Small Business Plan Summaries | MARYLAND | 2026

8% KAISER PERMANENTE.




COVERAGE OPTIONS
Employees may choose from four plan categories (metal levels):

BRONZE

¢ Lowest monthly premium
¢ Highest deductible

PLATINUM

¢ Highest monthly premium
e Zero/lowest deductible

GOLD

e Higher monthly premium
e Lower deductible

SILVER

* Moderate monthly premium
* Moderate deductible

PORTFOLIO SNAPSHOT
S LoWer cost | Prlce spectrum
HSA-Qualified Consumer- HMO/ KP Plus/ Added Choice Flexible Choice
Directed Health Plan Deductible HMO Deductible KP Plus 2-Tier POS 3-Tier POS’

Product
features

May be a
good fit for
those who:

¢ Lowest cost plans at premium
level

¢ Option for tax-advantaged
savings account

¢ |IRS-regulated minimum
deductible

¢ All benefits subject to
deductible

e Well-priced and quality health
care with very predictable
costs

e Minimal costs subject
to deductible

¢ Broad range of deductibles
and copays

Also available in the Select
care system: more community
providers than that for core
Signature

¢ In-network:
Identical to comprehensive
Kaiser Permanente HMO

e Coverage outside
Kaiser Permanente for up to
10 outpatient visits a year
(limits apply)

® Up to 5 pharmacy fills a year
at facilities outside Kaiser
Permanente

e Price advantage compared to
Added Choice and Flexible
Choice

® |n-network:
Identical to comprehensive
Kaiser Permanente HMO

¢ Out-of-network:
any licensed provider in the
us

e No referrals needed to see a
specialist in Tier 2

e Choice of provider each time
care is sought

e Competitive option that fits
needs of all employees

¢ In-network Tier 1:
Identical to comprehensive
Kaiser Permanente HMO

In-network Tier 2:
Curated national PPO
network

¢ Out-of-network:
Any licensed provider in US

¢ No referrals required for
specialists in Tiers 2 and 3

Offer side-by-side with other
Kaiser Permanente plans to
lower overall costs and still
offer choice

* Desire tax-advantaged long-
term savings vehicle

e Are willing to pay higher
out-of-pocket costs at point
of care

e Are in a workforce with
relatively low care needs

¢ Are close to and/or contained
within the Kaiser Permanente
delivery footprint

® Value quality and the
convenience of fully
integrated model

Seek to balance premium cost
and comprehensive coverage

® Are close to and/or contained
within the Kaiser Permanente
delivery footprint

Want the option to keep
current primary care provider
and/or care relationships
while transitioning to

Kaiser Permanente

* Are new to integrated care,
trying out options

* Have some care needs
outside the Kaiser
Permanente service area but
not for full coverage (e.g.,
limited workforce travel)

* Have sustained care
needs outside the Kaiser
Permanente service area
(e.g., college students)

e Sole carrier groups

® Have a strong preference
for choice

* Have experience with two-tier
products

® Have larger groups with
most employees within and
around the Kaiser Permanente
footprint

Have a broad range of
employees with divergent
needs

* Have senior leaders who
need choice and/or
employment benefit

® Are new to integrated care
with strong choice preference

Have employees who travel
often outside the Kaiser
Permanente footprint

Have large and mid-size
groups with employees
both within and outside the
Kaiser Permanente footprint

) 0.80X

'Available in Maryland and Virginia only
2Compared to HMOs with similar benefits

® 1.00x - 1.05x

e 1.04x

® 1.24x

* 1.36x
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The following is a limited summary of benefits (and applicable member cost shares) offered by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS). For HMO Plus,
services covered under out-of-network providers are subject to a 10-visit limit per member, per contract year (each visit counts); Rx is subject to a 5-fill/refill limit per member, per contract
year (each fill/refill counts). Not all services and procedures are covered by your benefits contract. This summary of benefits is for comparison purposes only and does not create rights not
given through the benefit plan. These plans are “non-grandfathered health plans” under the Patient Protection and Affordable Care Act. Pediatric dental benefits are underwritten by KFHP-
MAS and administered by LIBERTY Dental Plan. For details about the terms of coverage, including exclusions and limitations, please review the applicable Evidence of Coverage (EOC).

@ Offered through Kaiser Permanente E Offered through Small Business Options Program (SHOP), Maryland Health Connection

®

KP MD Platinum(i®
Plus 0 Ded/Vision @ E

PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations @E

(subscriber only)

at back of booklet for more details and KP MD Platinum KP MD Platinum®
information. 0 Ded/Vision Kaiser Permanente Providers | Out-of-Network Providers 500 Ded/Vision
Individual plan annual deductible (subscriber None None Not applicable $500

only)

Family plan annual deductible (individual/family) | None/None None/None Not applicable $500/$1,000

Member coinsurance (plan pays/member pays), | 100%/0% 100%/0% Not applicable 100%/0%

except as otherwise indicated

Individual plan annual out-of-pocket maximum | $2,650 $2,650 Not applicable $2,700

Family plan annual out-of-pocket maximum
(individual/family)

$2,650/$5,300

$2,650/$5,300

Not applicable

$2,700/$5,400

Network!i

@ Signature or Select
Signature only

@ Signature only

Not applicable

@ Signature or Select
E Signature only

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

(applies to 10-visit limit)

Primary care office visit $10 $10 $30 (applies to 10-visit limit) $20
Specialty care office visit $30 $30 $50 (applies to 10-visit limit) $30
Preventive care/screening/immunization No charge No charge No charge No charge

X-ray and lab diagnostic services

X-ray $30/Lab $10

X-ray $30/Lab $10

X-ray $50/Lab $30
(applies to 10-visit limit)

X-ray $30/Lab $20

MRI/CT/PET $100 $100 Not covered $50 after deductible
Telehealth No charge No charge $30 (applies to 10-visit limit) No charge
Outpatient facility fee $100 $100 Not covered $50 after deductible

Mental health/chemical dependency outpatient

$10 individual therapy
$5 group therapy

$10 individual therapy
$5 group therapy

$30 individual therapy
$15 group therapy
(applies to 10-visit limit)

$20 individual therapy
$10 group therapy

Maternity Services

Routine prenatal visits (after confirmation
of pregnancy) and postnatal visits

No charge

No charge

Not covered

No charge

Inpatient Services

All inpatient hospital services (applies to all
inpatient hospital stays for any reason)

$200 per admission

$200 per admission

Not covered

$150 per admission after
deductible




PLAN DETAILS

Refer to Definitions, Exclusions, and Limitations
at back of booklet for more details and
information.

