Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2023

&% KAISER PERMANENTE. - KP DC Standard Bronze 6350/20%/HSA/Vision Coverage for: Individual / Family | Plan Type: HDHP SIG
2101 East Jefferson Street, Rockville, MD 20852

. 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
H 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, see www.kp.org/plandocuments
or call 1-855-249-5018 (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 www.healthcare.gov/sbc-glossary or call 1-855-249-5018 (TTY: 711) to request a copy.

Important Questions m Why This Matters:

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

What s the overall $6,350 Individual / $12,700 Family

deductible? meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.
. . This plan covers some items and services even if you haven't yet met the deductible amount. But
Are there services Yes. Preventive care and . ) ; ) .
T ; , a copayment or coinsurance may apply. For example, this plan covers certain preventive services
covered before you meet | services indicated in chart starting | - . . : .
: without cost-sharing and before you meet your deductible. See a list of covered preventive
your deductible? on page 2. ) : ; .
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific No. . You don’t have to meet the deductibles for specific services.
services?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
$6,900 Individual / $13,800 Family | family members in this plan, they have to meet their own out-of-pocket limits until the overall

What is the out-of-pocket

. ; 5
e 7 4175 [ family out-of-pocket limit has been met.
. . . Copayments on certain services,
mza:)tt:::f?;t)::::tdl?giltg premiums and health care this Even though you pay these expenses, they don’t count toward the out—of—pocket limit.
' plan doesn't cover.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

Will vou pav less if vou Yes. See www.kp.org or call 1- You will pay the most if you use an out-of-network provider, and you might receive a bill from a
use Z netr\)lv grk rovi):ier'? 855-249-5018 (TTY: 711) for alist | provider for the difference between the provider's charge and what your plan pays (balance

: | of network providers. 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 | Yes, but you may self-refer to This plan will pay some or all of the costs to see a specialist for covered services but only if you
see a specialist? certain specialists. have a referral before you see the specialist.
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will
What You Will Pay Plan Pay Non-Plan
Services You May Need Provider Provider
(You will pay the least) | (You will pay the

Limitations, Exceptions, & Other Important
Information

Common

Medical Event

Primary care visit to treat an injury or

illiees 20% coinsurance Not covered None
If you visit a health Specialist visit 20% coinsurance Not covered None
cafel.lw office You may have to pay for services that aren't
2riglile Preventive care/screening/ No charge, deductible Not covered preventive. Ask your provider if the services
immunization does not apply you need are preventive. Then check what
your plan will pay for.
If vou have a test Diagnostic test (x-ray, blood work) 20% coinsurance Not covered None
y Imaging (CT/PET scans, MRIs) 20% coinsurance Not covered None

Up to a 30-day supply; Up to a 90-day supply
for 2 copays at Plan Pharmacies. Up to a 90-
day supply for 1.5 copays through Mail Order.
No charge, deductible does not apply for
preventive drugs and contraceptives. No
charge for oral chemotherapy drugs.

Up to a 30-day supply; Up to a 90-day supply
for 2 copays at Plan Pharmacies. Up to a 90-
day supply for 1.5 copays through Mail Order.
No charge, deductible does not apply for
preventive drugs and contraceptives. No

20% coinsurance /
Generic drugs (Tier 1) prescription at Plan Not covered
Pharmacy and Mail Order

If you need drugs to
treat your illness or
condition

More information about

20% coinsurance /
Preferred brand drugs (Tier 2) prescription at Plan Not covered
Pharmacy and Mail Order

prescription drug charge for oral chemotherapy drugs.
coverage is available at Up to a 30-day supply; Up to a 90-day supply
www.kp.org for 2 copays at Plan Pharmacies. Up to a 90-

20% coinsurance /
Non-preferred drugs (Tier 3) prescription at Plan Not covered
Pharmacy and Mail Order

day supply for 1.5 copays through Mail Order.
No charge, deductible does not apply for
preventive drugs and contraceptives. No
charge for oral chemotherapy drugs.

20% coinsurance / Up to a $150 max per 30-day supply or up to a
Specialty drugs (Tier 4) prescription at Plan Not covered $300 max per 90-day supply. No charge for
Pharmacy and Mail Order oral chemotherapy drugs.
If you have outpatient Egr?{gtr); fee (e.g., ambulatory surgery 20% coinsurance Not covered None
Surgery Physician/surgeon fees 20% coinsurance Not covered None
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Common

Medical Event

If you need immediate
medical attention

Services You May Need

Emergency room care

What You Will Pay Plan
Provider
(You will pay the least)

20% coinsurance

What You Will
Pay Non-Plan
Provider
(You will pay the
most)

