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Important Notice Under Federal Health Care Reform

Kaiser Foundation Health Plan of Washington Options, Inc. (“KFHPWAO”) recommends each Member choose a
personal physician. This decision is important since the designated personal physician provides or arranges for most
of the Member’s health care. The Member has the right to designate any personal physician who participates in
KFHPWAO?’s Access PPO network and who is available to accept the Member or the Member’s family members. For
information on how to select a personal physician, and for a list of the participating personal physicians, please call
Kaiser Permanente Member Services at (206) 630-4636 in the Seattle area, or toll-free in Washington, 1-888- 901-
4636.

For children, the Member may designate a pediatrician as the primary care provider.

The Member does not need Preauthorization from KFHPWAO or from any other person (including a personal
physician) to access obstetrical or gynecological care from a health care professional in the KFHPWAO Network who
specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining Preauthorization for certain services, following a pre-approved treatment plan. For a
list of participating health care professionals who specialize in obstetrics or gyneca“agy, please call Kaiser Permanente
Member Services at (206) 630-4636 in the Seattle area, or toll-free in Washina®un, 1-888-901- 4636.

Women’s health and cancer rights

If the Member is receiving benefits for a covered mastectomy and elects breast i yonstri<.ion in connection with the
mastectomy, the Member will also receive coverage for:

e  All stages of reconstruction of the breast on which the mastectori. yhas been parformed.

e  Surgery and reconstruction of the other breast to produca®.’sy. xmeti al apr arance.

e  Prostheses.

e Treatment of physical complications of all stages.of mitect« .y, including lymphedemas.

These services will be provided in consultation with tiix i ambe: had the attending physician and will be subject to
the same Cost Shares otherwise applicable under the E\ ‘der. » of Coverage (EOC).

Statement of Rights Under the Newborns’ an. Mou. 2 \Health Protection Act

Carriers offering group health covera¢ Zimanerally 11w not, under federal law, restrict benefits for any hospital length
of stay in connection with childbirth f¢ i the .. sther oiiewborn child to less than 48 hours following a vaginal
delivery, or less than 96 hours followiny a af.arear. section. However, federal law generally does not prohibit the
mother’s or newborn’s attepd .. provide  after consulting with the mother, from discharging the mother or the
newborn earlier than 48 h¢ ars (or 968 hour. as applicable). In any case, carriers may not, under federal law, require
that a provider obtain autt._«iza®"_ii fro ) the carrier for prescribing a length of stay not in excess of 48 hours (or 96
hours). Also, under federal law, a carri’ ' may not set the level of benefits or out-of-pocket costs so that any later
portion of the 48-hour (or 96-ha "1y is treated in a manner less favorable to the mother or newborn than any
earlier portion of the stay.

For More Information
KFHPWAO will provide the information regarding the types of plans offered by KFHPWAO to Members on

request. Please call Kaiser Permanente Member Services at (206) 630-4636 in the Seattle area, or toll-free in
Washington, 1-888-901-4636.
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. Introduction

This EOC is a statement of benefits, exclusions and other provisions as set forth in the Group medical coverage
agreement between Kaiser Foundation Health Plan of Washington Options, Inc. (“KFHPWAQO”) and the Group. The
benefits were approved by the Group who contracts with KFHPWAO for health care coverage. This EOC is not the
Group medical coverage agreement itself. In the event of a conflict between the Group medical coverage agreement
and the EOC, the EOC language will govern.

The provisions of the EOC must be considered together to fully understand the benefits available under the EOC.
Words with special meaning are capitalized and are defined in Section XII.

Contact Kaiser Permanente Member Services at 206-630-4636 or toll-free 1-888-901-4636 for benefits questions.
Il. How Covered Services Work
A. Accessing Care.

1. Members are entitled to Covered Services from the following:
e Your Provider Network is KFHPWAQO’s Access PPO Preferrea. xoi¢ der Netwiork, referred to as
“PPN”.
e Standard in-network benefits apply to any Prefer{id Provider
e Enhanced in-network benefits apply when a Memb hutilizes designated integrated providers
(Kaiser Permanente Medical Centers and £foviu s or ther dd ignated providers as identified in
the Provider Directory). These provider provide ervice. ' the lowest cost share as stated in
Section 1V.
e Care provided by an Out-of-Network F_ hider,« :ept prescription drugs. Coverage provided by an
Out-of-Network Provider is limited to tfi\ ~ ‘owet. Amount.
e  Qut-of-Country providers az2 limited' 9 E. =2rgericy services and urgent care only when provided
by a provider who meets lic_as..33,ana ertitication requirements established where the provider
practices.

Benefits paid under one optic_\wini. 5he duslicated under the other option.

Benefits under this.o < will nc e denied for any health care service performed by a registered nurse
licensed to practi’ 2 under.chantei 18.88 RCW, if first, the service performed was within the lawful scope of
such nurse’s licei 2.2 ."seco, i, this EOC would have provided benefit if such service had been performed
by a doctor of medicine licens d to practice under chapter 18.71 RCW.

In order for services to be covered at the highest benefit levels, services must be obtained from PPN
Facilities or Preferred Providers, except for Emergency services. Emergency services will always be
covered at the in-network (PPN) level.

A listing of Access PPO Preferred Providers is available by contacting Member Services or accessing the
KFHPWAO website at www.kp.org/wa. On the website, Enhanced providers include an asterisk on the
provider’s name. For assistance searching the website for the providers providing Enhanced in-network
benefits, please contact Member Services. Information available online includes each physician’s location,
education, credentials, and specialties. KFHPWAQO also utilizes Health Care Benefit Managers for certain
services. To see a current list of Health Care Benefit Managers go to
https://healthy.kaiserpermanente.org/washington/support/forms and choose the “Evidence of Coverage
“link.

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

2. Primary Care Provider Services.
KFHPWAO recommends that Members select a personal physician. One personal physician may be
selected for an entire family, or a different personal physician may be selected for each family member. For
information on how to select or change personal physicians, and for a list of participating personal
physicians, call Kaiser Permanente Member Services at (206) 630-4636 in the Seattle area, or toll-free in
Washington at 1-888-901-4636 or by accessing the KFHPWAO website at www.kp.org/wa. The change
will be made within 24 hours of the receipt of the request if the selected physician’s caseload permits. If a
personal physician accepting new Members is not available in your area, contact Kaiser Permanente
Member Services, who will ensure you have access to a personal physician by contacting a physician’s
office to request they accept new Members.

To find a personal physician, contact Member Services or access the KFHPWAO website at
www.kp.org/wa to view physician profiles. Online you will find information on each physician’s location,
education, credentials, and specialties.

For your personal physician, choose from these specialties:
*  Family medicine
»  Adult medicine/internal medicine
+  Pediatrics/adolescent medicine (for children up t£,18)

Be sure to check that the physician you are considerif 4« hccep g nexd patients.

If your choice does not feel right after a few visic yvou 4.1 change personal physician at any time, for any
reason. If you don’t choose a physician whe® wou 1. ¢ become a KFHPWAQO Member, we will match you
with a physician to make sure you have one ' ss wed w wou if you get sick or injured.

In the case that the Member’s pers€. . 2avsicic 2 no nger participates in KFHPWAO’s Network, the
Member will be provided access to the »erscipl ' ysician for up to 60 days following a written notice
offering the Member a selectian of new [ :sonal physicians from which to choose.

3. Specialty Care Provider Ser\ ces
Members may makesimointme * with specialists without Preauthorization, except as noted under Section
IV. In the event s/ _cialty service are not available from a PPN or Preferred Provider, Preauthorization is
required, and No_-nefwa® < F. wic o services will be covered at the PPN level.

KFHPWAO-designatad S4¢ Cialist.

Preauthorization is not required for services with KFHPWAO-designated Specialists at facilities owned and
operated by Kaiser Permanente. To access a KFHPWAO-designated Specialist, consult your Network
Personal Physician. For a list of KFHPWAO designated specialists, contact Member Services or view the
Provider Directory located at www.kp.org/wa. The following specialty care areas are available from
KFHPWAO-designated Specialists: allergy, audiology, cardiology, chiropractic/manipulative therapy,
dermatology, gastroenterology, general surgery, hospice, mental health and wellness, nephrology,
neurology, obstetrics and gynecology, occupational medicine, oncology/hematology, ophthalmology,
optometry, orthopedics, otolaryngology (ear, nose and throat), physical therapy, smoking cessation,
speech/language and learning services, substance use disorder and urology.

Specialty Care Provider Copayment.

The following providers are subject to the specialty Copayment level: allergy and immunology,
anesthesiology, audiology, cardiology (pediatric and cardiovascular disease), critical care medicine,
dentistry, dermatology, endocrinology, enterostomal therapy, gastroenterology, genetics, hepatology,
infectious disease, massage therapy, neonatal-perinatal medicine, nephrology, neurology, nutrition,
oncology pharmacist, pain management, hematology/oncology, occupational medicine, occupational
therapy, ophthalmology, orthopedics, ENT/otolaryngology, pathology, physiatry (physical medicine),
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physical therapy, podiatry, pulmonary medicine/disease, radiology (nuclear medicine, radiation therapy),
respiratory therapy, rheumatology, speech therapy, sports medicine, general surgery and urology.

4. Hospital Services.
Refer to Section IV. for more information about hospital services.

5.  Emergency Services.
Members must notify KFHPWAO by way of the Hospital notification line (1-888-457-9516 as noted on
your member identification card) within 24 hours of any admission, or as soon thereafter as medically
possible. Refer to Section 1V. for more information about Emergency services.

Members are covered for Emergency care and Medically Necessary urgent care anywhere in the world. If
you think you are experiencing an emergency, go immediately to the nearest emergency care facility or call
911. Go to the closest urgent care center for an illness or injury that requires prompt medical attention but
is not an emergency. Examples include, but are not limited to minor injuries, wounds, and cuts needing
stiches; minor breathing issues; minor stomach pain. If you are unsure wether urgent care is your best
option, call the consulting nurse helpline for advice at 1-800-297-687" or 206-630-2244.

If you need Emergency care while traveling and are admitted to a nc »-na’ work hoavital, you or a family
member must notify us within24 hours after care begins, or as soon as". reasop( sly possible. Call the
notification line listed on the back of your KFHPWAO Mémber ID card v % .p make sure your claim is
accepted. Keep receipts and other paperwork from non-netvi. =k care. You’li need to submit them with any
claims for reimbursement after returning from trave’

6. Travel Advisory Service.
Our Travel Advisory Service offers recomnr’ »datic. « .ailored to your travel outside the United States.
Nurses certified in travel health will advise y \t_ 1 any saccines or medications you need based on your
destination, activities, and medical history. Tt \ cc sultat.un is not a covered benefit and there is a fee for a
Kaiser Permanente Member using & anzice fe s the™ rst time. Travel-related vaccinations and medications
are usually not covered. Visit www.Kp wearve e vel-service for more details.

7. Process for Medical Necess: v Losminat. ».
Pre-service, concurrent or pos. servi.e i< 2ws may be conducted. Once a service has been reviewed,
additional reviews paiihe cona Ced. Members will be notified in writing when a determination has been
made.

First Level Review.

First level reviews are perrormed or overseen by appropriate clinical staff using KFHPWAO approved
clinical review criteria. Data sources for the review include, but are not limited to, referral forms, admission
request forms, the Member’s medical record, and consultation with qualified health professionals and
multidisciplinary health care team members. The clinical information used in the review may include
treatment summaries, problem lists, specialty evaluations, laboratory and x-ray results, and rehabilitation
service documentation. The Member or legal surrogate may be contacted for information. Coordination of
care interventions are initiated as they are identified. The reviewer consults with the health care team when
more clarity is needed to make an informed medical necessity decision. The reviewer may consult with a
board-certified consultative specialist and such consultations will be documented in the review text. If the
requested service appears to be inappropriate based on application of the review criteria, the first level
reviewer requests second level review by a physician or designated health care professional.

Second Level (Practitioner) Review:
The practitioner reviews the treatment plan and discusses, when appropriate, case circumstances and

management options with the attending (or referring) physician. The reviewer consults with the health care
team when more clarity is needed to make an informed coverage decision. The reviewer may consult with
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board certified physicians from appropriate specialty areas to assist in making determinations of coverage
and/or appropriateness. All such consultations will be documented in the review text. If the reviewer
determines that the admission, continued stay or service requested is not a covered service, a notice of non-
coverage is issued. Only a physician, behavioral health practitioner (such as a psychiatrist, doctoral-level
clinical psychologist, certified addiction medicine specialist), dentist or pharmacist who has the clinical
expertise appropriate to the request under review with an unrestricted license may deny coverage based on
medical necessity.

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

C. Confidentiality.
KFHPWAO is required by federal and state law to maintain the privacy of Member personal and health
information. KFHPWAQO is required to provide notice of how KFHPWAO may use and disclose personal and
health information held by KFHPWAO. The Notice of Privacy Practices is distributed to Members and is
available in Kaiser Permanente medical centers, at www.kp.org/wa, or upondzquest from Member Services.

D. Nondiscrimination.
KFHPWAO does not discriminate on the basis of physical or mental disc_ilit* s in its smployment practices and
services. KFHPWAO will not refuse to enroll or terminate a Member’s cov. age apd will not deny care on the
basis of age, sex, race, religion, national origin, citizenship ordmmigration stac s¢ .eteran or military status,
occupation or health status.

E. Preauthorization.
Refer to Section V. and Authorizations & Clinical k¢ siew @ erview | Kaiser Permanente Washington for more
information regarding which services, equipmer’ and Tc. .y types KFHPWAO requires Preauthorization.

Preauthorization requests are reviewed and approv.d L »ad oi. Medical Necessity, eligibility and benefits.
KFHPWAO will generally process Prea. . uizatiori sequc s and provide notification for benefits within the
following timeframes:
e  Standard requests — within 5@nlendar day
o Ifinsufficient informatic \ hac n2n pro. ded a request for additional information will be made within
5 calendar days. The prov ler £ rac. Jw has 5 calendar days to provide the necessary information. A
decision will bagmile with, ¢+ calendar days of receipt of the information or the deadline for receipt of
the requeste¢ .nformation.
e  Expedited reque¢ s —wit i1 2 hale dar days
o Ifinsufficientnormatior nas been provided a request for additional information will be made within
1 calendar day. The ora®.der or facility has 2 calendar days to provide the necessary information. A
decision will be maue within 2 calendar days of receipt of the information or the deadline for receipt of
the requested information.

F. Recommended Treatment.
KFHPWAO’s medical director will determine the necessity, nature and extent of treatment to be covered in
each individual case and the judgment, will be made in good faith. Members have the right to appeal coverage
decisions (see Section VII1.). Members have the right to participate in decisions regarding their health care. A
Member may refuse any recommended services to the extent permitted by law. Members who obtain care not
recommended by KFHPWAO’s medical director do so with the full understanding that KFHPWAO has no
obligation for the cost, or liability for the outcome, of such care.

New and emerging medical technologies are evaluated on an ongoing basis by the following committees — the
Interregional New Technologies Committee, Medical Technology Assessment Committee, Medical Policy
Committee, and Pharmacy and Therapeutics Committee. These physician evaluators consider the new
technology’s benefits, whether it has been proven safe and effective, and under what conditions its use would be
appropriate. The recommendations of these committees inform what is covered on KFHPWAO health plans.
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Second Opinions.

The Member may access a second opinion regarding a medical diagnosis or treatment plan. The Member may
also obtain a second opinion from an Out-of-Network Provider without Preauthorization, subject to Out-of-
Network Provider Cost Shares and all other Preauthorization requirements specifically stated within Section V.
Coverage is determined by the Member's EOC; therefore, coverage for the second opinion does not imply that
the services or treatments recommended will be covered. Services, drugs and devices prescribed or
recommended as a result of the consultation are not covered unless included as covered under the EOC.

Unusual Circumstances.

In the event of unusual circumstances such as a major disaster, epidemic, military action, civil disorder, labor
disputes or similar causes, KFHPWAO will not be liable for administering coverage beyond the limitations of
available personnel and facilities.

Under the PPN option, in the event of unusual circumstances such as those described above, KFHPWAO will
make a good faith effort to arrange for Covered Services through available PPN Facilities and personnel.
KFHPWAO shall have no other liability or obligation if Covered Services are delayed or unavailable due to
unusual circumstances.

Under the Out-of-Network option, if Covered Services are delayed or & availak’ . due to unusual circumstances
such as those described above, KFHPWAO shall have no liability or obii_atis" . to arramge for Covered Services.

Utilization Management.

Case management means a care management plan developed foi. »Member whose diagnosis requires timely
coordination. All benefits, including travel and lodging.«* <. hiteG » Cova’ -d Services that are Medically
Necessary and set forth in the EOC. KFHPWAO mav¢ cview ¢ viemb. ¢ .nedical records for the purpose of
verifying delivery and coverage of services and items Rased< n a prospective, concurrent or retrospective
review, KFHPWAO may deny coverage if, in it¢ ‘aterni ¢ .on, such services are not Medically Necessary.
Such determination shall be based on establishea 1. ical ¢ eria and may require Preauthorization.

KFHPWAO will not deny coverage reti¢. . yaly fo servi 2s with Preauthorization and which have already
been provided to the Member except in the hase char intentional misrepresentation of a material fact by the
patient, Member, or provider of samzices; or 1 averaye was obtained based on inaccurate, false, or misleading
information provided on the enro. mer. aanlicati »; or for nonpayment of premiums. Benefits do not require
Preauthorization, except as noted U_der cCo. o V.

Financial Responsibi daes

Premium.
The Subscriber is liable forsnavad nt to the Group of their contribution toward the monthly premium, if any.

Financial Responsibilities for Covered Services.

The Subscriber is liable for payment of the following Cost Shares for Covered Services provided to the
Subscriber and their Dependents. Payment of an amount billed must be received within 30 days of the billing
date. Charges will be for the lesser of the Cost Shares for the Covered Service or the actual charge for that
service. Cost Shares will not exceed the actual charge for that service.

1. Annual Deductible.
Covered Services may be subject to an annual Deductible.

Charges subject to the annual Deductible shall be borne by the Subscriber during each calendar year
until the annual Deductible is met. There is an individual annual Deductible amount for each Member
and a maximum annual Deductible amount for each Family Unit. Once the annual Deductible amount
is reached for a Family Unit in a calendar year, the individual annual Deductibles are also deemed
reached for each Member during that same calendar year.

Access PPO VisitsPlus [Metal Level] LX 23
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Note: There are separate deductibles for the Preferred Provider Network and the Out-of-Network
benefits. These deductibles accrue separately, and the Member is responsible for meeting each
deductible, as appropriate, prior to benefits being covered.

2. Plan Coinsurance.
After the applicable annual Deductible is satisfied, Members may be required to pay Plan Coinsurance for
Covered Services. Coinsurance is calculated on the Allowed Amount.

3. Copayments.
Members shall be required to pay applicable Copayments at the time of service. Payment of a Copayment
does not exclude the possibility of an additional billing if the service is determined to be a non-Covered
Service or if other Cost Shares apply.

