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About this Summary of Benefits

Thank you for considering Kaiser Permanente Senior Advantage. You can use this
Summary of Benefits to learn more about our plans. It includes information about:

Premiums

Benefits and costs

Part D prescription drugs

Optional supplemental benefits (Advantage Plus)
Additional benefits

Who can enroll

Coverage rules

Getting care

For definitions of some of the terms used in this booklet, see the glossary at the end.

For more details

This document is a summary of 2 Kaiser Permanente Senior Advantage plans that include Medicare
Part D prescription drug coverage. It doesn’t include everything about what’s covered and not covered
or all the plan rules. For details, see the Evidence of Coverage (EOC), which is located on our
website at kp.org/eocga or ask for a copy from Member Services by calling 1-800-232-4404 (TTY
711), 7 days a week, 8 a.m. to 8 p.m.

We also offer a plan without Part D drug coverage. If you'd like information about our other plan, call
1-877-408-3493 (TTY 711), 8 a.m. to 8 p.m., 7 days a week or go to kp.org/medicare.

Have questions?
e |f you're not a member, please call 1-877-408-3493 (TTY 711).
e |f you’re a member, please call Member Services at 1-800-232-4404 (TTY 711).
e 7 days aweek, 8 a.m. to 8 p.m.



http://www.kp.org/eocga
http://www.kp.org/medicare

What’s covered and what it costs

*Your plan provider may need to provide a referral.

TPrior authorization may be required.

Benefits and premiums

With our Basic 1 plan,
you pay

With our Enhanced 1 plan,
you pay

for medical services for the year.

Doesn't include Medicare Part D
drugs

Monthly plan premium $0 $71
Deductible None None
Your maximum out-of-pocket

responsibility

Includes copays and other costs $5.900 $3.900

Inpatient hospital coverage*t
There’s no limit to the number of
medically necessary inpatient
hospital days.

$295 per day for days 1
through 6 of your stay and
$0 for the rest of your stay

$225 per day for days 1
through 7 of your stay and
$0 for the rest of your stay

Outpatient hospital coveraget

$0-$275 per visit

$0-$200 per visit

Ambulatory Surgery Centert

$275 per visit

$200 per visit

Doctor’s visits

See the EOC for details.

e Primary care providers $0 per visit $0 per visit

e Specialists* $25 per visit $15 per visit
Preventive care

ventiv $0 $0

Emergency care

We cover emergency care
anywhere in the world.

$110 per Emergency
Department visit

$110 per Emergency
Department visit

Urgently needed services

We cover urgent care anywhere in
the world.

$25 per office visit

$15 per office visit

Diagnostic services, lab, and
imaging*t
e Lab tests
e Diagnostic tests and
procedures (like EKG)

e $0 per encounter in a
medical office

e $35 per encounter in
an outpatient hospital
department

e $0 per encounter in a
medical office

e $20 per encounter in
an outpatient hospital
department

e X-rays

e $5 per encounter in a
medical office

e $35 per encounter in
an outpatient hospital
department

e $0 per encounter in a
medical office

e $50 per encounter in
an outpatient hospital
department

e MRI, CT, and PET

e $210 per encounter in
a medical office

e $145 per encounter in
a medical office




Benefits and premiums

With our Basic 1 plan,
you pay

With our Enhanced 1 plan,
you pay

e $290 per encounter in
an outpatient hospital
department

e $245 per encounter in
an outpatient hospital
department

Hearing services

e Evaluations to diagnose
medical conditions

$25 per visit

$15 per visit

e 1 routine hearing exam per
calendar year
Hearing aids and related exams
aren’t covered unless you sign up
for optional benefits (see
Advantage Plus for details).

$0

$0

Dental services
e Preventive — Two oral
exams, two teeth cleanings,
and two X-rays per
calendar year.

e $0

e $0

e Comprehensive*f — refer to
the Evidence of Coverage
for the list of covered
services.

