent indirect crown for Members age 12 and older.

Removable Prosthodontic Services

We cover the following removable prosthodontic Services:
= Full upper and lower dentures.
= Maintenance prosthodontics:
e Adjustments.
e Rebase and reline of complete or partial dentures.
e Repairs.

* Resin-based partial upper and lower dentures.

Orthodontic Services

We cover Medically Necessary orthodontic Services for treatment of
diagnosis of:

cclusions associated with a

= Cleft lip and palate, cleft palate, or cleft lip with alveolar process inv

* Craniofacial anomalies for (i) hemifacial microsomia, (ii) crafiosynostosi
or (iv) Marfan syndrome.

Emergency Dental Care and Urgent Dental C

We cover Emergency Dental Care, including loca csla and medication when used prior to dental
treatment to avoid any delay in dental treatment, a )
been covered under other headings of this i
Dental Services Limitations” and “Pediatric ices Exclusions” sections) if they were not
Emergency Dental Care or Urgent

ver use of nitrous oxide during Dentally Necessary treatment as
er.

= Nitrous oxide, once per day, We
deemed appropriate by the

= Office based Medically Necessary general anesthesia and oral or parenteral conscious sedation or deep
sedation for covered dental Services when administered by an oral surgeon, periodontist or pediatric
Dentist and when Medically Necessary for Members who are under age eight, developmentally or
physically disabled, or who would be at medical risk without sedation or general anesthesia.

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

Pediatric Dental Services Exclusions

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

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

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

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

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

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

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

ental standards as safe and
ot the Service is authorized by law

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

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

oval has not been granted

Fees a provider may charge for a missed appointme

: extenstve restoration of the mouth with
ncluding crowns, bridges, or implants used for
pring occlusions, or correcting attrition, abrasion,

Full mouth reconstruction, including, but not limi
crowns, bridges, or implants; and occlusal rehabili
the purpose of splinting, altering vertical dime
or erosion.

Genetic testing.
Maxillofacial surgery.
Medical or Hospital Services, unle specified in the EOC.
Myofunctional therapy.
Non-orthodontic recordi jawjinovements or positions.

Orthodontic Services, exce scribed in the “Orthodontic Services” section.
Orthodontic treatment of primary/transitional dentition.

Orthognathic surgery.

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

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

Replacement of broken orthodontic appliances.
Replacement of lost or damaged space maintainers.
Re-treatment of Orthodontic Services cases.

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

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

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

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

Pediatric Dental Services Limitations

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

Benefits for prophylaxis will not be covered if performed on the s
cleaning treatment.

date of Service with periodontal
Cephalometric films are limited to once in a two-year period.

seven-year period.

Dentures, bridges, crowns (per tooth), and replac
permanent fixed or removable prosthetic devi
partial dentures which are replaceable once ev:

Examination and prophylaxis (routine

Examinations are limited to oncdetes
limited oral evaluations when nec altate for a specific dental problem or oral health complaint,
dental emergency or refer r othegtreatment.

Extraction of asymptofatic
performed in conjunctt or
periodontist.

ologic third molars (wisdom teeth) is not covered unless
dontic or periodontal treatment and prescribed by an orthodontist or

Fluoride treatments are limited to three times in a 12-month period for Members age six and younger;
two times in a 12-month period for Members age seven and older; and three times in a 12-month period
for Members receiving orthodontic Services.

Frenulectomy or frenuloplasty is limited to Members six years of age and younger without prior
authorization.

Full mouth gross debridement is limited to a frequency of once every 24 months.

> <¢

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

House/extended care facility calls are limited to two per facility per Participating Dental Provider per
Member.
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Indirect crowns are limited to once every five years, per tooth, for permanent anterior teeth for Members
age 12 and older.

Intraoral complete series radiographs are limited to once in a three-year period unless a panoramic X-ray
for the same Member has been performed in the same three-year period.

Limited to one complete denture (upper and lower) and one replacement denture per lifetime after at least
five years from the seat date.

Limited to one resin-based partial denture, if provided at least three years after the seat date.
Limited to two sets of bitewing X-rays once a year for a total of four bitewing X-rays per year.

Limited visual oral assessments or screenings, limited to two per Member per Year, not performed in
conjunction with other clinical oral evaluation services.

Occlusal intra-oral X-rays are limited to once in a two-year period.

Oral hygiene instruction is limited to two times in a 12-month period for Members age eight and younger,
if not billed on the same day as a prophylaxis treatment.

Panoramic X-rays are limited to once every three years.

Periapical X-rays are not covered unless included in a complete se
definitive treatment.

is in conjunction with
Periodontal maintenance is limited to once per quadrant in riod for Members age 13 and
Periodontal scaling and root planing is limited to in a two-year period for Members age
Relines and rebases of complete or partial dent ited to once every 36 months, if performed at

is limited to one per tooth per Member lifetime.

Repair or replacement needed dut

devices is limited to once every 12 F

r and tear of interim fixed and removable prosthetic

Repair or replacement d@€eded togormal wear and tear of permanent fixed and removable prosthetic
devices is limited to on 1Vig) years.
Root canals on baby teeth age lipdited to primary posterior teeth only.

Root canals on permanent teeth are limited to anterior, bicuspid, and molar teeth, excluding teeth 1, 16,
17, and 32.

Routine fillings are limited to amalgam (silver) or glass ionomer fillings on posterior teeth and composite
(tooth-colored) fillings on anterior and bicuspid teeth.

Sealants are limited to once every three years for permanent bicuspids and molars only.

Sedation and general anesthesia (including, but not limited to, intramuscular IV sedation, non-IV sedation
and inhalation sedation) are not covered, except when administered by an oral surgeon, periodontist or
pediatric Dentist pursuant to the provisions described in the “Other Pediatric Dental Services” section,
and when Medically Necessary for Members who are under age eight, developmentally or physically
disabled, or those who would be at medical risk without sedation or general anesthesia.

Stainless steel crowns are limited to:
e Once every three years, for members age 13 and older, for primary anterior teeth.

e Once every three years for primary posterior teeth.
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¢ Once every three years for permanent posterior teeth (excluding teeth 1, 16, 17 and 32).

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 vision screenings and a comprehensive eye examination with refraction, including dilation
when determined to be Medically Necessary, as shown under “Pediatric Vision Services” in the “Benefit
Summary.”

Eyeglass Lenses/Frames or Contact Lenses

We cover eyeglass lenses (single vision, bifocal, trifocal, or lenticular, i
scratch resistant coating) determined by your Participating Provider o
eyeglasses, as shown under “Pediatric Vision Services” in the “Benefit
these items is the date on which you order the item.

Medically Necessary Contact Lenses

Contact lenses may be determined to be Medically Ng
following conditions:

= Keratoconus.

= Pathological myopia.

= Aphakia.

= Anisometropia.

= Aniseikonia.

*  Aniridia.

= Corneal disordets.

* Post-traumatic disorders.
= Irregular astigmatism.

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

Low Vision Aids

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

Pediatric Vision Services Exclusions

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

* Non-prescription sunglasses.

* No-line or progressive bifocal and trifocal lenses.

=  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.

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 significant disfigurement resulting from an injury or fro

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

= To treat congenital hemangioma known as port wine stain

= All stages of reconstruction of the breast on w

= Surgery and reconstruction of the other b duce a symmetrical appearance.
*  Mastectomy-related prostheses.

» Treatment of physical comgplicatio the mastectomy, including lymphedemas.

tomy and post-mastectomy Services.

Mastectomy-related prosthe hotic Devices are covered under and subject to the “External
Prosthetic Devices and Orthoti ces” section.

Rehabilitative Therapy Services

We cover inpatient and outpatient physical, massage (soft tissue mobilization), 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. Covered Services include treatment of
neurodevelopmental conditions to restore and/or improve function, or to provide maintenance for
conditions which, in the judgment of your Participating Provider, would result in significant deterioration
without the treatment.

These Services are subject to Utilization Review by Company using criteria developed by Medical Group and
approved by Company. However, you do not need authorization for an initial evaluation and management
visit and up to six treatment visits for physical, massage (soft tissue mobilization), occupational, and speech
therapy Services for a New Episode of Care.
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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
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. Visit maximums do not apply to outpatient rehabilitative therapy Services to treat
mental health conditions covered under this EOC.

Outpatient Rehabilitative Therapy Services Limitations

= Physical therapy, massage therapy (soft tissue mobilization), and occupational therapy Services are
covered as Medically Necessaty to restore or improve functional abilides when physical and/or sensory
perceptual impairment exists due to injury, illness, stroke, or surg,

= Speech therapy Services are covered as Medically Necessary for sp
origin such as cleft palate, or when speech, language, or the swallowin
illness, stroke, or surgery.

nts of specific organic
n is lost due to injury,

= Therapy Services do not include maintenance thera
neurodevelopmental conditions.

1tions except for

Inpatient Rehabilitative Therapy Servic

We cover inpatient rehabilitative therapy Segvi eatthent of conditions which, in the judgment of a
jecti urable improvement as a result of the prescribed
therapy. Prescribed inpatient therapy Services jve prior authorization as described under “Prior

covered days of Service un ent Rehabilitative Therapy Services” section.

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

EOC.

Rehabilitative Therapy Services Exclusions

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

Services Provided in Connection with Clinical Trials

We cover Services you receive in connection with a clinical trial if all of the following conditions are met:

* We would have covered the Services if they were not related to a clinical trial.
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= You are eligible to participate in the clinical trial according to the trial protocol with respect to treatment
of cancer or other life-threatening condition (a condition from which the likelihood of death is probable
unless the course of the condition is interrupted), as determined in one of the following ways:

e A Participating Provider makes this determination.
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.

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

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 havi
application.

an investigational new drug

e The study or investigation is approved or funded by at least on ng:
o The National Institutes of Health.
o The Centers for Disease Control and Preventie

o The Agency for Health Care Research angd 4@
o The Centers for Medicare & Medicai i

e Itis compar: o the National Institutes of Health system of peer review of studies and
investigations.

e It assures unbiased review of the highest scientific standards by qualified people who have
no interest in the outcome of the review.

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

Services Provided in Connection with Clinical Trials Exclusions
= The investigational Service.

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

The “Benefit Summary” shows a day maximum for 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.

= DME Services.

= Medical and biological supplies.
= Medical social Services.

* Nursing Services.

= Rehabilitative therapy Services.

= Room and board.

Spinal and Extremity Manipu

We cover outpatient visits for Spinal Extre
Participating Provider in the Particip

erapy Services

ipulation therapy Services when provided by a
office. Covered Services include:

* Evaluation and managem,
= Diagnostic radiology.

*  Musculoskeletal treatme
= Hot and cold packs.

= Treatment for the onset of an illness or injury, aggravation of an illness or injury, and the exacerbation of
an illness or injury.

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

Self-referred Spinal and Extremity Manipulation Therapy Services

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

Physician-referred Spinal and Extremity Manipulation Therapy Services

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

Spinal and Extremity Manipulation Therapy Services Exclusions
=  Dermal friction technique.

= East Asian massage and tui na.

* Nambudripad allergy elimination technique (NAET).

*  Qigong.

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

= Sonopuncture.

Substance Use Disorder Services

We cover Substance Use Disorder Services as found in the current editio
Manual of Mental Disorders (DSM), published by the American Psychiatzi
treatment for withdrawal symptoms (including methadone maintenan
Substance Use Disorder. Acupuncture visit limits do not apply to acupu
Disorder.

t the Diagnostic and Statistical
iation, including medical
cture treatment for
ment for Substance Use

Services are subject to Utilization Review by Company usi i devel@ped by Medical Group and
approved by Company. You may request the criteria b ervices.

Parity and Addiction Equity Act.
You do not need to obtain prior authorizat wing Substance Use Disorder Services:

=  Emergency detoxification for medical co

abuse.
= Substance Use Disorder treatrnen

the state of Washington, d to:

ociated with acute alcohol, drug, or other substance

ovided in a behavioral health agency licensed or certified in

e The first two busi ient or residential Services.

e The first three business days gf'withdrawal management Services.
Additional Services require prior authorization as described under “Prior Authorization Review
Requirements” in the “How to Obtain Services” section.

Outpatient Services for Substance Use Disorder
We cover individual office visits and group therapy visits for Substance Use Disorder.

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

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

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

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

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

Residential Services

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

Day Treatment Services

We cover day treatment Services in a day treatment program.