4. Out-of-pocket Limit.
Out-of-pocket Expenses which apply toward the Out-of-pocket Limit are set forth in Section 1V. Total Out-
of-pocket Expenses incurred during the same calendar year shall not exceed the Out-of-pocket Limit.

Note: There are separate Out-of-pocket limits for the Preferred Provis” . Network and the Out-of-Network
benefits. These Out-of-pocket limits accrue separately, and the M« iber is4* sponsible for meeting each
Out-of-pocket limit, as appropriate.

C. Financial Responsibilities for Non-Covered Services.
The cost of non-Covered Services and supplies is the responsibii. v of the Member. The Subscriber is liable for
payment of any fees charged for non-Covered Services £f v nd to e Subf_riber and Dependents at the time
of service. Payment of an amount billed must be receit cd with 1 30 ac_f the billing date.

Access PPO VisitsPlus [Metal Level] LX 23
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1V. Benefits Details

Benefits are subject to all provisions of the EOC. Members are entitled only to receive benefits and services that are
Medically Necessary and clinically appropriate for the treatment of a Medical Condition as determined by
KFHPWAO’s medical director and as described herein. All Covered Services are subject to case management and

utilization management.

Under the Out-of-Network option, Members shall be required to pay any difference between the Out-of-Network
Provider’s charge for services and the Allowed Amount, except for Emergency services and for services received
from an out of-network provider at a network facility. For more information about balance billing protections, please
visit: https://healthy.kaiserpermanente.org/washington/support/forms

Preferred Provider Network

Out-of-Network

Annual Deductible

Member pays $XX per Member per
calendar year or $XX per Family Unit per
calendar year

Coinsurance

Plan Coinsurance: Member pays XX% of
the Allowed Amount

Member pays $XX per Member per
calendar year or $XX per Family Unit
er calendar

|

an Coid surance: Member pays XX%
0. 2e4 alowed Amount

Lifetime Maximum

No lifetime maximum ons* vered

ssenti

alth Benefits

Out-of-pocket Limit

Limited to a maxim:«n of ¥ 2 per
Member or $XX per' « hily U, per
calendar year.

No Out-of-pocket Limit; Member pays
all Cost Shares per calendar year

The following Qut-a50¢ tket Expenses
apphsto the Ouc »f-pocicet Limit: All
Cost' ha.pfar Cov vad Services

The fol »ing expenses do not apply to
the Out- f-pocket Limit: Premiums,
=y nfo services in excess of a benefit,
charge /in excess of Allowed Amount,
chars s for non-Covered Services

The following expenses do not apply
to the Out-of-pocket Limit: Premiums,
all Cost Shares for Covered Services,
charges for services in excess of a
benefit, charges in excess of Allowed
Amount, charges for non-Covered
Services

Pre-existing Condition
Waiting Period

No pre-existing condition waiting period

Access PPO VisitsPlus [Metal Level] LX 23
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Acupuncture

Preferred Provider
Network

Out-of-Network

Acupuncture needle treatment; limited to 12 visits per
calendar year. Preauthorization is not required.

No visit limit for treatment for Substance Use Disorder.

the sce

Exclusions: Herbal supplements; any services not with

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other< “rvices
including surgic
services: A.

Deductible, M. mbs
LS XX% Plan
Coi hurance

After Deductible,
Member pays XX% Plan
Coinsurance

¢ of the practitioner’s licensure

Allergy Services

Preferred Provider
Network

Out-of-Network

Allergy testing.

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider

After Deductible,
Member pays XX% Plan
Coinsurance

Access PPO VisitsPlus [Metal Level] LX 23
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office visits or $XX
Copayment for specialty
care provider office
Visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Allergy serum and injections.

Office vi« s5: Memher
pays $X. Copa’.nent
for primary /e
orovider office wisitt or
< ‘X Copaymenc.or
spe. alty caredrovider
ffice  sits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Cancer Screening and Diagnostic Services

Preferred Provider
Network

Out-of-Network

Routine cancer screening covered as Preventive Services in
accordance with the well care schedule established by

No charge; Member
pays nothing

After Deductible,
Member pays XX% Plan

Access PPO VisitsPlus [Metal Level] LX 23
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KFHPWAO and the Patient Protection and Affordable Care
Act of 2010. The well care schedule is available in Kaiser
Permanente medical centers, at www.kp.org/wa, or upon
request from Member Services. See Preventive Services for
additional information.

Coinsurance

Diagnostic laboratory, diagnostic procedures (including
colonoscopies, cardiovascular testing, pulmonary function
studies, and neurology/neuromuscular procedures) and
diagnostic services for cancer. See Laboratory and Radiology
for additional information. Preventive laboratory/radiology
services are covered as Preventive Services.

Diagnostic laboratory:
Member pays $XX
Copayment per date of
service

Diagnostic radiology:
Member pays $XX
Copayment per date of
service

High end ra< ology:
After Des .ctible,
Membei ays X (% Plan
Coinsuranc.

v hhanced Beneti..
Dic_nostic lak ratory:
leme npe s $XX
—opaymu.it per date of
service

Diagnostic radiology:
Member pays $XX
Copayment per date of
service

High end radiology:
After Deductible,
Member pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Circumcision Preferred Provider Out-of-Network
Network
Circumcision. Hospital - Inpatient: Hospital - Inpatient:

After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment for

After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan

Access PPO VisitsPlus [Metal Level] LX 23
[Form #] CA-4194-23

14



http://www.kp.org/wa

primary care provider
office visits or $XX
Copayment for specialty
care provider office
Visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Withint days< . pirth:
No charge,  * :-mber
pays nothing

Coinsurance

Clinical Trials

refer. < rovider

Network

Out-of-Network

Notwithstanding any other provision of this documt 1, the
Plan provides benefits for Routine Patient Costs of qtalir. A
individuals in approved clinical trials, to ti. . ent ber »fits
for these costs are required by federal or state aw.

Routine patient costs include all iteri s & .parvices  ansistent
with the coverage provided in the pla_\(or4 Jve. e) that is
typically covered for a qualias,indivi_ .1 who is not
enrolled in a clinical tria’

Clinical Trials are a phase™., pnase |1/ shase 111, or phase IV
clinical trial that is conducted,in re!¢.ion to the prevention,
detection, or treatment of canceir ur other life-threatening
disease or condition. “Life threatening condition” means any
disease or condition from which the likelihood of death is
probable unless the course of the disease or condition is
interrupted.

Clinical trials require Preauthorization.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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services that are provided solely to satisfy data collastion

of care for a particular diagnosis.

pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other< _rvices
includinig surgia®
services: A.
Deductible, M mbge
r VS XX% Plan
Co. surance

Exclusions: Routine patient costs do not include: (i) th nvestie' ional ite.n, device, or service, itself; (ii) items and
2d« alysis needs and that are not used in the direct clinical
management of the patient; or (iii) a service that is \ ¢ xly irc asistent with widely accepted and established standards

Dental Services and Dental Anest’ .. >

Preferred Provider
Network

Out-of-Network

Dental services (i.e., routi'_ Ca.e, evalt cion and
treatment)including accl ental inimsto i stural teeth.

Not covered; Member
pays 100% of all charges

Not covered; Member
pays 100% of all charges

Dental services or appliances’, i .ued during medical
treatment for emergent dental care, dental care which requires
the extraction of teeth to prepare the jaw for radiation
treatments of neoplastic disease, and oral surgery related to
trauma.

Dental problems such as infections requiring emergency
treatment outside of standard business hours are covered as
Emergency Services.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment for
primary care provider
office visits or $XX
Copayment for specialty
care provider office

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Access PPO VisitsPlus [Metal Level] LX 23
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visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

General anesthesia services and related facility charges for
dental procedures for Members who are under 9 years of age
or are physically or developmentally disabled or have a
Medical Condition where the Member’s health would be put
at risk if the dental procedure were performed in a dentist’s
office.

Hospital - Inpatient:
After Deductihle,
Member pay’ XX% Plan
Coinsuras’ ¢

Hospital - (patien®
After Deducti 2.

v amber pays X0 Plan
Co. surance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

specifically listed as covered

Exclusions: Dentist’s or oral surgeon’s fees for nopsemer_ ot .ental care, surgery, services and appliances, including:
non-emergent treatment of accidental injury to natu_a. 2eth, constructive surgery to the jaw in preparation for dental
implants, dental implants, orthodontic braces for any co: ‘ition, eriodontal surgery; any other dental service not

Devices, Equipment and Supplies' or .. e use,

Preferred Provider
Network

Out-of-Network

Durable medical equipm’ at: Equinment vhich can withstand
repeated use, is primaril_and«a® Swri rily used to serve a
medical purpose, is usefuruity in the Jresence of an illness or
injury and is used in the Memher’a® ome.

e Examples of covered durable medical equipment
includes hospital beds, wheelchairs, walkers, crutches,
canes, braces and splints, blood glucose monitors,
external insulin pumps (including related supplies such as
tubing, syringe cartridges, cannulae and inserters),
oxygen and the rental of equipment to administer oxygen
(including tubing, connectors and masks), and
therapeutic shoes, modifications and shoe inserts for
severe diabetic foot disease. KFHPWAO will determine
if equipment is made available on a rental or purchase
basis.

e Orthopedic appliances: Items attached to an impaired
body segment for the purpose of protecting the segment
or assisting in restoration or improvement of its function.

e Orthotic devices.

After Deductible,
Member pays XX% Plan
Coinsurance

Annual Deductible does
not apply to strip-based
blood glucose monitors,
test strips, lancets, or
control solutions.

After Deductible,
Member pays XX% Plan
Coinsurance

Access PPO VisitsPlus [Metal Level] LX 23
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e  Ostomy supplies: Supplies for the removal of bodily
secretions or waste through an artificial opening.

e  Post-mastectomy bras/forms; limited to 2 every 6
months. Replacements within this 6-month period are
covered when Medically Necessary due to a change in
the Member’s condition.

e Prosthetic devices: Items which replace all or part of an
external body part, or function thereof.

e  Sales tax for devices, equipment and supplies.

When provided in lieu of hospitalization, benefits will be the
greater of benefits available for devices, equipment and
supplies, home health or hospitalization. See Hospice for
durable medical equipment provided in a hospice setting.

Repair, adjustment or replacement of appliances and
equipment is covered when Medically Necessary and
appropriate.

Preauthorization is required for certain services, refer to
Section Il. E. Preauthorization.

home or personal vehicle

Exclusions: Over-the-counter arch supports; orthopedic shat.
prosthesis; electronic monitors of the heart or lungs exces - infant pnea’. 2 cors; devices for testing blood or other
body substances except diabetes blood glucose monitor. and tha"supplies, take-home dressings and supplies
following hospitalization; supplies, dressings, applit aces, « ¢ es or services not specifically listed as covered above;
same as or similar equipment already in the Membe . hosses “on; replacement or repair due to loss, theft, breakage
from willful damage, neglect or wrongful use, or duc ‘o  ssona: preference; structural modifications to a Member’s

at ar ot atta ed to an appliance; wigs/hair

Diabetic Education, Equipment ar ! Pric. =acy S. pplies

Preferred Provider
Network

Out-of-Network

Diabetic education and t* «ining.

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance
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Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: Aft,
Deductib’’, Membhar
pays X 4.Plan
Coinsuranc.

Diabetic equipment: Blood glucose monitors and external
insulin pumps (including related supplies such as tubing,
syringe cartridges, cannulae and inserters), and therapeut?
shoes, modifications and shoe inserts for severe diabeti{ oot
disease. See Devices, Equipment and Supplies for additio. !
information.

»_ ter Deductible,
Me. her paysd iX% Plan
0inse N4

Annual Deductible does
not apply to strip-based
blood glucose monitors,
test strips, lancets, or
control solutions.

After Deductible,
Member pays XX% Plan
Coinsurance

Diabetic pharmacy supplies: Insulir i ats, lance devices,
needles, insulin syringes, disposable’ sulir .3, 0en
needles, glucagon emergency.kits, pre = scive oral agents
and blood glucose test str.s tor a suppi. \of 30 days or less
per item. Certain brand [ ame in2 drug s will be covered at
the generic level.

See Drugs — Outpatient Presci.,.= 2 for additional pharmacy
information.

Preferred generic
drugs (Tier 1): Member
pays $XX Copayment
up to a 30-day supply

Preferred brand name
drugs (Tier 2): Member
pays $XX Copayment up
to a 30-day supply

Non-Preferred generic
and brand name drugs
(Tier 3): After
Deductible, Member
pays XX% coinsurance
up to a 30-day supply

Specialty drugs (Tier
4): After Deductible,
Member pays XX%
coinsurance up to a 30-

day supply

Enhanced Benefit:

Not covered; Member
pays 100% of all charges
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[Form #] CA-4194-23

19




Preferred generic
drugs (Tier 1): Member
pays $XX Copayment
per 30-days up to a 90-
day supply

Preferred brand name
drugs (Tier 2): Member
pays $15 Copayment per
30-days up to a 90-day
supply

Non-Preferred generic
and brand name drugs
(Tier 3): After
Deductible, Member
pays 35% ca’ isurance
up to a 92 uay supaly

Specialty ¢ gs (Tier:
4): After Deac bl
..amber pays X, /0
COr. urance 14to a 30-
‘ay st v

Annual Deductible does
not apply to strip-based
blood glucose monitors,
test strips, lancets, or
control solutions.

Note: A Member will
not pay more than $35,
not subject to
Deductible, for a 30-day
supply of insulin to
comply with state law
requirements. Any cost-
sharing paid will apply
toward the annual
Deductible.

Diabetic retinal screening.

No charge, Member pays
nothing

After Deductible,
Member pays XX% Plan
Coinsurance

Dialysis (Home and Outpatient)

Preferred Provider
Network

Out-of-Network

Dialysis in an outpatient or home setting is covered for
Members with acute kidney failure or end-stage renal disease
(ESRD).

Office visits: Member
pays $XX Copayment for
primary care provider
office visits or $XX

After Deductible,
Member pays XX% Plan
Coinsurance

Access PPO VisitsPlus [Metal Level] LX 23
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Copayment for specialty
care provider office
Visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced B« efit:
Office vig' s: Membher
pays $X. 2Copa’ inent
for primary /e
orovider office wisitt or
< ‘X Copaymen.. or
spe. alty caredrovider
ffice  Visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Injections administered by a Provide® in a clinical setting
during dialysis.

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance
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Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including su jical
services.« .ter
Deducti. 2. Mei .oer
pays XX%" "
Coinsurance

Self-administered injectables. See Drugs — Outpatient
Prescription for additional pharmacy information.

Prec arred ges eric
‘rugs. Tie 1): Member

says $X>. Copayment

up to a 30-day supply

Oreferred brand name
drugs (Tier 2): Member
pays $XX Copayment up
to a 30-day supply

Non-Preferred generic
and brand name drugs
(Tier 3): After
Deductible, Member
pays XX% coinsurance
up to a 30-day supply

Specialty drugs (Tier
4): After Deductible,
Member pays XX%
coinsurance up to a 30-

day supply

Enhanced Benefit:
Preferred generic
drugs (Tier 1): Member
pays $XX Copayment
per 30-days up to a 90-
day supply

Preferred brand name
drugs (Tier 2): Member
pays $15 Copayment per

Not covered; Member
pays 100% of all charges
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30-days up to a 90-day
supply

Non-Preferred generic
and brand name drugs
(Tier 3): After
Deductible, Member
pays 35% coinsurance
up to a 90-day supply

Specialty drugs (Tier
4): After Deductible,
Member pays XX%
coinsurance up to a 30-

day supply

Drugs - Outpatient Prescription

Preferrs . Provic
Network

Out-of-Network

Prescription drugs, supplies and devices for a supply of 30
days or less including diabetic pharmacy supplies (insulin,
lancets, lancet devices, needles, insulin syringes, disposabls
insulin pens, pen needles and blood glucose test strips),
mental health and wellness drugs, self-administered
injectables, teaching doses of self-administered inj¢ “ions,
limited to 3 doses per medication per lifetime, medi ac s fo.
the treatment arising from sexual assault, and routine os. for
prescription medications provided in a cliff, . ial. “F hyutin
costs” means items and services delivered to. = Mciphu : that
are consistent with and typically coyarted by the®, ‘an or
coverage for a Member who is not € o250 a cli sal trial.
All drugs, supplies and devices must' = fori v »d Services.

All drugs, supplies and ¢ vices must be  btained at a
KFHPWAO-designated harm« , <. sep. Jor drugs dispensed
for Emergency services 0i.o1 Emerg 1cy services obtained
outside of the KFHPWAO Setviced .rea, including out of the
country. Information regarding nFHPWAO-designated
pharmacies is reflected in the KFHPWAO Provider Directory
or can be obtained by contacting Kaiser Permanente Member
Services.

Prescription drug Cost Shares are payable at the time of
delivery. Certain brand name insulin drugs are covered at the
generic drug Cost Share. A list of these drugs is available at
www.kp.org/wa/formulary.

Members may be eligible to receive an emergency fill for
certain prescription drugs filled outside of KFHPWAOQO’s
business hours or when KFHPWAQO cannot reach the
prescriber for consultation. For emergency fills, Members pay
the prescription drug Cost Share for each 7-day supply or
less, or the minimum packaging size available at the time the

Rreferred genc vic

G.1as (Tier 1): Miember

nays XX C ayment
p to a2 .ay supply

Preferred brand name
drugs (Tier 2): Member
pays $XX Copayment up
to a 30-day supply

Non-Preferred generic
and brand name drugs
(Tier 3): After
Deductible, Member
pays XX% coinsurance
up to a 30-day supply

Specialty drugs (Tier
4): After Deductible,
Member pays XX%
coinsurance up to a 30-

day supply

Enhanced Benefit:
Preferred generic
drugs (Tier 1): Member
pays $XX Copayment
per 30-days up to a 90-
day supply

Preferred brand name
drugs (Tier 2): Member
pays $15 Copayment per
30-days up to a 90-day

Not covered; Member
pays 100% of all charges

Access PPO VisitsPlus [Metal Level] LX 23
[Form #] CA-4194-23

23



http://www.kp.org/wa/formulary

emergency fill is dispensed. A list of prescription drugs
eligible for emergency fills is available on the pharmacy
website at www.kp.org/wa/formulary. Members can request
an emergency fill by calling 1-855-505-8107.

Certain drugs are subject to Preauthorization as shown in the
Preferred drug list (formulary) available at
www.kp.org/wa/formulary.

In order to obtain the enhanced benefits, Members must
utilize designated pharmacies, which are reflected in the
KFHPWAO Provider Directory, or can be obtained by
contacting Kaiser Permanente Member Services.