20% coinsurance

Limitations, Exceptions, & Other Important
Information

None

Emergency medical transportation

20% coinsurance

20% coinsurance

None

Non-plan providers are covered only outside

o
Urgent care 20% coinsurance Not covered the service area, 20% coinsurance
. - W) Emergency services covered for non-plan
if you have a hospital Facility fee (e.g., hospital room) 20% coinsurance Not covered DroViders. |
A Physician/surgeon fees 20% coinsurance Not covered EP;&?;ZCV services covered for non-plan
Ee)gituhng:ﬂarci%'}gﬁl Outpatient services 20% coinsurance Not covered None
I;gﬂlsﬂ;,s(;rr:itézztance Inpatient services 20% coinsurance Not covered None
Depending on the type of services, a
: copayment, coinsurance, or deductible may
Office visits Slgeghr?g?:’ d?du_c’uble Not covered apply. Maternity care may include tests and
Pply services described elsewhere in the SBC (i.e.
If you are pregnant ultrasound).
ggr'\ll?ggsth/ delivery professional 20% coinsurance Not covered None
Childbirth/delivery facility services 20% coinsurance Not covered None
Home health care 20% coinsurance Not covered None . o
If you need help Rehabilitation services 20% coinsurance Not covered ?ouggggﬁ{;\t,;%%ﬂac Rehab is limited to 90
recovering or have Habilitation services 20% coinsurance Not covered None
other special health Skilled nursing care 20% coinsurance Not covered Coverage is limited to 60 days / year.
needs Durable medical equipment 20% coinsurance Not covered None - -
Hospice services 20% coinsurance Not covered Coverage is limited to 180 days / eligibiity

period.
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What You Will Pay What You Will Pay Non- T .
Me(c:i(i)(g:nEovr:ent Services You May Need Plan Provider Plan Provider Limitations, Exclﬁ?;'r?:::t’ig‘n()ther Important
You will pay the least You will pay the most

$50 / Optometrist visit;

Children’s eye exam 20% coinsurance / Not covered Coverage limited to one exam/year.
Ophthalmologist visit
. 1 pair of glasses / year or 1t purchase of
If your child needs :
dental or eye care Children’s glasses No charge Not covered contact lenses / year or 2 pair / eye / year

medically necessary contacts (from select
group of frames and contacts).
Discount fees apply to other services. $10
office visit copay applies / visit.

No charge, deductible

does not apply Not covered

Children’s dental check-up

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 Acupuncture e Hearing Aids o Non-emergency care when traveling outside the
e Cosmetic Surgery e Infertility Treatment u.S.
e Dental Care (Adult) e Long Term Care e Private Duty Nursing

e Routine Foot Care

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

e Bariatric Surgery e Routine eye care (Adult) o Weight Loss Programs
e Chiropractic Care

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 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 agency in the chart below. Additionally, a consumer assistance program can help you file your appeal. Contact the District of Columbia Healthcare
Finance Office of the Ombudsman at 441 4th St, NW (9th and 10th FI.) Washington, DC 20001, 1-877-685-6391, email healthcareombudsman@dc.gov or
http://ombudsman.dc.gov/.
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Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services

1-855-249-5018 (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.cciio.cms.gov

District of Columbia Department of Insurance, Securities and Banking

202-727-8000 or www.disb.dc.gov

Does this plan provide Minimum Essential Coverage? Yes.

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Does this plan meet 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 Espariol, llame al 1-855-249-5018 (TTY: 711).
Tagalog Tagalog}é Kung kailangan ninyo ang 1 tulong sa Ta alog tumawag sa 1-855-249-5018 (TTY: 711).
I

Chinese (H73C

T R ER Y, lﬁ}“&'ﬂﬁ/\ 51-855-249-5018 (TTY: 711).

Navajo (D|ne Dlnek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-249- 5018 (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

&

A

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 a well-

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

hospital delivery)

M The plan’s overall deductible $6,350
B Specialist copayment 20%
M Hospital (facility) copayment 20%
M Other (blood work) copayment 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)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $6,350

Copayments $0

Coinsurance $400

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,810

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

M The plan’s overall deductible $6,350
M Specialist copayment 20%
M Hospital (facility) copayment 20%
M Other (blood work) copayment 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)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $4,100

Copayments $0

Coinsurance $60

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $4,160

care)

M The plan’s overall deductible $6,350
M Specialist copayment 20%
W Hospital (facility) copayment 20%
M Other (x-ray) copayment 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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,800
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan) complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Kaiser Health Plan
does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. We also:

* Provide no cost aids and services to people with disabilities to communicate effectively with us, such as:

» Qualified sign language interpreters

«  Written information in other formats, such as large print, audio, and accessible electronic formats

* Provide no cost language services to people whose primary language is not English, such as:

* Qualified interpreters
» Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711)

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance by mail or phone at: Kaiser Permanente,
Appeals and Correspondence Department, Attn: Kaiser Civil Rights Coordinator, 2101 East Jefferson St., Rockville,

MD 20852, telephone number: 1-800-777-7902.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at

http://www.hhs.gov/ocr/office/file/index.html.

