WASHINGTON, DC

PLAN UPDATES 2026

What's new for Washington, DC, small business group
plans with coverage effective on or after January 1, 2026

This booklet contains a summary of important information about our Washington, DC,

small group plans. For more details on plan information, see the Administrative
Guide for Off-Exchange Plans.
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Your partner in good health

At Kaiser Permanente, we offer a fully integrated health care delivery system with providers,
hospitals, pharmacies, and labs working together to provide coordinated care for our members.

What's new at Kaiser Permanente

Updated kp.org website and app experience

Our members can expect a newly modernized digital experience with the addition

& of MyChart by Epic on kp.org and the Kaiser Permanente app. The latest MyChart
features give members easier access to their favorite self-service tools and greater
compatibility with outside care providers.

NEW — Walk-ins accepted at 2 of our After Hours Care locations:
Ashburn and Fredericksburg

Our After Hours Care locations are designed to care for minor health concerns like:

FEb e Ear pain * Neck pain
e Cold, sinus, and flu-like symptoms e Urinary tract infection (UTI)
® Rash e And more

® Minor injuries

External behavioral health care providers

The following behavioral health care providers in our contracted network offer app-
based teletherapy services to Kaiser Permanente members at no additional cost:

e Grow Therapy
@ * Headway
* NOCD (No to Compulsive Disorder)
® Open Mind Health
® Rula
e SonderMind
e UplLift

continues on next page
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continued

Skip the appointment line with our wait list service'

Kaiser Permanente now offers an automated wait list option that can get members in
to their physician’s office sooner (by 21 days on average) if an appointment becomes
available. NOTE: The new appointment will be for the same service and same
clinician as initially booked.

Top-rated health plans

@’ Out of more than 1,200 health plans evaluated in 2024, Kaiser Permanente of the
Mid-Atlantic States received the region’s highest rating from the National Committee
for Quality Assurance for every commercial, Medicare, and Medicaid plan we offer.?

Going all in against cancer

@ Our cancer care team leads the way in early detection, clinical trials, and innovative
treatments, giving patients more options in the fight against cancer.

Furthering our mission with community health

% We help people experiencing health inequities address the clinical, genetic, social,
economic, and environmental factors that affect their ability to thrive. In 2023 alone,
we invested nearly $200 million in the community.?

High marks in the industry

In the Insure.com survey Best Health Insurance Company of 2025, Kaiser Permanente

@ as a national enterprise is tied for #1 overall among 65 competitors. We also received
top marks in their 2025 health insurance customer survey: We earned the top rating
for affordability and customer satisfaction.

! Sooner appointments are available for phone, video, or in-person appointments. Availability varies by service and department.

2NCQA evaluated over 1,200 health plans based on clinical performance, member satisfaction, and NCQA Accreditation. In the NCQA Commercial
Health Plan Ratings 2024, our commercial plan is rated 5 out of 5, the highest rating in the region; our Medicare plan is rated 4.5 out of 5, the
highest rating in the region; and our Medicaid plan is rated 4.5 out of 5, the highest rating in the region.

3 According to year-end financial result, 2023 at mykp.kp.org.
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2026 Medical plan portfolio

Our plan portfolio offers choice and flexibility with multiple plans to choose from in all four metal levels.
We've made necessary cost-sharing changes to keep plans within their respective metal levels. A few

plans have been discontinued: the Virtual Forward products, the Gold 500 Deductible plan, and the

Select delivery system versions of the Gold 1000 Deductible and Gold 1500 Deductible plans. Two higher-
deductible options have been added in the Gold and Silver tiers. New plan names and specific cost-sharing
changes for each plan are provided under the 2026 medical plan changes on pages 7 through 17. Groups
may choose to renew with their current plan or select any other plan in our portfolio

2026 Dental plan portfolio

At Kaiser Permanente, we believe dental care is a vital part of living a balanced, healthy life. In partnership
with LIBERTY Dental Plan—we offer versions of three of our most popular health plans with comprehensive
dental benefits for adults.

These adult benefits seamlessly coordinate with the included child dental benefits in each health plan. They
offer a robust network with no need for referrals for specialist procedures. There are no office visit charges,
and benefits are not subject to a deductible, maximum annual limit, or waiting period. Each plan includes
comprehensive coverage of the full range of common dental procedures, including preventive, diagnostic,
and restorative services. For more information visit kp.org/dental/mas.

Pediatric dental services and coverage for your renewal

Pediatric dental coverage for members is required by law, so all our medical plans are offered along with
an ACA-compliant pediatric dental plan. The KP Smile Kids Embedded Dental PPO is included with Kaiser
Permanente’s Flexible Choice and Added Choice POS medical plans, and can only be paired with adult
dental PPO or POS plans. The KP Smile Kids Dental EPO is included with Kaiser Permanente HMO/DHMO
medical plans.

Both plans include preventive care procedures—such as oral evaluations, routine cleanings, bitewing X-rays,
and topical fluoride treatments—every 6 months, at no additional cost. Additional diagnostic and restorative
services and medically necessary orthodontia are also covered. For more information, visit kp.org/dental/mas.

Automatic renewals

Your coverage will renew automatically at the 2026 rates and plan changes unless you notify us at least 30
days prior to November 1, 2025. Your acceptance of this renewal also confirms that you meet the definition
of small employer as defined by applicable federal and state laws.
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2026 Plan highlights and reminders

Prescription drug coverage is automatically covered on all medical plans

All our plans come with built-in coverage for outpatient prescription drugs. All prescription drug plans have
a four-tiered benefit design with different cost-sharing amounts for generic, preferred brand, non-preferred
brand, and specialty drugs.

Your employees can save time and money by ordering prescription refills online or by phone. Members can
get a 90-day supply for only two times the 30-day supply copay when using Kaiser Permanente Mail Order
Pharmacy." We can mail most prescription medications to you within 3 to 5 days, and you don't pay anything
extra for standard U.S. postage.

Employee assistance program

We've teamed with a national vendor to deliver nonclinical support for mental health by offering an optional
employee assistance program for small and mid-size employers. Please reach out to your account manager for
more information.

Routine adult vision eye exam and hardware benefits

All our plans include an adult vision benefit at Vision Essentials by Kaiser Permanente (located in many of our
medical centers). Routine eye exams with an optometrist are available at each plan’s primary care office visit
cost share. A discount of $125 is offered off the retail price of combined frames and lenses once per year.
The discount may be applied to contact lenses; it may also be applied to initial fit and the first purchase of
contact lenses at Vision Essentials. Go to kp2020.org for more information, including our optical locations.