KPS|

KP MD Platinum
0 Ded/Vision

®

KP MD Platinum‘e
Plus 0 Ded/Vision

(K7

Kaiser Permanente Providers ‘ Out-of-Network Providers

KP MD Platinum®®
500 Ded/Vision

Prescription Drugs (30-day supply)

Rx—deductible None None Not applicable None

Rx—generic drugs (Tier 1) $10 $10 $30 (each fill/refill applies $10
to the 5-prescription limit)

Rx—preferred brand drugs (Tier 2) $45 $45 $65 (each fill/refill applies $45
to the 5-prescription limit)

Rx—non-preferred brand drugs (Tier 3) $65 $65 $85 (each fill/refill applies $65
to the 5-prescription limit)

Rx—specialty drugs (Tier 4) 50% up to $150 50% up to $150 60% up to $150 (each fill/ 50% up to $150
refill applies to the
5-prescription limit)

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $30 $30 $30 $30

Emergency room

$200 (waived if admitted)

$200 (waived if admitted)

$200 (waived if admitted)

$150 after deductible (waived if
admitted)

Therapy and Rehabilitation Services

Habilitative and rehabilitative services ‘ $30 ‘ $30 ‘ $50 (applies to 10-visit limit) ‘ $30
Pediatric Dental Services

Periodic oral evaluation $5 $5 Not covered $5
Prophylaxis (cleaning) $0° $0 Not covered $0
Topical application of fluoride $0° $0 Not covered $0°

Bitewing X-rays

$0 (no additional cost
for 1 to 4 films)’

$0 (no additional cost
for 1 to 4 films)'

Not covered

$0 (no additional cost
for 1 to 4 films)"

Pediatric Vision Services

Routine eye exam with optometrist $10 $10 Not covered $20
Frames No charge? No charge? Not covered No charge?
Lenses No charge? No charge? Not covered No charge?
Contacts No charge® No charge® Not covered No charge?®
Adult Vision Services

Routine eye exam with optometrist $10 $10 Not covered $20

Frames $125 discount off retail price* | $125 discount off retail price* Not covered $125 discount off retail price*
Lenses $125 discount off retail price* $125 discount off retail price* Not covered $125 discount off retail price*
Contacts $125 discount off $125 discount off retail price* Not covered $125 discount off retail price*
retail price?
For details about (ia), (ig), and (iii), see the Definitions section on page 29.

'For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

20One pair per year from a selected group of frames.

SLimited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

“Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).
All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.



http://kp.org/dental/mas

The following is a limited summary of benefits (and applicable member cost shares) offered by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS). For HMO Plus,
services covered under out-of-network providers are subject to a 10-visit limit per member, per contract year (each visit counts); Rx is subject to a 5-fill/refill limit per member, per contract
year (each fill/refill counts). Not all services and procedures are covered by your benefits contract. This summary of benefits is for comparison purposes only and does not create rights not
given through the benefit plan. These plans are "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. Pediatric dental benefits are underwritten by KFHP-
MAS and administered by LIBERTY Dental Plan. For details about the terms of coverage, including exclusions and limitations, please review the applicable Evidence of Coverage (EOC).

@ Offered through Kaiser Permanente E Offered through Small Business Options Program (SHOP), Maryland Health Connection

PLAN DETAILS

(ig)
Refer to Definitions, Exclusions, and Limitations KP MD Gold Plusf

0 Ded/Vision

(kP s|

at back of booklet for more details and KP MD Gold KP MD Gold"‘

information. 0 Ded/Vision Kaiser Permanente Providers | Out-of-Network Providers 500 Ded/Vision

Individual plan annual deductible (subscriber only) | $0 $0 Not applicable $500

Family plan annual deductible (individual/family) | $0 $0 Not applicable $500/$1,000

Member coinsurance (plan pays/member pays), 100%/0% 100%/0% Not applicable 100%/0%

except as otherwise indicated

Individual plan annual out-of-pocket maximum $9,000 $9,000 Not applicable $8,500

(subscriber only)

Family plan annual out-of-pocket maximum $9,000/$18,000 $9,000/$18,000 Not applicable $8,500/$17,000

(individual/family)

Network(i @ Signature or Select @ Signature only Not applicable @ Signature or Select
Signature only

HSA/HRA employer-required contribution Not applicable Not applicable Not applicable Not applicable

BENEFITS

Outpatient Services

Primary care office visit $25 $25 $45 (applies to 10-visit limit) $20

Specialty care office visit $55 $55 $75 (applies to 10-visit limit) $50

Preventive care/screening/immunization No charge No charge |No.c)harge (applies to 10-visit | No charge

imit

X-ray and lab diagnostic services $50 $50 $70 (applies to 10-visit limit) $50

MRI/CT/PET $300 $300 Not covered $300 after deductible
Telehealth No charge No charge $40 (applies to 10-visit limit) No charge
Outpatient facility fee $250 $250 Not covered $250 after deductible

Mental health/chemical dependency
outpatient services

$25 individual therapy
$12 group therapy

$25 individual therapy
$12 group therapy

$45 individual therapy
$22 group therapy
(applies to 10-visit limit)

$20 individual therapy
$10 group therapy

Maternity Services

Routine prenatal visits (after confirmation
of pregnancy) and postnatal visits

No charge

No charge

Not covered

No charge

Inpatient Services

All inpatient hospital services (applies to all
inpatient hospital stays for any reason)

$500 per admission

$500 per admission

Not covered

$500 per admission after
deductible




PLAN DETAILS

Refer to Definitions, Exclusions, and Limitations
at back of booklet for more details and
information.

