Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Coverage Period: Beginning on or after 01/01/2022

8% KAISER PERMANENTE. : Covered CA_Silver 70 HDHP HMO 2500/20% + Child Dental INF Coverage for: Individual / Family | Plan Type: Deductible HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan

would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage,
www.kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at http://www.healthcare.gov/shc-glossary.com or call 1-

800-278-3296 (TTY: 711) to request a copy.

What is the overall

Important Questions Why This Matters:

$2,500 Self only enroliment;
$2,800 for any one member within a Family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must

covered before you
meet your deductible?

deductible? . : , meet their own individual deductible until the total amount of deductible expenses paid by all
enroliment; $5,000 for an entire Family . . ;
family members meets the overall family deductible.
Are there services This plan covers some items and services even if you haven't yet met the deductible amount.

Yes. Preventive care and services
indicated in chart starting on page 2

But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for
specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

Medical: $6,850 Self only enrollment;
$6,850 for any one member within a Family
enrollment; $13,700 for an entire Family;
Child Dental: $350 Child / $700 Children.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included
in the out-of-pocket

Premiums, and health care services this
plan doesn't cover, indicated in chart

limit?

starting on page 2.

Even though you pay these expenses, they don’t count toward the out—of—pocket limit.

Will you pay less if
you use a network
provider?

Yes. See www.kp.org or call 1-800-278-
3296 (TTY: 711) for a list of network

providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider’s charge and what your plan pays
(balance billing). Be aware your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral
to see a specialist?

Yes, but you may self-refer to certain
specialists.

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.

Plan ID: 14034/14035_40513CA0400062-01_CC 2022
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

: Non-Plan U ;
Common Medical . . ; Limitations, Exceptions, & Other Important
- Services You May Need Plan Provider Provider In?ormation P
(You will pay the least) (You will pay the
Zm?gycgrrmfgsto treat 20% coinsurance Not covered None
If you visi_tda health | specialist visit 20% coinsurance Not covered None
care provider's . : .
office or clinic Preventive . No charge, deductible does You may have to pay for services that aren’t preventive.
care/screening/ not anpl e Not covered Ask your provider if the services needed are preventive.
immunization PRY Then check what your plan will pay for.
bDl_lggt%ck)test (cray, 20% coinsurance Not covered None
If you have a test
:\Tslil)ng (IHPET el 20% coinsurance Not covered None
: Up to a 30-day supply (retail & mail order). Female
0,
Generic drugs (Tier 1) Z?egcmw Up to $250/ Not covered contraceptives are no charge, deductible does not
If you need drugs to Ll apply. Subject to formulary guidelines.
treat your iliness or Preferred brand drugs 20% coinsurance up to $250 / Uptoa 307day supply (retail & mail order). Female
condition (Tier 2) B Not covered contraceptives are no charge, deductible does not
More information RrEStTpion apply. Subject to formulary guidelines.
about prescription The cost-sharing for non-preferred brand drugs under
drug coverage is Non-preferred brand 20% coinsurance upt0 $250/ |\ this plan aligns with the cost-sharing for preferred brand
available at drugs (Tier 2) prescription drugs (Tier 2), when approved through the formulary
www.kp.org/formulary exception process.
: , 20% coinsurance up to $250 / Up to a 30-day supply (retail). Subject to formulary
Specialty drugs (Tier 4) . Not covered quidelines.
Facility fee (e.g.,
If you have ambulatory surgery 20% coinsurance Not covered None
outpatient surgery | center)
Physician/surgeon fees Not Applicable Not covered Physician/Surgeon Fee is included in the Facility Fee.
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What You Will Pay

: Non-Plan U ;
Common Medical Services You May Need Plan Provider Provider Limitations, Exceptlons,.& Other Important
Event ; : Information
(You will pay the least) (You will pay the
most)
Emergency room care 20% coinsurance 20% coinsurance w 's waived if admitted to hospital as
If you need :
immediate medical Emerqency medical 20% coinsurance 20% coinsurance | None
: transportation
attention
Uraent care 20% coinsurance 20% coinsurance Non-Plan providers covered when temporarily outside
e . = | the service area.
ARG (2. ol el 20% coinsurance Not covered None
room)
If you have a
hospital stay
Physician/surgeon fees  Not Applicable Not covered Physician/Surgeon Fee is included in the Facility Fee.
20% coinsurance / individual
If you need mental . , or group Visit.
health, behavioral Outpatient services 20% coinsurance for other Not covered None
health, or outpatient services.
substance abuse
services _ _ _
Inpatient services 20% coinsurance Not covered None
Depending on the type of services, a copayment,
. No charge, deductible does coinsurance, or deductible may apply. Maternity care
Office visits Not covered : . : :
not apply may include tests and services described elsewhere in
the SBC (i.e., ultrasound).
If you are pregnant T -
Ch"db'r.th/ dehvery Not Applicable Not covered Professional services are included in the Facility Fee.
professional services
Ch"quh/ Ry ey 20% coinsurance Not covered None
services
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What You Will Pay