Pediatric vision coverage on all medical plans

All our plans cover routine pediatric vision exams and one pair of standard frames from a select group with
lenses per year, at no additional charge. Regular contacts may be substituted for pediatric frames and lenses
once per contract year. Go to kp2020.org for more information, including our optical locations.

Standard plans

Our plan portfolio includes standard plans that have been designed by the District of Columbia, and all carriers
are required to offer these plans. Because they were not designed by Kaiser Permanente, the coverage may
differ from our typical plans. Please refer to the Summary of Benefits for details.

Benefits that accrue to the medical out-of-pocket maximum

Most benefits, including copays and coinsurance for services not subject to deductible, as well as the
deductible itself, accrue to the medical out-of-pocket maximum. Copays and coinsurance that accrue to the
out-of-pocket maximum are waived once an individual or has reached that maximum.

' Some medications are not eligible for Mail Order Pharmacy. Mail Order Pharmacy can deliver to addresses in MD, VA, DC, and certain locations
outside the service area.
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Summary of 2026 plan changes for Washington, DC

This document provides an overview of changes Kaiser Foundation Health Plan of the Mid-
Atlantic States, Inc., is making to your small group plan offerings effective upon your group’s 2026
renewal date.

For more information, please refer to your Summary of Benefits and Coverage (SBC) and/or your
Evidence of Coverage (EOC).

Male sterilization

Q@

= DC law prohibits cost sharing for male sterilization. The cost share will be no charge for in-
network HMO and DHMO plans.

Travel dialysis

[EU The limit for travel dialysis is being changed from 60 travel days per year to 26 dialysis
sessions per year. This change applies to the in-network HMO tier (Tier 1).

@ Mental health and chemical dependency

The applicable cost shares have been changed for the following services: crisis intervention,
electroconvulsive therapy, partial hospitalization, psychological and neuropsychological
testing, and all other outpatient services (non-office visits).

Plan-specific changes:

In-network (Tier 1)
e HMO/DHMO: No charge
e HDHP/HSA: No charge after deductible

Added Choice plans: Out-of-network
* No charge after deductible

Plus plans - Out-of-network
® Psychological and neuropsychological testing: Not covered
Crisis intervention and stabilization: Out-of-network
* Plus plans: Changed from “not covered” to “covered in plan”
e Added Choice plans: Applicable plan-specific cost shares changed to “covered in plan”

Psychological and neuropsychological testing: Out-of-network
* Plus plans: Not covered

HMO and DHMO Essential Plans - HIV

( ) o Treatment for individuals living with HIV will be provided at no charge for primary care
physician office visits, specified lab tests, and generic prescription drugs for HMO and
DHMO Essential Plans.



2026 Medical plan changes

DC HMO plans
YEAR

Plan name

2025
KP DC Platinum 0 Ded/Vision

2026
KP DC Platinum 0 Ded/Vision

Self-only out-of-pocket maximum

$2,600

$2,650

Family out-of-pocket maximum

$2,600 individual / $5,200 family

$2,650 individual / $5,300 family

Inpatient hospital services and skilled
nursing facility care

$150 per admission

$200 per admission

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$5, $25, $50

$10, $45, $65

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$10, $50, $100

$20, $90, $130

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$8, $38, $75

$15, $68, $98

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$15, $35, $60

$20, $55, $75

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$30, $70, $120

$40, $110, $150

KP DC Essential Platinum 0 Ded/

KP DC Essential Platinum 0 Ded/

Plan name Vision Vision
Outpatient surgery facility fee $250 $200
Outpatient surgery physician services No charge $50




2026 Medical plan changes (continued)

YEAR

Plan name

2025
KP DC Gold 0 Ded/Vision

2026
KP DC Gold 0 Ded/Vision

Self-only out-of-pocket maximum

$8,600

$9,000

Family out-of-pocket maximum

$8,600 individual / $17,200 family

$9,000 individual / $18,000 family

Outpatient surgery physician services

$40

$50

Inpatient physician and surgical services

$40 per admission

$50 per admission

Emergency services

$300

$500

Primary care office visits, allergy injection
visit and serum, applied behavioral analysis,
medical nutrition therapy and counseling,
mental health office visits, eye exam by an
optometrist

$20

$25

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$50

$55

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$50

$55

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$10, $60, $100

$15, $50, $70

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$20, $120, $200

$30, $100, $140

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$15, $90, $150

$23, $75, $105

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$20, $70, $110

$25, $60, $80

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$40, $140, $220

$50, $120, $160




2026 Medical plan changes (continued)

YEAR

Plan name

KP DC Gold 0 Ded/Vision/AdI Dental

2025

KP DC Gold 0 Ded/Vision/Dental

2026

Self-only out-of-pocket maximum

$8,600

$9,000

Family out-of-pocket maximum

$8,600 individual / $17,200 family

$9,000 individual / $18,000 family

Outpatient surgery physician services

$40

$50

Inpatient physician and surgical services

$40 per admission

$50 per admission

Emergency services

$300

$500

Primary care office visits, allergy injection
visit and serum, applied behavioral analysis,
medical nutrition therapy and counseling,
mental health office visits, eye exam
(optemetrist)

$20

$25

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$50

$55

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$50

$55

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$10, $60, $100

$15, $50, $70

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$20, $120, $200

$30, $100, $140

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$15, $90, $150

$23, $75, $105

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$20, $70, $110

$25, $60, $80

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$40, $140, $220

$50, $120, $160




2026 Medical plan changes (continued)

DC HMO Plus plans
YEAR

Plan name

2025
KP DC Platinum Plus 0 Ded/Vision

2026
KP DC Platinum Plus 0 Ded/Vision

In-plan changes

The following changes apply

Self-only out-of-pocket maximum

$2,600

$2,650

Family out-of-pocket maximum

$2,600 individual / $5,200 family

$2,650 individual / $5,300 family

Inpatient hospital services and skilled
nursing facility care

$150 per admission

$200 per admission

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$5, $25, $50

$10, $45, $65

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$10, $50, $100

$20, $90, $130

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$8, $38, $75

$15, $68, $98

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$15, $35, $60

$20, $55, $75

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$30, $70, $120

$40, $110, $150

Out-of-network changes

The following changes apply

Prescription drugs

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy)

$25, $45, $70

$30, $65, $85

Infertility drugs

Covered

Not covered

10




2026 Medical plan changes (continued)

YEAR

Plan name

2025
KP DC Gold Plus 0 Ded/Vision

2026
KP DC Gold Plus 0 Ded/Vision

In-plan changes

The following changes apply

Self-only out-of-pocket maximum

$8,600

$9,000

Family out-of-pocket maximum

$8,600 individual / $17,200 family

$9,000 individual / $18,000 family

Outpatient surgery physician services

$40

$50

Inpatient physician and surgical services

$40 per admission

$50 per admission

Emergency services

$300

$500

Primary care office visits, allergy injection
visit and serum, applied behavioral analysis,
medical nutrition therapy and counseling,
mental health office visits, eye exam by an
optometrist