For outpatient prescription drugs and/or items that are
covered under the Drugs — Outpatient Prescription section and
obtained at a pharmacy owned and operated by KFHPWAO,
a Member may be able to use approved manufacturer coupons
as payment for the Cost Sharing that a Member owes, as
allowed under KFHPWAOQO'’s coupon program. A Member
will owe any additional amount if the coupon does not cover
the entire amount of the Cost Sharing for the Member’s
prescription. When a Member uses an approved coupon for
payment of their Cost Sharing, the coupon amount and ar
additional payment that you make will accumulate to ti «r
Out-of-Pocket Limit. More information is availablesegar. no
the Kaiser Permanente coupon program rules and It & ations

at kp.org/rxcoupons

supply

Non-Preferred generic
and brand name drugs
(Tier 3): After
Deductible, Member
pays 35% coinsurance
up to a 90-day supply

Specialty drugs (Tier
4): After Deductible,
Member pays XX%
coinsurance up to a 30-

day supply

Annual Deductible does
not apply tod .rip-based
blood glud Jse mogitors,
test strip slanca’s, or
control solc_ " 1s.

. nte: A Membeivill
nov Ay moreshan $35,

ot st actty
Deducti e, for a 30-day
supply of insulin to
comply with state law
requirements. Any cost-
sharing paid will apply
toward the annual
Deductible.

Injections administered by a Provide: ina ¢: alsedting.

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for

After Deductible,
Member pays XX% Plan
Coinsurance

Access PPO VisitsPlus [Metal Level] LX 23
[Form #] CA-4194-23

24



http://www.kp.org/wa/formulary
http://www.kp.org/wa/formulary
http://www.kp.org/rxcoupons

primary care provider
office visits or $XX
Copayment for specialty
care provider office
Visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Over-the-counter drugs not included under Preventive Care or
Reproductive Health.

Not cove ad; M@ inber
pays 100%" “ il chare®,

Not covered; Member
pays 100% of all charges

Mail order drugs dispensed through the KFHPWAO-
designated mail order service.

v eferred gener..

dru s (Tier 2 >Member
ays v HC« sayment per

,0-days up to a 90-day

supply

Preferred brand name
drugs (Tier 2): Member
pays $XX Copayment
per 30-days up to a 90-
day supply

Non-Preferred generic
and brand name drugs
(Tier 3): After
Deductible, Member
pays XX% coinsurance
up to a 90-day supply

Specialty (Tier 4): After
Deductible, Member
pays XX% coinsurance
up to a 30-day supply

Annual Deductible does
not apply to strip-based
blood glucose monitors,
test strips, lancets, or
control solutions.

Note: A Member will
not pay more than $35,
not subject to
Deductible, for a 30-day

Not covered; Member
pays 100% of all charges
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supply of insulin to
comply with state law
requirements. Any cost-
sharing paid will apply
toward the annual
Deductible.

The KFHPWAO Preferred drug list is a list of prescription drugs, supplies, and devices considered to have acceptable
efficacy, safety and cost-effectiveness. The Preferred drug list is maintained by a committee consisting of a group of
physicians, pharmacists and a consumer representative who review the scientific evidence of these products and
determine the Preferred and Non-Preferred status as well as utilization management requirements. Preferred drugs
generally have better scientific evidence for safety and effectiveness and are more affordable than Non-Preferred
drugs. The preferred drug list is available at www.kp.org/wa/formulary, or upon request from Member Services.

A Member, A Member’s designee, or a prescribing physician may request a coverage exception to gain access to
clinically appropriate drugs if the drug is not otherwise covered by contacting Member Services. Coverage
determination reviews may include requests to cover non-preferred drugs, obt< i Preauthorization for a specific drug,
or exceptions to other utilization management requirements, such as quanti ; limitse KFHPWAO will provide a
determination and notification of the determination no later than 72 hours® am % "non-urgent request after receipt of
information sufficient to make a decision The prescribing physician must suc_.( an ora* Jr written statement
regarding the need for the non-Preferred drug, and a list of all preferred drugs w._ich< ave been ineffective for the
Member.

Expedited or Urgent Reviews: A Member, a Member’s da®.gnee, r a pi_scri ing physician may request an expedited
review for coverage for non-covered drugs when a del¢ caused/ y using wie standard review process will seriously
jeopardize the Member’s life, health or ability to remain ni izt um function or will subject the Member to severe pain
that cannot be managed adequately without the req. = 2d drc , KFHPWAO will provide a determination and
notification of the determination no later than 24 hot s v hxm the saceipt of the request if the information provided id
sufficient to make a decision.

Notification of Determination: If coverage is ap_xoveu, . ~HPWAO will notify the prescribing physician of the
determination. If coverage is deniet T #PWAG" il provide notification of the adverse determination to the
prescribing physician and the membe

Prescription drugs are dri,s wriich have been approved by the Food and Drug Administration (FDA) and which can,
under federal or state la’ , be diss#nad « ly pursuant to a prescription order. These drugs, including off-label use of
FDA-approved drugs (pi- it _u that ¢ ich use is documented to be effective in one of the standard reference
compendia; a majority of well-desief ad clinical trials published in peer-reviewed medical literature document
improved efficacy or safety 0. 77 agent over standard therapies, or over placebo if no standard therapies exist; or by
the federal secretary of Health and Human Services) are covered. “Standard reference compendia” means the
American Hospital Formulary Service — Drug Information; the American Medical Association Drug Evaluation; the
United States Pharmacopoeia — Drug Information, or other authoritative compendia as identified from time to time by
the federal secretary of Health and Human Services. “Peer-reviewed medical literature” means scientific studies
printed in health care journals or other publications in which original manuscripts are published only after having been
critically reviewed for scientific accuracy, validity and reliability by unbiased independent experts. Peer-reviewed
medical literature does not include in-house publications of pharmaceutical manufacturing companies.

Generic drugs are dispensed whenever available. A generic drug is a drug that is the pharmaceutical equivalent to one
or more brand name drugs. Such generic drugs have been approved by the Food and Drug Administration as meeting
the same standards of safety, purity, strength and effectiveness as the brand name drug. Brand name drugs are
dispensed if there is not a generic equivalent. In the event the Member elects to purchase a brand-name drug instead of
the generic equivalent (if available) the Member is responsible for paying the difference in cost in addition to the
prescription drug Cost Share, which does not apply to the Out-of-pocket Limit.

Drug coverage is subject to utilization management that includes step therapy (when a Member tries a certain
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medication before receiving coverage for a similar, but non-Preferred medication), limits on drug quantity or days
supply and prevention of overutilization, underutilization, therapeutic duplication, drug-drug interactions, incorrect
drug dosage, drug-allergy contraindications and clinical abuse/misuse of drugs. If a Member has a new prescription
for a chronic condition, the Member may request a coordination of medications so that medications for chronic
conditions are refilled on the same schedule (synchronized). Cost-shares for the initial fill of the medication will be
adjusted if the fill is less than the standard quantity. Please contact Member Services for more information.

Specialty drugs are high-cost drugs prescribed by a physician that requires close supervision and monitoring for
serious and/or complex conditions, such as rheumatoid arthritis, hepatitis or multiple sclerosis. Specialty drugs must
be obtained through KFHPWAOQ’s preferred specialty pharmacy vendor and/or network of specialty pharmacies and
are covered at the appropriate cost share above. For a list of specialty drugs or more information about KFHPWAO’s
specialty pharmacy network, please go to the KFHPWAO website at www.kp.org/wa/formulary or contact Member
Services at 206-630-4636 or toll-free at 1-888-901-4636.

The Member’s Right to Safe and Effective Pharmacy Services: State and federal laws establish standards to assure
safe and effective pharmacy services, and to guarantee Members’ right to know,what drugs are covered and the
coverage limitations. Members who would like more information about the d«* g coverage policies or have a question
or concern about their pharmacy benefit, may contact KFHPWAO at 206-2 .J-4636r toll-free 1-888-901-4636 or by
accessing the KFHPWAO website at www.kp.org/wa.

Members who would like to know more about their rights under the law, or thiri »any .crvices received while enrolled
may not conform to the terms of the EOC, may contact the Washi. xton State Offic. of Insurance Commissioner at
toll free 1-800-562-6900. Members who have a concern abe:iae piv smacists« » pharmacies serving them may call
the Washington State Department of Health at toll-free 1.4 00-5z 012

Prescription Drug Coverage and Medicare: Thisthener. »f2* purposes of Creditable Coverage, is actuarially equal
to or greater than the Medicare Part D prescription® 1« »benc t. Members who are also eligible for Medicare Part D
can remain covered and will not be subject to Medic: se-. apose. 'ate enrollment penalties should they decide to enroll
in a Medicare Part D plan at a later date; ha® w\er, the Mel er could be subject to payment of higher Part D
premiums if the Member subsequently has a' xea. . ci ditable coverage of 63 continuous days or longer before
enrolling in a Part D plan. A Member who disc atinues overage must meet eligibility requirements in order to re-
enroll.

Exclusions: Over-the-counter.drugs, £ rf.ies ana devices not requiring a prescription under state law or regulations,
including most prescripti « vitamins, €. ept as recommended by the U.S. Preventive Services Task Force (USPSTF);
drugs and injections for| nticipa®*'net \while traveling; drugs and injections for cosmetic purposes; replacement of
lost, stolen or damaged .50 or devi s; administration of excluded drugs and injectables; drugs used in the treatment
of sexual dysfunction disorders; cor! sounds which include a non-FDA approved drug; growth hormones for
idiopathic short stature withou. . owth hormone deficiency; prescription drugs/products available over-the-counter or
have an over-the-counter alternative that is determined to be therapeutically interchangeable

Emergency Services Preferred Provider Out-of-Network
Network

Emergency Services. See Section XII. for a definition of After Deductible, After PPN Deductible,

Emergency. Member pays XX% Plan | Member pays XX% Plan
Coinsurance Coinsurance

Members must notify KFHPWAO by way of the Hospital
notification line within 24 hours of any admission, or as soon
thereafter as medically possible.

Emergency services include professional services, treatment
and supplies, facility costs, outpatient charges for patient
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observation medical screening exams required to stabilize a
patient and post stabilization treatment.

Under the PPN option, follow-up care which is a direct result
of the Emergency must be received from a Preferred Provider,
unless Preauthorization is received.

Under the Out-of-Network option, follow-up care which is a
direct result of the Emergency is covered subject to the Out-
of-Network Cost Shares.

Emergency ambulance service is covered when:

e Transport is to the nearest facility that can treat your
condition

e  Any other type of transport would put your health or
safety at risk

e The service is from a licensed ambulance

e The ambulance transports you to a location where
you receive covered services

Emergency air or sea medical transportation is covered only
when:
e The above requirements for ambulance service are
met, and
e  Geographic restraints prevent ground Emerger.
transportation to the nearest facility that af »treat
your condition, or ground Emergency trans ¢ ation
would put your health or safety at risk.

After Deductible,
Member pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Non-Emergency ground or air interfacility tra. »fer.

Under the Preferred Provider NetwcC K o 7a2, non-
Emergency ground or air interfacility. cans”.r «w »from a
Preferred Provider Networlammility w, < ¢ you received
covered services when P -authorized by <FHPWAO.

Under the Preferred Proviuci Networ  option, hospital-to-
hospital ground transfers wher, Pre«thorized by KFHPWAO.

Non-emergent air transportation requires Preauthorization.

After Deductible,
Member pays XX% Plan
Coinsurance

Hospital-to-hospital
ground transfers: No
charge; Member pays
nothing

After Deductible,
Member pays XX% Plan
Coinsurance

Gender Health Services

Preferred Provider
Network

Out-of-Network

Medically Necessary medical and surgical services for gender
affirmation. Consultation and treatment requires
Preauthorization.

Prescription drugs are covered the same as for any other
condition (see Drugs — Outpatient Prescription for coverage).

Counseling services are covered the same as for any other
condition (see Mental Health and Wellness for coverage).

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance
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Non-Emergency inpatient hospital services require
Preauthorization.

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including su jical
services. £ .ter
Deducti 2. Mei oer
pays XX% "
Coinsurance

En. aced Berdfit:
Yfice visit . Member
says $X... Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance

complications of non-Covered Services

Exclusions: Cosmetic services and surgery not related to gender affirming treatment (i.e., face lift or calf implants);

Hearing Examinations and Hearing Aids

Preferred Provider
Network

Out-of-Network

Hearing exams for hearing loss and evaluation.

Cochlear implants or Bone Anchored Hearing System
(BAHS) when in accordance with KFHPWAO clinical

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Access PPO VisitsPlus [Metal Level] LX 23
[Form #] CA-4194-23

29




criteria. Preauthorization is required.

Covered services for initial cochlear implants and BAHS
include diagnostic testing, pre-implant testing, implant
surgery, post-implant follow-up, speech therapy,
programming and associated supplies (such as transmitter
cable, and batteries).

Replacement devices and associated supplies — see Devices,
Equipment and Supplies section.

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsuranced v not apply
to primart and spasialty
care offv visit

All other serv. »s,

. luding surgica
sel. nes: Afte

Yeduc hled viember
says XXt Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance

Hearing aids including hearing aid examinations.

Not covered; Member
pays 100% of all charges

Not covered; Member
pays 100% of all charges

hearing screening tests required under Preventive Services

Exclusions: Programs or treatments for hearing loss including, but not limited to, externally worn hearing aids or
surgically implanted hearing, and the surgery and services necessary to implant them except as described above, and
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Home Health Care

Preferred Provider
Network

Out-of-Network

Home health care when the following criteria are met, limited

to 130 visits per calendar year:

e  Except for patients receiving palliative care services, the
Member must be unable to leave home due to a health
problem or illness. Unwillingness to travel and/or arrange
for transportation does not constitute inability to leave
the home.

e  The Member requires intermittent skilled home health
care, as described below.

e KFHPWAO’s medical director determines that such
services are Medically Necessary and are most
appropriately rendered in the Member’s home.

Covered Services for home health care may include the
following when rendered pursuant to a home health care plan
of treatment: nursing care; restorative physical, occupational,
respiratory and speech therapy; durable medical equipment,
medical social worker and limited home health aide services.

Home health services are covered on an intermittent basis i
the Member’s home. “Intermittent” means care that is tod ¢
rendered because of a medically predictable recurring v xd
for skilled home health care. “Skilled home healthre”
means reasonable and necessary care for the treatm @i af an
illness or injury which requires the skill of a nurse o
therapist, based on the complexity of the s¢¢ “peand ti 2
condition of the patient and which is perforni o iatlv ay an
appropriately licensed professional provider.

Under the Out-of-Network option, hc ae he: ... are must be
prescribed by a provider andgarovidea ¢« State-licensed
home health agency.

After Deductible,
Member pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Exclusions: Private Duty_:sing; he 1sekeeping or meal services; any care provided by or for a family member; any
other services rendered in the homet vhich do not meet the definition of skilled home health care above

Hospice

Preferred Provider
Network

Out-of-Network

Hospice care when provided by a licensed hospice care
program. A hospice care program is a coordinated program of
home and inpatient care, available 24 hours a day. This
program uses an interdisciplinary team of personnel to
provide comfort and supportive services to a Member and any
family members who are caring for the Member, who is
experiencing a life-threatening disease with a limited
prognosis. These services include acute, respite and home
care to meet the physical, psychosocial and special needs of
the Member and their family during the final stages of illness.
In order to qualify for hospice care, the Member’s provider

No charge; Member
pays nothing

After Deductible,
Member pays XX% Plan
Coinsurance
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must certify that the Member is terminally ill and is eligible
for hospice services.

Inpatient Hospice Services. For short-term care, inpatient
hospice services are covered with Preauthorization.

Respite care is covered to provide continuous care of the
Member and allow temporary relief to family members from
the duties of caring for the Member on an inpatient or
outpatient basis for a maximum of 14 days per lifetime.

Other covered hospice services, when billed by a licensed

hospice program, may include the following:

e Inpatient and outpatient services and supplies for injury
and illness.

e  Semi-private room and board, except when a private
room is determined to be necessary.

e Durable medical equipment when billed by a licensed
hospice care program.

family members

Exclusions: Private Duty Nursing; financial or legal counseling sarvices; meal s

vidJs: any services provided by

Hospital - Inpatient and Outpatient

Preferred Provider
Network

Out-of-Network

The following inpatient medical and surgical services xre

covered:

e Room and board, including private room 2en
prescribed, and general nursing’ yn\ices.

e Hospital services (including use Xf ope ting réom,
anesthesia, oxygen, x-ray, labora\ ry« i rac.otherapy
services).

e Medical implants.
e  Withdrawal management service .

Outpatient hospital includes ambulatory surgical centers. See
the Outpatient Services section for provider office visits.

Outpatient services include:

e Outpatient medical and surgical care
e Anesthesia and anesthesia services
Surgical dressings and supplies
Facility costs

Members must notify KFHPWAO by way of the Hospital
notification line within 24 hours of any admission, or as soon
thereafter as medically possible.

Alternative care arrangements may be covered as a cost-
effective alternative in lieu of otherwise covered Medically

e  Drugs and medicatif 1s adminiatarec during confinement.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance
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Necessary hospitalization or other Medically Necessary
institutional care with the consent of the Member and
recommendation from the attending physician or licensed
health care provider. Alternative care arrangements in lieu of
covered hospital or other institutional care must be
determined to be appropriate and Medically Necessary based
upon the Member’s Medical Condition. Such care is covered
to the same extent the replaced Hospital Care is covered.

Members receiving the following nonscheduled services are
required to notify KFHPWAO by way of the Hospital
notification line within 24 hours following any admission, or
as soon thereafter as medically possible: acute chemical
withdrawal (detoxification) services, Emergency psychiatric
services, Emergency services, labor and delivery and
inpatient admissions needed for treatment of Urgent
Conditions that cannot reasonably be delayed until
Preauthorization can be obtained.

Exclusions: Take home drugs, dressings and supplies following hospitalizati
and any other implantable device that have not been approved by, KFHPWAQs ned’ al director

Iinterna'’ , implanted insulin pumps,

Infertility (including sterility)

refer. < ‘rovider

Network

Out-of-Network

General counseling and services to diagnose infertii ty
conditions in accordance with KFHPWAO clinical cI_eri.

After Deductible,
vember pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Treatment and prescription drugs.

Not covered; Member
pays 100% of all charges

Not covered; Member
pays 100% of all charges

Exclusions: Medical treate=nof steri

equipment and supplies reiaed to the reatment of infertility

, and infertility regardless of origin or cause; all charges and related services
for donor materials; all £ ms of artificic \intervention for any reason including artificial insemination and in-vitro
fertilization; genetic tesi ag foit Jic . ecu.on of congenital and heritable disorders; surrogacy; and any devices,

Infusion Therapy

Preferred Provider
Network

Out-of-Network

Administration of Medically Necessary infusion therapy in an
outpatient setting.

Infusion therapy requires Preauthorization.

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

After Deductible,
Member pays XX% Plan
Coinsurance
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All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductib't"and
coinsura. e do4 stapply
to primary < ‘. specialt
care office vis. »

Al ther servides,
acluc ha g¢-gical
ervices. After
Deductible, Member
pays XX% Plan
Coinsurance

Administration of medically necessary infus. 1 u. 2oy 'n the
home setting.

To receive Network benefits for the ¢ 'min .. 7an, of select
infusion medications in the kame settii ¥ ne drug must be
obtained through KFHPY' AQ’s preferre ' specialty pharmacy
and administered by a p, widera® - anti v For a list of these
specialty drugs or for mo. " ..iormati’ 1 about KFHPWAO’s
specialty pharmacy network, please¢ 0 to the KFHPWAO
website at www.kp.org/wa/fori..aidry or contact Member
Services.