(kP s|

KP MD Gold
0 Ded/Vision

KP MD Gold Plus‘®
0 Ded/Vision

Kaiser Permanente Providers ‘ Out-of-Network Providers

KP MD Gold‘
500 Ded/Vision

Prescription Drugs (30-day supply)

Rx—deductible None None Not applicable None
Rx—generic drugs (Tier 1) $15 $15 $35 (each fill/refill applies $15
to the 5-prescription limit)
Rx—preferred brand drugs (Tier 2) $50 $50 $70 (each fill/refill applies $50
to the 5-prescription limit)
Rx—non-preferred brand drugs (Tier 3) $70 $70 $90 (each fill/refill applies $70

to the 5-prescription limit)

Rx—specialty drugs (Tier 4)

50% up to $150

50% up to $150

60% up to $150 (each fill/refill
applies to the 5-prescription limit)

50% up to $150

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $55 $55 $55 $50

Emergency room $500 (waived if admitted) $500 (waived if admitted) $500 (waived if admitted) $500 after deductible
Therapy and Rehabilitation Services

Habilitative and rehabilitative services $55 $55 $75 (applies to 10-visit limit) $50

Pediatric Dental Services

Periodic oral evaluation $5 $5 Not covered $5

Prophylaxis (cleaning) $0°! $0° Not covered $0°

Topical application of fluoride $0' $0! Not covered $0!

Bitewing X-rays

$0 (no additional cost for
1 to 4 films)’

$0 (no additional cost for
1to 4 films)'

Not covered

$0 (no additional cost for
1 to 4 films)'

Pediatric Vision Services

Routine eye exam with optometrist $25 $25 Not covered $20
Frames No charge? No charge? Not covered No charge?
Lenses No charge? No charge? Not covered No charge?
Contacts No charge® No charge?® Not covered No charge?
Adult Vision Services

Routine eye exam with optometrist $25 $25 Not covered $20

Frames $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*
Lenses $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*
Contacts $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*

For details about (ia), (ig), and (iii), see the Definitions section on page 29.
'For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

2One pair per year from a selected group of frames.

3Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

“Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).
All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.



http://kp.org/dental/mas

PLAN DETAILS

(KPJ s|

®

®

KP MD Gold Plus'®

Refer to Definitions, Exclusions, and Limitations KP MD Gold‘ KP MD Gold"® 1,500 Ded/200 RxDed/Vision

at back of booklet for more details and 1,000 Ded/150 RxDed/ 1,500 Ded/200 RxDed/

information. Vision Vision Kaiser Permanente Providers | Out-of-Network Providers
Individual plan annual deductible (subscriber only) | $1,000 $1,500 $1,500 Not applicable

Family plan annual deductible (individual/family) | $1,000/$2,000 $1,500/$3,000 $1,500/$3,000 Not applicable

Member coinsurance (plan pays/member pays), 100%/0% 100%/0% 100%/0% Not applicable

except as otherwise indicated

Individual plan annual out-of-pocket maximum $8,300 $8,300 $8,300 Not applicable

(subscriber only)

Family plan annual out-of-pocket maximum $8,300/$16,600 $8,300/$16,600 $8,300/$16,600 Not applicable

(individual/family)

Network!i

@ Signature or Select
E Signature only

@ Signature or Select

@ Signature only

Not applicable

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $20 $20 $20 $40 (applies to 10-visit limit)
Specialty care office visit $50 $50 $50 $70 (applies to 10-visit limit)
Preventive care/screening/immunization No charge No charge No charge INo_c)harge (applies to 10-visit
imit

X-ray and lab diagnostic services $50 $50 $50 $70 (applies to 10-visit limit)
MRI/CT/PET $300 after deductible $300 after deductible $300 after deductible Not covered

Telehealth No charge No charge No charge $40 (applies to 10-visit limit)
Outpatient facility fee $250 after deductible $250 after deductible $250 after deductible Not covered

Mental health/chemical dependency
outpatient services

$20 individual therapy
$10 group therapy

$20 individual therapy
$10 group therapy

$20 individual therapy
$10 group therapy

$40 individual therapy
$20 group therapy
(applies to 10-visit limit)

Maternity Services

Routine prenatal visits (after confirmation
of pregnancy) and postnatal visits

No charge

No charge

No charge

Not covered

Inpatient Services

All inpatient hospital services (applies to all
inpatient hospital stays for any reason)

$500 per admission after
deductible

$500 per admission after
deductible

$500 per admission after
deductible

Not covered




PLAN DETAILS

(KPJ s|

®

KP MD Gold Plus!9

Refer to Definitions, Exclusions, and Limitations KP MD Gold‘ KP MD Gold®’ 1,500 Ded/200 RxDed/Vision

at back qf booklet for more details and 1,000 Dedj:l 50 RxDed/ 1,500 Ded./.200 RxDed/

information. Vision Vision Kaiser Permanente Providers ‘ Out-of-Network Providers
Prescription Drugs (30-day supply)

Rx—deductible $150 $200 $200 Not applicable

Rx—generic drugs (Tier 1) $15 $15 $15 $35 (each fill/refill applies

to the 5-prescription limit)

Rx—preferred brand drugs (Tier 2)

$50 after Rx deductible

$50 after Rx deductible

$50 after Rx deductible

$70 (each fill/refill applies
to the 5-prescription limit)

Rx—non-preferred brand drugs (Tier 3)

$65 after Rx deductible

$65 after Rx deductible

$65 after Rx deductible

$120 (each fill/refill applies
to the 5-prescription limit)

Rx—specialty drugs (Tier 4)

50% up to $150 after
Rx deductible

50% up to $150 after
Rx deductible

50% up to $150 after
Rx deductible

60% up to $150 (each fill/refill
applies to the 5-prescription limit)