Telehealth Services
Telemedicine

Telemedicine is the delivery of health care services through use of real-time interactive audio and video
communication, or store and forward technology, allowing a Member, or person acting on the Member’s
behalf, to interact with a Participating Provider who is not physically at g€ same location, for the purpose of
diagnosis, consultation, or treatment. Telemedicine does not include oicemalil, or text messages.

Store and forward technology means sending a Member’s medical infor
health care provider at a distant site for later review. The provider follows
Member and helps manage their care. Store and forward techn
telephone, fax, or email.

an originating site to the
a medical diagnosis for the
tinclude use of audio-only

Audio-only telemedicine is the delivery of health care rough’the use of audio-only technology,
allowing a Member, or person acting on the Me , to interact real-time with a Participating
Provider who is not physically at the same location ose of diagnosis, consultation, or treatment.
Audio-only telemedicine does not include ealth care Services that are customarily delivered

by audio-only technology such as sharing o esults.
We cover telemedicine Services at licablcWelemedicine Cost Share shown in your “Benefit Summary”
if:

= The Service is otherwise du this EOC if received in person;

* The Service is determined to be safely and effectively provided using telemedicine, according to generally
standards;

= The technology used to provide the Service meets the standards required by state and federal laws
governing the privacy and security of protected health information; and

= For audio-only telemedicine, the Member has an established relationship with the provider.
For purposes of this section, “established relationship” means:

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

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

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

We also cover e-visits. To access an e-visit, log in to your kp.org member account on your desktop, laptop,
or tablet and fill out a questionnaire about your symptoms. A nurse 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 interactive audio and video communications, telephone visits 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 listed transplants under this “Transplant Services” section
at National Transplant Network facilities if you meet Utilization Review criteria developed by Medical Group
and approved by Company.

You pay the applicable Cost Share you would pay if the Services were n
we provide (or pay for) for actual or potential donors, there is no Ch

elated to a transplant. For Services

owing requirements:
= Itis licensed in the state where it operates.
= Itis certified by Medicare as a transplant facility for th
= Itis designated by Company as a transplant facili

= Itis able to meet reasonable access standards 2 transplants based on Regional Organ
Procurement Agency statistics for the facility 1
geographic area designated by a state-li
of Washington).

We cover only the following transpl
include human and artificial transplan tilization Review criteria developed by Medical Group
and approved by Company, anu rer’s recommendation.

=  Bone matrrow.
= 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.

= Inaccord with our guidelines for Services for living transplant donors, 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 donor Services are available by calling Member Services.

= We may pay certain expenses that we preauthorize in accord with our travel and lodging guidelines. Your

transplant coordinator can provide information about covered expenses.

Transplant Services Exclusions

* Non-human organs and their implantation.

Vision Hardware and Optical Services

Vision Services covered under this “Vision Hardware and Optical Service n are only for Members age

this section but are covered

We cover the Services listed below when prescribed I
Provider and obtained from a Participating Provi Services under this “Vision Hardware and
Optical Services” section are not subject to any D y allowance amount received under this
“Vision Hardware and Optical Services” segtion, as amount you pay for these Services, do not

rovider or a Non-Participating

I'not provide the allowance if we have previously covered a lens,
frame, or contact lens (butf@ot coumting 3y that we covered under “Eyeglasses and Contact Lenses after
Cataract Surgery”) within t fit period shown in the “Benefit Summary” under this “Vision
Hardware and Optical Services” secti@h. 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

= $060 for single vision cosmetic contact lenses
= $90 for multifocal eyeglass lenses

= $90 for multifocal cosmetic contact lenses

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).
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Eyeglasses and Contact Lenses after Cataract Surgery

If you have cataract surgery and since that surgery we have never covered eyeglasses or contact lenses under
any benefit for eyeglasses and contact lenses after cataract surgery (including any eyeglasses or contact lenses
we covered under any other coverage), we cover your choice of one of the following without Charge if
obtained from a Participating Provider. We will cover both of the following if, in the judgment of a
Participating Provider, you must wear eyeglass lenses and contact lenses at the same time to provide a
significant improvement in vision not obtainable with regular eyeglass lenses or contact lenses alone:

* One conventional contact lens or up to a six-month supply of disposable contact lenses, determined by
your Participating Provider, for each eye on which you had cataract surgery, including evaluation, fitting,
and follow-up care for the lenses.

= One pair of regular eyeglass lenses determined by your Participating Provider and a frame from a
specified selection of frames.

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 for
Outpatient Services” section).

Medically Necessary Contact Lenses

Contact lenses may be determined to be Medically Necessary and appro e i treatment of the
following conditions:

= Keratoconus. V
= Pathological myopia.

= Aphakia. §

= Anisometropia.

=  Aniseikonia.

*  Aniridia.

» Corneal disorders.

»  Post-traumatic disorder
= Irregular astigmatism.

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

Vision Hardware and Optical Services Exclusions

= Low 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.

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

= 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 “Eyeglasses and Contact Lenses after Cataract
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Surgery” or “Medically Necessary Contact Lenses” 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
or partially limited under this EOC. These exclusions and limitations apply to all Services that would
otherwise be covered under this EOC and are in addition to the exclusions and limitations that apply only to a
particular Service as listed in the description of that Service in this EOC.

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

Cosmetic Services. Services that are intended primarily to change or mai
result in significant improvement in physical function. This exclusion do

ain your appearance and will not
ot apply to Services that are
edically Necessary Gender

Custodial Care. Assistance with activities of daily living (suchyas walking, ‘gettid¢ in and out of a bed or chair,
bathing, dressing, eating, using the toilet, and taking medicine) that can be performed safely
and effectively by persons who, in order to provide the n icensure, certification, or the
presence of a supervising licensed nurse.

Dental Services. This exclusion does not apply tg

imminent use at the time of collectio ted Tecipient
Detained or Confined Members. S@ S piesided or arranged by criminal justice officials or institutions
for detained or confined Me dited to Services which meet the requirements of Emergency

Services under this EOC.

Employer Responsibility:
employer to provide. When we gov.
the employer.

ny 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.

= 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.
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= 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
e 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 Service has been or will be provided.

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

= The files and records of the IRB or similar body that approves or
the Service has been or will be provided, and other information ¢
IRB or similar body.

= The published authoritative medical or scientific literature , as applied to your illness or
injury.

* Regulations, records, applications, and any other g ns issued by, filed Wlth or taken by,

the FDA or other agencies within the United
state agency performing similar functions.

We consult Medical Group and then use iteri ibed above to decide if a particular Service is
experimental or investigational.

This exclusion does not apply to Se over under “Services Provided in Connection with Clinical
Trials” in the “Benefits” section of tht

Eye Surgery. Radial keratot ho ractive keratectomy, and refractive surgery, including evaluations
for the procedures.

Family Services. Services ed byfla member of your immediate family.

Genetic Testing. Genetic testt 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.

Hearing Aids. Hearing aids, tests to determine their efficacy, and hearing tests to determine an appropriate
hearing aid.

Hypnotherapy. All Services related to hypnotherapy.

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.

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 qualifying clinical trial if we would typically
cover those Services absent a clinical trial.

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

xclusion does not apply to
do not cover:

* Teaching manners and etiquette.

» Teaching and support services to develop planning skills as daily a
planning.

planning and project or task

» Items and services that increase academic knowledg

* Academic coaching or tutoring for skills such a ath, and time management.
* Teaching you how to read, whether or
* Educational testing.
» Teaching art, dance, horse riding,
»  Teaching skills for empl
* Vocational training or
* 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.

EWSGDEDVX0125 64 OM



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.

Vision Hardware and Optical Services. Corrective lenses, eyeglasses, and contact lenses are excluded. This
exclusion does not apply to Services that are covered under “Pediatric Vision Services” and “Vision Hardware
and Optical Services” in the “Benefits” section.

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

This Coordination of Benefits (COB) provision applies when you have h
one Plan. To avoid delays in claim processing, you and your p
Plan at the same time. If Medicare is your Primary Plan, Medi
Plan for you. This Plan is your Primary Plan for covere
Services” section of this EOC.

coverage under more than

it your claims to your Secondary
ed in the “Pediatric Dental

Plan, and other important terms that apply only t

1s¥Coordination of Benefits” section determines
e Plan that pays first is called the Primary Plan.
its contract terms without regard to the possibility

n that pays after the Primary Plan is the Secondary Plan.

The order of benefit determination rules de
the order in which each Plan will pay a clai
The Primary Plan must pay benefits in accor:
that another Plan may cover some exfp¢
The Secondary Plan may reduce the bgh
percent of the total Allowab
payment details, the Secondary Pl
within 30 days of receipt o
the Secondary Plan will promptly pro€€ss the claim. If the Primary Plan has not processed the claim within 60
days and is not waiting for addi information, the provider and/or you may submit the claim to the
Secondary Plan with a notice that the Primary Plan has failed to pay the claim. The Secondary Plan must pay
the claim as the Primary Plan within 30 calendar days. After payment information is received from the
Primary Plan, the Secondary Plan may recover any excess amount paid under the “Right of Recovery”
provision.

[F'the Seondary Plan receives a claim without the Primary Plan’s
otify the submitting provider and/or you as soon as possible and

Notice to Covered Persons

If you are covered by more than one health benefit Plan, and you do not know which is your primary Plan,
you or your provider should contact any one of the health Plans to verify which Plan is primary. The health
Plan you contact is responsible for working with the other Plan to determine which is primary and will let you
know within thirty calendar days.

CAUTION: All health Plans have timely claim filing requirements. If you or your provider fail to submit your
claim to a secondary health Plan within that Plan's claim filing time limit, the Plan can deny the claim. If you
experience delays in the processing of your claim by the primary health Plan, you or your provider will need
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to submit your claim to the secondary health Plan within its claim filing time limit to prevent a denial of the
claim.

To avoid delays in claims processing, if you are covered by more than one Plan you should promptly report to
your providers and Plans any changes in your coverage.

Definitions for This “Coordination of Benefits” section

Plan. A Plan is any of the following that provides benefits or Services for medical or dental care or treatment.
If separate contracts are used to provide coordinated coverage for members of a group, the separate contracts
are considered parts of the same Plan and there is no COB among those separate contracts. However, it COB
rules do not apply to all contracts, or to all benefits in the same contract, the contract or benefit to which
COB does not apply is treated as a separate Plan.

= Plan includes: Group, individual, or blanket disability insurance contracts, and group or individual
insurance contracts issued by health care service contractors or health maintenance organizations (HMO),
Closed Panel Plans or other forms of group coverage; medical care components of long-term care
contracts, such as skilled nursing care; and Medicare or any other fedetal governmental Plan, as permitted
by law.

= Plan does not include: Hospital indemnity or fixed payment cove
payment coverage; accident only coverage; specified disease or spec
health coverage, as defined by state law; school accident ; its for non-medical
components of long-term care policies; automobile insurand@policies required by statute to provide
medical benefits; Medicare supplement policies; Medi Vi
governmental Plans, unless permitted by law.

er fixed indemnity or fixed

Each contract for coverage is a separate Plan. If a
two, each of the parts is treated as a separate Plan.

This Plan. This Plan means the part of th
provision applies and which may be reduce

When This Plan is primary, we ine payment for the benefits first before those of any other Plan
without considering any other Plan's benefits. We will not reduce your benefits under This Plan. When This
Plan is secondary, we determine the benefits after those of another Plan and must make payment in an
amount so that when combined with the amount paid by the Primary Plan, the total benefits paid or provided
by all Plans for the claim equal 100 percent of the total Allowable Expense for that claim. This means that
when This Plan is secondary, we must pay the amount which, when combined with what the Primary Plan
paid, cannot be less than the same Allowable Expense the Secondary Plan would have paid if it had been the
Primary Plan. In addition, if This Plan is secondary, we must calculate the savings (the amount paid
subtracted from the amount we would have paid had we been the Primary Plan) and record these savings as a
medical benefit reserve for the covered person. This reserve must be used to pay any medical expenses during
that calendar year, whether or not they are an Allowable Expense under This Plan. If This Plan is Secondary,
it will not be required to pay an amount in excess of its maximum benefit plus any accrued savings.

Allowable Expense. Allowable Expense is a health care expense, including deductible, 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 Charges 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.
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The following are examples of expenses that are not Allowable Expenses:

* The difference between the cost of a semi-private hospital room and a private hospital room is not an
allowable expense unless one of the Plans provides coverage for private hospital room expenses.