Note: You receive additional
comprehensive dental when you
sign up for optional benefits (see
Advantage Plus for details).

e $0-$580, depending on
the service

e $0-$580, depending on
the service

Vision services

o Visits'to diagnose and treat $25 per visit $15 per visit
eye diseases and
conditions

e 1 routine eye exam per
calendar year

e Preventive glaucoma $0 $0

screening and diabetic
retinopathy services

e Eyeglasses or contact
lenses after cataract
surgery

20% coinsurance up to
Medicare’s limit and you pay
any amounts beyond that
limit.

20% coinsurance up to
Medicare’s limit and you pay
any amounts beyond that
limit.

e Other eyewear ($500
allowance to purchase
eyewear every 2 years)

If your eyewear costs more
than $500, you pay the
difference.

If your eyewear costs more
than $500, you pay the
difference.

Mental health services
e Outpatient group therapy

$12 per visit

$7 per visit

e Outpatient individual
therapy

$25 per visit

$15 per visit




Benefits and premiums

With our Basic 1 plan,
you pay

With our Enhanced 1 plan,
you pay

Skilled nursing facility*t

We cover up to 100 days per
benefit period.

Per benefit period:
e $0 per day for days 1
through 20
e $196 per day for days
21 through 100

Per benefit period:
e $0 per day for days 1
through 20
e $196 per day for days
21 through 100

Physical therapy*

$25 per visit

$15 per visit

Ambulance

$225 per one-way trip

$200 per one-way trip

Transportation

To get you to and from plan
providers.

$0 for 18 one-way trips per
calendar year.

$0 for 18 one-way trips per
calendar year.

Medicare Part B drugst

A limited number of Medicare Part
B drugs are covered when you get
them from a plan provider. See the
EOC for details.

Drugs that must be
administered by a health
care professional

0% or 20% coinsurance
depending on the drug

0% or 20% coinsurance
depending on the drug

e $0 for generic drugs e $0 for generic drugs
* Upto a 30-day supply from e $47 for brand-name e $47 for brand-name
a plan pharmacy drugs drugs

Medicare Part D prescription drug coverage+

The amount you pay for drugs will be different depending on:

The tier your drug is in. There are 6 drug tiers. To find out which of the 6 tiers your drug is in,
see our Part D formulary at kp.org/seniorrx or call Member Services to ask for a copy at
1-800-232-4404 (TTY 711), 7 days a week, 8 a.m. to 8 p.m.

The day supply quantity you get (like a 30-day or 90-day supply). Note: A supply greater than a
30-day supply isn’'t available for all drugs.

For drugs in Tiers 2—4, when you get a 31- to 90-day supply, whether you get your prescription
filled by one of our retail plan pharmacies or our mail-order pharmacy. Note: Not all drugs can
be mailed.

The coverage stage you’re in (deductible, initial coverage, coverage gap, or catastrophic
coverage stages).

Important Message About What You Pay for Insulin — You won't pay more than $35 for a
one-month supply of each insulin product covered by our plan, no matter what cost-sharing tier
it's on.

Important Message About What You Pay for Vaccines — Our plan covers most Part D
vaccines at no cost to you.


http://www.kp.org/seniorrx

Note: Medicare provides Extra Help to pay prescription drug costs for people who have limited income
and resources. If you are entitled to Extra Help, the cost-sharing below may not apply to you; instead
please refer to the Evidence of Coverage Rider for People Who Get Extra Help Paying for
Prescription Drugs.

Deductible stage

Because we have no deductible, this payment stage does not apply to you and you start the year in
the initial coverage stage.

Initial coverage stage

You pay the copays and coinsurance shown in the chart below until your total yearly drug costs reach
$4,660. (Total yearly drug costs are the amounts paid by both you and any Part D plan during a
calendar year.) If you reach the $4,660 limit in 2023, you move on to the coverage gap stage and your
coverage changes.