$20

$25

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$50

$55

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$50

$55

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$10, $60, $100

$15, $50, $70

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$20, $120, $200

$30, $100, $140

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$15, $90, $150

$23, $75, $105

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$20, $70, $110

$25, $60, $80

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$40, $140, $200

$50, $120, $160

"




2026 Medical plan changes (continued)

YEAR

Out-of-network changes

2025

The following changes apply

2026

Primary care office visits, allergy injection
visit and serum, applied behavioral analysis,
medical nutrition therapy and counseling,
mental health office visits, eye exam by an
optometrist

$40

$45

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
routine foot care, after-hours urgent care or
urgent care center in service area, eye exam
by an ophthalmologist, sleep studies

$70

$75

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$70

$75

Prescription drugs

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy)

$30, $80, $120

$35, $70, $90

Infertility drugs

Covered

Not covered

12




2026 Medical plan changes (continued)

DC DHMO plans
YEAR

Plan name

2025
KP DC Platinum 500 Ded/Vision

2026
KP DC Platinum 500 Ded/Vision

Self-only out-of-pocket maximum

$2,600

$2,700

Family out-of-pocket maximum

$2,600 individual / $5,200 family

$2,700 individual / $5,400 family

Laboratory outpatient and professional

. $10 $20
services
Prescription drugs
Tier 1, Tier 2, Tier 3 (plan pharmacy and mail $5.$40, $60 $10, $45, $65

delivery) 30-day supply

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$10, $80, $120

$20, $90, $130

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$8, $60, $90

$15, $68, $98

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$15, $50, $70

$20, $55, $75

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$30, $100, $140

$40, $110, $150

Plan name

KP DC Gold 500 Ded/Vision

KP DC Essential Gold 500 Ded/Vision

Self-only out-of-pocket maximum

$6,750

$6,950

Family out-of-pocket maximum

$6,750 individual / $13,500 family

$6,950 individual / $13,900 family

Inpatient hospital services

$500 per admission after deductible

$600 per day not to exceed $3,000
per admission after deductible

Inpatient physician and surgical services

$50 per admission after deductible

No charge after deductible

Skilled nursing facility care

$500 per admission after deductible

$300 per day not to exceed $1,500
per admission after deductible

Outpatient surgery facility fee $250 after deductible $500
Outpatient surgery physician services $60 after deductible No charge
Primary care office visits, allergy injection

visit and serum, applied behavioral analysis,

medical nutrition therapy and counseling, $20 $25

mental health office visits, eye exam by an
optometrist

13




2026 Medical plan changes (continued)

YEAR 2025 2026
Specialty imaging, sleep laboratory, .

. h . $350 after deductible $250
and interventional radiology
Habilitative, therapy and rehabilitative
services - outpatient physical, occupational | $50 $30
or speech therapy
Labc?ratory outpatient and professional $50 $30
services
Ambulance services No charge after deductible $300
BIoo.d,' bloo'd products and their No charge after deductible No charge
administration
Durable medical equipment, TMJ
appliances, external prosthetics, No charge after deductible 20%
and orthotics
Peak flow meters No charge 20%
Home health care services No charge after deductible $30
Hospice care services No charge after deductible No charge
After-hours urgent care or urgent care $50 $60

center

Prescription drugs

Tier 1, Tier 2, Tier 3, Tier 4 (plan pharmacy
and mail delivery) 30-day supply

$10, $60, $100, 50% up to $150

$15, $50, $70, $150

Tier 1, Tier 2, Tier 3, Tier 4 (plan pharmacy)
90-day supply

$20, $120, $200, 50% up to $300

$30, $100, $140, $300

Tier 1, Tier 2, Tier 3, Tier 4 (plan pharmacy
mail delivery) 90-day supply

$15, $90, $150, 50% up to $300

$23, $75, $105, $300

Tier 1, Tier 2, Tier 3, Tier 4 (participating
network pharmacy) 30-day supply

$20, $70, $110, 50% up to $150

Not covered

Tier 1, Tier 2, Tier 3, Tier 4 (participating
network pharmacy) 90-day supply

$40, $140, $220, 50% up to $300

Not covered

Plan name

KP DC Essential Gold 500 Ded/Vision

KP DC Essential Gold 500 Ded/
Vision

Self-only out-of-pocket maximum

$6,050

$6,950

Family out-of-pocket maximum

$6,050 individual / $12,100 family

$6,950 individual / $13,900 family

14




2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Gold 1000 Ded/300 RxDed/
Vision

2026

KP DC Gold 1000 Ded/300 RxDed/
Vision (Signature only)

Self-only out-of-pocket maximum

$6,750

$7,200

Family out-of-pocket maximum

$6,750 individual / $13,500 family

$7,200 individual / $14,400 family

Emergency services

$400 after deductible

$500 after deductible

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$10, $60 after Rx deductible,
$100 after Rx deductible

$15, $50 after Rx deductible,
$65 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$20, $120 after Rx deductible,
$200 after Rx deductible

$30, $100 after Rx deductible,
$130 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$15, $90 after Rx deductible,
$150 after Rx deductible

$23, $75 after Rx deductible,
$98 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$20, $70 after Rx deductible,
$110 after Rx deductible

$25, $60 after Rx deductible,
$75 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$40, $140 after Rx deductible,
$220 after Rx deductible

$50, $120 after Rx deductible,
$150 after Rx deductible

Plan name

KP DC Gold 1500 Ded/300 RxDed/
Vision

KP DC Gold 1500 Ded/300 RxDed/
Vision (Signature only)

Self-only out-of-pocket maximum

$7,100

$7,500

Family out-of-pocket maximum

$7,100 individual / $14,200 family

$7,500 individual / $15,000 family

Outpatient surgery physician services

$70 after deductible

$60 after deductible

Inpatient physician and surgical services

$70 per admission after deductible

$60 per admission after deductible

Emergency services

$350 after deductible

$500 after deductible

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$10, $60 after Rx deductible,
$100 after Rx deductible

$15, $50 after Rx deductible,
$65 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$20, $120 after Rx deductible,
$200 after Rx deductible

$30, $100 after Rx deductible,
$130 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$15, $90 after Rx deductible,
$150 after Rx deductible

$23, $75 after Rx deductible,
$98 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$20, $70 after Rx deductible,
$110 after Rx deductible