= Ifapersonis covered by two or more Plans that compute their benefit payments on the basis of usual
and customary fees or relative value schedule reimbursement method or other similar reimbursement
method, any amount in excess of the highest reimbursement amount for a specific benefit.

= Ifapersonis covered by two or more Plans that provide benefits or Services on the basis of negotiated
fees, an amount in excess of the highest of the negotiated fees.

Closed Panel Plan. Closed Panel Plan is a Plan that provides health care benefits to covered persons in the
form of Services through a panel of providers who are primarily contracted by the Plan, and that excludes
coverage for Services provided by other providers, except in cases of emergency or referral by a panel
provider.

Custodial Parent. 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 halfgef the calendar year excluding any
temporary visitation.

Order of Benefit Determination Rules

When a Member is covered by two or more Plans, the rules for determini
as follows:

rder of benefit payments are

= The Primary Plan pays or provides its benefits acco
the benefits under any other Plan.

coverage and without regard to

= A Plan that does not contain a COB provisio
unless the provisions of both Plans state that t

ynsistent with state regulations is always primary
a0 Plan is primary.

Plan provided by the contract h include major medical coverages that are superimposed
over hospital and surgical benefit nee type coverages that are written in connection with a
Closed Panel Plan to provi

Each Plan determines its order fits using the first of the following rules that apply:

Subscriber or Dependent. The Plan that covers the person as a Subscriber is the Primary Plan and the Plan
that covers the person as a Dependent is the Secondary Plan. However, if the person is a Medicare beneficiary
and, as a result of federal law, Medicare is secondary to the Plan covering the person as a Dependent, and
primary to the Plan covering the person as a Subscriber (e.g., a retired employee), then the order of benefits
between the two Plans is reversed so that the Plan covering the person as Subscriber is the Secondary Plan
and the other Plan is the Primary Plan.

Dependent Child Covered Under More Than One Plan. Unless there is a court decree stating otherwise,
when a Dependent child is covered by more than one Plan the order of benefits is determined as follows:

* For a Dependent child whose parents are married or are living together, whether or not they have ever
been married:

e The Plan of the parent whose birthday falls earlier in the calendar year is the Primary Plan; or

e If both parents have the same birthday, the Plan that has covered the parent the longest is the Primary
Plan.
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= For a Dependent child whose parents are divorced or separated or not living together, whether or not
they have ever been married:

e If a court decree states that one of the parents is responsible for the Dependent child’s health care
expenses or health care coverage and the Plan of that parent has actual knowledge of those terms, that
Plan is primary. This rule applies to claim determination periods commencing after the Plan is given
notice of the court decree;

e If a court decree states one parent is to assume primary financial responsibility for the Dependent
child but does not mention responsibility for health care expenses, the Plan of the parent assuming
financial responsibility is primary;

e If a court decree states that both parents are responsible for the Dependent child’s health care
expenses or health care coverage, the Plan of the parent whose birthday falls earlier in the calendar
year is the Primary Plan or if both parents have the same birthday, the Plan that has covered the
parent the longest is the Primary Plan;

e Ifa court decree states that the parents have joint custody without
responsibility for the health care expenses or health care covera
the parent whose birthday falls earlier in the calendar year is t
the same birthday, the Plan that has covered the parent the lo

ecifying that one parent has
t the Dependent child, the Plan of

e If there is no court decree allocating responsibility for

health care coverage, the order of benefits for the chil as follows?:

1) The Plan covering the Custodial Parent

2) The Plan covering the spouse of the Cysto nt
3) The Plan covering the non-Custodial
4) The Plan covering the spouse ial Parent

child, the above provisions dete

child.

Active Employee or Retir
that is, an employee who i
person as a retired or laid- oyeglis the Secondary Plan. The same would hold true if a person is a
Dependent of an active employee a at same person is a Dependent of a retired or laid-off employee. If
the other Plan does not have thi e, and as a result, the Plans do not agree on the order of benefits, this
rule is ignored. This rule does not apply if the “Order of Benefit Determination Rules” section can determine
the order of benefits.

COBRA or State Continuation Coverage. If a person whose coverage is provided under COBRA or under
a right of continuation provided by state or other federal law is covered under another Plan, the Plan covering
the person as an employee, member, subscriber, or retiree or covering the person as a dependent of an
employee, member, subscriber, or retiree is the Primary Plan and the COBRA or state or other federal
continuation coverage is the Secondary Plan. If the other Plan does not have this rule, and as a result, the
Plans do not agree on the order of benefits, this rule is ignored. This rule does not apply if the “Order of
Benefit Determination Rules” section can determine the order of benefits.

Longer or Shorter Length of Coverage. The Plan that covered the person as an employee, member,
policyholder, subscriber, or retiree longer is the Primary Plan and the Plan that covered the person the shorter
period of time is the Secondary Plan.
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If the preceding rules do not determine the order of benefits, the Allowable Expenses must be shared equally
between the Plans meeting the definition of Plan. In addition, This Plan will not pay more than we would
have paid had we been the Primary Plan.

Effect on the Benefits of This Plan. When This Plan is secondary, we may reduce the benefits so that the
total benefits paid or provided by all Plans during a claim determination period are not more than the total
Allowable Expenses. In determining the amount to be paid for any claim, the Secondary Plan must make
payment in an amount so that, when combined with the amount paid by the Primary Plan, the total benefits
paid or provided by all Plans for the claim equal 100 percent of the total Allowable Expense for that claim.
Total Allowable Expense cannot be less than the same Allowable Expense the Secondary Plan would have
paid if it had been the Primary Plan. In addition, the Secondary Plan must credit to its Plan deductible any
amounts it would have credited to its deductible in the absence of other health care coverage.

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 Plags covering the person claiming
benefits. We are not required to tell, or obtain the consent of, any perso@to do this. Each person claiming
benefits under This Plan must give us any facts we need to apply tho

Facility of Payment. If payments that should have been made under
have the right, at our discretion, to remit to the other Plan th

If you are an inpatient in a
day before your members

r membership effective date, but had other Group coverage on the
coverage will commence on your effective date. However, you

attending physician, determines
Hospital, all further costs incurre

u are clinically stable. If you refuse to transfer to a Participating
uring the hospitalization are your responsibility.

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

This “Injuries or Illnesses Alleged to be Caused by Other Parties or Covered by No-Fault Insurance” section
applies if you receive covered Services for an injury or illness alleged to be any of the following:

= Caused by another party’s act or omission.
= Received on the premises of another party.
= Covered by a no-fault insurance provision.

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
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Services that you receive for the injury or illness, except that we will not collect to the extent that the payment
would leave you less than fully compensated for your 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 Cost Share 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 Cost Share.

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

To secure our rights, we will have a lien on the proceeds of any judgment, award, or settlement you or we
(when we subrogate) obtain against another party or any other insurer, reg@tdless of how those proceeds may
be characterized or designated. The proceeds that are subject to our li any judgment, award, or
settlement that you obtain.

Within 30 days after submitting or filing a claim or legal action against an
send written notice of the claim or legal action to us at:

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

ty, or any insurer, you must

In order for us to determine the existence
complete and send to us all consents, releas
documents, including lien forms directi

may have and to satisfy those rights, you must
nts, authorizations, assignments, and other

) the responsible party, and the responsible party’s
jon prejudicial to our rights.

ttle a claim or obtain a judgment or award, or if it appears
ject to applicable law, if you recover any amounts from another

jury or illness, you must pay us after you are reimbursed the total
amount of the actual losses s you incurred. Sufficient funds to satisfy our claims must be held in a
specifically identifiable account r claims are resolved. Pending final resolution of our claims, you must
retain control over the recovered amounts to which we may assert a right.

you will make a recovery o
party or any other insurer

If reasonable collections costs have been incurred by your attorney in connection with obtaining recovery, we
will reduce the amount of our claim by the amount of an equitable apportionment of the collection costs
between us and you. This reduction will be made only if:

»  We receive a list of the fees and associated costs before settlement, and
*  Your attorney’s actions were directly related to securing a recovery for you.

If your estate, parent, guardian, or conservator asserts a claim against another party or any insurer based on
your injury or illness, any settlement or judgment recovered shall be subject to our liens and other rights to
the same extent as if you had asserted the claim against the other party. We may assign our rights to enforce
our liens and other rights.

Surrogacy Arrangements — Traditional and 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
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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 Cost Share, or other
amounts you are required to pay for these Services. After you surrender a baby to 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
payments and on any escrow account, trust, or any other account that s those payments. Those payments
(and amounts in any escrow account, trust, or other account that hol yments) shall first be applied
to satisfy our lien. The assignment and our lien will not exceed the tota ur obligation to us
under the preceding paragraph.

parents and any other parties who are
eceive, including names, addresses, and telephone
numbers for any health insurance that wil ices that the baby (or babies) receive

= Any other information w, der to satisty our rights

Equian

P.O. Box 36380
Louisville, KY 40233-6380
Fax: 1-502-214-1137
Phone: 1-800-552-8314

You must complete and send us all consents, releases, authorizations, lien forms, and other documents that
are reasonably necessary for us to determine the existence of any rights we may have under this “Surrogacy
Arrangements — Traditional and Gestational Carriers” section and to satisfy those rights. You may not agree
to waive, release, or reduce our rights under this “Surrogacy Arrangements — Traditional and Gestational
Carriers” section without our prior, written consent.

If your estate, parent, guardian, or conservator asserts a claim against another party based on the Surrogacy
Arrangement, your estate, parent, guardian, or conservator and any settlement, award, or judgment recovered
by the estate, parent, guardian, or conservator shall be subject to our liens and other rights to the same extent
as if you had asserted the claim against that party. We may assign our rights to enforce our liens and other
rights.
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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.

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 arg filing a “post-service claim”
when you ask us to pay for or cover Services that have already been recejfed. You must follow our procedure
for filing claims, and we must follow certain rules established by ERI onding to claims.

Terms We Use in This Section

The following terms have the following meanings when used is “Grieva
External Review” section:

s, Claims, Appeals, and

= A claim is a request for us to:

e Provide or pay for a Service that you hav reegived (pre-service claim);

e Continue to provide or pay for a Service th arc\@urrently receiving (concurrent care claim); or

e DPay for a Service that you have alre (pOSt-service claim).

=  An adverse benefit determinationgis

e Any decision by our utilizatio
not meet our require for
effectiveness or is détermined to
therefore denied, r t
the benefit;

ganization that a request for a benefit under our Plan does
dical necessity, appropriateness, health care setting, level of care, or
e experimental or investigational and the requested benefit is
nated or payment is not provided or made, in whole or in part for

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

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

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

Grievance Procedure

We want you to be satisfied with the Services you receive from Kaiser Permanente. We encourage you to
discuss any questions or concerns about your care with your provider or another member of your health care
team. If you are not satisfied with your provider, you may request another. Contact Member Services for

assistance. You always have the right to a second opinion from a qualified provider at the applicable Cost
Share.
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A grievance is a complaint submitted by or on behalf of a covered person regarding Service delivery issues
other than denial of payment for medical Services or nonprovision of Services, including dissatisfaction with
medical care, waiting time for Services, provider or staff attitude or demeanor, or dissatisfaction with Service
provided by the health carrier.

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:

= (Call Member Services; or
= Send your written complaint to Member Relations at:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 NE Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

All complaints are handled in a confidential manner.

After you notify us of a complaint, this is what happens:

= A representative reviews the complaint and conducts an inyestigation, o all the relevant facts.

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

*  When you file a complaint, we will respond withi dar days.

Grievance determinations are not adverse benefit
grievance determinations.

mingsions. There is not an appeal process for

We want you to be satisfied with our facilitt and providers. Using this grievance procedure gives
us the opportunity to correct any proklems th from meeting your expectations and your health care
t us know.

While we encourage you to us i e procedure, you have the right to contact Washington’s
ington State Office of the Insurance Commissioner, for assistance
m by mail, telephone or online at:

Office of the Insurance Commisgi@ner, Consumer Protection Division
P.O. Box 40256
Olympia, WA 98504
1-800-562-6900

www.insurance.wa.gov

Language and Translation Assistance

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

Appointing a Representative

If you would like someone to act on your behalf regarding your claim, you may appoint an authorized
representative, an individual who by law or by your consent may act on your behalf. You must make this
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appointment in writing. Contact Member Services for information about how to appoint a representative.
You must pay the cost of anyone you hire to represent or help you.