Drug tier You pay

Tier 1 (Preferred generic) $0 (up to a 90-day supply)
Tier 2 (Generic) $0 (up to a 90-day supply)
Tier 3 (Preferred brand-name) $47 (up to a 30-day supply)
Tier 4 (Nonpreferred brand-name) $95 (up to a 30-day supply)
Tier 5 (Specialty) 33% coinsurance

Tier 6 (Vaccines) $0

When you get a 31- to 90-day supply of drugs in Tiers 3-4 from one of our retail plan pharmacies, the
copays listed above in the chart will be multiplied as follows:

e If you get a 31- to 60-day supply from one of our retail plan pharmacies, you pay 2 copays.
o If you get a 61- to 90-day supply from one of our retail pharmacies, you pay 3 copays.

When you get a 31- to 90-day supply of drugs in Tiers 1-4 from our mail-order pharmacy, the copays
are as follows:

e You pay $0 for drugs in Tiers 1 and 2.
e You pay 2 copays for drugs in Tiers 3 and 4.

Note: For a 31- to 90-day supply of drugs in Tier 5, you pay the coinsurance listed above in the chart.

Coverage gap stage
The coverage gap stage begins if you or a Part D plan spends $4,660 on your drugs during 2023. You
pay the following copays and coinsurance during the coverage gap stage:

Drug tier You pay

Tiers 1, 2, and 6 | The same copays listed above that you pay during the initial coverage stage
Tiers 3, 4, and 5 | 25% coinsurance




Catastrophic coverage stage

If you or others on your behalf spend $7,400 on your Part D prescription drugs in 2023, you'll enter the
catastrophic coverage stage. Most people never reach this stage, but if you do, your copays and
coinsurance will change for the rest of 2023. You pay the following copays per prescription during the
catastrophic coverage stage:

Drug With our Basic plan, you pay With our Enhanced plan, you pay
Generic drugs $5 $2

Brand-name drugs | $15 $10

Part D vaccines $0 $0

Long-term care, plan home-infusion, and non-plan pharmacies

e Ifyou live in a long-term care facility and get your drugs from their pharmacy, you pay the
same as at a retail plan pharmacy and you can get up to a 31-day supply.

e Covered Part D home infusion drugs from a plan home-infusion pharmacy are provided at no
charge.

¢ If you get covered Part D drugs from a non-plan pharmacy, you pay the same as at a retalil
plan pharmacy and you can get up to a 30-day supply. Generally, we cover drugs filled at a
non-plan pharmacy only when you can’t use a network pharmacy, like during a disaster. See
the Evidence of Coverage for details.

Advantage Plus (optional benefits)

In addition to the benefits that come with your plan, you can choose to buy a supplemental benefit
package called Advantage Plus. Advantage Plus gives you extra coverage for an additional monthly
cost that’s added to your monthly plan premium. See the Evidence of Coverage for details.

Advantage Plus benefits and premiums You pay
Additional monthly premium $9
Hearing aidst If your hearing aid costs more than $500 per
$500 allowance to buy 1 aid, per ear every 3 years | ear, you pay the difference.
Dental care - comprehensive*t Varies depending on the comprehensive
DeltaCare® USA Dental HMO Program dental service. See the

Evidence of Coverage for details.




Additional benefits

These benefits are available to you as a plan
member:

You pay

Home medical care not covered by Medicare (acute
medical care at home)**

We cover medical care in your home that is not
otherwise covered by Medicare when found medically
appropriate by a physician based on your health
status, to provide you with an alternative to receiving or
continuing to receive acute care in a hospital. Referral
and prior authorization are required. See the EOC for
details.

$0 when prescribed as part of your
home treatment plan, otherwise you pay
the applicable cost share

Over-the-Counter (OTC) items

We cover OTC items listed in our OTC catalog for free
home delivery. You may order OTC items each quarter
of the year (January, April, July, October) up to the
quarterly benefit limit shown in the right column. The
catalog lists the price of each item. Each order must be
at least $20. Any unused portion of the quarterly
benefit limit doesn't carry forward to the next quarter.
To view our catalog and place an order online, please
visit kp.org/otc/ga. You may place an order over the
phone or request a printed catalog be mailed to you by
calling 1-844-232-6906 (TTY 711), 8 a.m. to 8 p.m.,
Monday through Friday.