No charge, Member pays
nothing

Not covered; Member
pays 100% of all charges

Associated infused medications includes, but is not limited to:
Antibiotics.

Hydration.

Chemotherapy.

Pain management.

To receive Network benefits for the administration of select
infusion medications in the home setting, the drug must be
obtained through KFHPWAOQ’s preferred specialty pharmacy
and administered by a provider we identify. For a list of these
specialty drugs or for more information about KFHPWAOQO’s
specialty pharmacy network, please go to the KFHPWAO
website at www.kp.org/wa/formulary or contact Member

After Deductible,
Member pays XX% Plan
Coinsurance

Home setting: Not
covered; Member pays
100% of all charges

Outpatient setting:
After Deductible,
Member pays XX%
Plan Coinsurance
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Services.

Laboratory and Radiology

Preferred Provider
Network

Out-of-Network

Nuclear medicine, radiology, ultrasound and laboratory
services, including high end radiology imaging services such
as CAT scan, MRI and PET which are subject to
Preauthorization except when associated with Emergency
services or inpatient services. Please contact Member
Services for any questions regarding these services.

Services received as part of an emergency visit are covered as
Emergency Services.

Preventive laboratory and radiology services are covered in
accordance with the well care schedule established by
KFHPWAO and the Patient Protection and Affordable Care
Act of 2010. The well care schedule is available in Kaiser
Permanente medical centers, at www.kp.org/wa, or upon
request from Member Services.

Diagnostic laboratory:
Member pays $XX
Copayment per date of
service

Diagnostic radiology:
Member pays $XX
Copayment per date of
service

High end ra*.i0logy:
After Da* dctible
Member i 3520 A% Plar
Coinsurance

E hanced Bengfit:
Diay 'astic |20 oratory:

fembe 7l ys $XX
copayment per date of
service

Diagnostic radiology:
Member pays $XX
Copayment per date of
service

High end radiology:
After Deductible,
Member pays XX% Plan
Coinsurance

Urine Drug Screening:
Member pays nothing.
Limited to 2 tests per
calendar year. Benefits
are applied in the order
claims are received and
processed. After
allowance: Member pays
diagnostic laboratory
Cost Share per date of
service

After Deductible,
Member pays XX% Plan
Coinsurance

Manipulative Therapy

Preferred Provider
Network

Out-of-Network

Manipulative therapy of the spine and extremities when in

Office visits: Member

After Deductible,
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accordance with KFHPWAO clinical criteria, limited to a
combined total of 10 visits per calendar year without
Preauthorization.

Rehabilitation services, such as massage or physical therapy,
provided with manipulations is covered under the
Rehabilitation and Habilitative Care (massage, occupational,
physical and speech therapy, pulmonary and cardiac
rehabilitation) and Neurodevelopmental Therapy section.

pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% B .n
Coinsurar’ ¢

Member pays XX% Plan
Coinsurance

Exclusions: Supportive care rendered primarily to maintain the level of coric
primarily for the convenience of the Member; care rendered on a non-acute, asy. tes .datic basis; charges for any other
services that do not meet KFHPWAO clinical criteria as Medicali, "Necessary

.on alrea® y achieved; care rendered

Maternity and Pregnancy

~referred Provider

‘ Network

Out-of-Network

Maternity care and pregnancy services, including car \fo:
complications of pregnancy, in utero treatit. .. 2%ar the' atus,
prenatal testing for the detection of congenita. »na it hle
disorders when Medically Necessaraand prenat. »and
postpartum care are covered for all 1 ma..3amber. ‘ncluding
dependent daughters. Preventive serv, ies r dice »
preconception, prenatal andgmetpartur, Care are covered as
Preventive Services incl uing breastfee. ng support, supplies
and counseling for each tirth2a® Ciii 2dially Necessary as
determined by KFHPWAU s medica’ director and in
accordance with Board of Health st .idards for screening and
diagnostic tests during pregnancy.

Delivery, care for complications of pregnancy and associated
Hospital Care, including home births and Medically
Necessary supplies for the home birth, and birthing centers.

Home births are considered outpatient services.

Members must notify KFHPWAO by way of the Hospital
notification line within 24 hours of any admission, or as soon
thereafter as medically possible. The Member’s physician, in
consultation with the Member, will determine the Member’s
length of inpatient stay following delivery.

ospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and.specialty
care office v .uts

All othe. »ervied .,
including s« .cal
services: Afte

. 2ductible, Men. er
pay XX% Pl
0inse »ng

Termination of pregnancy.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including su jical
services.« .ter
Deducti. 2. Mei .oer
pays XX%" "
Coinsurance

Exclusions: Birthing tubs; genetic testing of non-Members; £

ultic »aund ins 2 absence of medical indications

Mental Health and Wellness

Preferred Provider
Network

Out-of-Network

Mental health and wellness services provi¢. « Zathe my st
clinically appropriate Medically Necessary le- 2l o1 ar al
health care intervention as determinad. by KFHEF YAQO’s
medical director. Treatment may uti ze . sshiatric;
psychological and/or psychotherapy ¢ rvics. 1o Trieve these
objectives.

Mental health and wellr ss sent Ces' xclt 4ing medical
management and prescripuons are co' 2red the same as for
any other condition, including,behat oral treatment for a
DSM category diagnosis.

Eating disorder treatment provided on an inpatient or
outpatient basis must be Medically Necessary, and the
treatment program must meet clinical criteria standards. The
inpatient mental health and wellness benefit can only be used
if a Member with an eating disorder also meets clinical
criteria for inpatient psychiatric care.

Applied behavioral analysis (ABA) therapy, limited to
outpatient treatment of an autism spectrum disorder or, has a
developmental disability for which there is evidence that
ABA therapy is effective, as diagnosed and prescribed by a
neurologist, pediatric neurologist, developmental pediatrician,
psychologist or psychiatrist experienced in the diagnosis and
treatment of autism. Documented diagnostic assessments,

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider and specialty
care provider office
visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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individualized treatment plans and progress evaluations are
required.

Partial hospitalization is covered subject to Hospital -
Outpatient Cost Shares.

Services for any involuntary court-ordered treatment program
shall be covered only if determined to be Medically
Necessary by KFHPWAO’s medical director. Services
provided under involuntary commitment statutes are covered.

Members must notify KFHPWAO by way of the Hospital
notification line within 24 hours of any admission, or as soon
thereafter as medically possible.

Mental health and wellness services rendered to treat mental
disorders are covered. Mental Disorders means mental
disorders covered in the most recent edition of the Diagnostic
and Statistical Manual of Mental Disorders published by the
American Psychiatric Association, except as otherwise
excluded under Sections IV. or V. Mental Health and
Wellness Services means Medically Necessary outpatient
services, Residential Treatment, partial hospitalization
program, and inpatient services provided by a licensed fas®.ty
or licensed providers, including advanced practice psy< «atric
nurses, mental health and wellness counselors, marriage . o
family therapists, and social workers, except as oth . ise
excluded under Section IV. or V.

Medically Necessary mental health and weli. asscidicas
provided in an outpatient and home health setti. »

Mental health and wellness services ' :e cov nwhen
Medically Necessary for treatment of | " it-chila relational
problems for children 5 va.i's Gr age or' aunger, neglect or
abuse of a child for chil{ en fiveamss 0. age or younger,
bereavement for childrel. “ years ¢ ‘age or younger, and
gender dysphoria unless preempted/’ / federal law.

Medically Necessary inpatient mental health and wellness
services, partial hospitalization programs, and residential
treatment must be provided at a hospital or facility that
KFHPWAO has approved specifically for the treatment of
mental disorders. Preauthorization is required. Outpatient
specialty services, including rTMS, ECT, and Esketamine
require Preauthorization. Routine outpatient therapy and
psychiatry services do not require Preauthorization.

pays XX% Plan
Coinsurance

Group Visits: No
charge; Member pays
nothing

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider and specialty
care provider office
visits

Deductible and
coinsurance de.not apply
to primary 27 4 specialty
care offie visits

All other sc_ ¢ Ces,
including surg hal
< nvices: After

De. uctible, Momber
ays » ‘% ian
_oinsura..ce

Group Visits: No
charge; Member pays
nothing

Exclusions: Academic or career counseling; personal growth or relationship enhancement; assessment and treatment
services that are primarily vocational and academic; court-ordered or forensic treatment, including reports and
summaries, not considered Medically Necessary; work or school ordered assessment and treatment not considered
Medically Necessary; counseling for overeating not considered Medically Necessary; specialty treatment programs
such as “behavior modification programs” not considered Medically Necessary; parent-child relational problems for
children six years of age and older; neglect or abuse counseling for individuals six years of age or older; bereavement
counseling for individuals six years of age or older; counseling for relational or phase of life problems for individuals
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six years of age or older; custodial care; experimental or investigational therapies, such a wilderness therapy

Naturopathy

Preferred Provider
Network

Out-of-Network

Naturopathy, including related laboratory and radiology
services.

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayn: at for
specialty ¢ ¢ provider
office vi' (s

Deductible a.

ainsurance do ¥ .pply
to ximary and,specialty
sare fice M ts

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Exclusions: Herbal supplements; nt sitio:.
licensure

“eupple. vents; any services not within the scope of the practitioner’s

Newborn Services

Preferred Provider
Network

Out-of-Network

Newborn services, including nursery services and supplies,
are covered the same as for any other condition. Any Cost
Share for newborn services is separate from that of the
mother.

Preventive services for newborns are covered under
Preventive Services.

See Section VI.A.3. for information about temporary
coverage for newborns.

Newborn services care covered for newly adopted children.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment for
primary care provider
office visits or $XX
Copayment for specialty

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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care provider office
Visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits? .vlember
pays $XX Copayrent
for prim ¥ cars
provider or. . visits &
$XX Copaymi ot fo
«_=cialty care pre.ider
ofi. » visits

Deductis.e and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Nutritional Counseling

Preferred Provider
Network

Out-of-Network

Nutritional counseling. Nutritional counseling is not subject
to visit limitations.

Services related to a healthy diet to prevent obesity are
covered as Preventive Services.

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,

Not covered; Member
pays 100% of all charges
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including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsuranced v not apply
to primar( and spasialty
care offi visit

All other serv. s,

. zluding surgicea
ser. ses: Afte
deduc “Yled . viember
Jays XX o Plan
Coinsurance

Exclusions: Nutritional supplements; weight controi ser. help
Jenny Craig, or other such programs

agrams or memberships, such as Weight Watchers,

Nutritional Therapy

Preferred Provider
Network

Out-of-Network

Medical formula necess#’ y for the treati. ant of
phenylketonuria (PKU); oecif Wi arn'rrors of
metabolism, or other metacuiic disor/ :rs.

No charge; Member
pays nothing

No charge; Member
pays nothing

Enteral therapy is covered wher Medically Necessity criteria
is met and when given through a PEG, J tube or orally, or for
an eosinophilic gastrointestinal associated disorder.

Necessary equipment and supplies for the administration of
enteral therapy are covered as Devices, Equipment and
Supplies.

After Deductible,
Member pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Parenteral therapy (total parenteral nutrition).

Necessary equipment and supplies for the administration of
parenteral therapy are covered as Devices, Equipment and
Supplies.

After Deductible,
Member pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Exclusions: Any other dietary formulas, medical foods, or oral nutritional supplements that do not meet Medical
Necessity criteria or are not related to the treatment of inborn errors of metabolism; special diets; and prepared
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foods/meals

Obesity Related Services

Preferred Provider
Network

Out-of-Network

Services directly related to obesity, including bariatric
surgery.

Services related to obesity screening and counseling are
covered as Preventive Services.

Hospital - Inpatient:
Not covered; Member
pays 100% of all charges

Hospital - Outpatient:
Not covered; Member
pays 100% of all charges

Outpatient Services:
Not covered; *tember
pays 100%¢ . all charges

Hospital - Inpatient:
Not covered; Member
pays 100% of all charges

Hospital - Outpatient:
Not covered; Member
pays 100% of all charges

Outpatient Services:
Not covered; Member
pays 100% of all charges

for medication monitoring

Exclusions: Obesity treatment and treatment for morbid obesity for any rec an/¢ cludingany medical services, drugs,
supplies or any bariatric surgery (such as gastroplasty, gastric banding or intec.nal byx(.ss), regardless of co-
morbidities, except as described above; specialty treatment programs such as we. % control self-help programs or
memberships, such as Weight Watchers, Jenny Craig or other such_=ograms; medications and related physician visits

Oncology

Preferred Provider
Network

Out-of-Network

Radiation therapy, chemotherapy, oral cheri t.dpay.

See Infusion Therapy for infused m® Ziaations.

Oral Chemotherapy
Drugs: Member pays
$XX Copayment per 30
days up to a 90-day
supply

Radiation Therapy and
Chemotherapy:
Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Oral Chemotherapy
Drugs: Not covered,
Member pays 100% of
all charges

Radiation Therapy and
Chemotherapy:
Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary < e
provider 4 (ice visits or
$XX CG, avmer’ ior
specialty cc. ¢ provider
office visits

De. uctible ap

oinsu. aned uo not apply
J primai, and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Optical (adult vision)

Preferred Provider
Network

Out-of-Network

Members age 19 and over — rouuiie eye examinations and
refractions, limited to one per calendar year.

Eye and contact lens examinations for eye pathology and to
monitor Medical Conditions when Medically Necessary.

Routine Exams: Office
visits: Member pays
$XX Copayment for
primary care provider
office visits or $XX
Copayment for specialty
care provider office
visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After

Routine Exams: After
Deductible, Member
pays XX% Plan
Coinsurance

Exams for Eye
Pathology: After
Deductible, Member
pays XX% Plan
Coinsurance
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Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and.specialty
care office v .uts

All othe. »ervied .,
including s« .cal
services: Afte

. 2ductible, Men. er
pay XX% Pl
0inse »ng

Exams for Eye
Pathology: Office visits:
Member pays $XX
Copayment for primary
care provider office
visits or $XX
Copayment for specialty
care provider office
visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits
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Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Members age 19 and over:

Eyeglass frames, lenses (any type), lens options such as

tinting, or prescription contact lenses, contact lens evaluations

and examinations associated with their fitting. The benefit

period begins January 1 and continues through the end of the

calendar year. The Allowance may be used toward the

following in any combination:

e Eyeglass frames

e Eyeglass lenses (any type) including tinting and coating

e Corrective industrial (safety) lenses

e Sunglass lenses and frames when prescribed by an ex'.
care provider for eye protection or light sensitivity

e Corrective contact lenses in the absence of eyg
pathology, including associated fitting and eval 2. an
examinations

e Replacement frames, for any reason, it
breakage

e Replacement contact lenses

e Replacement eyeglass lenses

-~ ing los \or

Contact lenses or framed le
Medically Necessary.

for eye “athology when

One contact lens per diseascu eye in/ 2u of an intraocular
lens is covered following catezact.a® /gery provided the
Member has been continuously covered by KFHPWAO since
such surgery. In the event a Member’s age or medical
condition prevents the Member from having an intraocular
lens or contact lens, framed lenses are available. Replacement
of lenses for eye pathology, including following cataract
surgery, is covered only once within a 12-month period and
only when needed due to a change in the Member’s
prescription. Replacement for loss or breakage is subject to
the frames and lenses Allowance.

Frames and Lenses:
No charge; Member
pays nothing, limited to
an Allowance of $XX0
per calendar( car

After Ai. »wane’ . Not
covered; M. * ver pays
100% of all ci. =ges

Co. act Lens s or
rame len’ cs for Eye
‘atholoyy: After

Deductible, Member

pays XX% Plan

Coinsurance

Frames and Lenses:
Allowance shared with
PPN

After Allowance: Not
covered; Member pays
100% of all charges

Contact Lenses or
framed lenses for Eye
Pathology: After
Deductible, Member
pays XX% Plan
Coinsurance

to eye pathology and complications related to such procedures

Exclusions: Orthoptic therapy (i.e. eye training); evaluations and surgical procedures to correct refractions not related
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Optical (pediatric vision)

Preferred Provider
Network

Out-of-Network

Members to age 19 — One routine screening eye examination
and one comprehensive examination with refraction, limited
to one per calendar year.

Eye and contact lens examinations for eye pathology and to
monitor Medical Conditions when Medically Necessary.

Routine Exams: No
charge; Member pays
nothing

Exams for Eye
Pathology: Office visits:
Member pays $XX
Copayment for primary
care provider office
visits or $XX
Copayment for specialty
care provider office
visits

Deductib* "and
coinsura. 22 dod’ stapply.
to primary'« special’
care office vis. »

Al ther senv Jes,
acluc ha st ogical
Jervices. After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Routine Exams: After
Deductible, Member
pays XX% Plan
Coinsurance

Exams for Eye
Pathology: After
Deductible, Member
pays XX% Plan
Coinsurance

Members to age 19 — Eyeglass frames, lenses (any type), lens
options such as tinting, or prescription contact lenses, contact
lens evaluations and examinations associated with their
fitting. The benefit period begins on January 1 and continues
through the end of the calendar year. The benefit may be used
toward contact lenses (in lieu of eyeglasses) or 1 eyeglass

Frames and Lenses: No
charge; Member pays
nothing for 1 set of
frames and lenses (or
corrective contact lenses
in lieu of eyeglasses) per

Frames and Lenses:
Benefit shared with PPN

Contact Lenses or
framed lenses for Eye
Pathology after benefit

Access PPO VisitsPlus [Metal Level] LX 23
[Form #] CA-4194-23

47




frame and pair of lenses in any of the following combination:

e Eyeglass frames

e Eyeglass lenses (any type) including tinting and coating

e  Corrective industrial (safety) lenses

e Corrective contact lenses in the absence of eye
pathology, including associated fitting and evaluation
examinations

Contact lenses or framed lenses for eye pathology when
Medically Necessary.

Note: Disposable contact lenses are available for up to a 1-
year supply as prescribed by the Member’s provider.

One contact lens per diseased eye in lieu of an intraocular
lens is covered following cataract surgery provided the
Member has been continuously covered by KFHPWAO since
such surgery. In the event a Member’s age or medical
condition prevents the Member from having an intraocular
lens or contact lens, framed lenses are available. Replacement
of lenses for eye pathology, including following cataract
surgery, is covered only once within a 12-month period and
only when needed due to a change in the Member’s
prescription. Replacement for loss or breakage is subjectd s
the frames and lenses benefit.

calendar year

Contact Lenses or
framed lenses for Eye
Pathology after benefit
is exhausted: After
Deductible, Member
pays XX% Plan
Coinsurance

After benefit is
exhausted and there is
no eye pathology
indicated: Not covered;
Member pays 100% of
all charges

is exhausted: After
Deductible, Member
pays XX% Plan
Coinsurance

After benefit is
exhausted and there is
no eye pathology
indicated: Not covered;
Member pays 100% of
all charges

Low vision evaluation and treatment including:

e One comprehensive low vision evaluation every 5y rs
e  Visual aids and devices such as high4_ . asspect cles,
magnifiers and telescopes as Medically" ‘acesinzy
) Four follow-up care visits for Jaac vision se. sices It a 5-

year period

Low vision services requiras=suthoriz_<.on.