Help with Your Claim and/or Appeal

While you are encouraged to use our appeal procedures, you have the right to seek assistance from the Office
of the Insurance Commissioner. Contact them by mail, telephone, or online at:

Office of the Insurance Commissioner, Consumer Protection Division
P.O. Box 40256

Olympia, WA 98504

1-800-562-6900

Www.insurance.wa.gov

Reviewing Information Regarding Your Claim

If you want to review the information that we have collected regarding your claim, you may request, and we
will provide without charge, copies of all relevant documents, records, andg@ther information (including
complete medical necessity criteria, benefit provisions, guidelines, or praf®cols) used to make a denial
determination. You also have the right to request any diagnosis and t odes and their meanings that
are the subject of your claim. To make a request, you should contact t Serydes.

medical records that you believe support your claim.
provide it before we made our initial decision abo
information so that we may include it as part of o
information to:

, then you may still send us the additional
your appeal. Please mail or fax all additional

Kaiser Foundation Health Plan of the
Member Relations Department

500 NE Multnomah St., Suite 10
Portland, OR 97232-2099

Fax: 1-855-347-7239

When you appeal, you ma nypin writing or by telephone. Please send your written testimony to:

Kaiser Foundation Health Plan e Northwest
Member Relations Depar
500 NE Multnomah St., Suite 100
Portland, OR 97232-2099

Fax: 1-855-347-7239
To arrange to give testimony by telephone, you should contact Member Services.

We will add the information that you provide through testimony or other means to your claim file and we will
review it without regard to whether this information was submitted and/or considered in our initial decision
regarding your claim.

Sharing Additional Information That We Collect

If we believe that your appeal of our initial adverse benefit determination will be denied, then before we issue
another adverse benefit determination, we will also share with you any new or additional reasons for that
decision. We will send you a letter explaining the new or additional information and/or reasons and inform
you how you can respond to the information in the letter if you choose to do so. If you do not respond
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before we must make our final decision, that decision will be based on the information already in your claim
file.

Internal Claims and Appeals Procedures

Company will review claims and appeals, and we may use medical and dental experts to help us review them.

There are several types of claims, and each has a different procedure 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

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

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

Except when simultaneous external review can occur (urgent pre-se
appeal), you must exhaust the internal claims and appeals procedures de ed beléw before initiating an
external review.

Pre-service Claims and Appeals

ice ou have not yet received. Failure to
receive authorization before receiving a Service that muggbefauthorized in order to be a covered benefit may
be the basis for our denial of your pre-service clai
the Services you are requesting before we make ou

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

Kaiser Foundation Health Plan of the Northwest
Attn: Utilization Management

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-877-899-4972

e If you want us to consider your pre-service claim on an urgent basis, your request should tell us that.
We will decide whether your claim is urgent or non-urgent. If we determine that your claim is not
urgent, we will treat your claim as non-urgent. Generally, a claim is urgent only if using the procedure
for non-urgent claims (a) could seriously jeopardize your life or health, the life or health of a fetus, or
your ability to regain maximum function; (b) would, in the opinion of a physician with knowledge of
your medical condition, subject you to severe pain that cannot be adequately managed without the
Services you are requesting; (c) your attending provider requests that your claim be treated as urgent;
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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
three calendar days if your request was received electronically and within five calendar days if your
request was received orally or in writing.

If more information is needed to make a decision, we will ask you for the information within one
calendar day after we receive your claim, and we will give you 45 calendar days to send the
information.

We will make a decision and send notification within 15 calendar days after we receive the first piece
of information (including documents) we requested, or by the deadline for receiving the information,
whichever is sooner.

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 We will send written notice of our decision to you and, if applicabléy to your provider.

Urgent Pre-service Claim

ecision within one
endar days if your request

e If your pre-service claim was considered on an urgent basis, we
calendar day if your request was received electronically,and within
was received orally or in writing.

e If more information is needed to make a decisig
calendar day after we receive your claim, and §& glve you Seven calendar days to send the
information.

We will notity you of our decision within 4
information or by the deadline for ving rmation, whichever is sooner.

e If we deny your claim (if we d ofeahto provide or pay for all the Services you requested), our
adverse benefit dete ion n@tice will tell you why we denied your claim and how you can appeal.

o Within 180 calendar days aft
in writing or orally that
following:

ou receive our adverse benefit determination notice, you must tell us
ant to appeal our denial of your pre-service claim. Please include the

(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 call Member Services,
mail, or fax your appeal to us at:

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

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

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

e We will review your appeal and send you a written decision within 14 calendar days after we receive
your appeal, unless you are notified that additional time is needed to complete the review. The
extension will not delay the decision beyond 30 calendar days without your consent.

e If we deny your appeal, our adverse benefit determination notice
appeal and will include information regarding any further proc
may be available to you.

tell you why we denied your
including external review, which

Urgent Pre-service Appeal

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

(1) Your name and health record number;

(2) Your medical condition or relevant sy.

(3) The specific Service that you are reques
(4) All of the reasons why you disa erse benefit determination; and

(5) All supporting document

Your request and the supporti ts constitute your appeal. You must call Member Services,
mail, or fax your ap us a

Kaiser Foundation{flea ofjthe Northwest

Member Relations rtme

500 N.E. Multnomah S 100

Portland, OR 97232-2099
Fax: 1-855-347-7239

e When you send your appeal, you may also request simultaneous external review of our initial adverse
benefit determination. If you want simultaneous external review, your appeal must tell us this. You
will be eligible for the simultaneous external review only if your pre-service appeal qualifies as urgent.
If you do not request simultaneous external review in your appeal, then you may be able to request
external review after we make our decision regarding your appeal (see “External Review” in this
“Grievances, Claims, Appeals, and External Review” section), if our internal appeal decision is not in
your favor.

e We will decide whether your appeal is urgent or non-urgent. If we determine that your appeal is not
urgent, we will treat your appeal as non-urgent. Generally, an appeal is urgent only if using the
procedure for non-urgent appeals (a) could seriously jeopardize your life or health, the life or health of
a fetus, or your ability to regain maximum function; (b) would, in the opinion of a physician with
knowledge of your medical condition, subject you to severe pain that cannot be adequately managed
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without the Services you are requesting; (c) your attending provider requests that your claim be treated
as urgent; or (d) involves a request concerning admissions, continued stay, or other health care
Services if you have received Emergency Services but have not been discharged from a facility.

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

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

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

Concurrent Care Claims and Appeals

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

authorized ongoing care (your concurrent care claim) or (b) i orized care that you are
currently receiving is going to end early and you appeal ou
before your ongoing course of covered treatment will e
appeal, you may continue to receive the authorized Sé

time that we are considering your
inue to receive these Services while
yur approval of your concurrent care claim, then
you will have to pay for the Services that we decid t'¢overed.

Here are the procedures for filing a concu i d a concurrent care appeal:
Concurrent Care Claim

o Tell us that you want to mak
Inform us in detail of the reas

re claim for an ongoing course of covered treatment.
t authorized ongoing care should be continued or extended.

Kaiser Foundation
Attn: Utilization Mana
500 N.E. Multnomah St., Suite 100
Portland, OR 97232-2099

Fax: 1-877-899-4972

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

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

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

(1) Your name and health record number;

(2) Your medical condition or relevant symptoms;

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

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

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

eous extefal review of our adverse benefit
1 must tell us this. If you do not
be able to request external review

e When you send your appeal, you may also request sim
determination. If you want simultaneous extern
request simultaneous external review in your ag
after we make our decision regarding your

e We will review your appeal and noti decision orally or in writing as soon as your clinical
condition requires, but no latt after we receive your appeal. If we notify you of our
decision orally, we will send y onfirmation within 72 hours after the decision is made.

e If we deny your ap
appeal and will inc
be available to you.

, our advcgse benefit determination decision will tell you why we denied your
i ioft about any further process, including external review, which may

Post-service Claims and App

Post-service claims are requests that we pay for Services you already received, including claims for out-of-Plan
Emergency Services. If you have any general questions about post-service claims or appeals, please call
Member Services.

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

e Within 12 months from the date you received the Services, mail us a letter explaining the Services for
which you are requesting payment. Provide us with the following:

(1) The date you received the Services;

(2) Where you received them;

(3) Who provided them;

(4) Why you think we should pay for the Services; and
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(5) A copy of the bill and any supporting documents, including medical records.

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

Kaiser Foundation Health Plan of the Northwest
National Claims Administration — Northwest
PO Box 370050

Denver, CO 80237-9998

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

e We will review your claim, and if we have all the information we need, we will send you a written
decision within 30 calendar days after we receive your claim.

We may extend the time for making a decision for an additional 15 calendar days if circumstances
beyond our control delay our decision, if we notify you within 30 calendar days after we receive your
claim.

If more information is needed to make a decision, we will ask e information before the
initial decision period ends, and we will give you 45 calendar

We will make a decision within 15 calendar days after
(including documents) we requested.

We encourage you to send all the requested infg
consider it all when we make our decision.

If we do not receive any of the requested (including documents) within 45 calendar days

d on the information we have within 15

determination notice will tell nied your claim and how you can appeal.

Post-service Appeal

e Within 180 calenda
orally that you wangto

receive our adverse benefit determination, tell us in writing or
enial of your post-service claim. Please include the following:

(1) Your name and heal d 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.

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

Kaiser Foundation Health Plan of the Northwest
Member Relations Department

500 N.E. Multnomah St., Suite 100

Portland, OR 97232-2099

Fax: 1-855-347-7239

e We will acknowledge your appeal in writing within 72 hours after we receive it.
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e We will fully and fairly review all available information relevant to your appeal without deferring to
prior decisions.

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

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

External Review

If you are dissatisfied with our final adverse benefit determination, you have a right to request an external
review. An external review is a request for an independent review organization (IRO) to determine whether
our internal appeal decision is correct. For example, you have the right to request external review of an
adverse decision that is based on any of the following:

= Relies on medical judgment, including but not limited to, medical ne
setting, level of care, or that the requested Service is not efficacio
evidence-based medical criteria.

ity, appropriateness, health care
r ot ise unjustified under

= Concludes that a treatment is experimental or investigational.

(surprise) billing and/or cost shating protecti
Act sections 2799A-1 and 2799A-2 and 45 C.FR!

review unless one of the following is

* External review is permitt

= We have failed to comply wa cral requirements regarding our claims and appeals procedures; or

* We have failed to comply with the Washington requirement to make a decision regarding the appeal
within 30 calendar days for non-urgent appeals and 72 hours for urgent appeals.

Within 180 calendar days after the date of our appeal denial letter you must call Member Services or 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

Member Relations will forward your request to the IRO no later than the third business day after the date
they receive your request for review. They will include written information received in support of the appeal
along with medical records and other documents relevant in making the determination. Within one day of
selecting the IRO, we will notify the appellant of the name of the IRO and its contact information.
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You will have five business days to submit to the IRO, in writing, any additional information that the IRO
must consider when conducting the external review. The IRO will forward to us any additional information
you submit within one business day of receipt.

Your request for external review will be expedited if your request concerns an admission, availability of care,
continued stay, or health care Service for which you received Emergency Services but have not been
discharged from a facility, or the ordinary time period for external review would seriously jeopardize your life
or health, the life or health of a fetus, or your ability to regain maximum function.

If an adverse benefit determination involves our decision to modity, reduce, or terminate an otherwise
covered Service that you are receiving at the time the request for review is submitted and our decision is
based upon a finding that the Service or level of care is no longer Medically Necessary, we will continue to
provide the Service if requested by you until a determination is made by the IRO. If the IRO affirms our
adverse benefit determination, you may be responsible for the cost of the continued Service.

You are not responsible for the costs of the external review, and you may name someone else to file the
request for external review for you if you give permission in writing and include that with your request for
external review.

Company will be bound by and act in accordance with the decision o
of Medically Necessary care. If we do not follow a decision of an IR

otwithstanding the definition
right to sue us.

Decisions on appeals about experimental or investigati
20 days of receipt of a fully documented request, unle

If, on appeal, the decision to deny Services 1
professional qualifications of the individua
decision.

TERMINATION OF ME

If your membership termin i o benefits end at 11:59 p.m. PT on the termination date. In
addition, Dependents’ me i the same time the Subscribers’ membership ends.