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care)

$50

$50

$50

$50

Emergency room

$500 after deductible
(waived if admitted)

$500 after deductible
(waived if admitted)

$500 after deductible
(waived if admitted)

$500 after deductible
(waived if admitted)

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $50 $50 $50 $70 (applies to 10-visit limit)
Pediatric Dental Services

Periodic oral evaluation $5 $5 $5 Not covered

Prophylaxis (cleaning) $0' $0! $0' Not covered

Topical application of fluoride $0° $0° $0° Not covered

Bitewing X-rays

$0 (no additional cost
for 1 to 4 films)'

$0 (no additional cost
for 1 to 4 films)’

$0 (no additional cost
for 1 to 4 films)'

Not covered

Pediatric Vision Services

Routine eye exam with optometrist $20 $20 $20 Not covered
Frames No charge? No charge? No charge? Not covered
Lenses No charge? No charge? No charge? Not covered
Contacts No charge® No charge? No charge® Not covered
Adult Vision Services

Routine eye exam with optometrist $20 $20 $20 Not covered

Frames $125 discount off retail price* | $125 discount off retail price* | $125 discount off retail price* | Not covered
Lenses $125 discount off retail price* | $125 discount off retail price* | $125 discount off retail price* | Not covered
Contacts $125 discount off retail price* | $125 discount off retail price* | $125 discount off retail price* | Not covered

For details about (ia), (ib), (ig), and (iii), see the Definitions section on page 29.
'For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

2One pair per year from a selected group of frames.

3Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

“Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).
All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.



http://kp.org/dental/mas

PLAN DETAILS

(KPJ s|

®

KP MD Gold Added Choice'

Refer to Definitions, Exclusions, and Limitations KP MD Gold‘© UV AL 22

at back of booklet for more details and information. 1,700 Ded/HSA/Vision In-Network Out-of-Network
Individual plan annual deductible (subscriber only) $1,700 $1,000 $2,000

Family plan annual deductible (individual/family) N/A (individual)/$3,400 $1,000/$2,000 $2,000/$4,000

Member coinsurance (plan pays/member pays), 100%/0% 100%/0% 80%/20%

except as otherwise indicated

Individual plan annual out-of-pocket maximum $5,500 $8,300 $16,600

(subscriber only)

Family plan annual out-of-pocket maximum
(individual/family)

$5,500/$11,000

$8,300/$16,600

$16,600/$33,200

Network!i

@ Signature or Select Signature only

@ Signature or Select

Not applicable

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit No charge after deductible $20 $45 after deductible

Specialty care office visit No charge after deductible $50 $55 after deductible

Preventive care/screening/immunization No charge No charge 20% after deductible

X-ray and lab diagnostic services No charge after deductible $50 $60 after deductible

MRI/CT/PET $75 after deductible $300 after deductible $450 after deductible

Telehealth No charge after deductible No charge Applicable cost share will apply based

on type of provider
Outpatient facility fee $100 after deductible $250 after deductible $350 after deductible

Mental health/chemical dependency
outpatient services

No charge after deductible

$20 individual therapy
$10 group therapy

$45 individual therapy

Maternity Services

Routine prenatal visits (after confirmation
of pregnancy) and postnatal visits

No charge

No charge

No charge after deductible

Inpatient Services

All inpatient hospital services (applies to all inpatient
hospital stays for any reason)

$200 per admission after deductible

$500 per admission after deductible

Prescription Drugs (30-day supply)

Rx—deductible

Medical deductible applies

$150

Medical deductible applies

Rx—generic drugs (Tier 1)

$10 after deductible

$15

$25 after deductible

Rx—preferred brand drugs (Tier 2)

$45 after deductible

$50 after Rx deductible

$60 after deductible

Rx—non-preferred brand drugs (Tier 3)

$65 after deductible

$65 after Rx deductible

$75 after deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after deductible

50% up to $150 after Rx deductible

50% up to $150 after deductible

$30 group therapy (after deductible)

$600 per admission after deductible




PLAN DETAILS

(KPJ s|

®

KP MD Gold Added Choice'
1,000 Ded/150 RxDed

Refer to Definitions, Exclusions, and Limitations KP MD Gold‘©

at back of booklet for more details and information. 1,700 Ded/HSA/Vision In-Network ‘ Out-of-Network
Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) No charge after deductible $50 $55 after deductible
Emergency room $350 after deductible $500 after deductible $500 after deductible

(waived if admitted)

(waived if admitted)

(waived if admitted)

Therapy and Rehabilitation Services

Habilitative and rehabilitative services No charge after deductible $50 $55 after deductible
Pediatric Dental Services

Periodic oral evaluation $5 $0° 20%

Prophylaxis (cleaning) $0° $0° 20%

Topical application of fluoride $0° $0’ 20%

Bitewing X-rays $0 (no additional cost for 1 to 4 films)' $0 (no additional cost for 1 to 4 films)' 20%

Pediatric Vision Services

Routine eye exam with optometrist No charge after deductible $20 $45 after deductible
Frames No charge after deductible? No charge? 20% after deductible?
Lenses No charge after deductible? No charge? 20% after deductible?
Contacts No charge after deductible® No charge?® 20% after deductible?
Adult Vision Services

Routine eye exam with optometrist No charge after deductible $20 $45 after deductible

Frames Not covered $125 discount off retail price* 10% discount off retail price
Lenses Not covered $125 discount off retail price* 10% discount off retail price
Contacts Not covered $125 discount off retail price* 5% discount off retail price

For details about (ic), (id), and (iii), see the Definitions section on page 29.
"For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

20One pair per year from a selected group of frames.

3Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

4Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).