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance

Exclusions: Orthoptic therapy (i.e. eye training); evaluations and surgical procedures to correct refractions not related
to eye pathology and complications related to such procedures
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Oral Surgery

Preferred Provider
Network

Out-of-Network

Reduction of a fracture or dislocation of the jaw or facial
bones; excision of tumors or non-dental cysts of the jaw,
cheeks, lips, tongue, gums, roof and floor of the mouth; and
incision of salivary glands and ducts.

KFHPWAO’s medical director will determine whether the

care or treatment required is within the category of Oral
Surgery or Dental Services.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary« .re
provider« iice vis'ts or
$XX C6, wmer ior
specialty cc. * provider
office visits

De. wctible an

oinst. aned uo not apply
0 primaiy and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance

related to malocclusion; ervices
facial bones or teeth whic ~not m lical in nature

Exclusions: Care or repa’ of teeth or a_atal structures of any type; tooth extractions or impacted teeth; services
arret the misalignment or malposition of teeth; any other services to the mouth,

Outpatient Services

Preferred Provider
Network

Out-of-Network

Covered outpatient medical and surgical services in a
provider’s office including but not limited to: blood, blood
products and blood storage, services and supplies of a blood
bank, chronic disease management, routine costs during
clinical trials, therapeutic injections, supplies, treatment
arising from sexual assault, and Medically Necessary genetic
testing. See Preventive Services for additional information
related to chronic disease management.

Office visits include visits provided in a clinic, outpatient
hospital or ambulatory surgical center (ASC). All other
services performed in the office, not billed as an office visit,

Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

After Deductible,
Member pays XX% Plan
Coinsurance
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or that are not related to the actual visit (separate surgical
services or laboratory/radiology fees billed in conjunction

with the office visit, for example) are not considered an office

visit.

See Hospital - Inpatient and Outpatient for outpatient hospital
medical and surgical services, including ambulatory surgical

centers.

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductib't"and
coinsura. e do4 stapply
to primary < ‘. specialt
care office vis. »

Al ther servides,
acluc ha gt gical
ervices. After
Deductible, Member
pays XX% Plan
Coinsurance

Plastic and Reconstructive Surger

Preferred Provider
Network

Out-of-Network

Plastic and reconstructive samses:

e Correction of a con¢’ nital disease ¢_congenital anomaly

in newborns and de =andez i en.

e  Correction of a Medicar Conditi¢ 1 following an injury or
resulting from surgery which b¢5 produced a major effect

on the Member’s appearance, when in the opinion of
KFHPWAO’s medical director such services can
reasonably be expected to correct the condition.

e Reconstructive surgery and associated procedures,
including internal breast prostheses, following a
mastectomy, regardless of when the mastectomy was
performed. Members are covered for all stages of
reconstruction on the non-diseased breast to produce a
symmetrical appearance. Complications of covered
mastectomy services, including lymphedemas, are
covered.

Reconstructive breast surgery requires Preauthorization.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

surgery; complications of non-Covered Services

Exclusions: Cosmetic services including treatment for complications resulting from cosmetic surgery; cosmetic

Podiatry

Preferred Provider
Network

Out-of-Network

Medically Necessary foot care.

Routine foot care covered when such care is directly related
to the treatment of diabetes and other clinical conditions that
effect sensation and circulation to the feet.

Office v uts: Mex ver

pays $Xx Torf yment

for primary «_<e
arovider office” ™5 or

$. X Copayment ror

apec. 'ty card provider
ffice v/

Deductible and
coinsurance do not apply
(0 primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After

After Deductible,
Member pays XX% Plan
Coinsurance
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Deductible, Member
pays XX% Plan
Coinsurance

Exclusions: All other routine foot care

Preventive Services Preferred Provider Out-of-Network
Network

Preventive services in accordance with the well care schedule | No charge; Member After Deductible,

established by KFHPWAQO. The well care schedule is pays nothing Member pays XX% Plan

available in Kaiser Permanente medical centers, at Coinsurance

www.Kkp.org/wa, or upon request from Member Services.

Screening and tests with A and B recommendations by the
U.S. Preventive Services Task Force (USPSTF).

Services, tests and screening contained in the U.S. Health
Resources and Services Administration Bright Futures
guidelines as set forth by the American Academy of
Pediatricians.

Services, tests, screening and supplies recommended in " -
U.S. Health Resources and Services Administration wor. »n’s
preventive and wellness services guidelines.

Immunizations recommended by the Centers for Dist xse
Control’s Advisory Committee on Immunit_ . 2n.Pract ses.
Flu vaccines are covered up to the PPN Allovid A ¢
when provided by a non-network praxider.

Preventive services include, but are ri_* linaf .eupwell adult
and well child physical exaasmstions; | nunizations and
vaccinations; preferred ¢f er-the-countei drugs as
recommended by the UL >STE« \ieiv \bte ned with a
prescription; pap smears; u.cventive/ ‘rvices related to
preconception, prenatal and pastpa:am care routine
mammaography screening, routirie prostate cancer screening,
colorectal cancer screening for Members who are age 45 or
older or who are under age45and at high risk, obesity
screening/ counseling, healthy diet; and physical activity
counseling; depression screening in adults, including maternal
depression, pre-exposure prophylaxis (PrEP) for Members at
high risk for HIV infection, screening for physical, mental,
sexual, and reproductive health care needs arising from a
sexual assault.

Preventive care for chronic disease management includes
treatment plans with regular monitoring, coordination of care
between multiple providers and settings, medication
management, evidence-based care, quality of care
measurement and results, and education and tools for patient
self-management support.
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In the event preventive, wellness or chronic care management
services are not available from a Network Provider, Out-of-
Network Providers are covered under this benefit when
Preauthorized.

Services provided during a preventive services visit, including
laboratory services, which are not in accordance with the
KFHPWAO well care schedule are subject to Cost Shares.
Eye refractions are not included under preventive services.

Exclusions: Those parts of an examination and associated reports and immunizations that are not deemed Medically
Necessary by KFHPWAO for early detection of disease; all other diagnostic services not otherwise stated above

Rehabilitation and Habilitative Care (massage,
occupational, physical, speech therapy, pulmonary and
cardiac rehabilitation) and Neurodevelopmental Therapy

Preferred Pre rider
Network

Out-of-Network

Rehabilitation services to restore function following illness,
injury or surgery, limited to the following restorative
therapies: occupational therapy, physical therapy, massage
therapy and speech therapy. Services are limited to those
necessary to restore or improve functional abilities wher
physical, sensori-perceptual and/or communication
impairment exists due to injury, illness or surgery.

Outpatient services require a prescription or order fr¢ 0 a
physician that reflects a written plan of cai®. < astore
function and must be provided by a rehabilita an wan, Dat
may include a physician, nurse, phvaical therapic
occupational therapist, massage ther nisc nsneechi serapist.
Preauthorization is not required.

Rehabilitation Care is lir".ted to a comE »ed total of 30
inpatient days and 25 ot natiea® Jisie el calendar year.

Habilitative care includes Medlicall’ Necessary services or
devices designed to help a Merriuer keep, learn, or improve
skills and functioning for daily living. Services may include:
occupational therapy, physical therapy, speech therapy, aural
therapy, and health care devices when prescribed by a
physician. Examples include therapy for a child who is not
walking or talking at the expected age. These services may
include physical and occupational therapy, speech-language
pathology and other services for people with disabilities in a
variety of inpatient and/or outpatient settings.

Habilitative care is limited to a combined total of 30 inpatient
days and 25 outpatient visits per calendar year. Outpatient
services include services provided by a school district that are
not delivered pursuant to the Individuals with Disabilities
Education Act (IDEA) or an Individual Education Plan (IEP).

Hospital - I hatients
After Deductib:

N mber pays XX% Plan
ColiL wrance

Outpatient Services:
Office visits: Member
pays $XX Copayment for
specialty care provider
office visits

Group visits
(occupational, physical
or speech therapy):
Member pays one half of
the office visit
Copayment.

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
(except for massage
therapy)

Office visits: Member

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance

Access PPO VisitsPlus [Metal Level] LX 23
[Form #] CA-4194-23

53




Treatments for cancer, and other chronic conditions are not
included under rehabilitation or habilitative care.

Services with mental health diagnoses are covered with no
limit.

Neurodevelopmental therapy to restore or improve function
including maintenance in cases where significant
deterioration in the Member’s condition would result without
the services, limited to the following therapies: occupational
therapy, physical therapy and speech therapy. There is no
visit limit for neurodevelopmental therapy services.

Inpatient rehabilitation and Non-Emergency inpatient hospital
services require Preauthorization.

Cardiac rehabilitation is covered when clinical criteria is#* ct.

pays $XX Copayment for
specialty care provider
office visits

Group visits
(occupational, physical
or speech therapy):
Member pays one half of
the office visit
Copayment.

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other sert .ces,
includined drgical
services. \fter
Deductible,  cmber
0ays XX% Pic

< dinsurance

ffice isitt. Member
Jays $X,. Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty

After Deductible,
Member pays XX% Plan
Coinsurance
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care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Pulmonary rehabilitation is covered when clinical criteria is
met.

Office visits: Member
pays $XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do,not apply
to primary 27 4 specialty
care offie visits

All other st Ces,
including surg al
< nvices: After

De. ictible, Momber
ays X% 1an
_oinsura..ce

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for specialty care
provider office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

programs

Exclusions: Specialty treatment programs; specialty rehabilitation programs including “behavior modification
programs”; recreational, life-enhancing, relaxation or palliative therapy; implementation of home maintenance

Reproductive Health

Preferred Provider
Network

Out-of-Network

Medically Necessary medical and surgical services for
reproductive health, including consultations, examinations,

Hospital - Inpatient:
No charge; Member

Hospital - Inpatient:
After Deductible,
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procedures and devices, including device insertion and
removal.

See Maternity and Pregnancy for termination of pregnancy
services

Reproductive health is the care necessary to support the
reproductive system and the ability to reproduce.
Reproductive health includes contraception, cancer and
disease screenings, termination of pregnancy, maternity,
prenatal and postpartum care.

pays nothing

Hospital - Outpatient:
No charge; Member
pays nothing

Outpatient Services:
Office visits: No charge;
Member pays nothing

Enhanced Benefit:
Office visits: No charge;
Member pays nothing

Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance

All methods for Medically Necessary FDA-approved
(including over-the-counter) contraceptive drugs, devices and
products.

Contraceptive drugs may be allowed up to a 12-month supply
and, when available, picked up in the provider’s office.

No charge; Member
pays nothing

Not covered; Member
pays 100% of all charges

Sexual Dysfunction

Ore, <red P: _vider
letwo.

Out-of-Network

One consultation visit to diagnose sexual dysfunctt
conditions.

Office visits: Member
pays $XX Copayment
{Or primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

After Deductible,
Member pays XX% Plan
Coinsurance
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Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Specific diagnostic services, treatment and prescription drugs

Not covered; Member
pays 100% of all charges

Not covered; Member
pays 100% of all charges

equipment and supplies for the treatment of sexual dysfunction

Exclusions: Diagnostic testing and medical treatment of sexual dysfunction regardless of origin or cause; devices,

Skilled Nursing Facility

Preferred F. wvider
Network

Out-of-Network

Skilled nursing care in a skilled nursing facility when full-
time skilled nursing care is necessary in the opinion of 1.
attending physician, limited to a total of 60 days per cale dar
year.

Care may include room and board; general nursing ce €;
drugs, biologicals, supplies and equipment. < arily
provided or arranged by a skilled nursing faci tv; sciyic s
provided by a licensed behavioral has'th provide. »and sriort-
term restorative occupational therap , pri, 223l ther »y and
speech therapy.

Skilled nursing care in af <illed nursing' cility requires
Preauthorization.

Afte. Deduc’ Jle,
fembe 1 .ys XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Exclusions: Personal comforhiterad such as telephone and television; rest cures; domiciliary or Convalescent Care

Sterilization

Preferred Provider
Network

Out-of-Network

FDA approved female sterilization procedures, services and
supplies. See Preventive Services for additional information.

Non-Emergency inpatient hospital services require
Preauthorization.

No charge; Member
pays nothing

After Deductible,
Member pays XX% Plan
Coinsurance

Vasectomy services and supplies.

Non-Emergency inpatient hospital services require
Preauthorization.

No charge; Member
pays nothing

After Deductible,
Member pays XX% Plan
Coinsurance
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Exclusions: Procedures and services to reverse a sterilization

Substance Use Disorder

Preferred Provider
Network

Out-of-Network

Substance use disorder services, including treatment provided
in an outpatient or home health setting, and inpatient
Residential Treatment; diagnostic evaluation and education;
organized individual and group counseling; and/or
prescription drugs unless excluded under Sections IV. or V.

Substance use disorder means a substance-related or addictive
disorder listed in the most current version of the Diagnostic
and Statistical Manual of Mental Disorders (DSM). For the
purposes of this section, the definition of Medically
Necessary shall be expanded to include those services
necessary to treat a substance use disorder condition that is
having a clinically significant impact on a Member’s
emotional, social, medical and/or occupational functioning.

Substance use disorder services are limited to the services
rendered by a physician (licensed under RCW 18.71 and
RCW 18.57), a psychologist (licensed under RCW 18.87" a
substance use disorder treatment program licensed for v
service being provided by the Washington State D¢ artme.
of Social and Health Services (pursuant to RCW 70 ¢ ), a
master’s level therapist (licensed under RCW 18.225:19C, »an
advance practice psychiatric nurse (license. .gler RC Y/
18.79). Non-Washington State alcoholism ari.‘ar u. .4 use
treatment service providers must maat the equivi ant
licensing and certification requirem\ ats ciinhlishec = the
state where the provider's practice is '\ cated. < »fact
Member Services for additiasm!,inforn. « on on Non-
Washington State provi¢‘.s.

The severity of symptoms-ccsignates ne appropriate level of
care and should be determined.thre: 4n a thorough assessment
completed by a licensed proviuer who recommends treatment
based on medical necessity criteria.

Residential Treatment and court-ordered substance use
disorder treatment shall be covered only if determined to be
Medically Necessary.

Preauthorization is required for outpatient, intensive
outpatient, and partial hospitalization services.

Preauthorization is required for Residential Treatment and
non-Emergency inpatient hospital services provided in out-of-
state facilities.

Preauthorization is not required for Residential Treatment and
non-Emergency inpatient hospital services provided in-state.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider and shecialty
care provid<. office
visits

Deductible « A
coinsurance do 2t pply
tc arimary and specialty
carc ffice vit.iis

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Group Visits: No
charge; Member pays
nothing

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider and specialty
care provider office
visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Group Visits: No

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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Member is given two days of treatment and is then subject to
medical necessity review for continued care. Member or
facility must notify KFHPWAO within 24 hours of
admission, or as soon as possible. Member may request prior
authorization for Residential Treatment and non-Emergency
inpatient hospital services. Members may contact Member
Services to request Preauthorization.

charge; Member pays
nothing

Withdrawal Management Services for Alcoholism and
Substance Use Disorder.

Withdrawal management services means the management of
symptoms and complications of alcohol and/or substance
withdrawal. The severity of symptoms designates the
appropriate level of care and should be determined through a
thorough assessment completed by a licensed provider who
recommends treatment based on medical necessity criteria.

Outpatient withdrawal management services means the
symptoms resulting from abstinence are of mild/moderate
severity and withdrawal from alcohol and/or other drugs can
be managed with medication at an outpatient level of care by
an appropriately licensed clinician. Subacute withdrawal
management means symptoms associated with withdrawa’
from alcohol and/or other drugs can be managed throug¢
medical monitoring at a 24-hour facility or other ownatie.
facility.

Preauthorization is required for outpatient ¢ “hdrawal
management services and subacute withdrav. \riceaei ent
services.

"Acute withdrawal management serv, zes” I» ~a.the
symptoms resulting from abstinence a 4" severe that
withdrawal from alcohols a/0r drugs I uire medical
management in a hospit/  settinaemh=ha ioral health agency
(licensed and certified ur et \CW 7] 24.037), which is
needed immediately to prevent serig’ s impairment to the
Member's health.

Coverage for acute withdrawal management services are
provided without Preauthorization. Members must notify
KFHPWAO by way of the Hospital notification line within
24 hours of any admission, or as soon thereafter as medically
possible.

Member is given no less than two days of treatment excluding
weekends and holidays, in a behavioral health agency that
provides inpatient or residential substance use disorder
treatment; and no less than three days in a behavioral health
agency that provides withdrawal management services prior
to conducting a medical necessity review for continued care.
Member or facility must notify KFHPWO within 24 hours of
admission, or as soon as possible. Members may request
preauthorization for Residential Treatment and non-

Emergency Services:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Emergency Services:
After PPN Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance
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Emergency inpatient hospital services by contacting Member
Services.

Exclusions: Experimental or investigational therapies, such as wilderness programs or aversion therapy; facilities and

treatments programs which are not certified by the Department of Social Health Services.

Telehealth Services

Preferred Provider
Network

Out-of-Network

Telemedicine

Services provided by the use of real time interactive audio
and video communication or store and forward technology
information between the patient at the originating site and a
provider at another location. Audio-only communication
requires an Established Relationship. Store and forward
technology means sending a Member’s medical information
from an originating site to the provider at a distant site for
later review. The provider follows up with a medical
diagnosis for the Member and helps manage their care.
Services must meet the following requirements:

e BeaCovered Service under this EOC.

e The originating site is qualified to provide the
service.

e If the service is provided through store an¢forwe. o
technology, there must be an associated oi v yvisit
between the Member and the referring provi ‘er

e Ismedically necessary

No charge; Member
pays nothing

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance

Telephone Services and Online (Effsits)
Scheduled telephone visits with a PF | Preistar are overed.

Online (E-Visits): A Mem'_.".7gs into, e secure Member
site at www.kp.org/wa & d complatas a ¢_estionnaire. A PPN
medical provider review. tha® estio, naire and provides a
treatment plan for select conditions,/ icluding prescriptions.
Online visits are not availabl€ ™ .embers during in-person
visits at a KFHPWAO facility or pharmacy. More
information is available at
https://wa.kaiserpermanente.org/html/public/services/e-visit.

No charge; Member
pays nothing

Not covered; Member
pays 100% of all charges

Exclusions: Fax and e-mail; telehealth services in states where prohibited by law; all other services not listed above
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Temporomandibular Joint (TMJ)

Preferred Provider
Network

Out-of-Network

Medical and surgical services and related hospital charges for
the treatment of temporomandibular joint (TMJ) disorders
including:

e Medically Necessary orthognathic procedures for the
treatment of severe TMJ disorders which have failed
non-surgical intervention.

e Radiology services.

e TMJspecialist services.

e  Fitting/adjustment of splints.

TMJ surgery requires Preauthorization.

Non-Emergency inpatient hospital services require
Preauthorization.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary« .re
provider« iice vis'ts or
$XX C6, wmer ior
specialty ce * orovide:
office visits

Dec wctible an

ninst. et Jo notapply
0 primaiy and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays XX% Plan
Coinsurance
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TMJ appliances. See Devices, Equipment and Supplies for
additional information.

