Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2024

.. - .
&% KAISER PERMANENTE. : Kaiser Permanente Cascade Silver (94% CSR) Coverage for: Individual/Family | Plan Type: HMO

All plans offered and underwritten by Kaiser Foundation Health Plan of Washington

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 see
https://kp.org/plandocuments or call 1-800-290-8900 (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
1-800-290-8900 (TTY: 711) to request a copy.

Important Questions _ Why this Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.

This plan covers some items and services even if you haven't yet met the deductible
Are there services amount. But a copayment or coinsurance may apply. For example, this plan covers
covered before you meet | Not Applicable. certain preventive services without cost sharing and before you meet your
your deductible? deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific  No. You don’t have to meet deductibles for specific services.
services?

: "y The out-of-pocket limit is the most you could pay in a year for covered services. If
Yivr::ﬁtfgtt?‘?soﬁtagf, ocket $1,200 Individual / $2,400 Family you have other family members in this plan, they have to meet their own out-of-
— plan pocket limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billed charges and health
care this plan doesn’t cover, indicated in chart
starting on page 2.

What is not included in
the out-of-pocket limit?

Even though you pay these expenses, they don't count toward the out-of-pocket

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
Will you pay less if you  Yes. See www.kp.org or call 1-800-290-8900 might receive a bill from a provider for the difference between the provider’s charge
use a network provider?  (TTY: 711) for a list of network providers. 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 | Yes, but you may self-refer to certain This plan will pay some or all of the costs to see a specialist for covered services but
see a specialist? specialists. only if you have a referral before you see the specialist.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May W?,alt Y%u ng Pay \KthatPTougV ll !:jay Limitations, Exceptions & Other Important
Medical Event Need an Frovicer on-r {dh Froviger Information
(You will pay the least) (You will pay the most)

Primary care visitto | —_ . "
treat an injury or \I:ilgisttsggfl)s/lt\?ilsﬁ1 fvisit. Additional Not covered None
illness ' '

If you visit a health olict vigi o

care provider's Specialist visit $15/ visit Not covered None |

office or clinic Preventive care/ You may have to pay for serwc}es that aren’t
PPTT Y preventive. Ask your provider if the services
mg{ion NOGIETEE ot e needed are preventive. Then check what your

plan will pay for.

, : Diagnostic lab: $5 / visit;
rDa';' &ggtécvsgzt()(x- Diagnostic x-ray & radiology: Not covered None
If you have a test ’ $15/ visit

Isrgaaﬁ]éng']vl(gl'l'sl)lz’ ET 15% coinsurance Not covered Preauthorization required or will not be covered.
, Retail: $5 / prescription / 30 . ,
If you need drugs to (I?referred generic  4avs: Mail Order: $2 / Not covered gp t;go 9t0t-d?y supl)ply (re'tgllll& mail order).
treat your illness or 995 prescription / 30 days ubject to formulary guidetines.
condition
Retail: $12 / prescription / 30 : :
More i , Preferred brand days; Mail Order: $7/ Not covered Up to 90-day supply (retail & mail order).
ore information drugs S Subject to formulary guidelines.
about prescription prescription / 30 days
drug coverage is Retail: $35 / prescription / 30 . :
available at Non-Er(/ekl;erreéjd days; Mail Order: $30 / Not covered gp th0 9t0t-d?y supl)ply (re'tgllll& mail order).
kp.org/wa/ generic/brand drugs -2t ko 30 davs ubject to formulary guidelines.
Tformulary2024 PESEIIPTon F o day
Specialty drugs $35 / prescription Not covered Up to 30-day supply (retail)
Facility fee (e.g.,
ambulatory surgery  $100 / visit Not covered None
If you have center)

outpatient surge
P gery Physician/surgeon $25 / visit

s Not covered None
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Common Services You May wm: %L::\\I’:ﬂ ePray ‘rflv::tPT:: I‘Dlgg!/igﬁ Limitations, Exceptions & Other Important
Medical Event Need : ’ Information
(You will pay the least) (You will pay the most)

Must notify Kaiser Permanente within 24 hours
Emergency room | ¢450 / yisit $150 / visit if admitted to a Non-Plan provider: limited to