All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.



http://kp.org/dental/mas

PLAN DETAILS - : calie)

Refer to Definitions, Exclusions, and Limitations KP M%%:Ig/gfglslﬁggme

at back on booklet for more details and

information. Option 1! Option 2! Option 3!
Individual plan annual deductible (subscriber only) | None $1,000 $4,000

Family plan annual deductible (individual/family) | None/None $1,000/$2,000 $4,000/$8,000

Individual plan annual out-of-pocket maximum $4,900 $5,050 $10,150

(subscriber only)

Family plan annual out-of-pocket maximum $4,900/$9,800 $5,050/$10,100 $10,150/$20,300

(individual/family)

Network!i

@ Signature only

MultiPlan® and/or PHCS™, Cigna
Healthcares™ PPO

Not applicable

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $25 $35 20% after deductible

Specialty care office visit $50 $60 20% after deductible

Preventive care/screening/immunization No charge No charge 20% after deductible

X-ray and lab diagnostic services X-ray $40/Lab $30 X-ray $50/Lab $40 20% after deductible

MRI/CT/PET $350 $400 after deductible 20% after deductible

Telehealth No charge Applicable cost share will apply based 20% after deductible
on type of provider

Outpatient facility fee $275 $325 after deductible 20% after deductible

Mental health/chemical dependency $25 individual therapy $35 individual therapy 20% after deductible

outpatient services $12 group therapy $17 group therapy

Maternity Services

Routine prenatal visits (after confirmation No charge No charge 20% after deductible

of pregnancy) and postnatal visits

Inpatient Services

All inpatient hospital services (applies to all $550 per admission $600 per admission after deductible 20% after deductible

inpatient hospital stays for any reason)




PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations

KP MD Gold Flexible Choicet

at back of booklet for more details and e e

information. Option 1' Option 2' Option 3'
Prescription Drugs (30-day supply)

Rx—deductible $300 $300 Medical deductible applies
Rx—generic drugs (Tier 1) $25 $45 20% after deductible
Rx—preferred brand drugs (Tier 2) $50 after Rx deductible $80 after Rx deductible 20% after deductible
Rx—non-preferred brand drugs (Tier 3) $80 after Rx deductible $100 after Rx deductible 20% after deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after Rx deductible

50% up to $150 after Rx deductible 50% up to $150 after deductible

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care)

$50

$60 20% after deductible

Emergency room

$500 (waived if admitted)

$500 (waived if admitted) $500 (waived if admitted)

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $50 $60 20% after deductible
Pediatric Dental Services

Periodic oral evaluation $02 Covered in plan 20%

Prophylaxis (cleaning) $02 Covered in plan 20%

Topical application of fluoride $02 Covered in plan 20%

Bitewing X-rays $0 (no additional cost for 1 to 4 films)? Covered in plan 20%

Pediatric Vision Services

Routine eye exam with optometrist $25 $35 20% after deductible
Frames No charge® Not available 40% after deductible
Lenses No charge® Not available 40% after deductible
Contacts No charge* Not available 40% after deductible
Adult Vision Services

Routine eye exam with optometrist $25 $35 20% after deductible

Frames $125 discount off retail® Not available 40% up to $100 after deductible
Lenses $125 discount off retail® Not available 40% up to $150 after deductible
Contacts $125 discount off retail® Not available 40% up to $50 after deductible

For details about (ie) and (iii), see the Definitions section on page 29.

"Kaiser Foundation Health Plan of the Mid-Atlantic States (KFHP-MAS) underwrites the In-Network (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP),

underwrites the In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3).
2For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

3One pair per year from a selected group of frames.

“Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.
SAdult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).
All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.


http://kp.org/dental/mas

PLAN DETAILS

Refer to Definitions, Exclusions, and Limitations

®

KP MD Gold Flexible Choicet®

at back of booklet for more details and e

information. Option 1 Option 2! Option 3!
Individual plan annual deductible (subscriber only) | $1,000 $1,500 $4,000

Family plan annual deductible (individual/family) $1,000/$2,000 $1,500/$3,000 $4,000/$8,000

Individual plan annual out-of-pocket maximum $5,000 $5,150 $10,150

(subscriber only)

Family plan annual out-of-pocket maximum
(individual/family)

$5,000/$10,000

$5,150/$10,300

$10,150/$20,300

Network!

@ Signature only

MultiPlan® and/or PHCS™, Cigna
Healthcare™ PPO

Not applicable

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $20 $30 20% after deductible
Specialty care office visit $40 $50 20% after deductible
Preventive care/screening/immunization No charge No charge 20% after deductible
X-ray and lab diagnostic services X-ray $40/Lab $25 X-ray $50/Lab $35 20% after deductible
MRI/CT/PET $350 after deductible $400 after deductible 20% after deductible
Telehealth No charge Applicable cost shares will apply based 20% after deductible

on type of provider

Outpatient facility fee

$275 after deductible

$325 after deductible

20% after deductible

Mental health/chemical dependency $20 individual therapy $30 individual therapy 20% after deductible
outpatient services $10 group therapy $15 group therapy

Maternity Services

Routine prenatal visits (after confirmation No charge No charge 20% after deductible

of pregnancy) and postnatal visits

Inpatient Services

All inpatient hospital services (applies to all
inpatient hospital stays for any reason)

$550 per admission after deductible

$600 per admission after deductible

20% after deductible

Prescription Drugs (30-day supply)

Rx—deductible $200 $250 Medical deductible applies
Rx—generic drugs (Tier 1) $25 $45 20% after deductible
Rx—preferred brand drugs (Tier 2) $50 after Rx deductible $80 after Rx deductible 20% after deductible
Rx—non-preferred brand drugs (Tier 3) $80 after Rx deductible $100 after Rx deductible 20% after deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after Rx deductible

50% up to $150 after Rx deductible

50% up to $150 after deductible




®

PLAN DETAILS : o KP MD Gold Flexible Choice(®

Refer to Definitions, Exclusions, and Limitations 1,000 Ded/200 RxDed

at back Qf booklet for more details and !

information. Option 1! Option 2! Option 3!
Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $40 $50 20% after deductible
Emergency room $500 after deductible $500 after deductible $500 after deductible

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $40 $50 20% after deductible

Pediatric Dental Services

Periodic oral evaluation $0? Covered in plan 20%
Prophylaxis (cleaning) $02 Covered in plan 20%
Topical application of fluoride $0? Covered in plan 20%
Bitewing X-rays $0 (no additional cost for 1 to 4 films)? Covered in plan 20%

Pediatric Vision Services

Routine eye exam with optometrist $20 $30 20% after deductible
Frames No charge® Not available 40% after deductible
Lenses No charge® Not available 40% after deductible
Contacts No charge* Not available 40% after deductible

Adult Vision Services

Routine eye exam with optometrist $20 $30 20% after deductible

Frames $125 discount off retail price® Not available 40% up to $100 after deductible
Lenses $125 discount off retail price® Not available 40% up to $150 after deductible
Contacts $125 discount off retail price® Not available 40% up to $50 after deductible

For details about (ie) and (iii), see the Definitions section on page 29.