After Deductible,
Member pays XX% Plan
Coinsurance

After Deductible,
Member pays XX% Plan
Coinsurance

Exclusions: Treatment for cosmetic purposes; bite blocks; dental services including orthodontic therapy and braces
for any condition; any orthognathic (jaw) surgery in the absence of a diagnosis of TMJ or severe obstructive sleep

apnea; hospitalizations related to these exclusions

Tobacco Cessation

Preferred Provider
Network

Out-of-Network

Individual/group counseling and educational materials.

No charge; Member
pays nothing

After Deductible,
Member pays XX% Plan
Coinsurance

Approved pharmacy products. See Drugs — Outpatient
Prescription for additional pharmacy information.

No chargei .iember
pays not ng

Not covered; Member
pays 100% of all charges

Transplants

Py ‘erred Proyvider
Aletw Tk

Out-of-Network

Transplant services, including heart, heart-lung, sinale Iu.
double lung, kidney, pancreas, cornea, intestinal/mi_
visceral, liver transplants, and bone marrow and ster ¢
support (obtained from allogeneic or autolosaus perif era
blood or marrow) with associated high dosc. ticather ny.

Services are limited to the following

e Inpatient and outpatient medicai xxper.. nfar evaluation
testing to determine recipient can ‘da‘y, doriur matching
tests, hospital charges® uiucuremer: center fees,
professional fees, tr' vel costasfar a ¢ rgical team and
excision fees. Dono. »2af or a ¢ \vered organ recipient
are limited to procurement cente’ fees, travel costs for a
surgical team and excisie¢ ..

e Follow-up services for specialty visits.

e Rehospitalization.

e Maintenance medications during an inpatient stay.

Artificial organ transplants based on an issuer’s medical
guidelines and manufacturer recommendation.

Transplant services must be provided through locally and
nationally contracted or approved transplant centers. All
transplant services require Preauthorization. Contact Member
Services for Preauthorization.

Hospital - Inpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays XX% Plan
Coinsurance

Outpatient Services:
Office visits: Member
pays $XX Copayment
for primary care
provider office visits or
$XX Copayment for
specialty care provider
office visits

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Not covered; Member
pays 100% of all charges
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Exclusions: Donor costs to the extent that they are reimbursable by the organ donor’s insurance; treatment of donor
complications; living expenses except as covered under Section 1. I. Utilization Management

Urgent Care

Preferred Provider
Network

Out-of-Network

Under the PPN option, urgent care is covered at a Kaiser
Permanente medical center, Kaiser Permanente urgent care
center or Preferred Provider’s office.

Under the Out-of-Network option, urgent care is covered at
any medical facility.

Urgent care includes provider services, facility costs and
supplies.

See Section XII. for a definition of Urgent Condition.

Emergency
Department:

After Deductible,
Member pays XX% Plan
Coinsurance

Urgent Care Center:
Office visits: Member
pays $XX Cozfryment

Deducti* ¢ and
coinsurar. a.de® .ot appls
to primary a._specia’ .y
~are office visic

All'C er sent ces,
icludic s« argical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Provider’s Office:
Office visits: Member
pays $XX Copayment

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

Emergency
Department:

After PPN Deductible,
Member pays XX% Plan
Coinsurance

Urgent Care Center:
After Deductible,
Member pays XX% Plan
Coinsurance

Provider’s Office:
After Deductible,
Member pays XX%
Plan Coinsurance
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All other services,
including surgical
services: After
Deductible, Member
pays XX% Plan
Coinsurance

Enhanced Benefit:
Office visits: Member
pays $XX Copayment

Deductible and
coinsurance do not apply
to primary and specialty
care office visits

All other ser’ .ces,
includined drgical
services. After
Deductible, © cmber
nays XX% Pic

< hinsurance

V. General Exclusions

In addition to exclusions listed throughout the EOC, ti ) i lowii. hare not covered:

1.

Benefits and related services, supplies ar. -t 2ns tha are 1ot Medically Necessary for the treatment of an
illness, injury, or physical disability, that arc not s ically listed as covered in the EOC, except as required by
federal or state law.

Services Related to a Non-Coveret Serf.ce: v..ien a service is not covered, all services related to the non-
covered service (exceptd .. le speci. . exceptions described below) are also excluded from coverage. Members
who have received a } un-coverad ser\ ce, such as bariatric surgery, and develop an acute medical complication
(such as band slippag \lea't o In1y :ticn) as a result, shall have coverage for Medically Necessary intervention
to stabilize the acute meaical com: ication. Coverage does not include complications that occur during or
immediately following a néayas cred service. Additional surgeries or other medical services in addition to
Medically Necessary intervention to resolve acute medical complications resulting from non-covered services
shall not be covered.

Services or supplies for which no charge is made, or for which a charge would not have been made if the
Member had no health care coverage or for which the Member is not liable; services provided by a family
member, or self-care.

Convalescent Care.

Services to the extent benefits are “available” to the Member as defined herein under the terms of any vehicle,
homeowner’s, property or other insurance policy, except for individual or group health insurance, pursuant to
medical coverage, medical “no fault” coverage, personal injury protection coverage or similar medical coverage
contained in said policy. For the purpose of this exclusion, benefits shall be deemed to be “available” to the
Member if the Member receives benefits under the policy either as a named insured or as an insured individual
under the policy definition of insured.
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6. Services or care needed for injuries or conditions resulting from active or reserve military service, whether such
injuries or conditions result from war or otherwise. This exclusion will not apply to conditions or injuries
resulting from previous military service unless the condition has been determined by the U.S. Secretary of
Veterans Affairs to be a condition or injury incurred during a period of active duty. Further, this exclusion will
not be interpreted to interfere with or preclude coordination of benefits under Tri-Care.

7. Services provided by government agencies, except as required by federal or state law.
8. Services covered by the national health plan of any other country.
9. Experimental or investigational services.

KFHPWAO consults with KFHPWAO’s medical director and then uses the criteria described below to decide if
a particular service is experimental or investigational.

a. Aservice is considered experimental or investigational for a Member’s condition if any of the following
statements apply to it at the time the service is or will be provided to the®ember:

1) The service cannot be legally marketed in the United States with .( the approval of the Food and Drug
Administration (“FDA”) and such approval has not been gran® d.

2) The service is the subject of a current new drug or new device a, 2ligf .ion on file with the FDA.

3) The service is the trialed agent or for delivery or measurement of . \triales” .gent provided as part of a
qualifying Phase | or Phase |1 clinical trial, as the exparimental or res .1 arm of a Phase Il clinical
trial.

4) The service is provided pursuant to a written pratocc hor oo or doci ient that lists an evaluation of the
service’s safety, toxicity or efficacy as amop( its obj¢ tives.

5) The service is under continued scientific tesc a and< zsearch concerning the safety, toxicity or efficacy
of services.

6) The service is provided pursuant to info. vic ,cons 2t documents that describe the service as
experimental or investigational, or in othe \ter s thavindicate that the service is being evaluated for its
safety, toxicity or efficacy.

7) The prevailing opinion among ex; s, «ax wressed in the published authoritative medical or scientific
literature, is that (1) thense of such < =vice siould be substantially confined to research settings, or (2)
further research is neces ary «.'atermi. »the safety, toxicity or efficacy of the service.

b. The following souregmminforri ¢.on will be exclusively relied upon to determine whether a service is
experimental or i sestigational:

1) The Membe, s mes™ i 0rc..

2) The written prowcol(s) of sther document(s) pursuant to which the service has been or will be
provided.

3) Any consent docunient(s) the Member or Member’s representative has executed or will be asked to
execute, to receive the service.

4) The files and records of the Institutional Review Board (IRB) or similar body that approves or reviews
research at the institution where the service has been or will be provided, and other information
concerning the authority or actions of the IRB or similar body.

5) The published authoritative medical or scientific literature regarding the service, as applied to the
Member’s illness or injury.

6) Regulations, records, applications and any other documents or actions issued by, filed with or taken by,
the FDA or other agencies within the United States Department of Health and Human Services, or any
state agency performing similar functions.

Appeals regarding KFHPWAO denial of coverage can be submitted to the Member Appeal Department, or to
KFHPWAO's medical director at P.O. Box 34593, Seattle, WA 98124-1593.

10. Hypnotherapy and all services related to hypnotherapy.

11. Directed umbilical cord blood donations.
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12.

13.

14.

15.

VI.

Prognostic (predictive) genetic testing and related services, unless specifically provided in Section V. Testing
for non-Members.

Autopsy and associated expenses.
Job skills training for specific occupations or educational therapy.

Expenses for services and supplies incurred as a result of any work-related injury or illness. This includes
individuals who are partners, proprietors or corporate officers who are not covered by a Workers’
Compensation Act or other similar law.

Eligibility, Enrollment and Termination

Eligibility.

In order to be accepted for enrollment and continuing coverage, individuals must meet any eligibility
requirements, reside or work in the Service Area and meet all applicable reoxrements set forth below, except
for temporary residency outside the Service Area for purposes of attendips school, court-ordered coverage for
Dependents or other unique family arrangements, when approved in adi «nce bv< (FHPWAO. KFHPWAO has
the right to verify eligibility.

1. Subscribers.
Bona fide employees as established and enforced by the Grc a shall be eliginle for enroliment. Please
contact the Group for more information.

2. Dependents.
The Subscriber may also enroll the followin

a. The Subscriber's legal spouse.

b. The Subscriber’s state-registered « xmes b rtner (as required by Washington State law) or if
specifically included as a'iaible by tii »Group, the Subscriber’s non-state registered domestic partner.

c.  Children who are under th \agef.r o<

"Children" mi ans the childrc \ of the Subscriber, spouse or eligible domestic partner, including adopted
children, ste, childs® . "ci “dre + for whom the Subscriber has a qualified court order to provide
coverage and ay other ¢t Idren for whom the Subscriber is the legal guardian.

Eligibility may be extended past the Dependent’s limiting age as set forth above if the Dependent is
totally incapable of self-sustaining employment because of a developmental or physical disability
incurred prior to attainment of the limiting age and is chiefly dependent upon the Subscriber for
support and maintenance. Enrollment for such a Dependent may be continued for the duration of the
continuous total incapacity, provided enrollment does not terminate for any other reason. Medical
proof of incapacity and proof of financial dependency must be submitted to KFHPWAO within 31
days of the date a Dependent reaches the limiting age. Proof must also be furnished to KFHPWAO
upon request, but not more frequently than annually after the 2-year period following the Dependent's
attainment of the limiting age.

3. Temporary Coverage for Newborns.
When a Member gives birth, the newborn is entitled to the benefits set forth in the EOC from birth through
3 weeks of age. All provisions, limitations and exclusions will apply except Subsection F.. After 3 weeks of
age, no benefits are available unless the newborn child qualifies as a Dependent and is enrolled.
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B. Application for Enrollment.
Application for enrollment must be made on an application approved by KFHPWAOQO. The Group is responsible
for submitting completed applications to KFHPWAO.

KFHPWAO reserves the right to refuse enrollment to any person whose coverage under any medical coverage
agreement issued by Kaiser Foundation Health Plan of Washington Options, Inc. or Kaiser Foundation Health
Plan of Washington (“KFHPWA”) has been terminated for cause.

1. Newly Eligible Subscribers.
Newly eligible Subscribers and their Dependents may apply for enrollment in writing to the Group within
31 days of becoming eligible.

2. New Dependents.
A written application for enrollment of a newly dependent person, other than a newborn or adopted child,
must be made to the Group within 31 days after the dependency occurs.

A written application for enrollment of a newborn child must be made ta"the Group within 60 days
following the date of birth when there is a change in the monthly prest.am payment as a result of the
additional Dependent.

A written application for enrollment of an adoptive child must be maac o the & oup within 60 days from
the day the child is placed with the Subscriber for the purztase of adoptior. ».ie Subscriber assumes total
or partial financial support of the child if there is a change 1. the monthly premium payment as a result of
the additional Dependent.

When there is no change in the monthly premiur. »ayma ¢, it is strongly advised that the Subscriber enroll
the newborn or newly adoptive child as a B¢ andei. ¢ (th the Group to avoid delays in the payment of
claims.

3. Open Enroliment.
KFHPWAO will allow enrollment of ¢ shscifyar \and Dependents who did not enroll when newly eligible
as described above during a }imited peric of time specified by the Group and KFHPWAO.

4. Special Enrollment.

a. KFHPWAO/ 1l allow speci ! enrollment for persons:

1) Who ini allvs" Cane ' eri ollment when otherwise eligible because such persons had other health
care coverage and ha 2 had such other coverage terminated due to one of the following events:
e  Cessatiop,of 24 ployer contributions.
e Loss of eliginbility for the other coverage, except for loss of eligibility for cause.
e Exhaustion of COBRA continuation coverage.

2) Who initially declined enrollment when otherwise eligible because such persons had other health
care coverage and who have had such other coverage exhausted because such person reached a
lifetime maximum limit.

KFHPWAO or the Group may require confirmation that when initially offered coverage such persons
submitted a written statement declining because of other coverage. Application for coverage must be
made within 60 days of the termination of previous coverage.

b. KFHPWAO will allow special enrollment for individuals who are eligible to be a Subscriber and their
Dependents in the event one of the following occurs:
1) Marriage or domestic partnership. Application for coverage must be made within 60 days of the
date of marriage.
2) Dissolution of Marriage or Termination of domestic partnership. Application for coverage must be
made within 60 days of the dissolution/termination.
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3)

4)

5)

6)

7)

8)

9)

Birth. Application for coverage for the Subscriber and Dependents other than the newborn child
must be made within 60 days of the date of birth.

Adoption or placement for adoption. Application for coverage for the Subscriber and Dependents
other than the adopted child must be made within 60 days of the adoption or placement for
adoption.

Eligibility for premium assistance from Medicaid or a state Children’s Health Insurance Program
(CHIP), provided such person is otherwise eligible for coverage under this EOC. The request for
special enrollment must be made within 60 days of the eligibility for such premium assistance.
Coverage under a Medicaid or CHIP plan is terminated as a result of loss of eligibility for such
coverage. Application for coverage must be made within 60 days of the date of termination under
Medicaid or CHIP.

A permanent change in residence, work, or living situation. VVoluntary and involuntary change
where the Member’s health plan coverage is not offered in the new area. Application for coverage
must be made within 60 days of the change in residence, work, or living situation.

Loss of individual or group Health Benefit Exchange coverage due to error by the Health Benefit
Exchange, the insurance carrier, or the U.S. Department of Health and Human Services.
Application for coverage must be made within 60 days of the lz5s of coverage.

Applicable federal or state law or regulation otherwise provi< _s for special enrollment.

C. When Coverage Begins.

1. Effective Date of Enrollment.

o Enrollment for a newly eligible Subscriber and listed L »endents is effective on the date eligibility
requirements are met, provided the Subscriber's®.pp. natio. has ba® .1 submitted to and approved by
KFHPWADO. Please contact the Group for m¢.e infor. ation.

o Enrollment for a newly dependent person, ou. ¢ thai a newborn or adoptive child, is effective on the
first of the month following the date eli’ hility * direments are met. Please contact the Group for
more information.

e Enrollment for newborns is effective fron: the' ate o1 pirth.

o Enrollment for adoptive childre. s 35factiv ) froii. the date that the adoptive child is placed with the
Subscriber for the purpose of adop an 0 »* Subscriber assumes total or partial financial support of
the child.

2. Commencement of Benefits 1. r P<.soris Hospitalized on Effective Date.
Members who are a7.... Jed to a._ npatient facility prior to their enrollment will receive covered benefits
beginning on the’ effectiva.date, s set forth in Subsection C.1. above.

D. Eligibility for Medicare.
An individual shall be deerad«.gible for Medicare when they have the option to receive Part A Medicare
benefits. Medicare secondary payer regulations and guidelines will determine primary/secondary payer status
for individuals covered by Medicare.

A Member who is enrolled in Medicare has the option of continuing coverage under this EOC while on
Medicare coverage. Coverage between this EOC and Medicare will be coordinated as outlined in Section X.

E. Termination of Coverage.
The Subscriber shall be liable for payment of all charges for services and items provided to the Subscriber and
all Dependents after the effective date of termination.

Termination of Specific Members.
Individual Member coverage may be terminated for any of the following reasons:

1. Loss of Eligibility. If a Member no longer meets the eligibility requirements and is not enrolled for
continuation coverage as described in Subsection F. below, coverage will terminate at the end of the month
during which the loss of eligibility occurs, unless otherwise specified by the Group.
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2. For Cause. In the event of termination for cause, KFHPWAO reserves the right to pursue all civil remedies
allowable under federal and state law for the collection of claims, losses or other damages. Coverage of a
Member may be terminated upon 10 working days written notice for:

a) Material misrepresentation, fraud or omission of information in order to obtain coverage.
b) Permitting the use of a KFHPWAO identification card or number by another person, or using another
Member’s identification card or number to obtain care to which a person is not entitled.

3. Premium Payments. Nonpayment of premiums or contribution for a specific Member by the Group.

Individual Member coverage may be retroactively terminated upon 30 days written notice and only in the case
of fraud or intentional misrepresentation of a material fact; or as otherwise allowed under applicable law or
regulation. Notwithstanding the foregoing, KFHPWAQO reserves the right to retroactively terminate coverage
for nonpayment of premiums or contributions by the Group as described above.

In no event will a Member be terminated solely on the basis of their physical or mental condition provided they
meet all other eligibility requirements set forth in the EOC.

Any Member may appeal a termination decision through KFHPWAQ’s anf zals process.
F. Continuation of Coverage Options.

1. Continuation Option.
A Member no longer eligible for coverage (except in the evi it of termination for cause, as set forth in
Subsection E.) may continue coverage for a period a0 e 3 i aths s ject to notification to and self-
payment of premiums to the Group. This provisia®. will nc japply ¢ ie Member is eligible for the
continuation coverage provisions of the Consolic. *ad Oz .1ibus Budget Reconciliation Act of 1985
(COBRA). This continuation option is not ¢ »ilable “ .ne Group no longer has active employees or
otherwise terminates.

2. Leave of Absence.

While on a Group approved leave of a. »anceihe Subscriber and listed Dependents can continue to be

covered provided that:

e They remain eligible for ‘ove. e, as se. forth in Subsection A.,

e  Such leave is in compliani y wit tric- Jroup’s established leave of absence policy that is consistently
applied to all ens"Tyees,

e The Group’s' cave of absenc oolicy is in compliance with the Family and Medical Leave Act when
applicable, & d

e The Group conunues to 1/ nit premiums for the Subscriber and Dependents to KFHPWAO.

3. Self-Payments During Labor Disputes.
In the event of suspension or termination of employee compensation due to a strike, lock-out or other labor
dispute, a Subscriber may continue uninterrupted coverage through payment of monthly premiums directly
to the Group. Coverage may be continued for the lesser of the term of the strike, lock-out or other labor
dispute, or for 6 months after the cessation of work.

If coverage under the EOC is no longer available, the Subscriber shall have the opportunity to apply for an
individual KFHPWAO group conversion plan or, if applicable, continuation coverage (see Subsection 4.
below), or an individual and family plan at the duly approved rates.