$25, $60 after Rx deductible,
$75 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$40, $140 after Rx deductible,
$220 after Rx deductible

$50, $120 after Rx deductible,
$150 after Rx deductible

15




2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Gold Virtual Complete 2000
Ded

2026

KP DC Gold Virtual Complete 2000
Ded

Self-only out-of-pocket maximum

$5,500

$6,400

Family out-of-pocket maximum

$5,500 individual / $11,000 family

$6,400 individual / $12,800 family

Plan name

KP DC Silver 1750 Ded/250 RxDed/
Vision

KP DC Silver 1850 Ded/300 RxDed/
Vision

Self-only deductible

$1,750

$1,850

Family deductible

$1,750 individual / $3,500 family

$1,850 individual / $3,700 family

Self-only out-of-pocket maximum

$8,600

$8,700

Family out-of-pocket maximum

$8,600 individual / $17,200 family

$8,700 individual / $17,400 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

$500 per day not to exceed $2,500
per admission after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

$60 per day not to exceed $300
per admission after deductible

Outpatient surgery physician services

$80 after deductible

$60 after deductible

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$80 after deductible

$60 after deductible

X-rays and diagnostic imaging $80 after deductible $60 after deductible
Prescription drugs

Prescription drug deductible $250 $300

Oral chemotherapy drugs No charge No charge after deductible

16




2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Silver 2500 Ded/250 RxDed/
Vision

2026

KP DC Silver 2500 Ded/500 RxDed/
Vision

Self-only out-of-pocket maximum

$9,100

$9,500

Family out-of-pocket maximum

$9,100 individual / $18,200 family

$9,500 individual / $19,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

$500 per day not to exceed $2,500
per admission after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

$80 per day not to exceed $400
per admission after deductible

Outpatient surgery physician services

$100 after deductible

$60 after deductible

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$80

$60

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$80 after deductible

$60 after deductible

Laboratory outpatient and professional

. $40 $60
services
X-rays and diagnostic imaging $80 $60
Prescription drugs
Prescription drug deductible $250 $500
Tier 1 (plan pharmacy and mail delivery)
30-day supply $20 $25
Tier 1 (plan pharmacy) 90-day supply $40 $50
Tier 1 (plan pharmacy mail delivery)
90-day supply 330 338
Tier 1 (participating network pharmacy)
30-day supply $30 335
Tier 1 (participating network pharmacy) $60 $70

90-day supply
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2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Silver 2500 Ded/250 RxDed/
Vision/Ad| Dental

2026

KP DC Silver 2500 Ded/500 RxDed/
Vision/Dental

Self-only out-of-pocket maximum

$9,100

$9,500

Family out-of-pocket maximum

$9,100 individual / $18,200 family

$9,500 individual / $19,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

$500 per day not to exceed $2,500
per admission after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
er admission after deductible

$80 per day not to exceed $400
per admission after deductible

Outpatient surgery physician services

$100 after deductible

$60 after deductible

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$80

$60

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$80 after deductible

$60 after deductible

Laboratory outpatient and professional

. $40 $60
services
X-rays and diagnostic imaging $80 $60
Prescription drug (Rx) deductible $250 $500
Tier 1 (plan pharmacy and mail delivery)
30-day supply $20 $25
Tier 1 (plan pharmacy) 90-day supply $40 $50
Tier 1 (plan pharmacy mail delivery)
90-day supply $30 338
Tier 1 (participating network pharmacy)
30-day supply 330 335
Tier 1 (participating network pharmacy) $60 $70

90-day supply

Plan name

KP DC Essential Silver 4850 Ded/350
RxDed

KP DC Essential Silver 4850 Ded/350
RxDed

Self-only out-of-pocket maximum

$8,850

$9,150

Family out-of-pocket maximum

$8,850 individual / $17,700 family

$9,150 individual / $18,300 family
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2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Silver Virtual Forward 3000
Ded

2026

KP DC Silver 5000 Ded/450 RxDed/
Vision

Self-only deductible

$3,000

$5,000

Family deductible

$3,000 individual / $6,000 family

$5,000 individual / $10,000 family

Self-only out-of-pocket maximum

$8,650

$9,000

Family out-of-pocket maximum

$8,650 individual / $17,300 family

$9,000 individual / $18,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

30% after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

30% after deductible

Outpatient surgery facility fee

$350 after deductible

30% after deductible

Outpatient surgery physician services

$80 after deductible

30% after deductible

Primary care office visits, allergy injection
visit and serum, applied behavioral analysis,
medical nutrition therapy and counseling,
mental health office visits, eye exam by an
optometrist

No charge for the first visit, then $40
after deductible

$50

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$80 after deductible

$75

Emergency services

$450 after deductible

30% after deductible

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$80 after deductible

$25 after deductible

Laboratory outpatient and professional
services

$40 after deductible

$25 after deductible

X-rays and diagnostic imaging

$80 after deductible

$50 after deductible

Specialty imaging, sleep laboratory,
and interventional radiology

$400 after deductible

30% after deductible

Blood, blood products and their admini-
stration, durable medical equipment,
medical foods, TMJ appliances, prosthetic
and orthotic devices

No charge after deductible

30% after deductible

Diabetic equipment and supplies

No charge

20%
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2026 Medical plan changes (continued)

YEAR 2025 2026
Peak flow meters No charge 30%
Prescription drugs

Prescription drug deductible Medical $450
Tier 1 (plan pharmacy and mail delivery) $20 after deductible $20
30-day supply

Tier 1 (plan pharmacy) 90-day supply $40 after deductible $40
Tier 1 (plan pharmacy mail delivery) $30 after deductible $30
90-day supply

Tier 1 (participating network pharmacy) $30 after deductible $30
30-day supply

Tier 1 (participating network pharmacy) $60 after deductible $60

90-day supply

Plan name

KP DC Bronze 6500 Ded/Vision

KP DC Bronze 6500 Ded/Vision

Self-only out-of-pocket maximum

$9,100

$10,000

Family out-of-pocket maximum

$9,100 individual / $18,200 family

$10,000 individual / $20,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

40% after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

40% after deductible

Outpatient surgery facility fee

$350 after deductible

$400 after deductible

Outpatient surgery physician services

$80 after deductible

$60 after deductible

Emergency services

$500 after deductible

40% after deductible

Laboratory outpatient and professional
services

$80 after deductible

$60 after deductible

X-rays and diagnostic imaging

$200 after deductible

$100 after deductible

Blood, blood products and their admini-
stration, durable medical equipment,
medical foods, TMJ appliances, prosthetic
and orthotic devices

No charge after deductible

40% after deductible

Diabetic equipment and supplies

No charge

20%

Peak flow meters

No charge

40%
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2026 Medical plan changes (continued)