"Kaiser Foundation Health Plan of the Mid-Atlantic States (KFHP-MAS) underwrites the In-Network (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP),
underwrites the In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3).

2For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

30One pair per year from a selected group of frames.

“Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

SAdult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).

All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.


http://kp.org/dental/mas

PLAN DETAILS

@

KP MD Gold Flexible Choice'®

Refer to Definitions, Exclusions, and Limitations LA AL

at back of booklet for more details and information. Option 1' Option 22 Option 32

Individual plan annual deductible (subscriber only) | $1,750 $3,500 $4,500

Family plan annual deductible (individual/family) N/A (individual)/$3,500 $3,500/$6,500 $4,500/$9,000

Individual plan annual out-of-pocket maximum $3,850 $4,550 $8,400

(subscriber only)

Family plan annual out-of-pocket maximum $3,850/$7,700 $4,550/$9,100 $8,400/$16,800

(individual/family)

Network(i @ Signature only MultiPlan® and/or PHCS™, Cigna Not applicable
Healthcare®™ PPO

HSA/HRA employer-required contribution Not applicable Not applicable Not applicable

BENEFITS

Outpatient Services

Primary care office visit No charge after deductible $10 after deductible 20% after deductible

Specialty care office visit $20 after deductible $30 after deductible 20% after deductible

Preventive care/screening/immunization No charge No charge 20% after deductible

X-ray and lab diagnostic services X-ray $20/Lab $5 (after deductible) X-ray $30/Lab $10 (after deductible) 20% after deductible

MRI/CT/PET $100 after deductible $150 after deductible 20% after deductible

Telehealth No charge after deductible $10 primary care physician/$30 specialist | 20% after deductible

(after deductible)

Outpatient facility fee $100 after deductible $150 after deductible 20% after deductible
Mental health/chemical dependency Individual therapy: No charge $10 individual therapy 20% after deductible
outpatient services Group therapy: No charge (after deductible) | $5 group therapy (after deductible)

Maternity Services

Routine prenatal visits (after confirmation No charge No charge 20% after deductible

of pregnancy) and postnatal visits

Inpatient Services

All inpatient hospital services (applies to all
inpatient hospital stays for any reason)

$200 per admission after deductible

$250 per admission after deductible

20% after deductible

Prescription Drugs (30-day supply)

Rx—deductible

Medical deductible applies

Medical deductible applies

Medical deductible applies

Rx—generic drugs (Tier 1) $10 after deductible $20 after deductible 20% after deductible
Rx—preferred brand drugs (Tier 2) $35 after deductible $45 after deductible 20% after deductible
Rx—non-preferred brand drugs (Tier 3) $55 after deductible $65 after deductible 20% after deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after deductible

50% up to $150 after deductible

50% up to $150 after deductible




PLAN DETAILS

®

KP MD Gold Flexible Choice'®

Refer to Definitions, Exclusions, and Limitations B R T

at back of booklet for more details and information. Option 11 Option 22 Option 32
Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $20 after deductible $30 after deductible 20% after deductible

Emergency room

$400 after deductible (waived if admitted)

$400 after deductible (waived if admitted)

$400 after deductible (waived if admitted)

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $20 after deductible $30 after deductible 20% after deductible
Pediatric and Cosmetic Dental Services

Periodic oral evaluation $0° Covered in plan 20%

Prophylaxis (cleaning) $0° Covered in plan 20%

Topical application of fluoride $0° Covered in plan 20%

Bitewing X-rays $0 (no additional cost for 1 to 4 films)? Covered in plan 20%

Pediatric Vision Services

Routine eye exam with optometrist No charge after deductible $10 after deductible 20% after deductible
Frames No charge after deductible® Not available 40% after deductible
Lenses No charge after deductible* Not available 40% after deductible
Contacts No charge after deductible* Not available 40% after deductible
Adult Vision Services

Routine eye exam with optometrist No charge after deductible $10 after deductible 20% after deductible

Frames Not covered Not covered Not covered
Lenses Not covered Not covered Not covered
Contacts Not covered Not covered Not covered

For details about (if) and (iii), see the Definitions section on page 29.
'Kaiser Foundation Health Plan of the Mid-Atlantic States (KFHP-MAS) underwrites the In-Network (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP),
underwrites the In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3).

2For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

3One pair per year from a selected group of frames.

“Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.
All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.


http://kp.org/dental/mas

PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations
at back of booklet for more details and information.