You will be billed as a non- any Services you receive after your membership terminates. Company
and Participating Providers an 1pating Facilities have no further liability or responsibility under this
EOC after your membership terminates.

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

If you or any other Member in your Family is proven to have committed one of the following acts, we may
terminate your membership under the .Agreement by sending written notice, including the specific reason for
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termination with supporting evidence, to the Subscriber at least 31 days before the membership termination
date:

* Commission of a fraudulent act against us.
= Making an intentional misrepresentation of material fact in connection with this coverage.
Examples. We would consider the following acts as fraudulent:
e Intentionally presenting an invalid prescription or physician order for Services.
o Intentionally letting someone else use your ID card to obtain Services pretending to be you.
We may report fraud and other illegal acts to the authorities for prosecution.
If we terminate your membership for cause, we will:
= 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,
payment we make to you.

Participating Facilities from any

If your coverage is terminated for any of the above reasons, you have
information, please contact Member Services.

an appeal. For more

Us

rm rship ends on the same date. We
ent with us terminates.

Termination of Your Group’s Agreemen

If your Group’s Agreement with us terminates for any rg
require the Group to notify Subscribers in writing

Termination of Certain Types of H 2nefit Plans by Us

discontinue offering a particular Plan in the et, we will terminate the particular Plan upon 90 days
prior written notice to you. If we disg i
Agreement upon 180 days prior writterd

CONTINUATION E
Strike, Lock-Out, o herLabor Disputes

If your compensation is suspen irectly 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 leave of absence authorized by your
Group, you may continue your membership under this EOC for up to 12 weeks in a 12-month period. To
continue your membership, please make arrangements to make monthly payments through your Group. The
12-week period may be extended by advance arrangements confirmed in writing by Company. Once the 12-
week period is exhausted, you may be eligible for conversion benefits, as described under the “Conversion to
an Individual Plan” section.

EWSGDEDVX0125 83 OM



The Family Medical Leave Act (FMLA) requires employers to maintain group medical coverage during any
leave that is required by the FMLA, with certain exceptions (see your employer for further information).

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

You may be able to continue your coverage under this EOC for a limited time after you would otherwise lose
eligibility, if required by the federal COBRA law. COBRA applies to most employees (and most of their
covered dependents) of most employers with 20 or more employees (however, it does not apply to church
plans as defined by federal law). Please contact your Group for details about COBRA continuation coverage,
such as how to elect coverage and how much you must pay your Group for the coverage.

Federal or State-Mandated Continuation of Coverage

Termination of coverage will be postponed if the Member is on a leave of absence and continuation of
coverage is required by the federal or state-mandated family or medical leave act or law, as amended.

State Continuation Coverage

If your Group is not subject to COBRA law, you and your Depende
under this EOC through your Group for up to six months if you are n 1ible fafPMedicare. To be eligible
you must have lost your job or membership in the organization through wihi
under this EOC and have been covered continuously under th
the date you lost your job or organization membership.

However, you may not make your request for contine
organization membership termination.

Your Premium will be 100 percent of the applicab
within 31 days after the date on which you,

Your right to continue coverage under this ¢
of the following events:

uation Coverage” section will end upon the earliest

= Six months have elapsed since the rch coverage under this EOC would otherwise have ended.
*  You fail to pay your Preffffuni.
* You enroll in Medicar

*  Your Group’s Agreement wi minates.

Uniformed Services Employment and Reemployment Rights Act
(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).

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 Member Services if you have questions.
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If you want to remain a Member, one option that may be available is our conversion plan. The premium and
coverage under our conversion plan will differ from those under this EOC. You may be eligible to enroll in
our conversion plan if you no longer meet the eligibility requirements described under “Who Is Eligible” in
the “Premium, Eligibility, and Enrollment” section. If you enroll in Group continuation coverage through
COBRA, State Continuation Coverage, or USERRA, you may be eligible to enroll in our conversion plan
when your Group continuation coverage ends.

To be eligible for our conversion plan, there must be no lapse in your coverage and we must receive your
enrollment application and the first month’s premium within 31 days of the date you received our termination
letter or your membership termination date (whichever date is later). To request an application, please call
Member Services.

If we approve your enrollment application, your coverage under our conversion plan begins when your
Group coverage ends (including Group continuation coverage).

You may convert to our conversion plan unless:

*  You continue to be eligible for coverage under this EOC (but not counting COBRA, State Continuation
Coverage, or USERRA).

*  Your membership ends because our Agreement with your Group
group plan within 31 days after the date you received our terminati
termination date (whichever date is later).

=  You live in the service area of another Kaiser Foundaties

*  You are covered under another group
or medical care.

To request more information about

undation Health Plan Service Area

Health Plan service area, you should contact your Group’s
benefits administrator to lea r Group health care options. You may be eligible to enroll in a plan
in the other Kaiser Foundation Plan service area. Eligibility requirements, benefits, premium,
deductible, and 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.

Moving to Another

If you move to another K

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.
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Amendment of Agreement

Your Group’s Agreement with us will change periodically. If these changes affect this EOC, your Group is
required to make revised materials available to you.

Applications and Statements

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

Assignment

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

Attorney Fees and Expenses

In any dispute between a Member and Company or Medical Group or Kaiser Foundation Hospitals, each
party will bear its own attorneys’ fees and other expenses, except as othergdise required by law.

Exercise of Conscience

We recognize the right to exercise religious beliefs and conscience. If a
Facility declines to provide a covered Service for reasons of c@science or
arrangements to provide the covered Services.

Provider or Participating
n, we will make

Governing Law

Except as preempted by federal law, this EOC wi
provision that is required to be in this EOC by sta
or not set forth in this EOC.

g ed in accord with Washington law and any
edctal law shall bind Members and Company whether

nts

representative of Company.

Group and Members not Comp

Information about

When a new medical tech re needs review, our Inter-regional New Technology Committee
examines and evaluates data ffom goyernment agencies, medical experts, medical journals, and medical
specialty societies. Recommenddui@fis from this inter-regional committee then are passed onto the local
committee. The committee reviews the national recommendations to see how they apply to local medical
practices. Once this review takes place, the committee makes recommendations for the new technology or
procedure to become a covered benefit. In addition, the committee communicates practice guidelines to
network providers and related health care providers. If the committee's recommendation is accepted, the new

technology is added to the covered benefits, either immediately or when this contract renews.

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

No Waiver

Obur failure to enforce any provision of this EOC will not constitute a waiver of that or any other provision,
or impair our right thereafter to require your strict performance of any provision.
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Nondiscrimination

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

Notices

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

Overpayment Recovery

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

Privacy Practices

Kaiser Permanente will protect the privacy of your protected health in
contracting providers to protect your PHI. Your PHI is individually 1
health, health care Services you receive, or payment for your health carct
copies of your PHI, correct or update your PHI, and ask us f certain disclosures of your
PHL

(PHI). We also require
information about your

We may use or disclose your PHI for treatment, paymex
purposes, such as measuring the quality of Services.
such as government agencies or in judicial action o>n, Member-identifiable health information is
shared with your Group only with your authoriza herwise permitted by law. We will not use or
disclose your PHI for any other purpose wi ouf representative’s) written authorization, except
as described in our Notice of Privacy Practices. i

netimes'required by law to give PHI to others,

You have the right to request that k nd your PHI directly to you, and not to the
Subscriber of your Plan. You have th where you want us to redirect communications
containing your PHI, includin i 1inailing address, e-mail address or telephone number. To make a
request for confidential co i lease call Member Services and ask for a “Non-Disclosure
Directive” form or downl kp.org/disclosures. It may take up to three business days from
the date of receipt of the fo process your request.

In addition to any PHI that yo est to be sent directly to you, we are also committed to maintaining
confidentiality for all sensitive health care Services, including Services related to reproductive health, sexually
transmitted diseases, substance use disorder, gender dysphoria, gender affirming care, domestic violence, and
mental health. For Dependents who have reached the age to consent for their own care, communications
regarding sensitive health care Services will be directed only to the Member who receives the Services, and
not to the Subscriber of the Plan.

This is only a brief summary of some of our key privacy practices. Our Notice of Privacy Practices, which
provides additional information about our privacy practices and your rights regarding your PHI, is available
and will be furnished to you upon request. To request a copy, please call Member Services. You can also find
the notice at your local Participating Facility or on our website at kp.org.

Unusual Circumstances

In the event of unusual circumstances that delay or render impractical the provision of Services, such as major
disaster, epidemic, war, riot, civil insurrection, labor disputes, disability of a large share of personnel at
Participating Facilities, and complete or partial destruction of Participating Facilities, we will make a good
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faith effort to provide or arrange for covered Services within the limitations of available personnel and
facilities. Kaiser Permanente shall have no other liability or obligation if covered Services are delayed or
unavailable due to unusual circumstances.

SCHEDULE OF COVERED PEDIATRIC DENTAL PROCEDURES

All procedures listed on this Schedule of Covered Pediatric Dental Procedures are subject to the coverage
requirements described in the “Benefits” section, and the “Pediatric Dental Services Exclusions” and
“Pediatric Dental Services Limitations” sections in this EOC. Covered Services are subject to any applicable
Cost Share as described in the “Benefit Summary.”

Code | Description

D0120 | Periodic oral exam

DO0140 | Limited oral evaluation — problem focused

D0145 | Oral evaluation for a patient under three years of age and counseling with primary caregiver

D0150 | Comprehensive oral evaluation — new or established patient

DO0160 | Detailed and extensive oral evaluation, problem focused — §rep

D0170 | Re-evaluation — limited, problem focused (established patient, ostfoperative visit)

D0180 | Comprehensive periodontal evaluation

DO0190 | Screening of patient

DO0191 | Assessment of patient

D0210 | Intraoral — complete series of radiograp

D0220 | Intraoral — periapical, first radiogf@

D0230 | Intraoral — periapical, each additiona

D0240 | Intraoral — occlusal radiog

D0250 | Extraoral — 2D projgeti aphic 1mage created using a stationary radiation source and detector

D0251 | Extraoral posteti

D0270 | Bitewing — single r

D0272 | Bitewings — two radio ic images

D0273 | Bitewings — three radiographic images

D0274 | Bitewings — four radiographic images

D0277 | Vertical bitewings — 7 to 8 radiographic images

D0330 | Panoramic radiographic image

D0340 | 2D cephalometric radiographic image — acquisition, measurement, and analysis

DO0350 | Oral/facial photographic images

D0364 | Cone beam CT capture and interpretation, limited field of view, less than one whole jaw

D0365 | Cone beam CT capture and interpretation, view of one full dental arch — mandible

D0366 | Cone beam CT capture and interpretation, view of one full dental arch — maxilla

D0367 | Cone beam CT capture and interpretation, view of both jaws
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Code | Description

D0368 | Cone beam CT capture and interpretation, for TMJ series

D0380 | Cone beam CT image capture, limited field of view, less than one whole jaw

D0381 | Cone beam CT image capture, view of one full dental arch — mandible

D0382 | Cone beam CT image capture, view of one full dental arch — maxilla

DO0383 | Cone beam CT image capture, view of both jaws

D0384 | Cone beam CT image capture, for TMJ series including 2 or more exposures

D0391 'Interp?cetation of diagnostic image by a practitioner not associated with capture of the image,
including report

D0396 | 3D printing of a 3D dental surface scan

D0460 | Pulp vitality tests

D0470 | Diagnostic casts

DO0601 | Caries risk assessment and documentation, with a finding o

D0602 | Caries risk assessment and documentation, with a finding of mo

DO0603 | Caries risk assessment and documentation, with a find

D0604 | Antigen testing for a public health related pa

DO0701 | Panoramic radiographic image — image capt

DO0702 | 2D cephalometric radiographic image —

D0703 | 2D cephalometric radiographic

DO0705 | Extra-oral posterior dental radiograp

DO0706 | Intraoral occlusal radiogra

D0707 | Intraoral periapical mage — image capture only

D0708 | Intraoral bitewi age — image capture only

DO0709 | Intraoral complete Series offfadiographic images — image capture only

DO0801 | 3D dental surface scan= direct

D0802 | 3D dental surface scan — indirect; surface scan of a diagnostic cast

DO0803 | 3D facial surface scan — direct

DO0804 | 3D facial sutface scan — indirect; surface scan of constructed facial features