Non-Plan
Services You May Need Plan Provider Provider
(You will pay the least) (You will pay the
most)

Common Medical

Limitations, Exceptions, & Other Important

Event Information

Up to 2 hours / visit, up to 3 visits / day, up to 100 visits /

Home health care 20% coinsurance Not covered year
O
Rehabilitation services Inpatle_nt. Z.OA’ coinsurance Not covered None
Outpatient: 20% coinsurance
If you need help S , Inpatient: 20% coinsurance
recovering or have Habilitation services Outpatient: 20% coinsurance Not covered None
other special health . _ . - .
needs P Skilled nursing care 20% coinsurance Not covered Up to 100 days limit / benefit period.
Durable medical 20% coinsurance Not covered Up to $2,00(_) supp]emental bengflt limit / year for certain
equipment - items. Requires prior authorization.
Hospice services No charge Not covered None
Children’s eye exam No charge, deductible does Not covered None

not apply

If your child needs

No charge, deductible does Not covered Limited to one pair of glasses / year from select frames
dental or eye care

Children’s glasses
not apply and lenses

Children’s dental check- | No charge, deductible does

Not covered Limited to two check-ups / year.
up not apply

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Chiropractic care e Hearing aids e Private-duty nursing
e Cosmetic surgery e Long-term care e Routine foot care
e Dental care (Adult) e Non-emergency care when traveling outside the U.S e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion e Bariatric surgery ¢ Routine eye care (Adult)
e Acupuncture (plan provider referred) o Infertility treatment
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your
rights, this notice, or assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor's Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight 1-877-267-2323 x61565 or www.cCii0.Cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.healthhelp.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711).
[Chinese (FX): INRFEFXHER), 1HIRFTIXA5151-800-757-7585 (TTY: 711)

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

@ This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of awell-

Mia’s Simple Fracture
(in-network emergency room visit and follow up

hospital delivery)

B The plan’s overall deductible $2,800
M Specialist coinsurance 20%
W Hospital (facility) coinsurance 20%
W Other (blood work) coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

controlled condition)

B The plan’s overall deductible $2,500
M Specialist coinsurance 20%
W Hospital (facility) coinsurance 20%
W Other (blood work) coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $2,500
M Specialist coinsurance 20%
W Hospital (facility) coinsurance 20%
M Other (x-ray) coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost ‘ $12,700 Total Example Cost \ $5,600
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing

Deductibles $2800  Deductibles $2500
Copayments $0 Copayments $0
Coinsurance $1400 Coinsurance $500

What isn’t covered What isn’t covered
Limits or exclusions $50 Limits or exclusions $0
The total Peg would pay is $4250  The total Joe would pay is $3000

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $2500
Copayments $0
Coinsurance $50

What isn't covered
Limits or exclusions $0
The total Mia would pay is $2550

The plan would be responsible for the other costs of these EXAMPLE covered services.
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NOTICE OF LANGUAGE ASSISTANCE

English: This is important information from Kaiser Permanente. If you need help
understanding this information, please call 1-800-464-4000 and ask for language
assistance. Help is available 24 hours a day, 7 days a week, excluding holidays.
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Armenian: Uw juplnp mbnklnipniu k «Kaiser Permanente»-hg: Gpt wju mtinklnipiniip hwuljwbwint hwdwp Qkq ogunipnit L hupludnp, jpunpnid
kup quuquhwpt) 1-800-464-4000 htnwjunuwhwdwpny b odwinulnipni unwbw) {kqyh hwpgnid: Quuquhwpbp opp 24 dwid, swpwpn 7 op' pugh mnt
opkphg:

Chinese: 222 5 Kaiser Permanente fYEE &1 - R IEFTE 7 BIIRR L EEN > 555205 1-800-757-7585 = >KEES 18 o TMHE 7 K > K 24 /NF B et
B (EiREKRE) -

SaS 2 a5 Al alaal )y 543 K ulas 1-800-464-4000 o bes L lilal cay a3l SeaS 4y cle Dal o) Gaegd 2SI 23l .« Kaiser Permanente o s« ) aee <Dkl ol :Farsi
o) 3 g ga Jabant 5l 55 el iy 55, 7 5§yl Celn 24 0 Sl

Hindi: g Kaiser Permanente @1 31X & Hgcaqol Faelm g1 A IRl $H FAAT H HAS & [T Heg & S ¢, o AT 1-800-464-4000 T Hiel
ﬁaﬂimﬂmmekﬁmq@lmmaﬁm ToaTE % @il e, Rt & 24 €2, ey ¥

Hmong: Qhov xov xwm no tseem ceeb los ntawm Kaiser Permanente. Yog koj xav tau kev pab kom nkag siab cov xov xwm no, thov hu rau 1-800-464-4000
thiab thov kev pab txhais lus. Muaj kev pab 24 teev ib hnub twg, 7 hnub ib lim tiam twg, tsis xam cov hnub caiv.