YEAR

Prescription drugs

2025

2026

Tier 1, Tier 2 (plan pharmacy and mail
delivery) 30-day supply

$35, $100 after deductible

$30, $65 after deductible

Tier 1, Tier 2 (plan pharmacy) 90-day supply

$70, $200 after deductible

$60, $130 after deductible

Tier 1, Tier 2 (plan pharmacy mail delivery)
90-day supply

$53, $150 after deductible

$45, $98 after deductible

Tier 1, Tier 2 (participating network
pharmacy) 30-day supply

$45, $110 after deductible

$40, $75 after deductible

Tier 1, Tier 2 (participating network
pharmacy) 90-day supply

$90, $220 after deductible

$80, $150 after deductible

Plan name

KP DC Bronze 6500 Ded/Vision/AdlI
Dental

KP DC Bronze 6500 Ded/Vision/
Dental

Self-only out-of-pocket maximum

$9,100

$10,000

Family out-of-pocket maximum

$9,100 individual / $18,000 family

$10,000 individual / $20,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

40% after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

40% after deductible

Outpatient surgery facility fee

$350 after deductible

$450 after deductible

Outpatient surgery physician services

$80 after deductible

$60 after deductible

Emergency services

$500 after deductible

40% after deductible

Laboratory outpatient and professional
services

$80 after deductible

$60 after deductible

X-rays and diagnostic imaging

$200 after deductible

$100 after deductible

Blood, blood products and their admini-
stration, durable medical equipment,
medical foods, TMJ appliances, prosthetic
and orthotic devices

No charge after deductible

40% after deductible

Diabetic equipment and supplies

No charge

20%

Peak flow meters

No charge

40%

Prescription drugs

Tier 1, Tier 2 (plan pharmacy and mail
delivery) 30-day supply

$35, $100 after deductible

$30, $65 after deductible

Tier 1, Tier 2 (plan pharmacy) 90-day supply

$70, $200 after deductible

$60, $130 after deductible
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2026 Medical plan changes (continued)

YEAR

Tier 1, Tier 2 (plan pharmacy mail delivery)
90-day supply

2025

$53, $150 after deductible

2026

$45, $98 after deductible

Tier 1, Tier 2 (participating network
pharmacy) 30-day supply

$45, $110 after deductible

$40, $75 after deductible

Tier 1, Tier 2 (participating network
pharmacy) 90-day supply

$90, $220 after deductible

$80, $150 after deductible

Plan name

KP DC Essential Bronze 7500
Ded/850 RxDed

KP DC Essential Bronze 7500
Ded/1000 RxDed

Self-only out-of-pocket maximum

$9,150

$10,150

Family out-of-pocket maximum

$9,150 individual / $18,300 family

$10,150 individual / $20,300 family

Prescription drug deductible

$850

$1,000

22




2026 Medical plan changes (continued)

DC DHMO Plus plans

YEAR

Plan name

2025

KP DC Gold Plus 1500 Ded/300
RxDed/Vision

2026

KP DC Gold Plus 1500 Ded/300
RxDed/Vision

In-plan changes

The following changes apply

Self-only out-of-pocket maximum

$7,100

$7,500

Family out-of-pocket maximum

$7,100 individual / $14,200 family

$7,500 individual / $15,000 family

Outpatient surgery physician services

$70 after deductible

$60 after deductible

Inpatient physician and surgical services

$70 per admission after deductible

$60 per admission after deductible

Emergency services

$350 after deductible

$500 after deductible

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$10, $60 after Rx deductible,
$100 after Rx deductible

$15, $50 after Rx deductible,
$65 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$20, $120 after Rx deductible,
$200 after Rx deductible

$30, $100 after Rx deductible,
$130 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$15, $90 after Rx deductible,
$150 after Rx deductible

$23, $75 after Rx deductible,
$98 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$20, $70 after Rx deductible,
$110 after Rx deductible

$25, $60 after Rx deductible,
$75 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$40, $140 after Rx deductible,
$220 after Rx deductible

$50, $120 after Rx deductible,
$150 after Rx deductible

Out-of-network changes

The following changes apply

Prescription drugs

Tier 1, Tier 2 (non-participating pharmacy)

$30, $80

$35, $70

Infertility drugs

Covered

Not covered
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2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Silver Plus 1750 Ded/250
RxDed/Vision

2026

KP DC Silver Plus 1800 Ded/300
RxDed/Vision

In-plan changes

The following changes apply

Self-only deductible

$1,750

$1,800

Family deductible

$1,750 individual / $3,500 family

$1,800 individual / $3,600 family

Self-only out-of-pocket maximum

$8,600

$9,100

Family out-of-pocket maximum

$8,600 individual / $17,200 family

$9,100 individual / $18,200 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

$500 per day not to exceed $2,500
per admission after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

$60 per day not to exceed $300
per admission after deductible

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$50 after deductible

$70 after deductible

Prescription drugs

Prescription drug deductible

$250

$300
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2026 Medical plan changes (continued)

DC HDHP plans

YEAR

Plan name

2025

KP DC Gold 1700 Ded/HSA/Vision

2026

KP DC Gold 1700 Ded/HSA/Vision

Self-only out-of-pocket maximum

$5,000

$5,500

Family out-of-pocket maximum

$5,000 individual / $10,000 family

$5,500 individual / $11,000 family

Inpatient hospital services and skilled
nursing facility care

$100 per admission after deductible

$200 per admission after deductible

Inpatient physician and surgical services

$10 per admission after deductible

$30 per admission after deductible

Outpatient surgery physician services

$10 after deductible

$30 after deductible

Emergency services

$200 after deductible

$250 after deductible

Specialty imaging, sleep laboratory,
and interventional radiology

No charge after deductible

$75 after deductible

Prescription drugs

Tier 3 (plan pharmacy and mail delivery)
30-day supply

$75 after deductible

$65 after deductible

Tier 3 (plan pharmacy) 90-day supply

$150 after deductible

$130 after deductible

Tier 3 (plan pharmacy mail delivery)
90-day supply

$113 after deductible

$98 after deductible

Tier 3 (participating network pharmacy)
30-day supply

$85 after deductible

$75 after deductible

Tier 3 (participating network pharmacy)
90-day supply

$170 after deductible

$150 after deductible

Plan name

KP DC Silver 2000 Ded/HSA/Vision

KP DC Silver 2000 Ded/HSA/Vision

Self-only out-of-pocket maximum

$7,500

$8,500

Family out-of-pocket maximum

$7,500 individual / $15,000 family

$8,500 individual / $17,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

$500 per admission after deductible

Inpatient physician and surgical services

$40 per day not to exceed $120
per admission after deductible

$50 per admission after deductible

Outpatient surgery physician services

$40 after deductible

$50 after deductible

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$40 after deductible

$50 after deductible

X-rays and diagnostic imaging

$40 after deductible

$50 after deductible
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2026 Medical plan changes (continued)