D1110 | Prophylaxis — adult

D1120 | Prophylaxis — child

D1206 | Topical application of fluoride varnish

D1208 | Topical application of fluoride

D1301 | Immunization counseling

D1310 | Nutritional counseling for control of dental disease

D1320 | Tobacco counseling for the control and prevention of oral disease
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Code | Description

D1321 Coun'seling for the co1;1trol & prevention of adverse oral, behavioral & systemic health effects
associated with high-risk substance use

D1330 | Oral hygiene instruction

D1351 | Sealant — per tooth

D1352 | Preventive resin restoration in a moderate to high caries risk patient, permanent tooth

D1353 | Sealant repair — per tooth

D1354 | Interim caries arresting medicament application

D1355 | Caries preventive medicament application, per tooth

D1510 | Space maintainer — fixed unilateral

D1516 | Space maintainer — fixed bilateral — maxillary

D1517 | Space maintainer — fixed bilateral — mandibular

D1520 | Space maintainer — removable unilateral

D1526 | Space maintainer — removable bilateral — maxillary

D1527 | Space maintainer — removable bilateral — mandibular

D1551 | Re-cement or re-bond bilateral space maintai

D1552 | Re-cement or re-bond bilateral space mainta

D1553 | Re-cement or re-bond bilateral space m

D1556 | Removal of fixed unilateral spacg

D1557 | Removal of fixed bilateral space ma

D1558 | Removal of fixed bilateral

D1575 | Distal shoe space

D2140 | Amalgam — one

D2150 | Amalgam — two suffaces,

D2160 | Amalgam — three sur , primary or permanent

D2161 | Amalgam — four or more surfaces, primary or permanent

D2330 | Resin-based composite — one surface, anterior

D2331 | Resin-based composite — two surfaces, anterior

D2332 | Resin-based composite — three surfaces, anterior

D2335 | Resin-based composite — four or more surfaces (anterior)

D2390 | Resin-based composite crown, antetrior

D2391 | Resin-based composite — one surface, posterior

D2392 | Resin-based composite — two surfaces, posterior

D2393 | Resin-based composite — three surfaces, posterior

D2394 | Resin-based composite — four or more surfaces, posterior
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Code | Description

D2510 | Inlay — metallic, one surface

D2520 | Inlay — metallic, two surfaces

D2530 | Inlay — metallic, three or more surfaces

D2542 | Onlay — metallic, two surfaces

D2543 | Onlay — metallic, three surfaces

D2544 | Onlay — metallic, four or more surfaces

D2610 | Inlay — porcelain/ceramic, one sutface

D2620 | Inlay — porcelain/ceramic, two surfaces

D2630 | Inlay — porcelain/ceramic, three or more sutfaces

D2642 | Onlay — porcelain/ceramic, two sutfaces

D2643 | Onlay — porcelain/ceramic, three surfaces

D2644 | Onlay — porcelain/ceramic, four or more surfaces

D2650 | Inlay — resin-based composite, one surface

D2651 | Inlay — resin-based composite, two surfaces

D2652 | Inlay — resin-based composite, three or morgf8

D2662 | Onlay — resin-based composite, two surf

D2663 | Onlay — resin-based composite, three su

D2664 | Onlay — resin-based composite,

D2710 | Crown — resin-based compaesi

D2712 | Crown — % resin-based co

D2720 | Crown — resin with

D2721 | Crown — resin

D2722 | Crown — resin with noble e

D2740 | Crown — potcelain/ceramic substrate

D2750 | Crown — porcelain fused to high noble metal

D2751 | Crown — porcelain fused to predominantly base metal

D2752 | Crown — porcelain fused to noble metal

D2753 | Crown — porcelain fused to titanium and titanium alloys

D2780 | Crown — %4 cast to high noble metal

D2781 | Crown — % cast to predominantly base metal

D2782 | Crown — %4 cast noble metal

D2783 | Crown — % porcelain/ceramic (does not include facial veneers)

D2790 | Crown — full cast high noble metal
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Code | Description

D2791 | Crown — full cast predominantly base metal

D2792 | Crown — full cast noble metal

D2794 | Crown — titanium

D2799 | Provisional crown (not a temporary crown)

D2910 | Recement inlay, onlay, or partial coverage restoration

D2915 | Recement cast or prefabricated post and core

D2920 | Recement crown

D2921 | Reattachment of tooth fragment, incisal edge or cusp

D2928 | Prefabricated porcelain/ceramic crown — permanent tooth

D2929 | Prefabricated porcelain/ceramic crown — primaty tooth

D2930 | Prefabricated stainless steel crown — primary tooth

D2931 | Prefabricated stainless steel crown — permanent tooth

D2932 | Prefabricated resin crown

D2933 | Prefabricated stainless steel crown with resin window

D2934 | Prefabricated aesthetic coated stainless stee

D2940 | Protective restoration

D2941 | Interim therapeutic restoration — prima

D2949 | Restorative foundation for an indi#¢

D2950 | Core build-up, including a

D2951 | Pin retention/tooth, in add

D2952 | Cast post and cor iti crown, indirectly fabricated

D2953 | Each additional ed cast post — same tooth

D2954 | Prefabricated post and co addition to crown

D2955 | Post removal

D2957 | Each additional prefabricated post — same tooth

D2971 Additional .pr.ocedu.rc.as to customize a crown to fit under an existing part.ial denture framework. This
procedure is in addition to the separate crown procedure documented with its own code.

D2975 | Coping

D2976 | Band stabilization — per tooth

D2980 | Crown repair necessitated by restorative material failure

D2981 | Inlay repair necessitated by restorative material failure

D2982 | Onlay repair necessitated by restorative material failure

D2989 | Excavation of a tooth resulting in the determination of non-restorability

D2990 | Resin infiltration of incipient smooth surface lesions
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Code | Description

D2991 | Application of hydroxyapatite regeneration medicament — per tooth

D3110 | Pulp cap — direct (excluding final restoration)

D3120 | Pulp cap — indirect (excluding final restoration)

D3220 | Therapeutic pulpotomy (excluding final restoration)

D3221 | Gross pulpal debridement

D3222 | Partial pulpotomy for apexogenesis

D3230 | Pulpal therapy resorbable filling — anterior primary tooth (excluding final restoration)

D3240 | Pulpal therapy resorbable filling — posterior primary tooth (excluding final restoration)

D3310 | Root canal — anterior (excluding final restoration)

D3320 | Root canal — bicuspid (excluding final restoration)

D3330 | Root canal — molar (excluding final restoration)

D3331 | Treatment of root canal obstruction — non-surgical access

D3332 | Incomplete root canal therapy — inoperable, unrestogable, or fra ooth

D3333 | Internal root repair of perforation defects

D3346 | Re-treatment previous root canal therapy —

D3347 | Re-treatment previous root canal therap

D3348 | Re-treatment previous root canal therap

D3351 | Apexification/recalcification — i

D3352 | Apexification/recalcificati tion replacement

D3353 | Apexification/recalcificatio

D3355 | Pulpal regeneratio,

D3356 | Pulpal regeneratt dication replacement

D3357 | Pulpal regeneration — co tion of treatment

D3410 | Apicoectomy — anterior

D3421 | Apicoectomy — bicuspid (first root)

D3425 | Apicoectomy — molar (first root)

D3426 | Apicoectomy (each additional root)

D3428 | Bone graft in conjunction with periradicular surgery — per tooth, single site

D3429 Bon.e graft in conjunction with periradicular surgery — each additional contiguous tooth in same
surgical site

D3430 | Retrograde filling — per root

D3431 Biologic materials to aid in soft and osseous tissue regeneration in conjunction with periradicular
surgery

D3432 | Guided tissue regeneration, resorbable barrier, per site, in conjunction with periradicular surgery
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D3450 | Root amputation — per root

D3470 | Intentional reimplantation (including necessary splinting)

D3471 | Surgical repair of root resorption — anterior

D3472 | Surgical repair of root resorption — premolar

D3473 | Surgical repair of root resorption — molar

D3501 | Surgical exposure of root surface without apicoectomy or repair of root resorption — anterior

D3502 | Surgical exposure of root surface without apicoectomy or repair of root resorption — premolar

D3503 | Surgical exposure of root surface without apicoectomy or repair of root resorption — molar

D3910 | Surgical procedure for isolation of tooth with rubber dam

D3911 | Intraorifice barrier

D3920 | Hemisection — including root removal, not including root ca

D3921 | Decoronation or submergence of an erupted tooth

D3950 | Canal preparation and fitting of preformed dowel or,post

D4210 Gingivectomy or gingivoplasty — four or more ¢ teeth @g tooth bounded spaces per
quadrant

D4211 Gingivectomy or gingivoplasty — one to ous teeth or tooth bounded spaces per
quadrant

D4212 | Gingivectomy or gingivoplasty toallow a torative procedure, per tooth

D4240 Gingival flap procedure, including — four or more contiguous teeth or tooth bounded
spaces per quadrant

D4241 Gingival flap procedure, in planing — one to three contiguous teeth or tooth bounded
spaces per quadra

D4245 | Apically positio

D4249 | Clinical crown lengthening #hard tissue

D4260 Osseous surgery (including flap entry/closure) — four or more contiguous teeth or tooth bounded
spaces per quadrant

D4261 Osseous sutgery (including flap entry/closute) — one to three contiguous teeth or tooth bounded
spaces per quadrant

D4263 | Bone replacement graft — first site in quadrant

D4264 | Bone replacement graft — each additional site in quadrant

D4266 | Guided tissue regeneration — resorbable barrier per site

D4267 | Guided tissue regeneration — nonresorbable barrier per site (includes membrane removal)

D4268 | Surgical revision procedure, per tooth

D4270 | Pedicle soft tissue graft procedure

D4273 Autogenous connective tissue graft procedure (including donor and recipient surgical sites) first

tooth, implant, or edentulous tooth position in graft
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DA4274 Distal or proximal wedge procedure (when not performed in conjunction with surgical procedures
in the same anatomical area)
Non-autogenous connective tissue graft procedure (including recipient surgical site and donor

D4275 . . o
material) first tooth, implant, or edentulous tooth position in graft

D4276 | Combined connective tissue and pedicle graft, per tooth

D4277 Free soft tissue graft procedure (including recipient and donor surgical sites), first tooth or edentulous
tooth position in graft

D4278 Free soft tissue graft procedure (including recipient and donor surgical sites), each additional
contiguous tooth or edentulous tooth position in same graft site

D4283 Autogenous connective tissue graft procedure (including donor and recipient surgical sites), each
additional contiguous tooth, implant or edentulous tooth position in same graft site
Non-autogenous connective tissue graft procedure (including regipient surgical site and donor

D4285 . . . . oL .
material), each additional contiguous tooth, implant or eden s togth position in same graft site

D4341 | Periodontal scaling and root planing — four or more teeth p

D4342 | Periodontal scaling & root planing — one to three teg

D4346 | Scaling moderate or severe gingival inflammatioa er oral evaluation

D4355 | Full mouth debridement to enable compreh nd diagnosis

D4381 Localized delivery of antimicrobial age ia adntrolled release vehicle into diseased crevicular
tissue, per tooth

D4910 | Periodontal maintenance (follow

D4920

D4921

D5110

D5120

D5130 | Immediate denture — maxi

D5140 | Immediate denture — mandibular

D5211 | Maxillary partial denture — resin base (including any clasps, rests, and teeth)

D5212 | Mandibular partial denture — resin base (including any clasps, rests, and teeth)

D5213 | Maxillary partial denture — metal frame with resin base (including any clasps, rests, and teeth)

D5214 | Mandibular partial denture — metal frame with resin base (including any clasps, rests, and teeth)

D5221 | Immediate maxillary partial denture — resin base (including any conventional clasps, rests and teeth)

D5222 Immediate mandibular partial denture — resin base (including any conventional clasps, rests and
teeth)

D5223 Immediate maxillary partial denture — cast metal framework with resin denture bases (including any

conventional clasps, rests and teeth)
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Description

D5224

Immediate mandibular partial denture — cast metal framework with resin denture bases (including
any conventional clasps, rests and teeth)

D5225

Maxillary partial denture — flexible base (including any clasps, rests, and teeth)

D5226

Mandibular partial denture — flexible base (including any clasps, rests, and teeth)

D5227

Immediate maxillary partial denture — flexible base (including any clasps, rests and teeth)

D5228

Immediate mandibular partial denture - flexible base (including any clasps, rests and teeth)