KP MD Gold 3,000 Ded/250 RxDed/Vision

Individual plan annual deductible (subscriber only) $3,000

Family plan annual deductible (individual/family) $3,000/$6,000
Member coinsurance (plan pays/member pays),except as otherwise indicated 80%/20%
Individual plan annual out-of-pocket maximum (subscriber only) $8,000

Family plan annual out-of-pocket maximum (individual/family) $8,000/$16,000

Network!i

@ Signature or Select

HSA/HRA employer-required contribution

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $25

Specialty care office visit $50

Preventive care/screening/immunization No charge

X-ray and lab diagnostic services X-ray $40/Lab $25
MRI/CT/PET 20% after deductible
Telehealth No charge
Outpatient facility fee 20% after deductible

Mental health/chemical dependency outpatient services

$25 individual therapy, $12 group therapy

Maternity Services

Routine prenatal visits (after confirmation of pregnancy) and postnatal visits ‘ No charge
Inpatient Services

All inpatient hospital services (applies to all inpatient hospital stays for any reason) ‘ 20% after deductible
Prescription Drugs (30-day supply)

Rx—deductible $250

Rx—generic drugs (Tier 1) $15

Rx—preferred brand drugs (Tier 2)

$50 after Rx deductible

Rx—non-preferred brand drugs (Tier 3)

$65 after Rx deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after Rx deductible




PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations @
at back of booklet for more details and information. KP MD Gold 3,000 Ded/250 RxDed/Vision

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $50

Emergency room 20% after deductible

Therapy and Rehabilitation Services

Habilitative and rehabilitative services No charge after deductible

Pediatric Dental Services

Periodic oral evaluation $5
cleaning $0

fluoride $0
Bitewing X-rays $0
Pediatric Vision services

Routine eye exam with optometrist $25
Frames No charge'
Lenses No charge?
Contacts No charge?

Adult Vision services

Routine eye exam with optometrist $25

Frames $125 discount off retail price®
Lenses $125 discount off retail price®
Contacts $125 discount off retail price®

For details about (iii), see the Definitions section on page 29.

"One pair per year from a selected group of frames.
2Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.
3 Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).

All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.



The following is a limited summary of benefits (and applicable member cost shares) offered by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS). For HMO Plus, services
covered under out-of-network providers are subject to a 10-visit limit per member, per contract year (each visit counts); Rx is subject to a 5-fill/refill limit per member, per contract year (each fill/
refill counts). Not all services and procedures are covered by your benefits contract. This summary of benefits is for comparison purposes only and does not create rights not given through the
benefit plan. These plans are “non-grandfathered health plans” under the Patient Protection and Affordable Care Act. Pediatric dental benefits are underwritten by KFHP-MAS and administered
by LIBERTY Dental Plan. For details about the terms of coverage, including exclusions and limitations, please review the applicable Evidence of Coverage (EOC).

@ Offered through Kaiser Permanente E Offered through Small Business Options Program (SHOP), Maryland Health Connection

®H ® @8

PLAN DETAILS

Refer to Definitions, Exclusions, and Limitations

KP MD Silveri

KP MD Silver Plus'®
1,850 Ded/350 RxDed/Vision

KP MD Silveri

only)

at back Qf booklet for more details and 1,850 Ded_/?SO RxDed/ KP MD Silver 2,500 Ded/
information. Vision Kaiser Permanente Providers | Out-of-Network Providers 500 RxDed/Vision
Individual plan annual deductible (subscriber $1,850 $1,850 Not applicable $2,500

Family plan annual deductible (individual/family)

$1,850/$3,700

$1,850/$3,700

Not applicable

$2,500/$5,000

(subscriber only)

Member coinsurance (plan pays/member pays), 100%/0% 100%/0% Not applicable 100%/0%
except as otherwise indicated
Individual plan annual out-of-pocket maximum $9,100 $9,100 Not applicable $9,400

Family plan annual out-of-pocket maximum
(individual/family)

$9,100/$18,200

$9,100/$18,200

Not applicable

$9,400/$18,800

Network!i

@ Signature or Select
E Signature only

@ Signature only

Not applicable

@ Signature or Select
E Signature only

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $40 $40 $60 (applies to 10-visit limit) $40

Specialty care office visit $50 after deductible $65 $85 (applies to 10-visit limit) $60

Preventive care/screening/immunization No charge No charge No charge (applies No charge

to 10-visit limit)
X-ray and lab diagnostic services X-ray $50/Lab $40 X-ray $50/Lab $40 X-ray $70/Lab $60 $60
(after deductible) (after deductible) (applies to 10-visit limit)

MRI/CT/PET $400 after deductible $400 after deductible Not covered $400 after deductible
Telehealth No charge No charge $60 (applies to 10-visit limit) No charge
Outpatient facility fee $350 after deductible $350 after deductible Not covered $350 after deductible

Mental health/chemical dependency
outpatient services

$40 individual therapy
$20 group therapy

$40 individual therapy
$20 group therapy

$60 individual therapy
$30 group therapy
(applies to 10-visit limit)

$40 individual therapy
$20 group therapy

Maternity Services

Routine prenatal visits (after confirmation
of pregnancy) and postnatal visits

No charge

No charge

Not covered

No charge

Inpatient Services

All inpatient hospital services (applies to all
inpatient hospital stays for any reason)

$500 per day up to 5 days per
admission after deductible

$500 per day up to 5 days per
admission after deductible

Not covered

$500 per day up to 5 days per
admission after deductible




PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations

[<P]s|

KP MD Silver®

®

KP MD Silver Plus'®
1,850 Ded/350 RxDed/Vision

[KP] 5|

KP MD Silver‘

at back of booklet for more details and 1,850 Ded/350 RxDed/ KP MD Silver 2,500 Ded/
information. Vision Kaiser Permanente Providers ‘ Out-of-Network Providers 500 RxDed/Vision
Prescription Drugs (30-day supply)
Rx—deductible $350 $350 Not applicable $500
Rx—generic drugs (Tier 1) $20 $20 $40 (each fill/refill applies $25

to the 5-prescription limit)
Rx—preferred brand drugs (Tier 2) $50 after Rx deductible $50 after Rx deductible $70 (each fill/refill applies $60 after Rx deductible

to the 5-prescription limit)

Rx—non-preferred brand drugs (Tier 3)

50% after Rx deductible

50% after Rx deductible 60% (each fill/refill applies

to the 5-prescription limit)

50% after Rx deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after
Rx deductible

50% up to $150 after
Rx deductible

60% up to $150 (each fill/refill
applies to the 5-prescription limit)

50% up to $150 after
Rx deductible

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care)

$50 after deductible

$65 $65

$60

Emergency room

$500 after deductible
(waived if admitted)