YEAR

Plan name

2025
KP DC Silver 3000 Ded/HSA/Vision

2026
KP DC Silver 3000 Ded/HSA/Vision

Self-only out-of-pocket maximum

$7,500

$8,000

Family out-of-pocket maximum

$7,500 individual / $15,000 family

$8,000 individual / $16,000 family

Inpatient physician and surgical services

$40 per day not to exceed $120
per admission after deductible

$50 per day not to exceed $150
per admission after deductible

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$40 after deductible

$50 after deductible

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$40 after deductible

$50 after deductible

X-rays and diagnostic imaging

$40 after deductible

$50 after deductible

Plan name

KP DC Bronze 6000/50/HSA/Vision

KP DC Bronze 6000 Ded/HSA/Vision

Self-only out-of-pocket maximum

$7,200

$7,600

Family out-of-pocket maximum

$7,200 individual / $14,400 family

$7,600 individual / $15,200 family

Inpatient physician and surgical services

$50 per admission after deductible

$60 per admission after deductible

Outpatient surgery facility fee

$300 after deductible

$350 after deductible

Outpatient surgery physician services

$50 after deductible

$60 after deductible

Emergency services

$250 after deductible

$350 after deductible

X-rays and diagnostic imaging

$70 after deductible

$75 after deductible

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$25 after deductible, $45 after
deductible, $65 after deductible

$20 after deductible, $50 after
deductible, $80 after deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$50 after deductible, $90 after
deductible, $130 after deductible

$40 after deductible, $100 after
deductible, $160 after deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$38 after deductible, $68 after
deductible, $98 after deductible

$30 after deductible, $75 after
deductible, $120 after deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$35 after deductible, $55 after
deductible, $75 after deductible

$30 after deductible, $60 after
deductible, $90 after deductible
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2026 Medical plan changes (continued)

YEAR

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

2025

$70 after deductible, $110 after
deductible, $150 after deductible

2026

$60 after deductible, $120 after
deductible, $180 after deductible

Plan name

KP DC Bronze 7000 Ded/HSA/Vision

KP DC Bronze 7100 Ded/HSA/Vision

Self-only deductible

$7,000

$7,100

Family deductible

$7,000 individual / $14,000 family

$7,100 individual / $14,200 family

Self-only out-of-pocket maximum

$7,000

$7,100

Family out-of-pocket maximum

$7,000 individual / $14,000 family

$7,100 individual / $14,200 family

Plan name

KP DC Bronze 6350 Ded/HSA/Vision

KP DC Bronze 6350 Ded/HSA/Vision

Self-only out-of-pocket maximum

$7,200

$7,300

Family out-of-pocket maximum

$7,200 individual / $14,400 family

$7,300 individual / $14,600 family
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2026 Medical plan changes (continued)

DC POS plans

YEAR

Plan name

2025

KP DC Platinum Added Choice
0 Ded/Vision

2026

KP DC Platinum Added Choice
0 Ded/Vision

In-plan changes

The following changes apply

Self-only out-of-pocket maximum

$2,600

$2,650

Family out-of-pocket maximum

$2,600 individual / $5,200 family

$2,650 individual / $5,300 family

Inpatient hospital services and skilled
nursing facility care

$150 per admission

$200 per admission

Prescription drugs

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$5, $25, $50

$10, $45, $65

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$10, $50, $100

$20, $90, $130

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$8, $38, $75

$15, $68, $98

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$15, $35, $60

$20, $55, $75

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$30, $70, $120

$40, $110, $150

Out-of-network changes

The following changes apply

Self-only out-of-pocket maximum

$5,200

$5,300

Family out-of-pocket maximum

$5,200 individual / $10,400 family

$5,300 individual / $10,600 family

Inpatient hospital admission
skilled nursing facility services

$300 per admission after deductible

$400 per admission after deductible

Prescription drugs

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy) 30-day

$15 after deductible, $35 after
deductible, $60 after deductible

$20 after deductible, $55 after
deductible, $75 after deductible

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy) 90-day

$30 after deductible, $70 after
deductible, $120 after deductible

$40 after deductible, $110 after
deductible, $150 after deductible

28




2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Platinum Added Choice 500
Ded/Vision

2026

KP DC Platinum Added Choice 500
Ded/Vision

In-plan changes

The following changes apply

Self-only out-of-pocket maximum

$2,600

$2,700

Family out-of-pocket maximum

$2,600 individual / $5,200 family

$2,700 individual / $5,400 family

Laboratory outpatient and professional

. $10 $20
services
Prescription drugs
Tier 1, Tier 2, Tier 3 (plan pharmacy and mail $5.$40, $60 $10, $45, $65

delivery) 30-day supply

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$10, $80, $120

$20, $90, $130

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$8, $60, $90

$15, $68, $98

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$15, $50, $70

$20, $55, $75

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$30, $100, $140

$40, $110, $150

Out-of-network changes

The following changes apply

Self-only out-of-pocket maximum

$5,200

$5,400

Family out-of-pocket maximum

$5,200 individual / $10,400 family

$5,400 individual / $10,800 family

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy) 30-day supply

$15 after deductible, $35 after
deductible, $60 after deductible

$20 after deductible, $55 after
deductible, $75 after deductible

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy) 90-day supply

$30 after deductible, $70 after
deductible, $120 after deductible

$40 after deductible, $110 after
deductible, $150 after deductible

KP DC Gold Added Choice 1000

KP DC Gold Added Choice 1000

Plan name Ded/300 RxDed Ded/300 RxDed
In-plan changes The following changes apply
Self-only out-of-pocket maximum $6,750 $7,200

Family out-of-pocket maximum

$6,750 individual / $13,500 family

$7,200 individual / $14,400 family

Emergency services

$400 after deductible

$500 after deductible
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2026 Medical plan changes (continued)

YEAR

Prescription drugs

2025

2026

Tier 1, Tier 2, Tier 3 (plan pharmacy and mail
delivery) 30-day supply

$10, $60 after Rx deductible,
$100 after Rx deductible

$15, $50 after Rx deductible,
$65 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy) 90-day
supply

$20, $120 after Rx deductible,
$200 after Rx deductible

$30, $100 after Rx deductible,
$130 after Rx deductible

Tier 1, Tier 2, Tier 3 (plan pharmacy mail
delivery) 90-day supply

$15, $90 after Rx deductible,
$150 after Rx deductible

$23, $75 after Rx deductible,
$98 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 30-day supply