$0 up to the quarterly benefit limit for
your plan:
e $115 for Basic 1 plan members.
e $150 for Enhanced 1 plan
members.

Special Supplemental Benefits for the Chronically
lll (Healthy Food Card)**

Eligible members with certain chronic conditions
receive a quarterly allowance to purchase approved
foods, such as produce.

This benefit will be available only to plan-identified
members who have been diagnosed with:

e Chronic alcohol and other drug dependence.
Autoimmune disorders.

Cancer.

Cardiovascular disorders.

Chronic heart failure.

Dementia.

Diabetes.

End-stage liver disease.

End-stage renal disease (ESRD).

Severe hematologic disorders.

HIV/AIDS.

Chronic lung disorders.

Chronic and disabling mental health conditions.
Neurologic disorders.

Members that meet the criteria for this
benefit will receive a pre-loaded debit
card with a quarterly allowance of $150
to purchase approved healthy foods.



http://www.kp.org/otc/ga

These benefits are available to you as a plan

member: You pay

e Stroke.

Any unused allowance does not carry over to the next
quarter. See the EOC for details.

**The benefit mentioned are part of a special supplemental program for the chronically ill. Not all
members qualify.

Who can enroll

You can sign up for one of our plans if:

¢ You have both Medicare Part A and Part B. (To get and keep Medicare, most people must pay
Medicare premiums directly to Medicare. These are separate from the premiums you pay our
plan.)

e You're a citizen or lawfully present in the United States.

e You live in our plan's service area, which includes:
o Cherokee, Clayton, Cobb, Coweta, DeKalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett,

and Henry counties

o These ZIP codes in Paulding County: 30127, 30134, and 30141

Coverage rules
We cover the services and items listed in this document and the Evidence of Coverage, if:
e The services or items are medically necessary.
e The services and items are considered reasonable and necessary according to Original
Medicare’s standards.
e You get all covered services and items from plan providers listed in our Provider Directory
and Pharmacy Directory. But there are exceptions to this rule. We also cover:
o Care from plan providers in another Kaiser Permanente Region
o Emergency care
o Out-of-area dialysis care
o Out-of-area urgent care (covered inside the service area from plan providers and in rare
situations from non-plan providers)
o Referrals to non-plan providers if you got approval in advance (prior authorization) from our
plan in writing
o Routine care from a Southeast Permanente Medical Group network physician in our
Western Metro Atlanta service area
Note: You pay the same plan copays and coinsurance when you get covered care listed
above from non-plan providers. If you receive non-covered care or services, you must pay
the full cost.



For details about coverage rules, including non-covered services (exclusions), see the
Evidence of Coverage.

Getting care

At most of our plan facilities, you can usually get all the covered services you need, including specialty
care, pharmacy, and lab work. To find our provider locations, see our Provider Directory or
Pharmacy Directory at kp.org/directory or ask us to mail you a copy by calling Member Services at
1-800-232-4404 (TTY 711), 7 days a week, 8 a.m. to 8 p.m.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive
notice when necessary.

Your personal doctor

Your personal doctor (also called a primary care physician) will give you primary care and will help
coordinate your care, including hospital stays, referrals to specialists, and prior authorizations. Most
personal doctors are in internal medicine or family practice. You must choose one of our available plan
providers to be your personal doctor. You can change your doctor at any time and for any reason. You
can choose or change your doctor by calling Member Services or at kp.org.

Help managing conditions

If you have more than one ongoing health condition and need help managing your care, we can help.
Our case management programs bring together nurses, social workers, and your personal doctor to
help you manage your conditions. The program provides education and teaches self-care skills. If
you’re interested, please ask your personal doctor for more information.

Notices

Appeals and grievances

You can ask us to provide or pay for an item or service you think should be covered. If we say no, you
can ask us to reconsider our decision. This is called an appeal. You can ask for a fast decision if you
think waiting could put your health at risk. If your doctor agrees, we’ll speed up our decision.