Japanese: Kaiser Permanente /b EELRBHOENH Y £9, ZOFREZ IR T 572 DI~V T NLERGEIE. 1-800-464-4000 (ZFEFG L C, Sagd—
EREZUAHL T ES VY, ZOY—EXIERER (BURA ZERS) TIFANZRET £,

Khmer:iS: ﬁmﬂﬁH‘ISﬁiZ]S H‘ﬁﬂ Kaiser Permanente‘] iUﬁjSHﬁLﬁimiﬁStﬁ @J[TISUIEUN&HﬁHWSiS MHSiMHiMIWB 1-800-464-4000 SﬁiﬁjfUﬁSUIS"lﬁ
M ﬁS[ijﬁ"tﬂS 24 ﬁﬂﬁ’tilliﬁﬁ 7 iﬁ"til’.ijmgﬁj iHQ’]mGUﬂﬂjﬁﬁ“]

Korean: ¥ % X = Kaiser Permanente ol A A3l= £ 23 dA X AUttt 2 B E o33l b =29 Q3AH, 1-800-464-4000 HH o =2 A 3}&] <o
2D AMu] 25 QA . 8.d H Al Zte] #AIGlo] A A & Alwsl] EHYTHEFY A2

Laotlan wcwuzuumaumn Kaiser Permanente. mm mumajmuamuaayLGeiumwaas‘fznczﬂ%zwun nssm?ms 1-800-464-4000 (a2 (S9n9u
aawmsmmwﬁm mwaowmeﬁ‘imm u90 24 aa?ua, 7 Sudeaiio, Uaouamwnmgj

Navajo: Dii éi hane’ biholniihii at’éego Kaiser Permanente yee nihalne’. Dii hane’igii doo hazh¢’6 bik’i’diitithgdo t’aa shodi koji’ hodiilnih 1-800-464-4000 ako saad
bee aka i’iilyeed yidiikil. Kwe’é aka ana’alwo’ t’aa atahji’ naadiind{i’ ahéé’ilkidgoo doo tsosts’id ji aa’at’é. Dahodilzingone’ éi da’deelkaal.

Punjabi: £J Kaiser Permanente 28 Tgl Areardl J1 1 3976 foH AEadt & AWSE B8 HTE ©f 83 J, 37 [J9Ur 999 1-800-464-4000 '3 S IS W3 SH
AT B8 Ul HeT, ¢ § 83 3, I3 B 7 fes, w3 fea © 2u Wi ¥ige J

Russian: 3T1o BaxxHas nHdopmaums ot Kaiser Permanente. Ecnin Bam TpebyeTcsa nomMoLub, 4Tobbl NOHATE 3Ty MHbOpMaLMio, NMO3BOHMTE MO HOMEpPY
1-800-464-4000 v nonpocuTe NpegoctaButb Bam ycnyru nepesogynka. NomMollb AocTynHa 24 yaca B CyTKW, 7 AHEWN B Heento, KpoMe NpasaHUYHbIX OHEN.



Spanish: La presente incluye informacién importante de Kaiser Permanente. Si necesita ayuda para entender esta informacién, llame al 1-800-788-0616 y
pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.

Tagalog: Ito ay importanteng impormasyon mula sa Kaiser Permanente. Kung kailangan ninyo ng tulong para maunawan ang impormasyong ito, mangyaring
tumawag sa 1-800-464-4000 at humingi ng tulong kaugnay sa lengguwahe. May makukuhang tulong 24 na oras bawat araw, 7 araw bawat linggo, maliban
sa mga araw ha pista opisyal.

Thai: flifluriayaddeyann Kaiser Permanente minaasasnsANNamdalunisvinanuinlatayai nsanninslldonunaa 1-800-464-4000 iazanuhe
WidadIun = §nsaTnsdasa’ldnaas 24 M lnnniu aniuiungainania.

Vietnamese: Day la thong tin quan trong tir Kaiser Permanente. Néu quy vi can dwoc gitip d& dé hiéu ré thong tin nay, vui long goi s0 1-800-464-4000 va
yéu cau duoc cap dich vu vé ngdn ngir. Quy vi sé dwoc gilp d& 24 gi® trong ngay, 7 ngay trong tuan, triv ngay |é.
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