The Group is responsible for immediately notifying each affected Subscriber of their rights of self-payment
under this provision.

4. Continuation Coverage Under Federal Law.
This section applies only to Groups who must offer continuation coverage under the applicable provisions
of the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), as amended, or the Uniformed
Services Employment and Reemployment Rights Act (USERRA) and only applies to grant continuation of
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coverage rights to the extent required by federal law. USERRA only applies in certain situations to
employees who are leaving employment to serve in the United States Armed Forces.

Upon loss of eligibility, continuation of Group coverage may be available to a Member for a limited time
after the Member would otherwise lose eligibility, if required by COBRA. The Group shall inform
Members of the COBRA election process and how much the Member will be required to pay directly to the
Group.

Continuation coverage under COBRA or USERRA will terminate when a Member becomes covered by
Medicare or obtains other group coverage, and as set forth under Subsection E.

5. KFHPWAO Group Conversion Plan.
Members whose eligibility for coverage, including continuation coverage, is terminated for any reason
other than cause, as set forth in Subsection E., and who are not eligible for Medicare or covered by another
group health plan, may convert to an individual KFHPWAO group conversion plan. If coverage under the
EOC terminates, any Member covered at termination (including spouses and Dependents of a Subscriber
who was terminated for cause) may convert to a KFHPWAO group comnersion plan, unless they are
eligible to obtain other group health coverage within 31 days of the ta*.nination. Coverage will be
retroactive to the date of loss of eligibility.

An application for conversion must be made within 31 days following '« :minati¢.i of coverage or within 31
days from the date notice of the termination of coverage ishceceived, whic. »€ .1 is later. A physical
examination or statement of health is not required for enroli. 2nt in a KEFEHFWAO group conversion plan.

Persons wishing to purchase KFHPWAOQO’s indivi¢ ual and amily~ »crage should contact KFHPWAO.
VI1I. Grievances

Grievance means a written or verbal complaint submiti d L_»or orivdehalf of a covered person regarding service
delivery issues other than denial of payment® - adical® ervic s or non-provision of medical services, including
dissatisfaction with medical care, waiting time™.  mcisa services, provider or staff attitude or demeanor, or
dissatisfaction with service provided Fasthe healthi arrier. “rhe grievance process is outlined as follows:

Step 1: It is recommended that the ena eic ptact the person involved or the manager of the medical
center/department wheres s are he 1g a problem, explain their concerns and what they would like to have
done to resolve the prs slem. The Mei her should be specific and make their position clear. Most concerns can
be resolved in this wi .

Step 2: If the Member is still ne* atisfied, they should call or write to Member Services P.O. Box 34590,
Seattle, WA 98124-1590, at 2u0-630-4636 or toll-free 1-888-901-4636. Most concerns are handled by phone
within a few days. In some cases, the Member will be asked to write down their concerns and state what they
think would be a fair resolution to the problem. An appropriate representative will investigate the Member’s
concern by consulting with involved staff and their supervisors, and reviewing pertinent records, relevant plan
policies and the Member Rights and Responsibilities statement. This process can take up to 30 days to resolve
after receipt of the Member’s written or verbal statement.

If the Member is dissatisfied with the resolution of the complaint, they may contact Member Services.
Assistance is available to Members who are limited-English speakers, who have literacy problems, or who have
physical or mental disabilities that impede their ability to request review or participate in the review process.

VIII.  Appeals
Members are entitled to appeal through the appeals process if/when coverage for an item or service is denied due to

an adverse determination made by the KFHPWAO medical director. The appeals process is available for a Member
to seek reconsideration of an adverse benefit determination (action). Adverse benefit determination (action) means
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any of the following: a denial, reduction, or termination of, or a failure to provide or make payment (in whole or in
part) for, a benefit, including any such denial, reduction, termination, or failure to provide or make payment that is
based on a determination of a Member’s eligibility to participate in a plan, and including, with respect to group
health plans, a denial, reduction, or termination of, or a failure to provide or make payment, in whole or in part, for a
benefit resulting from the application of any utilization review, as well as a failure to cover an item or service for
which benefits are otherwise provided because it is determined to be experimental or investigational or not
Medically Necessary or appropriate. KFHPWAO will comply with any new requirements as necessary under federal
laws and regulations. Assistance is available to Members who are limited-English speakers, who have literacy
problems, or who have physical or mental disabilities that impede their ability to request review or participate in the
review process.

The most current information about your appeals process is available by contacting KFHPWAO’s Member Appeal
Department at the address or telephone number below.

1. Initial Appeal
If the Member or the Member’s legal representative wishes to appeal a KFHPWAO decision to deny, modify,
reduce or terminate coverage of or payment for health care services, they mu: submit a request for an appeal
either orally or in writing to KFHPWAO’s Member Appeal Department, s¢ ccifying why they disagree with the
decision. The appeal must be submitted within 180 days of receipt of th* denial« stice. KFHPWAO will notify
the Member of its receipt of the request within 72 hours of receiving it. » 3065 shoul\be directed to
KFHPWAO’s Member Appeal Department, P.O. Box 34593, Seattle, WA 124-1F /3, toll-free 1-866-458-
5479.

A party not involved in the initial coverage determinatio:f .ic 20t & wbordis ute of the party making the initial
coverage determination will review the appeal reques® KFHPY  AO w. ¢ ien notify the Member of its
determination or need for an extension of time withir. %4 day< of receiving the request for appeal. Under no
circumstances will the review timeframe exceed’ 2 day. ' chout the Member’s written permission.

For appeals involving experimental or investigatio: al ¢ wvicess KFHPWAO will make a decision and
communicate the decision to the Membt_ . witing withi. 520 days of receipt of the appeal.

There is an expedited/urgent apansals procec vin place for cases which meet criteria or where delay using the
standard appeal review process w. ! se.msly jec, nrdize the Member’s life, health or ability to regain maximum
function or subject the Member to' aver< pa.. J3at cannot be managed adequately without the requested care or
treatment. The Member. ammraquest’  expedited/urgent appeal in writing to the above address, or by calling
KFHPWAO’s Memb¢  Appeal Depa. ment toll-free 1-866-458-5479. The nature of the patient’s condition will
be evaluated by a phy iciane .a i e cquest is not accepted as urgent, the member will be notified in writing
of the decision not to eapcdite and jiven a description on how to grieve the decision. If the request is made by
the treating physician who heliex’ s the member’s condition meets the definition of expedited, the request will
be processed as expedited.

The request for an expedited/urgent appeal will be processed and a decision issued no later than 72 hours after
receipt of the request.

The Member may also request an external review at the same time as the internal appeals process if it is an
urgent care situation or the Member is in an ongoing course of treatment.

If the Member requests an appeal of a KFHPWAO decision denying benefits for care currently being received,

KFHPWAO will continue to provide coverage for the disputed benefit pending the outcome of the appeal. If the
KFHPWAO determination stands, the Member may be responsible for the cost of coverage received during the
review period.

The U.S. Department of Health and Human Services has designated the Washington State Office of the
Insurance Commissioner’s Consumer Protection Division as the health insurance consumer ombudsman. The
Consumer Protection Division Office can be reached by mail at Washington State Insurance Commissioner,
Consumer Protection Division, P.O. Box 40256, Olympia, WA 98504-0256 or at toll-free 1-800-562-6900.
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More information about requesting assistance from the Consumer Protection Division Office can be found at
http://www.insurance.wa.gov/your-insurance/health-insurance/appeal/.

2. Next Level of Appeal
If the Member is not satisfied with the decision regarding medical necessity, medical appropriateness, health
care setting, level of care, or if the requested service is not efficacious or otherwise unjustified under evidence-
based medical criteria, or if KFHPWAQO fails to adhere to the requirements of the appeals process, the Member
may request a second level review by an external independent review organization not legally affiliated with or
controlled by KFHPWAO. KFHPWAO will notify the Member of the name of the external independent review
organization and its contact information. The external independent review organization will accept additional
written information for up to 5 business days after it receives the assignment for the appeal. The external
independent review will be conducted at no cost to the Member. Once a decision is made through an
independent review organization, the decision is final and cannot be appealed through KFHPWAO.

If the Member requests an appeal of a KFHPWAOQO decision denying benefits for care currently being received,

KFHPWAO will continue to provide coverage for the disputed benefit pending the outcome of the appeal. If the
KFHPWAO determination stands, the Member may be responsible for the ca™t of coverage received during the
review period.

A request for a review by an independent review organization must be ni des¢.thin 18%,days after the date of
the initial appeal decision notice.

IX. Claims

Claims for benefits may be made before or after services 2 obtair d. KFi 3" vAO recommends that the provider
requests Preauthorization. In most instances, contracted p. widers’.ubmit claims directly to KFHPWAO. If your
provider does not submit a claim to make a claim for anefitc ¢ Member must contact Member Services, or submit a
claim for reimbursement as described below. Other iri it ies, st 1 as asking a health care provider about care or
coverage, or submitting a prescription to a pharmacy, v il it be cunsidered a claim for benefits.

If a Member receives a bill for services the Mer mer e =s are covered, the Member must, within 90 days of the
date of service, or as soon thereafter amseasonably  assibig, either (1) contact Member Services to make a claim, (2)
pay the bill and submit a claim for reli \burment 01 Yovered Services, or (3) For out-of-country claims
(Emergency care only) — submit the cle. n ant. a, ssociated medical records, including the type of service,
charges, and proof of travel tasmi3HPW£ 7, P.O. Box 30766, Salt Lake City, UT 84130-0766. In no event, except in
the absence of legal capac’ y, shall a clairi Ye accepted later than 1 year from the date of service.

KFHPWAO will generally process claj' is for benefits within the following timeframes after KFHPWAO receives
the claims:

e Immediate request situations —within 1 business day.

e  Concurrent urgent requests — within 24 hours.

e Urgent care review requests — within 48 hours.

e Non-urgent preservice review requests — within 5 calendar days.

e Post-service review requests —within 30 calendar days.

Timeframes for pre-service and post-service claims can be extended by KFHPWAO for up to an additional 15 days.
Members will be notified in writing of such extension prior to the expiration of the initial timeframe.

X. Coordination of Benefits

The coordination of benefits (COB) provision applies when a Member has health care coverage under more than one
plan. Plan is defined below.

The order of benefit determination rules govern the order in which each plan will pay a claim for benefits. The plan
that pays first is called the primary plan. The primary plan must pay benefits according to its policy terms without
regard to the possibility that another plan may cover some expenses. The plan that pays after the primary plan is the
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secondary plan. In no event will a secondary plan be required to pay an amount in excess of its maximum benefit
plus accrued savings.

If the Member is covered by more than one health benefit plan, and the Member does not know which is the primary
plan, the Member or the Member’s provider should contact any one of the health plans to verify which plan is
primary. The health plan the Member contacts is responsible for working with the other plan to determine which is
primary and will let the Member know within 30 calendar days.

All health plans have timely claim filing requirements. If the Member or the Member’s provider fails to submit the
Member’s claim to a secondary health plan within that plan’s claim filing time limit, the plan can deny the claim. If
the Member experiences delays in the processing of the claim by the primary health plan, the Member or the
Member’s provider will need to submit the claim to the secondary health plan within its claim filing time limit to
prevent a denial of the claim.

If the Member is covered by more than one health benefit plan, the Member or the Member’s provider should file all
the Member’s claims with each plan at the same time. If Medicare is the Member’s primary plan, Medicare may
submit the Member’s claims to the Member’s secondary carrier.

Definitions.

A. Aplanis any of the following that provides benefits or services for mea. 2l 2 dental eare or treatment. If
separate contracts are used to provide coordinated coverage for Members 0. ,Grour (he separate contracts are
considered parts of the same plan and there is no COB among¢*ose separate ¢ 2 ucts. However, if COB rules
do not apply to all contracts, or to all benefits in the same contra. ».the contract or benefit to which COB does
not apply is treated as a separate plan.

1. Planincludes: group, individual or blanket disax ity in< .rance contracts and group or individual contracts
issued by health care service contractors ¢f =alth™. ¢ .ntenance organizations (HMO), closed panel plans
or other forms of group coverage; medical  \ix =omp. 2ents of long-term care contracts, such as skilled
nursing care; and Medicare or any other fede al g wernii.ental plan, as permitted by law.

2. Plan does not include: hospital inden. ity ¢.2%x 4 payment coverage or other fixed indemnity or fixed
payment coverage; accidentanly covera_n: specified disease or specified accident coverage; limited
benefit health coverage, as ¢ ey state aw; school accident type coverage; benefits for non-medical
components of long-term car. ooli<.es,~ »:omobile insurance policies required by statute to provide
medical benefits; M@ sare su, <.ement policies; Medicaid coverage; or coverage under other federal
governmental p¥ .is; unless peri itted by law.

Each contract for coverage un' 2r Subsection 1. or 2. is a separate plan. If a plan has two parts and COB
rules apply only to one,of th< (wo, each of the parts is treated as a separate plan.

B. This plan means, in a COB provision, the part of the contract providing the health care benefits to which the
COB provision applies and which may be reduced because of the benefits of other plans. Any other part of the
contract providing health care benefits is separate from this plan. A contract may apply one COB provision to
certain benefits, such as dental benefits, coordinating only with similar benefits, and may apply another COB
provision to coordinate other benefits.

C. The order of benefit determination rules determine whether this plan is a primary plan or secondary plan when
the Member has health care coverage under more than one plan.

When this plan is primary, it determines payment for its benefits first before those of any other plan without
considering any other plan’s benefits. When this plan is secondary, it determines its benefits after those of
another plan and 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% of the total allowable
expense for that claim. This means that when this plan is secondary, it must pay the amount which, when
combined with what the primary plan paid, totals 100% of the allowable expense. In addition, if this plan is
secondary, it must calculate its savings (its amount paid subtracted from the amount it would have paid had it
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been the primary plan) and record these savings as a benefit reserve for the covered Member. This reserve must
be used by the secondary plan to pay any allowable expenses not otherwise paid, that are incurred by the
covered person during the claim determination period.

Allowable Expense. Allowable expense is a health care expense, coinsurance or copayments and without
reduction for any applicable deductible, that is covered at least in part by any plan covering the person. When a
plan provides benefits in the form of services, the reasonable cash value of each service will be considered an
allowable expense and a benefit paid. An expense that is not covered by any plan covering the Member is not an
allowable expense.

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

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

2. If a Member is 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 otha®similar reimbursement method,
any amount in excess of the highest reimbursement amount for a spes’.ic benefit is not an allowable
expense.

3. IfaMember is covered by two or more plans that provide benefits or sc_vices ef e basis of negotiated
fees, an amount in excess of the highest of the negotiated{2es is not an ar. ¢ vle expense.

4. An expense or a portion of an expense that is not cox..cc "y ar_»of thed Jians covering the person is not an
allowable expense.

Closed panel plan is a plan that provides health ¢ = beri. * 5 to covered persons in the form of services through
a panel of providers who are primarily employea Yy “ae plc. »and that excludes coverage for services provided
by other providers, except in cases of Emergency ¢ i re. xral b, a panel member.

Custodial parent is the parent awarded cus. 3y 1,5 \urt decree or, in the absence of a court decree, is the
parent with whom the child residaa,more thari xe hair of the calendar year excluding any temporary visitation.

Order of Benefit Determination Rule:
When a Member is covered by or m < plans, the rules for determining the order of benefit payments are as
follows:

A

The primary plan pays v. provides s benefits according to its terms of coverage and without regard to the
benefits under any other plan.

(1) Except as provided below (subsection 2), a plan that does not contain a coordination of benefits provision
that is consistent with this chapter is always primary unless the provisions of both plans state that the complying
plan is primary.

(2) Coverage that is obtained by virtue of membership in a Group that is designed to supplement a part of a
basic package of benefits and provides that this supplementary coverage is excess to any other parts of the plan
provided by the contract holder. Examples include major medical coverages that are superimposed over hospital
and surgical benefits, and insurance type coverages that are written in connection with a closed panel plan to
provide out-of-network benefits.

A plan may consider the benefits paid or provided by another plan in calculating payment of its benefits only
when it is secondary to that other plan.

Each plan determines its order of benefits using the first of the following rules that apply:
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1. Non-Dependent or Dependent. The plan that covers the Member other than as a Dependent, for example
as an employee, member, policyholder, Subscriber or retiree is the primary plan and the plan that covers
the Member 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 Member as a Dependent, and
primary to the plan covering the Member as other than a Dependent (e.g., a retired employee), then the
order of benefits between the two plans is reversed so that the plan covering the Member as an employee,
member, policyholder, Subscriber or retiree is the secondary plan and the other plan is the primary plan.

2. 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:

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

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

i. Ifacourt decree states that one of the parents is respons’ sie for the dependent child’s health
care expenses or health care coverage and the plan o nat pard i has actual knowledge of
those terms, that plan is primary. This rule applies to ¢._im{.etermipdtion periods
commencing after the plan is given notice of the court dec »e;

ii. Ifacourt decree states one parent is to assux» primary finar. ¢ responsibility for the
dependent child but does not mention responsii. ity for health care expenses, the plan of the
parent assuming financial responsibili* "5 imar;

iii. 1facourt decree states that both paz‘.its are ¥ sponsi. ¢ vor the dependent child’s health care
expenses or health care coverage, ti yarovi .ons of a) above determine the order of benefits;

iv. If a court decree states that th¢ »rents. * ve joint custody without specifying that one parent
has responsibility for the healthi ta. »expe hes or health care coverage of the dependent child,
the provisions of Subsection (a) « hov deterinine the order of benefits; or

v. If thereis no court dec. = acatil ¥ resy snsibility for the dependent child’s health care
expenses or health care ¢ xerayantt » order of benefits for the child are as follows:

e The plan ¢fwating the ¢ todial parent, first;
e The plan ct ering 122.spou. e of the custodial parent, second;
e The plan cov ripd (he ricii-custodial parent, third; and then
e T Cpudn cove ag the spouse of the non-custodial parent, last.
c) For a def’ ndent chi'< co\ red under more than one plan of individuals who are not the parents of
the child; 2247 Lvisiol 5 o1 Subsection a) or b) above determine the order of benefits as if those
individuals were the ' rents of the child.

3. Active employee or retired or laid-off employee. The plan that covers a Member as an active employee,
that is, an employee who is neither laid off nor retired, is the primary plan. The plan covering that same
Member as a retired or laid off employee is the secondary plan. The same would hold true if a Member is
a Dependent of an active employee and that same Member is a Dependent of a retired or laid-off
employee. If the other plan does not have this rule, and as a result, the plans do not agree on the order of
benefits, this rule is ignored. This rule does not apply if the rule under Section D(1) can determine the
order of benefits.

4.  COBRA or State Continuation Coverage. If a Member 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 Member as an employee, member, Subscriber or retiree or covering the Member 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
rule under Section D.1. can determine the order of benefits.
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5. Longer or shorter length of coverage. The plan that covered the Member as an employee, member,
Subscriber or retiree longer is the primary plan and the plan that covered the Member the shorter period of
time is the secondary plan.