$20, $70 after Rx deductible,
$110 after Rx deductible

$25, $60 after Rx deductible,
$75 after Rx deductible

Tier 1, Tier 2, Tier 3 (participating network
pharmacy) 90-day supply

$40, $140 after Rx deductible,
$220 after Rx deductible

$50, $120 after Rx deductible,
$150 after Rx deductible

Out-of-network changes

The following changes apply

Self-only out-of-pocket maximum

$13,500

$14,400

Family out-of-pocket maximum

$13,500 individual / $27,000 family

$14,400 individual / $28,800 family

Emergency services

$400 after deductible

$500 after deductible

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy) 30-day supply

$20 after deductible, $70 after
deductible, $110 after deductible

$25 after deductible, $60 after
deductible, $75 after deductible

Tier 1, Tier 2, Tier 3 (non-participating
pharmacy) 90-day supply

$40 after deductible, $140 after
deductible, $220 after deductible

$50 after deductible, $120 after
deductible, $150 after deductible

Plan name

KP DC Silver Added Choice 2500
Ded/250 RxDed

KP DC Silver Added Choice 2500
Ded/500 RxDed

In-plan changes

The following changes apply

Self-only out-of-pocket maximum

$9,100

$9,500

Family out-of-pocket maximum

$9,100 individual / $18,200 family

$9,500 individual / $19,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

$500 per day not to exceed $2,500
per admission after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

$80 per day not to exceed $400
per admission after deductible

Outpatient surgery physician services

$100 after deductible

$60 after deductible

Specialty care office visits, accidental
dental, allergy evaluation and treatment,
dialysis services, radiation therapy,
chemotherapy, routine foot care, transplant
dental services office visit, after-hours
urgent care or urgent care center in service
area, eye exam by an ophthalmologist,
sleep studies

$80

$60
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2026 Medical plan changes (continued)

YEAR

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

2025

$80 after deductible

2026

$60 after deductible

Laboratory outpatient and professional

. $40 $60
services
X-rays and diagnostic imaging $80 $60
Prescription drugs
Prescription drug deductible $250 $500
Tier 1 (plan pharmacy and mail delivery)
30-day supply $20 $25
Tier 1 (plan pharmacy) 90-day supply $40 $50
Tier 1 (plan pharmacy mail delivery) 90-day
supply $30 $38
Tier 1 (participating network pharmacy)
30-day supply 330 335
Tier 1 (participating network pharmacy)
90-day supply $60 $70
Out-of-network changes The following changes apply
Self-only out-of-pocket maximum $18,200 $19,000

Family out-of-pocket maximum

$18,200 individual / $36,400 family

$19,000 individual / $38,000 family

Inpatient hospital admission
skilled nursing facility services

$600 per day not to exceed $1,800
per admission after deductible

$600 per day not to exceed $3,000
per admission after deductible

Inpatient Hospital Physician services

$80 per day not to exceed $240
per admission after deductible

$90 per day not to exceed $450
per admission after deductible

Outpatient surgery physician services

$120 after deductible

$80 after deductible

Habilitative, therapy and rehabilitative
services - outpatient physical, occupational
or speech therapy

$100 after deductible

$80 after deductible

Prescription drugs

Tier 1 (non-participating pharmacy)
30-day supply

$30 after deductible

$35 after deductible

Tier 1 (non-participating pharmacy)
90-day supply

$60 after deductible

$70 after deductible
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2026 Medical plan changes (continued)

YEAR

Plan name

2025

KP DC Bronze Added Choice
6500/55/POS/Vision

2026

KP DC Bronze Added Choice
6500 Ded/Vision

In-plan changes

The following changes apply

Self-only out-of-pocket maximum

$9,100

$10,000

Family out-of-pocket maximum

$9,100 individual / $18,200 family

$10,000 individual / $20,000 family

Inpatient hospital services and skilled
nursing facility care

$500 per day not to exceed $1,500
per admission after deductible

40% after deductible

Inpatient physician and surgical services

$80 per day not to exceed $240
per admission after deductible

40% after deductible

Outpatient surgery facility fee

$350 after deductible

$400 after deductible

Outpatient surgery physician services

$80 after deductible

$60 after deductible

Emergency services

$500 after deductible

40% after deductible

Laboratory outpatient and professional
services

$80 after deductible

$60 after deductible

X-rays and diagnostic imaging

$200 after deductible

$100 after deductible

Blood, blood products and their admini-
stration, durable medical equipment,
medical foods, TMJ appliances, prosthetic
and orthotic devices,

No charge after deductible

40% after deductible

Diabetic equipment and supplies

No charge

20%

Peak flow meters

No charge

40%

Prescription drugs

Tier 1, Tier 2 (plan pharmacy and mail
delivery) 30-day supply

$35, $100 after deductible

$30, $65 after deductible

Tier 1, Tier 2 (plan pharmacy) 90-day supply

$70, $200 after deductible

$60, $130 after deductible

Tier 1, Tier 2 (plan pharmacy mail delivery)
90-day supply

$53, $150 after deductible

$45, $98 after deductible

Tier 1, Tier 2 (participating network
pharmacy) 30-day supply

$45, $110 after deductible

$40, $75 after deductible

Tier 1, Tier 2 (participating network
pharmacy) 90-day supply

$90, $220 after deductible

$80, $150 after deductible
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2026 Medical plan changes (continued)

YEAR

Out-of-network changes

2025

The following changes apply

2026

Self-only out-of-pocket maximum

$18,200

$20,000

Family out-of-pocket maximum

$18,200 individual / $36,400 family

$20,000 individual / $40,000 family

Inpatient hospital admission
skilled nursing facility services

$600 per day not to exceed $1,800
per admission after deductible

50% after deductible

Inpatient hospital physician services

$100 per day not to exceed $300
per admission after deductible

50% after deductible

Outpatient surgery facility fee

$450 after deductible

$500 after deductible

Outpatient surgery physician services

$100 after deductible

$80 after deductible

Emergency services

$500 after deductible

40% after deductible

Laboratory outpatient and professional
services

$100 after deductible

$80 after deductible

X-rays and diagnostic imaging

$250 after deductible

$120 after deductible

Blood, blood products and their admini-
stration, durable medical equipment,
medical foods, TMJ appliances, prosthetic
and orthotic devices,

No charge after deductible

50% after deductible

Peak flow meters

40% after deductible

50% after deductible

Home ultraviolet (UV) light box

40% after deductible

50% after deductible

Home health care services, hospice care
services

$350 after deductible

$400 after deductible

House calls

$100 after deductible

$80 after deductible

Annual screening mammogram and
adjuvant breast cancer screening

40%

50%

Vision hardware - eyeglass lenses and
frames and contact lenses

40% after deductible

50% after deductible

Prescription drugs

Tier 1, Tier 2 (participating network
pharmacy) 30-day supply

$45 after deductible, $110 after
deductible

$40 after deductible, $75 after
deductible

Tier 1, Tier 2 (participating network
pharmacy) 90-day supply

$90 after deductible, $220 after
deductible

$80 after deductible, $150 after
deductible
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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, exclude people or treat them differently on
the basis of race, color, national origin (including limited English proficiency and primary language), age,
disability, or sex (including sex characteristics, intersex traits; pregnancy or related conditions; sexual
orientation; gender identity, and sex stereotypes).