D5410

Adjust complete denture — maxillary

D5411

Adjust complete denture — mandibular

D5421

Adjust partial denture — maxillary

D5422

Adjust partial denture — mandibular

D5511

Repair broken complete denture base — mandibular

D5512

Repair broken complete denture base — maxillary

D5520

Replace miss/broken teeth — complete denture (each tooth)

D5611

Repair resin partial denture base — mandibular

D5612

Repair resin partial denture base — maxillary

D5621

Repair cast partial framework — mandibular

D5622

Repair cast partial framework — maxilla

D5630

D5640

D5650

Add tooth to existing parti

D5660 | Add clasp to existi re, per tooth
D5670 | Replace all teeth etal frame, maxillary
D5671 | Replace all teeth & acrylic 4€ast metal frame, mandibular

D5710

Rebase complete maxi denture

D5711

Rebase complete mandibular denture

D5720

Rebase maxillary partial denture

D5721

Rebase mandibular partial denture

D5725

Rebase hybrid prosthesis

D5730

Reline complete maxillary denture (chairside)

D5731

Reline complete mandibular denture (chairside)

D5740

Reline maxillary partial denture (chairside)

D5741

Reline mandibular partial denture (chairside)

D5750

Reline complete maxillary denture (laboratory)

D5751

Reline compete mandibular denture (laboratory)
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D5760

Reline maxillary partial denture (laboratory)

D5761

Reline mandibular partial denture (laboratory)

D5765

Soft liner for complete or partial removable denture — indirect

D5810

Interim complete denture — maxillary

D5811

Interim complete denture — mandibular

D5820

Interim partial denture — maxillary

D5821

Interim partial denture — mandibular

D5850

Tissue conditioning — maxillary

D5851

Tissue conditioning — mandibular

D5863

Overdenture — complete maxillary

D5864

Overdenture — partial maxillary

D5865

Overdenture — complete mandibular

D5866

Overdenture — partial mandibular

D5875

D5876

D5899

D5986

Fluoride gel carrier

D6051 Interim implant abutment — inclodeStpla ent'@hd removal. a healing cap is not an interim
abutment.
D6056 | Prefabricated abutment — i

D6057

Custom fabricated cludes placement

D6058

Abutment supp

D6059

Abutment supported porcelain fused to metal crown, high noble metal

D6061

Abutment supported elain fused to metal crown, noble metal

D6062

Abutment supported cast metal crown, high noble metal

D6064

Abutment supported cast metal crown, noble metal

D6065

Implant supported porcelain/ceramic crown

D6066

Implant supported porcelain fused to metal crown (titanium, titanium alloy, high noble metal)

D6067

Implant supported metal crown (titanium, titanium alloy, high noble metal)

D6068

Abutment supported retainer for porcelain/ceramic fixed partial denture

D6069

Abutment supported retainer for porcelain fused to metal fixed partial denture, high noble metal

D6071

Abutment supported retainer for porcelain fused to metal fixed partial denture, noble metal

D6072

Abutment supported retainer for cast metal fixed partial denture, high noble metal

D6074

Abutment supported retainer for cast metal fixed partial denture, noble metal
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D6075

Implant supported retainer for ceramic fixed partial denture

D6076

Implant supported retainer for porcelain fused to metal fixed partial denture (titanium, titanium
alloy, or high noble metal)

Do6077

Implant supported retainer for cast metal fixed partial denture (titanium, titanium alloy, or high
noble metal)

D6090

Repair implant supported prosthesis, by report

D6094

Abutment supported crown — titanium

D6095

Repair implant abutment, by report

D6096

Remove broken implant retaining screw

D6097

Abutment supported crown — porcelain fused to titanium and titanium alloys

D6098

Implant supported retainer — porcelain fused to predominantly

D6099

Implant supported retainer for FPD — porcelain fused to n

D6100

Surgical removal of implant body

D6101

Debridement of a peri-implant defect or defects su i i mplant, and surface cleaning
of the exposed implant surfaces, including flap ¢

D6102

D6103

ot include flap entry and closure; placement of
osseous regeneration, are reported separately

D6104

D6110

Do111

Do6112

Implant /abutment supporged removable denture for partially edentulous arch — maxillary

Do6113

Implant /abutment supported removable denture for partially edentulous arch — mandibular

D6114

Implant/abutment supported fixed denture for completely edentulous arch — maxillary

Do6115

Implant/abutment supported fixed denture for completely edentulous arch — mandibular

Do116

Implant/abutment supported fixed denture for partially edentulous arch — maxillary

Do6117

Implant/abutment supported fixed denture for partially edentulous arch — mandibular

Do6118

Implant/abutment supported interim fixed denture for edentulous arch — mandibular

Do6119

Implant/abutment supported interim fixed dentute for edentulous arch — maxillary

D6120

Implant supported retainer — porcelain fused to titanium and titanium alloys

D6121

Implant supported retainer for metal FPD — predominantly base alloys

Do6122

Implant supported retainer for metal FPD — noble alloys

D6123

Implant supported retainer for metal FPD — titanium and titanium alloys
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D6190 | Radiographic/surgical implant index, by report

D6191 | Semi-precision abutment — placement; this procedure is the initial placement, or replacement, of a
semi-precision abutment on the implant body.

D6192 | Semi-precision attachment — placement; this procedure involves the luting of the initial, or
replacement, semi-precision attachment to the removable prosthesis.

D6194 | Abutment supported retainer crown for FPD — titanium

D6195 | Abutment supported retainer — porcelain fused to titanium and titanium alloys

D6198 | Remove interim implant component

D6199 | Unspecified implant procedure, by report

D6205 | Pontic — indirect resin based composite

D6210 | Pontic — cast high noble metal

D6211 | Pontic — cast predominantly base metal

D6212 | Pontic — cast noble metal

D6214 | Pontic — titanium

D6240 | Pontic — porcelain fused to high noble metal

D6241 | Pontic — porcelain fused to predominantly ¥

D6242 | Pontic — porcelain fused to noble metal

D6243 | Pontic — porcelain fused to titaniym and -m~ alloys

D6245 | Pontic — porcelain/ceramic

D6250 | Pontic — resin with high n

D6251 | Pontic — resin with predomt

D6252 | Pontic — resin wi

D6253 | Provisional pontt

D6545 | Retainer — cast metal

in bonded fixed prosthesis

D6548 | Retainer — porcelain/ceramic for resin bonded fixed prosthesis

D6549 | Retainer — for resin bonded fixed prosthesis

D6600 | Retainer inlay — porcelain/ceramic, two surfaces

D6601 | Retainer inlay — porcelain/ceramic, three or more sutfaces

D6602 | Retainer inlay — cast high noble metal, two surfaces

D6603 | Retainer inlay — cast high noble metal, three or more surfaces

D6604 | Retainer inlay — cast predominantly base metal, two surfaces

D6605 | Retainer inlay — cast predominantly base metal, three or more surfaces

D6606 | Retainer inlay — cast noble metal, two surfaces

D6607 | Retainer inlay — cast noble metal, three or more surfaces
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D6608 | Retainer onlay — porcelain/ceramic, two surfaces

D6609 | Retainer onlay — porcelain/ceramic, three or more surfaces
D6610 | Retainer onlay — cast high noble metal, two surfaces

D6611 | Retainer onlay — cast high noble metal, three or more surfaces
D6612 | Retainer onlay — cast predominantly base metal, two surfaces
D6613 | Retainer onlay — cast predominantly base metal, three or more surfaces
D6614 | Retainer onlay — cast noble metal, two surfaces

D6615 | Retainer onlay — cast noble metal, three or more surfaces

D6624 | Retainer inlay — titanium

D6634 | Retainer onlay — titanium

D6710 | Retainer crown — retainer — indirect resin based composite
D6720 | Retainer crown — bridge retainer — resin with high noble met
D6721 | Retainer crown — bridge retainer — resin predominangly base met:
D6722 | Retainer crown — resin with noble metal

D6740 | Retainer crown — retainer — porcelain/cera

D6750 | Retainer crown — retainer — porcelain fi oble metal
D6751 | Retainer crown — retainer — porcelain fus inantly base metal
D6752 | Retainer crown — retainer — porc e metal
D6753 | Retainer crown — porcelai nd titanium alloys
D6780 | Retainer crown — retainer >

D6781 | Retainer crown —

D6782 | Retainer crown

D6783 | Retainer crown — retainer *4porcelain/ceramic

D6784 | Retainer crown %4 — titanium and titanium alloys

D6790 | Retainer crown — retainer — full cast high noble metal

D6791 | Retainer crown — retainer — full cast predominantly base metal
D6792 | Retainer crown — retainer — full cast noble metal

D6793 | Provisional retainer crown (not temporary)

D6794 | Retainer crown — retainer — titanium

D6920 | Connector bar

D6930 | Recement fixed partial denture

D6940 | Stress breaker

D6950 | Precision attachment
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D6980 | Fixed partial denture repair, necessitated by restorative material failure

D6985 | Pediatric partial denture, fixed

D7111 | Extraction, coronal remnants — deciduous tooth

D7140 | Extraction, erupted tooth or exposed root (elevation and/or forceps removal)

D7210 | Surgical removal of erupted tooth

D7220 | Removal of impacted tooth — soft tissue

D7230 | Removal of impacted tooth — partially bony

D7240 | Removal of impacted tooth — completely bony

D7241 | Removal of impacted tooth — completely bony with unusual complications

D7250 | Surgical removal of residual tooth roots (cutting procedure)

D7251 | Coronectomy — intentional partial tooth removal

D7260 | Oroantral fistula closure

D7261 | Primary closure of a sinus perforation

D7270 | Reimplantation or stabilization of accidentally ey d tooth

D772 Too'th trz}nsplantation (includes reimplantati o another and splinting and/or
stabilization)

D7280 | Surgical access of an unerupted tooth \‘

D7282 | Mobilization of erupted or malpgSits o aid eruption; not in conjunction with extraction

D7283 | Placement of device to facilitate er

D7285 | Biopsy of oral tissue — har

D7286 | Biopsy of oral tissu oft

D7287 | Exfoliative cytol lection

D7288 | Brush biopsy — transSepithelial sample collection

D7292 | Placement of temporatyanchorage device (screw retained plate) requiring flap

D7293 | Placement of temporary anchorage device requiring flap

D7294 | Placement of temporary anchorage device without flap

D7298 | Removal of temporary anchorage device (screw retained plate), requiring flap

D7299 | Removal of temporary anchorage device, requiring flap

D7300 | Removal of temporary anchorage device without flap

D7310 | Alveoloplasty in conjunction with extractions — four or more teeth or tooth spaces per quadrant

D7311 | Alveoloplasty in conjunction with extractions — one to three teeth or tooth spaces, per quadrant

D7320 Alveoloplasty not in conjunction with extractions — four or more teeth or tooth spaces, per

quadrant; no extractions performed in an edentulous area
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D7321 Alveoloplasty not in' conjunction WiFh extractions — one to three teeth or tooth spaces, per
quadrant; no extractions performed in an edentulous area

D7340 | Vestibuloplasty — ridge extension (secondary epithelization)

D7350 | Vestibuloplasty — ridge extension

D7410 | Excision of benign tumor lesion up to 1.25 cm

D7411 | Excision of benign lesion greater than 1.25 cm

D7412 | Excision of benign lesion, complicated

D7413 | Excision malignant lesion up to 1.25 cm

D7414 | Excision malignant lesion greater than 1.25 cm

D7415 | Excision malignant lesion, complicated

D7440 | Excision malignant tumor — lesion up to 1.25 cm

D7441 | Excision malignant tumor — lesion greater than 1.25 cm

D7450 | Removal of odontogenic cyst/tumor/lesion up to 1.25 cm

D7451 | Removal of odontogenic cyst/tumor/lesion greater

D7460 | Removal of nonodontogenic cyst/tumor/les

D7461 | Removal of benign nonodontogenic cyst,or

D7465 | Lesion destruction

D7471 | Removal of lateral exostosis (ma

D7472 | Removal of torus palatinus

D7473 | Removal of torus mandibu

D7485 | Surgical reduction

D7490 | Radical resectio

D7510 | Incision and drainage absceg§ -intraoral soft tissue

D7511 Inci'sion and drainage scess — intraoral soft tissue — complicated (includes drainage of multiple
fascial spaces)

D7520 | Incision and drainage of abscess — extraoral soft tissue

D7521 Inci§ion and drainage of abscess — extraoral soft tissue — complicated (includes drainage of multiple
fascial spaces)