If you need care initial emergency only.
immediate medical Emergency medical : :
attention transportation $75/trip $75/trip None
. . Non-Plan providers are not covered inside the
Urgent care $15/ visit $150 / visit SEIVICe area.
Facility fee (e.g., $100 / day up to $500 for each o , ,
if you have a hospital room) o Not covered Preauthorization required or will not be covered.
hospital stay Physician/surgeon Physician/surgeon fees are included in the
foe No charge Not covered Facilty fee.
If you need mental : it " " The first 2 visits can be any combination of
heyalth, behavioral | Outpatient services 5;;%_23?’5'8/“3{3}311 el it Not covered mental/behavioral health, substance abuse
health, or substance ' ' SerViceS, and other qua“ﬂed visits.
abuse services Inpatient services $100 / day up to $500 / admit Not covered Preauthorization required or will not be covered.
Depending on the type of services, a
L copayment or coinsurance may apply. Maternity
Office visits No charge Not covered care may include tests and services described
elsewhere in the SBC (e.g. ultrasound).
If you are pregnant Childbirth/delivery No charge Not covered SP(;cr>\1;iecsessional services are included in the facility

professional services

You must notify Kaiser Permanente within 24

: hours of admission, or as soon thereafter as
$100/ day up to $500 / admit Not covered medically possible. Newborn services cost

shares are separate from that of the mother.

Childbirth/delivery
facility services
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Common Services You May wm: %L::\\I’:ﬂ ePray ‘rflv::tPT:: I‘Dlgg!/igﬁ Limitations, Exceptions & Other Important
Medical Event Need : ’ Information
(You will pay the least) (You will pay the most)

130 visit limit / year. Preauthorization required

Home health care $5 per day Not covered orwill not be covered.
Inpatient: 30 day limit / year. Preauthorization
I o required for inpatient or will not be covered.
W Lndprﬁﬂgnotu? L?Ear/\td %’é%gﬁmo / Not covered Outpatient: 25 visit limit / year. Services with
S » U : mental health diagnoses are not subject to visit
limits.
I you need help Inpatient: 30 day limit / year. Preauthorization
you ne — required for inpatient or will not be covered.
recovering or have  Hapiitation services landprﬁﬂ?notﬁ? L?%rqt('j?é%igt%()o / Not covered Outpatient: 25 visit limit / year. Services with
other special health » ulp : mental health diagnoses are not subject to visit
needs limits.
Skilled nursing care | $100 / day Not covered 60 day limit / year. Preauthorization required or

will not be covered.

Durable medical

o . . ,
cquipment 15% coinsurance Not covered Preauthorization required or will not be covered.

Preauthorization required or will not be covered.
Hospice service No charge Not covered Inpatient or outpatient respite care limited to a
maximum of 14 days per lifetime.

Children's eye exam | No charge Not covered Limited to one exam / 12 months

Limited to one pair of frames and lenses or

If your child needs  Children's glasses ~ No charge Not covered contact lenses / year.

dental or eye care
Children's dental

check-up Not covered Not covered None

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.)

® Bariatric Surgery ® Hearing Aids ® Non-Emergency Care when Traveling
® Cosmetic Surgery ® |nfertility Treatment Outside the U.S.
®Dental Care (Adult & Child) ® |ong-Term Care ® Private-Duty Nursing

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

® Abortion ® Chiropractic Care (10 visits / year) ® Routine Foot Care
® Acupuncture (12 visits / year) ® Routine Eye Care (Adult)

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 agency in the chart below.

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

Kaiser Permanente Member Services 1-800-290-8900 (TTY: 711) or https://wa.kaiserpermanente.org/html/public/member-services

Office of the Insurance Commissioner 1-800-562-6900 or www.insurance.wa.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? Not Applicable.
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 1-800-290-8900 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-290-8900 (TTY: 711)
CHINESE (X)) MR FZEH AR |, iEIRITIXNS 5 1-800-290-8900 (TTY: 711)

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-290-8900 (TTY: 711)

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

50f6


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
https://wa.kaiserpermanente.org/html/public/member-services
https://www.insurance.wa.gov/
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

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 hospital

Managing Joe's Type 2 Diabetes

(a year of routine in-network care of a well-controlled

Mia's Simple Fracture
(in-network emergency room visit and follow up care)

delivery) condition)
B The plan's overall deductible $0 W The plan's overall deductible $0 W The plan's overall deductible $0
B Specialist copayment $15 M Specialist copayment $15 M Specialist copayment $15
M Hospital (facility) copayment $100 W Hospital (facility) copayment $100 W Hospital (facility) copayment $100
B Other (blood work) copayment $5 B Other (blood work) copayment $5 B Other (x-ray) copayment $15
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $200 Copayments $400 Copayments $400
Coinsurance $0 Coinsurance $0 Coinsurance $40
What isn't covered What isn't covered What isn't covered
Limits or exclusions $20 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $220 The total Joe would pay is $400 The total Mia would pay is $440