If you have a complaint that’s not about coverage, you can file a grievance with us. See the
Evidence of Coverage for details about the processes for making complaints and making coverage
decisions and appeals, including fast or urgent decisions for drugs, services, or hospital care.

Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at

1-800-232-4404 (TTY 711). Someone who speaks English/Language can help you. This
is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al


http://www.kp.org/directory
http://www.kp.org/

1-800-232-4404 (TTY 711). Alguien que hable espaiiol le podra ayudar.
Este es un servicio gratuito.

Chinese Mandarin: JAIT5E 056 SRR EENR 5%, A5 DA 24 50 1 G B el 2 Wy PR IGr RO AT (T B 1), 2R A
T EIR %5, G SR 1-800-232-4404 (TTY 711), HAIFSCL/F A REIR R, X&—
T B M2 55

Chinese Cantonese: &% H (M1 sl SR ba v iEF A RE R, 2t et i B flaE %,
TGRS, SHECE 1-800-232-4404 (TTY 711), FedMasr ey A BB S8 A it e EH ),
TR B RS

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-800-232-
4404 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.

an

%_.

IR

il

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-800-232-4404
(TTY 711). Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thdng dich mién phi dé tra I5i cac cau hoi vé chuang
suc khée va chuong trinh thu6c men. Néu qui vi can théng dich vién xin goi 1-800-232-
4404 (TTY 711) sé c6 nhan vién ndéi ti€ng Viét giup d3 qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-232-
4404 (TTY 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

Korean: 3Al+: o8 W3 = 9% Woo] #A3t Ao gaf =eg)ux 5 59 Ad]~
AFsta dHFUY. TY AU AE o] &3l 3} 1-800-232-4404

(TTY 711) Ho & T3] FAAN L. =05 g A7 B9 =9 AJYt o] AnjAs
TRE FIHYh

Gl

Russian: Ecnn y Bac BO3HMKHYT BOMNPOCbl OTHOCUTE/IbHO CTPAax0OBOro MM MeanKaMeHTHOro
niaaHa, Bbl MOXETe BOCMO1b30BaTbCS HaWMMmM 6ecnnaTHbIMU yCyraMmm nepeBoymKoB.
Y1066l BOCNOAb30BATLCA YCNyramMu nepesoaymka, no3BoHuTe HaMm no tenedoHy 1-800-
232-4404 (TTY 711). BaM oka)keT NOMOLLb COTPYAHUK, KOTOPbIA FOBOPUT NMO-PYCCKMU.
[daHHasa ycnyra 6ecnnaTHas.

Arabic: ss sie e Jsaall Ll dy g1 Jpan ol Aaally (3 Al (51 e D Llaal) (5 il o sial) ilaras o L
e L Juai¥l (5 g clile ad <5 $51-800-232-4404 (TTY 711 )il Gianty e Gadd pgios . o2 lideluay
dglae Leas,

Hindi: AR WA g1 gdl 1 Aol & R T 3 fbdt ft ugf & Sard o= o ol gUR U gud
U Faml Iuas §. T U U R & o, 99 89 1-800-232-4404 (TTY 711) W B
B, Pig e il fgwal SIedT g MUD! A HR Dbl 6. I8 U Jud 4dl &.
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Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-800-232-4404 (TTY 711). Un nostro incaricato che parla Italianovi fornira
|'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacao gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicacao. Para obter um
intérprete, contacte-nos através do numero

1-800-232-4404 (TTY 711). Ird encontrar alguém que fale o idioma Portugués para o
ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen
konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele nou nan 1-
800-232-4404 (TTY 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon séevis ki
gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby
skorzystac¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-
800-232-4404 (TTY 711). Ta ustuga jest bezptatna.

Japanese: il D{dlE fHEPRIR & K LTI T 2T 5 ZHMICBEZ T Ao IS, ks
RT—E20H N 2T nF T, WERE HWIZZ 5121,

1-800-232-4404 (TTY 711) I BEHE 723 0, HABEZETA & HLIRW2 L 2T, 2@
Btotr— e 2Td,

Notice of nondiscrimination

Kaiser Permanente complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Kaiser Permanente does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex, sexual
orientation, gender identity. We also:
¢ Provide no cost aids and services to people with disabilities to communicate effectively with us,
such as:

o Qualified sign language interpreters.
o Written information in other formats, such as large print, audio, and accessible electronic
formats.
e Provide no cost language services to people whose primary language is not English, such as:

o Qualified interpreters.
o Information written in other languages.