6. 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 it
would have paid had it been the primary plan.

Effect on the Benefits of this Plan.

When this plan is secondary, it 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 one hundred percent of the total
allowable expense for that claim. However, in no event shall the secondary plan be required to pay an amount in
excess of its maximum benefit plus accrued savings. In no event should the Member be responsible for a deductible
amount greater than the highest of the two deductibles.

Right to Receive and Release Needed Information.

Certain facts about health care coverage and services are needed to apply these C©3 rules and to determine benefits
payable under this plan and other plans. KFHPWAO may get the facts it needs".rom or give them to other
organizations or persons for the purpose of applying these rules and determ .ing bert .its payable under this plan
and other plans covering the Member claiming benefits. KFHPWAO need nc ekt or get tha consent of, any
Member to do this. Each Member claiming benefits under this plan must give k' HPWA¢ "any facts it needs to
apply those rules and determine benefits payable.

Facility of Payment.

If payments that should have been made under this plan a7f made b anotr ¢ «an, KFHPWAO has the right, at its
discretion, to remit to the other plan the amount it determi. s appi.priate to satisfy the intent of this provision. The
amounts paid to the other plan are considered benefit »2aid L. 7" this plan. To the extent of such payments,
KFHPWAO is fully discharged from liability under tii's', *an.

Right of Recovery.

KFHPWAO has the right to recover excess pay. »ant.32i aver it has paid allowable expenses in excess of the
maximum amount of payment necessame«to satisfy" »e intent of this provision. KFHPWAO may recover excess
payment from any person to whom or' ‘or v.am payi. »nt was made or any other issuers or plans.

Questions about Coordinatioms®h3enefit, T Contact the State Insurance Department.

Effect of Medicare.

Medicare primary/secondary pdayer gui' 2lines and regulations will determine primary/secondary payer status, and
will be adjudicated by KFHPWAO a¢ set forth in this section. KFHPWAOQO will pay primary to Medicare when
required by federal law. When Meuicare, Part A and Part B or Part C are primary, Medicare's allowable amount is
the highest allowable expense.

When a Preferred Provider renders care to a Member who is eligible for Medicare benefits, and Medicare is deemed
to be the primary bill payer under Medicare secondary payer guidelines and regulations, KFHPWAO will seek
Medicare reimbursement for all Medicare covered services.

When a Member, who is a Medicare beneficiary and for whom Medicare has been determined to be the primary bill
payer under Medicare secondary payer guidelines and regulations, seeks care from Out-of-Network Providers,
KFHPWAO has no obligation to provide any benefits except as specifically outlined in the Out-of-Network option
under Section IV.

XI. Subrogation and Reimbursement Rights
The benefits under this EOC will be available to a Member for injury or illness caused by another party, subject to

the exclusions and limitations of this EOC. If KFHPWAO provides benefits under this EOC for the treatment of the
injury or illness, KFHPWAO will be subrogated to any rights that the Member may have to recover compensation or
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damages related to the injury or illness and the Member shall reimburse KFHPWAO for all benefits provided, from
any amounts the Member received or is entitled to receive from any source on account of such injury or illness,
whether by suit, settlement or otherwise, including but not limited to:
e Payments made by a third party or any insurance company on behalf of the third party;
e Any payments or awards under an uninsured or underinsured motorist coverage policy;
e Any Workers’ Compensation or disability award or settlement;
e Medical payments coverage under any automobile policy, premises or homeowners’ medical payments
coverage or premises or homeowners’ insurance coverage; and
e Any other payments from a source intended to compensate an Injured Person for injuries resulting from an
accident or alleged negligence.

This section more fully describes KFHPWAQ’s subrogation and reimbursement rights.

"Injured Person" under this section means a Member covered by the EOC who sustains an injury or illness and any
spouse, dependent or other person or entity that may recover on behalf of such Member including the estate of the
Member and, if the Member is a minor, the guardian or parent of the Member. When referred to in this section,
"KFHPWAO's Medical Expenses" means the expenses incurred and the value of'.iie benefits provided by
KFHPWAO under this EOC for the care or treatment of the injury or illness af stained,by the Injured Person.

If the Injured Person’s injuries were caused by a third party giving rise to a cic ¢ Jf legal X Zbility against the third
party and/or payment by the third party to the Injured Person and/or a settlemenu =twes . the third party and the
Injured Person, KFHPWAO shall have the right to recover KFHPV: \O's Medical £ enses from any source
available to the Injured Person as a result of the events causing.the iny . This right is commonly referred to as
"subrogation.” KFHPWAO shall be subrogated to and may 4" .iorc. all rig ats oftie Injured Person to the full extent
of KFHPWAOQ's Medical Expenses.

By accepting benefits under this plan, the Injured Pe;  »also' ecifically acknowledges KFHPWAO?’s right of
reimbursement. This right of reimbursement attaches \ :hc sthiss SHPWAO has provided benefits for injuries or
illnesses caused by another party and the Injusad Persoi or v » Injured Person’s representative has recovered any
amounts from a third party or any other sourc._ i zavei . KEAAPWAO?’s right of reimbursement is cumulative with
and not exclusive of its subrogation right and Ki »!PW, & may choose to exercise either or both rights of recovery.

In order to secure KFHPWAO’s recov, ty rig. "mthe 1. jured Person agrees to assign KFHPWAO any benefits or
claims or rights of recovery they may hi e ider a..y automobile policy or other coverage, to the full extent of the
plan’s subrogation and reim!“..sc’nent cle ns. This assignment allows KFHPWAQO to pursue any claim the Injured
Person may have, whethe}’ Jr not thax=cho e to pursue the claim.

KFHPWAO?’s subrogation and reimbu/ .ement rights shall be limited to the excess of the amount required to fully
compensate the Injured Person<as*""_ loss sustained, including general damages.

Subject to the above provisions, if the Injured Person is entitled to or does receive money from any source as a result
of the events causing the injury or illness, including but not limited to any liability insurance or
uninsured/underinsured motorist funds, KFHPWAOQO’s Medical Expenses are secondary, not primary.

The Injured Person and their agents shall cooperate fully with KFHPWAQO in its efforts to collect KFHPWAQ's
Medical Expenses. This cooperation includes, but is not limited to, supplying KFHPWAOQO with information about
the cause of injury or illness, any potentially liable third parties, defendants and/or insurers related to the Injured
Person's claim. The Injured Person shall notify KFHPWAO within 30 days of any claim that may give rise to a
claim for subrogation or reimbursement. The Injured Person shall provide periodic updates about any facts that may
impact KFHPWAQO?s right to reimbursement or subrogation as requested by KFHPWAO, and shall inform
KFHPWADO of any settlement or other payments relating to the Injured Person’s injury. The Injured Person and their
agents shall permit KFHPWAO, at KFHPWAQ's option, to associate with the Injured Person or to intervene in any
legal, quasi-legal, agency or any other action or claim filed.

The Injured Person and their agents shall do nothing to prejudice KFHPWAQO’s subrogation and reimbursement
rights. The Injured Person shall promptly notify KFHPWAO of any tentative settlement with a third party and shall
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not settle a claim without protecting KFHPWAQO?s interest. The Injured Person shall provide 21 days advance notice
to KFHPWAO before there is a disbursement of proceeds from any settlement with a third party that may give rise
to a claim for subrogation or reimbursement. If the Injured Person fails to cooperate fully with KFHPWAO in
recovery of KFHPWAQ’s Medical Expenses, and such failure prejudices KFHPWAOQO’s subrogation and/or
reimbursement rights, the Injured Person shall be responsible for directly reimbursing KFHPWAOQO for 100% of
KFHPWAO’s Medical Expenses.

To the extent that the Injured Person recovers funds from any source that in any manner relate to the injury or illness
giving rise to KFHPWAOQO’s right of reimbursement or subrogation, the Injured Person agrees to hold such monies in
trust or in a separate identifiable account until KFHPWAQ?’s subrogation and reimbursement rights are fully
determined and that KFHPWAO has an equitable lien over such monies to the full extent of KFHPWAO’s Medical
Expenses and/or the Injured Person agrees to serve as constructive trustee over the monies to the extent of
KFHPWAO’s Medical Expenses. In the event that such monies are not so held, the funds are recoverable even if
they have been comingled with other assets, without the need to trace the source of the funds. Any party who
distributes funds without regard to KFHPWAOQO’s rights of subrogation or reimbursement will be personally liable to
KFHPWADO for the amounts so distributed.

If reasonable collections costs have been incurred by an attorney for the Injure< ~erson in connection with obtaining
recovery, KFHPWAO will reduce the amount of reimbursement to KFHP\A¢ 1O by ¢ _"amount of an equitable
apportionment of such collection costs between KFHPWAOQO and the Injurea™ ars< 1. This raduction will be made
only if each of the following conditions has been met: (i) KFHPWAO receives ¢ st of t/¢. fees and associated costs
before settlement and (ii) the Injured Person’s attorney’s actions wise directly rela. 3¢ s securing recovery for the
Injured Party.
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XII1. Definitions

Allowance

The maximum amount payable by KFHPWAO for certain Covered Services.

Allowed Amount

The amount that is reimbursable to the provider and includes payments by
KFHPWAO, the Member, and other third-party payers, as applicable.

(1) For Preferred Providers: the amount these providers have agreed to accept as
payment in full for a service.

(2) For Out-of-Network Providers: (a) an amount equal t0125% of the fee schedule
determined by the Centers for Medicare and Medicaid Services (Medicare fee
schedule) for facility or physician professional services and 105% of the Medicare
fee schedule for non-physician professional services or (b) KFHPWAO’s lowest
reimbursable amount for the same or similar setvice from a Preferred Provider if
such service is not included in the Medicares e schedule.

There is an exception to the above definiv »a of< alowed, Amount for out-of-network
Emergency services. For such services, the > owed A< .ount is at least defined as
equal to the greatest of (adjusted,for in-networ 205" snaring) the following: (i) the
median amount reimbursed for tri same or simila. service from a Preferred Provider,
(ii) the amount generally par'e to« wit-of-Na® work Providers (see methodologies
above), or (iii) 100% of+ .c Mec :are 1. s .edule.

For all Out-of-Netwtark F. 2w ir’s charges Members shall be required to pay any
difference between 1. \chary for services and the Allowed Amount, except for
Emergency services, inc. iding’; »st stabilization and for ancillary services received
from an ou’ WSnetwor \pro der in a network facility. For more information about
balance billv. » prainctic ns, please visit:

https://healthy.. hiserpe. ianente.org/washington/support/forms and choose the
“Bi_fiigSrms” i

Convalescent Care

Care 1= shed for the purpose of meeting non-medically necessary personal needs
which ¢ uld be provided by persons without professional skills or training, such as
_.anc_in walking, dressing, bathing, eating, preparation of special diets, and

takin' medication.

Copayment e specific dollar amount a Member is required to pay at the time of service for
certain Covered Services.
Cost Share The portion of the cost of Covered Services for which the Member is liable. Cost

Share includes Copayments, coinsurances and Deductibles.

Covered Services

The services for which a Member is entitled to coverage in the Evidence of Coverage.

Creditable Coverage

Coverage is creditable if the actuarial value of the coverage equals or exceeds the
actuarial value of standard Medicare prescription drug coverage, as demonstrated
through the use of generally accepted actuarial principles and in accordance with
CMS actuarial guidelines. In general, the actuarial determination measures whether
the expected amount of paid claims under KFHPWAQ’s prescription drug coverage is
at least as much as the expected amount of paid claims under the standard Medicare
prescription drug benefit.
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https://healthy.kaiserpermanente.org/washington/support/forms

Deductible A specific amount a Member is required to pay for certain Covered Services before
benefits are payable.

Dependent Any member of a Subscriber's family who meets all applicable eligibility
requirements, is enrolled hereunder and for whom the premium has been paid.

Emergency The emergent and acute onset of a medical, mental health or substance use disorder

symptom or symptoms, including but not limited to severe pain or emotional distress,
that would lead a prudent layperson acting reasonably to believe that a health
condition exists that requires immediate medical attention, if failure to provide
medical attention would result in serious impairment to bodily function or serious
dysfunction of a bodily organ or part, or would place the Member’s health, or if the
Member is pregnant, the health of the unborn child, in serious jeopardy, or any other
situations which would be considered an emergency under applicable federal or state
law.

Essential Health Benefits

Benefits set forth under the Patient Protection’ .nd Affordable Care Act of 2010,
including the categories of ambulatory pati it servites, Emergency services,
hospitalization, maternity and newborn ca » mei dl health and substance use disorder
services, including behavioral health treatme. prescriz®.on drugs, rehabilitative and
habilitative services and devices,laboratory ser. =esf sreventive and wellness services
and chronic disease management'. \d pediatric services, including oral and vision
care.

Established Relationship

Member must have hat "t least< e in-person appointment or at least one real-time
interactive appointzhent u. 2e’soth audio and visual technology in the past year, with
the provider provia i audic aly telemedicine or with a provider employed at the
same medical group; at'. » sam zlinic, or by the same integrated delivery system
operated bt “SHPW/£ Or e Member was referred to the provider providing audio-
only telemec »iricpsa’, rovider who they have had an in-person appointment within
the past year.

Evidence of Coverage
(EOC)

The ¢ atems . 5henefits, exclusions and other provisions as set forth in the Group
medic, '« sverage agreement between KFHPWAO and the Group.

Family Unit

~<asciser and all their Dependents.

Group

And .nployer which has entered into a Group medical coverage agreement with
~rHPWAO.

Hospital Care

Those Medically Necessary services generally provided by acute general hospitals for
admitted patients.

Medical Condition

A disease, illness or injury.

Medically Necessary

Pre-service, concurrent or post-service reviews may be conducted. Once a service has
been reviewed, additional reviews may be conducted. Members will be notified in
writing when a determination has been made. Appropriate and clinically necessary
services, as determined by KFHPWAOQO’s medical director according to generally
accepted principles of good medical practice, which are rendered to a Member for the
diagnosis, care or treatment of a Medical Condition and which meet the standards set
forth below. In order to be Medically Necessary, services and supplies must meet the
following requirements: (a) are not solely for the convenience of the Member, their
family Member or the provider of the services or supplies, including exercise
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equipment and home modifications such as ramps and walkways; (b) are the most
appropriate level of service or supply which can be safely provided to the Member;
(c) are for the diagnosis or treatment of an actual or existing Medical Condition unless
being provided under KFHPWAQ’s schedule for preventive services; (d) are not for
recreational, life-enhancing, relaxation or palliative therapy, except for treatment of
terminal conditions; (e) are appropriate and consistent with the diagnosis and which,
in accordance with accepted medical standards in the State of Washington, could not
have been omitted without adversely affecting the Member’s condition or the quality
of health services rendered; (f) as to inpatient care, could not have been provided in a
provider’s office, the outpatient department of a hospital or a non-residential facility
without affecting the Member’s condition or quality of health services rendered; (g)
are not primarily for research and data accumulation; and (h) are not experimental or
investigational. The length and type of the treatment program and the frequency and
modality of visits covered shall be determined by KFHPWAQO’s medical director. In
addition to being medically necessary, to be covered, services and supplies must be
otherwise included as a Covered Service and not excluded from coverage.

Medicare The federal health insurance program for ¢ ople wk are age 65 or older, certain
younger people with disabilities, and peoy » with’ =nd-Stage Renal Disease
(permanent kidney failure requiring dialysis® * 1 transp! it, sometimes called ESRD).
Member Any enrolled Subscriber or Deper. ant.

Out-of-Network Provider

Physicians licensed undes .8.71% 1 18.5° 'R .V, registered nurses licensed under
18.79 RCW, midwives. censed/ .ider 18.+J9 RCW, naturopaths licensed under
18.36A RCW, acupainctus tsd censed under 18.06 RCW, podiatrists licensed under
18.22 RCW or, in v+ »ase 0. 20on-Washington State providers or out-of-country
providers, those prox ‘de. smeet. g equivalent licensing and certification requirements
establisheg® wthe terri oriec where the provider's practice is located. For purposes of
the EOC, Ocv hai-.iatw <k Providers do not include individuals employed by or under
contract with K "HHPW._J’s Preferred Provider Network or who provide a service or
trec. v ihers ouw “de the scope of their licenses.

Out-of-pocket Expenses

Out-of-pocket Limit

Those “4.t Shares paid by the Subscriber or Member for Covered Services which are
appliea, » the Out-of-pocket Limit.

The 1 aximum amount of Out-of-pocket Expenses incurred and paid during the

cals’ dar year for Covered Services received by the Subscriber and Dependents within
e same calendar year. The Out-of-pocket Expenses which apply toward the Out-of-
pocket Limit are set forth in Section IV.

Plan Coinsurance

The percentage amount the Member is required to pay for Covered Services received.

PPN Facility

A facility (hospital, medical center or health care center) owned or operated by Kaiser
Permanente or otherwise designated by KFHPWAOQO?’s Preferred Provider Network.

Preauthorization

An approval by KFHPWAO that entitles a Member to receive Covered Services from
a specified health care provider. Services shall not exceed the limits of the
Preauthorization and are subject to all terms and conditions of the EOC. Benefits do
not require Preauthorization, except as noted under Section 1VV. Members who have a
complex or serious medical or psychiatric condition may receive a standing
Preauthorization for specialty care provider services.

Preferred Provider

A provider who is employed by Kaiser Foundation Health Plan of Washington or
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Washington Permanente Medical Group, P.C., or contracted with the Preferred
Provider Network to provide primary care services to Members and any other health
care professional or provider with whom the Preferred Provider Network has
contracted to provide health care services to Members enrolled, including, but not
limited to, physicians, podiatrists, nurses, physician assistants, social workers,
optometrists, psychologists, physical therapists and other professionals engaged in the
delivery of healthcare services who are licensed or certified to practice in accordance
with Title 18 Revised Code of Washington.

Preferred Provider
Network

The participating providers with which KFHPWAQO has entered into a written
participating provider agreement for the provision of Covered Services.

Private Duty Nursing (or
24-hour nursing care)

The hiring of a nurse by a family or Member to provide long term and/or continuous
one on one care with or without oversight by a home health agency. The care may be
skilled, supportive or respite in nature.

Residential Treatment

A term used to define facility-based treatmepr® which includes 24 hours per day, 7
days per week rehabilitation. Residential 7 ;atment&ervices are provided in a facility
specifically licensed in the state where it . »ctica’ as a residential treatment center.
Residential treatment centers provide active . itment a® patients in a controlled
environment requiring at least weekly physiciar. xisi* “and offering treatment by a
multi-disciplinary team of license. mrofessionals.

Service Area

Washington counties of & _nton, | olumi a4 .anklin, Island, King, Kitsap, Lewis,
Mason, Pierce, Skagit,"_ aohomi® 1, Spokaiie, Thurston, Walla Walla, Whatcom,
Whitman and Yakiha.

Subscriber

A person employed i v 6. 2elorig g to the Group who meets all applicable eligibility
requiremes’ nis.enroliad ar \for whom the premium has been paid.

Urgent Condition

Thesudden, une wecteu-onset of a Medical Condition that is of sufficient severity to
regu re.ndical tre *ment within 24 hours of its onset.
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