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

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. (“Kaiser Permanente”)
comply with applicable Federal and Washington state civil rights laws and do not discriminate, exclude people, or treat them differently
on the basis of race, color, national origin, age, disability, sex, sexual orientation, gender identity, or any other basis protected by
applicable federal, state, or local law. We also:

¢ Provide free aids and services to people with disabilities to communicate effectively with us, such as:

- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, and other formats)
- Assistive devices (magnifiers, Pocket Talkers, and other aids)

¢ Provide free language services to people whose primary language is not English, such as:

- Qualified interpreters

- Information written in other languages
If you need these services, contact Member Services at 1-888-901-4636 (TTY 711).

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, sex, sexual orientation, or gender identity, you can file a grievance with our Civil Rights Coordinator by
writing to P.O. Box 35191, Mail Stop: RCR-A3S-03, Seattle, WA 98124-5191 or calling Member Services at the number listed above.
You can file a grievance by mail, phone, or online at kp.org/wa/feedback. If you need help filing a grievance, our Civil Rights Coordinator
is available to help you.

You can also file a civil rights complaint with:

e 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,
800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/officeffile/index.html

e The Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance
Commissioner Complaint portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status,
or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx
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Multi-language Interpreter Services

English: ATTENTION: If you speak a language other than English,
language assistance services, free of charge, are available to you.
Call 1-888-901-4636 (TTY 711).

Espafol (Spanish): ATENCION: Si habla espafiol, tiene
disponibles servicios de ayuda con el idioma sin cargo. Llame al
1-888-901-4636 (TTY 711).

H137(Chinese) : JH& : AR AERE T > 0] DREESES %
BIARTS - 55242 1-888-901-4636 (TTY 711) -

Tleng Viét (Vietnamese): CHU Y: Néu quy Vi noi tleng Viét, quy vi
co thé str dung dich vu h6 trg ngdn ngl mién phi clia chang téi. Xin
goi s6 1-888-901-4636 (TTY 711).

&= (Korean): F9J: 'J%Oi% AFE-BHAI = 74 -, ¢1o] X9 AH]|
25 B2 AFs] =yt 1-888-901-4636 (TTY 7
LN

Pycckuin (Russian): BHUMAHWE! Ecnu Bbl roBOpUTE NO-pYyCcCKH,

BaM [OCTYNHbl BecnnaTtHble ycnyrn nepesogymka. 3BOHUTE Mo
Homepy 1-888-901-4636 (TTY 711).

3
o
i

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-888-901-4636 (TTY 711).

VYipaincska (Ukrainian): YBAT'A! fkiio Bu po3MOBIIsSIETE YKPaiHCHKOIO
MOBOIO, BaM JIOCTYIIHI O€3KOIITOBHI MOCIyTH nepeknany. Tenedonyiite 3a
Homepom 1-888-901-4636 (TTY 711).

MANIZL (Khmer): (YBIIRGHGAMAS (D0 SITHRSUNBMANIGS
EUNABESUIGRAMANENWESAMGE YISUUERY gieuniglilueg
1-888-901-4636 (TTY 711) 4

7% (Japanese): R : KO HAECOSHES A — L %
CHIFWEE 9, 1-888-901-4636 (TTY 711) £ C. BERS
(CTTHRELS TZE 0,

&71CE (Amharic) : T3 02715145 R7% A7ICE Pt SFCTI° hH
A1O0eTE (1% ARCAP 2PCOn: 0L 1-888-901-4636 (TTY 711)eL@i=

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan dubbattu
Oroomiffa yoo ta’e, tajaajila gargaarsa afaanii, kanfaltidhaan ala,
ni argama. 1-888-901-4636 (TTY 711) irraatti bilbilaa.

A=t (Punjabi)fimirs fe€: 7 37t Uarst gse J, 37 37 AorfesT
Aee 393 Bl He3 QusHT I&|
1-888-901-4636 (TTY 711) ‘3 & a3l

Gl ol Uilane el 53 g iy sall e Lusall Cilada (b ey yall Aalll Caani S 13 olsii) (Arabic): 4o s
(TTY 711) 1-888-901-4636 -~

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen,
stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-888-901-4636 (TTY 711).

WARNRD Lao) TUO??U maﬂwﬂ:u;oqwﬁmma gcuuwumwua
muaommemuwﬂa oaugaymetmmu T 1-888-901-4636
(TTY 711).