Kaiser Health Plan:

+ Provides 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, braille and accessible electronic
formats

* Provides 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, 4000
Garden City Drive, Hyattsville, MD 20785, 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.

This notice is available at https://healthy.kaiserpermanente.org/maryland-virginia-washington-
dc/language-assistance/nondiscrimination-notice

HELP IN YOUR LANGUAGE

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

A7CE (Amharic) Hhdt: A7ICE 091575 P L 0P &% aPCEPTT AG AIAINCRTT anIPC PRI AC8 T ATh 1N

M1 e150e: 0 1-800-777-7902 eLw- (TTY: 711)=

el il cilasall g saeluall il s cya 3 b Lay 2 galll Baelusal) iladi Gl i 85 ey yall Ganni S 13 14l (Arabic) 4 )
(711 :TTY) 1-800-777-7902 &L Jusil

‘Bas3d Wudu (Bassa) Mbi sog: nia maa Basaa, njal mbom a ka maa njang ndol ni mbom mi tson ni son,
nin ma kénnen y€¢, mbi éyem. Wo nan 1-800-777-7902 (TTY: 711)

$¥T (Bengali) NTATEETST fet: arsifey EIT\?'ﬂII P JEA, Al
3 HRET H¥He O] HR1Iw (e A9 1-800-777-790 TTY
& P
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http://www.hhs.gov/ocr/office/file/index.html

t3Z (Chinese) JEBEIR © WIRA P HANEGREES MRS - GRSt RS - 2

% 1-800-777-7902 (TTY : 711) -

B ) sam 4y el iy cilest 5 eSS alen Sl il ) Dlgndy S Cina ) 3 4 S 14a 55 (Farsi) o
Aoda (el (711 1(e 088) TTY) 1-800-777-79020 ol Gl i 53

Francais (French) ATTENTION : si vous parlez frangais, des services d'assistance linguistique

comprenant des aides et services auxiliaires appropriés, gratuits, sont a votre disposition. Appelez le
1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit
entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfiigung. Rufen Sie 1-800-777-7902 an
(TTY: 711).

oyl (Gujarati) tallot W %81 AR %Al A 6], Al 02U UsLAS ASLAL Wl Al Aldctoll e
UsLA A, dAHRL MR HUEA GUced B. 1-800-777-7902 (TTY: 711) UR Sl 53

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale kreydl, w ap jwenn sévis asistans lang tankou
ed ak sevis konplemanté adapte gratis. Rele 1-800-777-7902 (TTY: 711).

=Y (Hindi) &amer &: 309 39 e S §, At 3maah fow 3ugerd wgres 39aor iR aarsit afgd s
HETIAT HaTU FWFA 3TsY & | 1-800-777-7902 TR it Y (TTY: 711).

Igbo (Igbo) TINYE UCHE: O buru na i na-asu Igbo, Oru enyemaka nke asusu gunyere udi enyemaka na
oru kwesiri ekwesij, n'efu, di nye gi. Kpoo 1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE. Se parla italiano, puo usufruire gratuitamente dei servizi di assistenza
linguistica compresi gli opportuni aiuti e servizi ausiliari. Chiamare il numero 1-800-777-7902 (TTY: 711).

HAFE (Japanese) EE : A AGEZah 4 Ho, WO RISV — B XA 2 G L SRR R Y — & A0 Mk
THeftsivEd, 1-800-777-7902 £ CTEHEE 23\ (TTY: 711)

@=o] (Korean) F9]: &0l & FAH] 7%, Ba g 1z 7]7] B A6 27k g 9lo] A9 Au] vt
T2 2 A5 Yt 1-800-777-7902 = A 3lal] A4 (TTY: 711).

Naabeehé (Navajo) Dii BAA AKO NiNiZIN: Dii saad bee yanitti'go Diné Bizaad, saad bee 4ka’anida’awo’déé’,
biniit'aa da beeso ndinish’aah t’aala’l bi'aa ‘anashwo’ doo biniit’aa, t'aadoo baahilinigoo bits’aadoo yeel, t'aa
jiik’eh, éi na holg, koji’ hodiilnih 1-800-777-7902 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se fala portugués, temos a sua disposi¢éo servicos gratuitos de

assisténcia linguistica, incluindo servigos e materiais de apoio adequados. Ligue para 1-800-777-7902
(TTY: 711).

Pycckuin (Russian) BHUMAHMUE! Ecnu Bbl roBopuTe No-pyccky, Bam SOCTYMHbI 6ecnnartHble ycnyrm
A3bIKOBOV MOAAEPKKN, BKINIOYAs COOTBETCTBYHOLLME BCNOMOraTenbHble CpeacTsa u ycnyru. [No3soHuTe
no Homepy 1-800-777-7902 (TTY: 711).

Espafol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios de asistencia
linguistica que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al 1-800-777-7902
(TTY: 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng tulong
sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang bayad. Tumawag
sa 1-800-777-7902 (TTY: 711).

‘ng (Thai) Tdsansiu: wiavinuwan e lneg vinugusauasuuinsatmndas I unen
FuNILATa atndanaruinstEBuNansaNlans Tns 1-800-777-7902 (TTY: 711).

Conilia o o B S Juals ciland (S Cuiglan (S ) e o 8 G T 5350 o &1 taa 8 (Urdu) 54
(TTY: 711) 1-800-777-7902 S JS -ladd ) alaal () 5laa

Tiéng Viét (Vietnamese) CHU Y: Néu ban néi tiéng Viét, ban c6 thé st dung cac dich vu hd tro ngén
ng mien phi, bao gom cac dich vu va phuwong tién ho tro phu hop. Xin goi 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba rn so &dé Yoruba, awon isé iranldwé &dé té fi kin awon ohun &lo
iranlowo to ye ati awon isé laisi idiyelé wa fun . Pe 1-800-777-7902 (TTY: 711).
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