D7530 | Removal of foreign body from mucosa, skin or subcutaneous alveolar tissue

D7550 | Partial ostectomy/sequestrectomy for removal of non-vital bone

D7560 | Maxillary sinusotomy for removal of tooth fragment or foreign body

D7810 | Open reduction of dislocation

D7820 | Closed reduction of dislocation

D7830 | Manipulation under anesthesia
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D7840 | Condylectomy

D7850 | Surgical disectomy, with/without implant

D7852 | Disc repair

D7854 | Synovectomy

D7856 | Myotomy

D7858 | Joint reconstruction

D7860 | Arthrotomy

D7865 | Arthroplasty

D7870 | Arthrocentesis

D7871 | Non-arthroscopic lysis and lavage

D7872 | Arthroscopy — diagnosis, with or without biopsy
D7873 | Arthroscopy — surgical, lavage and lysis of adhesions
D7874 | Arthroscopy — surgical, disc repositioning and stabil
D7875 | Arthroscopy — surgical, synovectomy

D7876 | Arthroscopy — surgical, disectomy

D7877 | Arthroscopy — surgical, debridement

D7880 | Occlusal orthotic device, by report

D7881 | Occlusal orthotic device adjustm

D7899 | Unspecified TMD therapy

D7910 | Suture of recent small wou

D7911 | Complicated sutu

D7912 | Complicated su cm, meticulous closure
D7950 | Osseous, osteoperiosteal artilage graft of the mandible or maxilla
D7951 | Sinus augmentation with bone or bone substitutes via lateral open approach
D7952 | Sinus augmentation via vertical approach

D7953 | Bone replacement graft for ridge preservation — per site
D7961 | Buccal/labial frenectomy (frenulectomy)

D7962 | Lingual frenectomy (frenulectomy)

D7963 | Frenuloplasty

D7970 | Excision of hyperplastic tissue — per arch

D7971 | Excision of pericoronal gingiva

D7972 | Surgical reduction of fibrous tuberosity

D8010 | Limited orthodontic treatment — primary dentition
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D8020 | Limited orthodontic treatment — transitional dentition

D8030 | Limited orthodontic treatment — adolescent dentition

D8040 | Limited orthodontic treatment — adult dentition

D8070 | Comprehensive orthodontic treatment of the transitional dentition

D8080 | Comprehensive orthodontic treatment of the adolescent dentition

D8090 | Comprehensive orthodontic treatment of the adult dentition

D8660 | Pre-orthodontic treatment visit

D8681 | Removable orthodontic retainer adjustment

D9110 | Palliative (emergency) treatment of dental pain — minor procedure

D9120 | Fixed partial denture sectioning

D9210 | Local anesthesia not in conjunction with operative or surgicaldprocedures

D9222 | Deep sedation/general anesthesia — first 15 minute increme

D9223 | Deep sedation/general anesthesia — each 15 minute igcrement

D9230 | Nitrous oxide/analgesia, anxiolysis

D9239 | Intravenous moderate (conscious) sedation /af¥a . (" minute increment

D9243 | Intravenous moderate (conscious) sedat o€8ia — each 15 minute increment

D9248 | Non-intravenous conscious sedation

D9310 Cons.u.ltation — diagnostic service st or physician other than requesting dentist or
physician

D9311 | Treating dentist consultati lteal health care professional

D9410 | House/extended c

D9420 | Hospital or ambgilato icallgenter call

D9430 | Office visit for obscrvationgffegular hours) — no other services performed

D9440 | Office visit — after regularly scheduled hours

D9450 Case presentation, detai.led and extensive treatment planning established patient — not performed on
the same day as evaluation

D9610 | Therapeutic parenteral drug, single administration

D9612 | Therapeutic parenteral drug, two or more administrations, different medications

D9630 | Other drugs and/or medications, by report

D9910 | Application of desensitizing medicament

D9911 | Application of desensitizing resin for cervical and/or root surface, per tooth

D9912 | Pre-visit patient screening

D9920 | Behavior management, by report

D9930 | Treatment of complications (post-surgical) — unusual circumstances
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D9932 | Cleaning and inspection of removable complete denture, maxillary

D9933 | Cleaning and inspection of removable complete denture, mandibular

D9934 | Cleaning and inspection of removable partial denture, maxillary

D9935 | Cleaning and inspection of removable partial denture, mandibular

D9942 | Repair and/or reline of occlusal guard

D9943 | Occlusal guard adjustment

D9951 | Occlusal adjustment — limited

D9952 | Occlusal adjustment — complete

D9970 | Enamel microabrasion

D9971 | Odontoplasty 1-2 teeth; includes removal of enamel projections

D9995 | Teledentistry — synchronous; real-time encounter

D9996 | Teledentistry — asynchronous; information stored and forw: for subsequent review

D9997

D9999 | Unspecified adjunctive procedure, by re

NONDISCRIMINATION
ASSISTANCE

Nondiscriminatio

Kaiser Foundation Health
state civil rights laws and does iminate on the basis of race, color, national origin, age, disability, sex,
gender identity, or sexual orientatfon. 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:

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

e Qualified sign language interpreters

e  Written information in other formats, such as large print, audio, 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
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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 Civil Rights Coordinator at:

Member Relations Department

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

Fax: 1-855-347-7239

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https:/ /ocrportal.hhs.gov/oct/portal /lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, DC 20201

Phone: 1-800-368-1019

TDD: 1-800-537-7697

Complaint forms are available at www.hhs.gov/oct/office/file/inde 1.

You can also file a complaint with the Washington State Offi
through the Office of the Insurance Commissioner Complai
https://www.insurance.wa.gov/file-complaint-or-
1-800-562-6900, or 360-586-0241 (TDD). Complaint
https:/ /fortress.wa.gov/oic/onlineservices/

plaintinformation.aspx.

Help in Your Language

ATTENTION: If you speak English, lang ance services, free of charge, are available to
you. Call 1-800-813-2000 (TTY: 7,

h71CE (Amharic) 903-@04a: 297,515+ 1 UFCTI° ACAT LCOPTE 1A ALTHP T FHOETPA: OF,
. ntA@- ¢ L0t 1-800- Y: 711).

a8y Jaail | laally ae Lusall Clead (g jall Caaais ¢S 13) ;1433 gala (Arabic) 4yl
(711 :TTY) 1-800-813-2000

X (Chinese) X & : 415 MR EHG 5 ] DI B ESRE S R Bk - 55%(E1-800-813-2000

(TTY :711) -

@\ﬁ@g\}u&_\bu)}@@u)um GJ.USL;A)S_IQSL;MJUULIJ‘LIJS\ My(Fars”wjﬁ
280 el (711 :TTY) 1-800-813-2000 L 254

Francgais (French) ATTENTION: Si vous parlez frangais, 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).

HZAGE (Japanese) EEHH : HAFEZIE SN OG5 E, BHOSHERE ZHHOIZT £,
1-800-813-2000 (TTY:711) F T, BEHICTIHEHEZE I 0,

tz: (Khmer) Li_itﬁﬁ° 0ASMyARSINW MaNISI S SwigsMmMan IS SAS NI
ﬁmf:ri:ﬂsmnuunﬁﬁﬂ art] Qmm 1-800-813- 2000 (TTY: 711)
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https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx

&= (Korean) F9]: gh=ro] 5 AL&- } = A5, Aol A4 HHV%!’% = o]gshd
AU th 1-800-813-2000 (TTY: 711) o= A3} F

270 (Laotla?) iUo 20: 1999 WIVCOIWITI 290, NIVOINIVFOBCHDGIVWIT, LovdCT e,
CCHVDWBV (BN, (s 1-800-813-2000 (TTY: 711).

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltidhaan ala, ni argama. Bilbilaa 1-800-813-2000 (TTY: 711).

UATEN (Punjabi) fimrrs fe€: 3 3T Uarst g8 I, 3t 37 9 Aofes AT 3973 8 Hes SussT Jl
1-800-813-2000 (TTY: 711) '3 IS 3|

Roméana (Romanian) ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de
asistenta lingvistica, gratuit. Sunati la 1-800-813-2000 (TTY: 711).

Pycckuin (Russian) BHUMAHMUE: ecnv Bbl roBopute Ha pyccKoM A3blke, TO BaM AOCTYMHbI
GecnnatHble ycnyrn nepesoga. 3soHnte 1-800-813-2000 (TTY: 711).

Espafiol (Spanish) ATENCION: si habla espafiol, tiene a su disposi
asistencia linguistica. Llame al 1-800-813-2000 (TTY: 711).

ion servicios gratuitos de

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagal
serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-813-2000 (TTY: 711).

‘Ingl (Thai) Bau: diaauyan1= lneg aatgunsalaui danadhu'laws Tns

1-800-813-2000 (TTY: 711).

YkpaiHcbka (Ukrainian) YBATA! Akwo By p
3BEpHYTUCA 00 BEe3KOLWTOBHOI Cy>XOM MOBHO
1-800-813-2000 (TTY: 711).

Tiéng Viét (Vletnamese) CHU Y: Néu be
danh cho ban. Goi s 1-800-813-2000 (T

€ YKpaiHCbKOK MOBOIO, BU MOXETE
. TenedgoHynTe 3a HOMEPOM

iét, co cac dich vu hé trg ngdn nglr mién phi

YOUR RIGHTS A R CTIONS AGAINST SURPRISE MEDICAL
BILLS AND BALAN ING IN WASHINGTON STATE

When you get emergency care ogget treated by an out-of-network provider at an in-network hospital
or ambulatory surgi er, you are protected from surprise billing or balance billing.

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

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

“Out-of-network” describes providers and facilities that haven’t sighed a contract with your health plan. Out-
of-network providers may be permitted to bill you for the difference between what your plan agreed to pay
and the full amount charged for a service. This is called “balance billing.” This amount is likely more than in-
network costs for the same service and might not count toward your annual out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in
your care—like when you take an ambulance ride, have an emergency, or when you schedule a visit at an in-
network facility but are unexpectedly treated by an out-of-network provider.

Insurers are required to tell you, via their websites or on request, which providers, hospitals and facilities are
in their networks. Hospitals, surgical facilities, providers, behavioral health emergency service providers, and
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ground ambulance providers must tell you which provider networks they participate in on their website or on
request.

You are protected from balance billing for:

Emergency Services

If you have an emergency medical condition, mental health or substance use disorder condition and get
emergency services from an out-of-network provider or facility, the most the provider or facility may bill you
is your plan’s in-network cost-sharing amount (such as copayments and coinsurance). You can’t be balance
billed for these emergency services. This includes ground or air ambulance rides and care you receive in a
hospital and in facilities that provide crisis services to people experiencing a mental health or substance use
disorder emergency. You can’t be balance billed for these emergency services, including services you may get
after you’re in a stable condition.

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

When you get services from an in-network hospital or ambulatory surgical genter, certain providers there may
be out-of-network. In these cases, the most those providers may bill youds your plan’s in-network cost-
sharing amount.

You also aren’t required to get care out-of-network. You ca
in your plan’s network.

a provider or facility

When can you be asked to waive your protection

Health care providers, including hospitals, emergenc h
ambulance providers, can never require you to gi rotections from balance billing.

If you have coverage through a self-funded group in some limited situations, a provider can ask
you to consent to waive your balance billi

*  You are only responsible for payin! of the cost (like the copayments, coinsurance, and
rovider or facility was in-network). Your health plan will pay out-

tly.

e Cover emergency service
authorization).

1ithout requiring you to get approval for services in advance (prior

e Cover emergency services by out-of-network providers.

e Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider
or facility and show that amount in your explanation of benefits.

e Count any amount you pay for emergency services or out-of-network services toward your deductible
and out-of-pocket limit.

If you believe you’ve been wrongly billed, you may file a complaint with the federal government at
www.cms.gov/nosurprises/consumers or by calling 1-800-985-3059; and/or file a complaint with the
Washington State Office of the Insurance Commissioner at www.insurance.wa.gov/file-complaint-ozr-
check-your-complaint-status, or by calling 1-800-562-6900.

Visit www.cms.gov/nosurprises for more information about your rights under federal law.
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http://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
http://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status

Visit the Office of the Insurance Commissioner Balance Billing Protection Act website at
www.insurance.wa.gov/what-consumers-need-know-about-surptise-or-balance-billing for more
information about your rights under Washington state law.
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