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance
services, free of charge, are available to you.
Call 1-800-777-7902 (TTY: 711).

A7ICTF (Amharic) “10304: 79,915 £7% A7I1CT Wt ©HC19°
ACRF COTE 1A ALTHP T HHIBAPA: @L T ntAD- RTC
eLmi 1-800-777-7902 (TTY: 711).

Gleadd la sc\..u)ad\ Ghaaty S 1) 4.5‘9;.‘.4 (Arab|c) @Jﬂ\
1-800-777-7902 & Josail . laally el il 535 4, galll 5ae Ll
(71 TTY)
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Basdd Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké
m Basdd-wudu-po-nyd ju ni, nii, a wudu ka kd do po-pod
bé€in m gbo kpaa. Da 1-800-777-7902 (TTY: 711)

IR (Bengali) 757 Fga: 0 sl Ie], $A7 IM0 G,

ORE [F:ATeW ST el AHEIT ST TE AW
& Fga 1-800-777-7902 (TTY: 711)1

3¢ (Chinese) )& : ﬁﬂ% SEERHERS T AT LLR
EESES R IR - 555 1-800-777-7902
(TTY :711) -


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

YL 95455‘5;.»)\& U\AJMJS\ 14l i (Fars|)‘{~u‘)\£
mbw@\ﬁmd\}u&_ﬁ\)ujw‘;\ Jg_a

A8 Gl (711 :TTY) 1 -800-777-7902 |

Francais (French) ATTENTION: Si vous parlez frangais,

des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch
sprechen, stehen lhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung.

Rufnummer: 1-800-777-7902 (TTY: 711).

a1Rlcll (Gujarati) YAsll: B AR Al ol &,
(=95 U™l UslaL AU dAHRL HIERZ GUds B,
Slot 531 1-800-777-7902 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w
pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib
gratis pou ou. Rele 1-800-777-7902 (TTY: 711).

Hmdu)waa e 3T RS dierd & df 3mah forw
HTNT HETIAT YaTU 3TeleY &1 1-800-777-7902
(TTY: 711) X HieT P |

Igbo (Igbo) NRUBAMA: O buru na j na asu Igbo, oru
enyemaka asusu, n’efu, diiri gi. Kpoo 1-800-777-7902
(TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua
parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-800-777-7902
(TTY: 711).

AFE (Japanese) EEHIHE : H AL SNDGE.
RO SFEEE TR W72 £, 1-800-777-7902

(TTY: 711) £ T, BEIFICTITERE L 230,
&=¢] (Korean) 5-2|: ﬂ%ﬂ% AREBIA = 7S, 210
A B 2~E FE & o] &t = AFHT
1-800-777-7902 (TTY: 711) Ho 2 Asts] FHAL.

60577108_ACA_1557_MarCom_MAS_2017_Taglines_Landscape

Naabeeh6 (Navajo) Dii baa aké ninizin: Dii saad bee
yanitti’go Diné Bizaad, saad bee ak4’a4nida’awo’dé¢é’, t’aa
jiik’eh, éi na holo, koji’ hodiilnih 1-800-777-7902
(TTY: 711).

Portugués (Portuguese) ATENGAO: Se fala portugués,
encontram-se disponiveis servicos linguisticos, gratis.
Ligue para 1-800-777-7902 (TTY: 711).

Pycckuin (Russian) BHUMAHMUE: ecnu Bbl roBopute
Ha pPyCCKOM 13blke, TO BaM JOCTYMHbI 6ecnnaTHble
ycnyrn nepesoga. 3soHute 1-800-777-7902 (TTY: 711).

Espaiol (Spanish) ATENCION: si habla espafiol, tiene
a su disposiciodn servicios gratuitos de asistencia
linguistica. Llame al 1-800-777-7902 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka
ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad.

Tumawag sa 1-800-777-7902 (TTY: 711).

Ing (Thai) Bau: aaawan e lng aagunsaladusng
A endamanz’leawd Tns 1-800-777-7902 (TTY: 711).

LJL’JJS‘—’\}"U-‘-’:‘!}’ }JJ\ u_a\ )S\ DA (Urdu)JJJ\
ug‘)SdlS uuc_\bmduua_\uuuhédmé
(711 :TTY) 1-800-777-7902

Tiéng Viét (Vietnamese) CHU Y: Néu ban noi Tiéng
Viét, co cac dich vu hd trg ngon nglr mién phi danh cho
ban. Goi s 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe
ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro vyi
1-800-777-7902 (TTY: 711).
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