If you need these services, call Member Services at 1-800-232-4404 (TTY 711), 8 a.m. to 8 p.m.,
7 days a week.

If you believe that Kaiser Permanente 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 with our Civil
Rights Coordinator by writing to Attention: Member Services, Nine Piedmont Center, 3495 Piedmont
Road NE, Atlanta, GA 30305 or calling Member Services at the number listed above. You can file a
grievance by mail or phone. If you need help filing a grievance, our Civil Rights Coordinator is

11



available to help you. 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.

Privacy

We protect your privacy. See the Evidence of Coverage or view our Notice of Privacy Practices on
kp.org/privacy to learn more.

12
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Helpful definitions (glossary)

Allowance
A dollar amount you can use toward the purchase of an item. If the price of the item is more than
the allowance, you pay the difference.

Benefit period
The way our plan measures your use of skilled nursing facility services. A benefit period starts
the day you go into a hospital or skilled nursing facility (SNF). The benefit period ends when you
haven’t gotten any inpatient hospital care or skilled care in an SNF for 60 days in a row. The
benefit period isn’t tied to a calendar year. There’s no limit to how many benefit periods you can
have or how long a benefit period can be.

Calendar year
The year that starts on January 1 and ends on December 31.

Coinsurance
A percentage you pay of our plan’s total charges for certain services or prescription drugs. For
example, a 20% coinsurance for a $200 item means you pay $40.
Copay
The set amount you pay for covered services — for example, a $20 copay for an office visit.
Deductible

It's the amount you must pay for Medicare Part D drugs before you will enter the initial coverage
stage.

Evidence of Coverage
A document that explains in detail your plan benefits and how your plan works.

Maximum out-of-pocket responsibility
The most you'll pay in copays or coinsurance each calendar year for services that are subject to
the maximum. If you reach the maximum, you won’t have to pay any more copays or coinsurance
for services subject to the maximum for the rest of the year.

Medically necessary
Services, supplies, or drugs that are needed for the prevention, diagnosis, or treatment of your
medical condition and meet accepted standards of medical practice.

Non-plan provider
A provider or facility that doesn’t have an agreement with Kaiser Permanente to deliver care to
our members.

Plan
Kaiser Permanente Senior Advantage.

Plan premium
The amount you pay for your Senior Advantage health care and prescription drug coverage.

Plan provider
A plan or network provider can be a facility, like a hospital or pharmacy, or a health care
professional, like a doctor or nurse.

Prior authorization
Some services or items are covered only if your plan provider gets approval in advance from our
plan (sometimes called prior authorization). Services or items subject to prior authorization are
flagged with a + symbol in this document.

13



Region
A Kaiser Foundation Health Plan organization. We have Kaiser Permanente Regions located in
Northern California, Southern California, Colorado, Georgia, Hawaii, Maryland, Oregon, Virginia,
Washington, and Washington, D.C.

Retail plan pharmacy
A plan pharmacy where you can get prescriptions. These pharmacies are usually located at plan
medical offices.

Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in Kaiser Permanente
depends on contract renewal. This contract is renewed annually by the Centers for Medicare & Medicaid
Services (CMS). By law, our plan or CMS can choose not to renew our Medicare contract.

For information about Original Medicare, refer to your “Medicare & You” handbook. You can view it
online at medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day,
7 days a week. TTY users should call 1-877-486-2048.

14


http://www.medicare.gov/

kp.org/medicare

Kaiser Foundation Health Plan of Georgia, Inc.
3495 Piedmont Road NE
Atlanta, GA 30305

Kaiser Foundation Health Plan of Georgia, Inc. A nonprofit corporation and Health Maintenance
Organization (HMO)

& Please recycle.
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