$500 after deductible $500 after deductible
(waived if admitted) (waived if admitted)

$500 after deductible
(waived if admitted)

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $50 after deductible $50 after deductible $70 (applies to 10-visit limit) $60 after deductible
Pediatric Dental Services
Periodic oral evaluation $5 $5 Not covered $5
Prophylaxis (cleaning) $0! $0! Not covered $0!
Topical application of fluoride $0 $0° Not covered $0°
Bitewing X-rays $0 (no additional cost for $0 (no additional cost for Not covered $0 (no additional cost for
1 to 4 films)’ 1 to 4 films)' 1 to 4 films)'
Pediatric Vision Services
Routine eye exam with optometrist $40 $40 Not covered $40
Frames No charge? No charge? Not covered No charge?
Lenses No charge? No charge? Not covered No charge?
Contacts No charge?® No charge?® Not covered No charge?®
Adult Vision Services
Routine eye exam with optometrist $40 $40 Not covered $40
Frames $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*
Lenses $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*
Contacts $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*

For details about (ia), (ig), and (iii), see the Definitions section on page 29.
'For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

2One pair per year from a selected group of frames.

3Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

“Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).
All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.


http://kp.org/dental/mas

PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations

[KPJ s|

®

KP MD Silver Added Choice!®

at back of booklet for more details and KP MD Silvert KP MD Silver‘ KP MD Silver'© 2,500 Ded/500 RxDed
information. 2,000 Ded/HSA/Vision | 3,000 Ded/HSA/Vision | 4,000 Ded/HSA/Vision In-Network Out-of-Network
Individual plan annual deductible (subscriber only) | $2,000 $3,000 $4,000 $2,500 $4,500

Family plan annual deductible (individual/family) | N/A (individual)/$4,000 | N/A (individual)/$6,000 | $4,000/$8,000 $2,500/$5,000 $4,500/$9,000
Member coinsurance (plan pays/member pays), 100%/0% 100%/0% 100%/0% 100%/0% 70%/30%

except as otherwise indicated

Individual plan annual out-of-pocket maximum $8,500 $8,000 $7,500 $9,400 $18,800

(subscriber only)

Family plan annual out-of-pocket maximum $8,500/$17,000 $8,000/$16,000 $7,500/$15,000 $9,400/$18,800 $18,800/$37,600

(individual/family)

Network!i

@ Signature or Select
E Signature only

@ Signature or Select

@ Signature or Select

@ Signature or Select

Not applicable

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $30 after deductible $30 after deductible $25 after deductible $40 $70
Specialty care office visit $40 after deductible $50 after deductible $50 after deductible $60 $120
Preventive care/screening/immunization No charge No charge No charge No charge No charge after deductible
X-ray and lab diagnostic services Lab $40/X-ray $50 $50 after deductible No charge after $60 $80 after deductible
(after deductible) deductible
MRI/CT/PET $300 after deductible $400 after deductible No charge after $400 after deductible $500 after deductible
deductible
Telehealth No charge after No charge after No charge after No charge Applicable cost share
deductible deductible deductible will apply based on type
of provider
Outpatient facility fee $300 after deductible $300 after deductible $250 after deductible $350 after deductible $450 after deductible
Mental health/chemical dependency $30 individual therapy | $30 individual therapy | $25 individual therapy $40 individual therapy | $70 individual therapy
outpatient services $15 group therapy $15 group therapy (after deductible) $20 group therapy $35 group therapy
(after deductible) (after deductible) $12 group therapy
(after deductible)
Maternity Services
Routine prenatal visits (after confirmation No charge No charge No charge No charge No charge after

of pregnancy) and postnatal visits

deductible

Inpatient Services

All inpatient hospital services (applies to all
inpatient hospital stays for any reason)

$500 per admission after
deductible

$500 per day up to
3 days per admission
after deductible

$500 per day up to
5 days per admission
after deductible

$500 per day up to
5 days per admission
after deductible

$600 per day up to
5 days per admission
after deductible

20



PLAN DETAILS

Refer to Definitions, Exclusions, and Limitations
at back of booklet for more details and
information.

[KPJ s|

KP MD Silveri©
2,000 Ded/HSA/Vision

KP MD Silverti©
3,000 Ded/HSA/Vision

KP MD Silvert
4,000 Ded/HSA/Vision

®

KP MD Silver Added Choice!®
2,500 Ded/500 RxDed

In-Network

‘ Out-of-Network

Prescription Drugs (30-day supply)

Rx—deductible Medical deductible Medical deductible Medical deductible $500 Medical deductible
applies applies applies applies

Rx—generic drugs (Tier 1) $20 after deductible $20 after deductible $20 after deductible $25 $35 after deductible

Rx—preferred brand drugs (Tier 2) $50 after deductible $50 after deductible $50 after deductible $60 after Rx deductible | $60 after deductible

Rx—non-preferred brand drugs (Tier 3) 50% after deductible 50% after deductible 50% after deductible 50% after Rx deductible | 50% after deductible

Rx—specialty drugs (Tier 4) 50% up to $150 after 50% up to $150 after 50% up to $150 after 50% up to $150 after Rx | 50% up to $150 after
deductible deductible deductible deductible deductible

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $40 after deductible $50 after deductible $50 after deductible $60 $120

Emergency room $400 after deductible $400 after deductible $350 after deductible $500 after deductible $500 after deductible

(waived if admitted)

(waived if admitted)

(waived if admitted)

(waived if admitted)

(waived if admitted)

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $50 after deductible $50 after deductible $50 after deductible $60 after deductible $80 after deductible

Pediatric Dental Services

Periodic oral evaluation $5 $5 $5 $0° 20%

Prophylaxis (cleaning) $0! $0! $0' $0! 20%

Topical application of fluoride $0° $0° $0° $0° 20%

Bitewing X-rays $0 (no additional cost $0 (no additional cost $0 (no additional cost $0 (no additional cost 20%
for 1 to 4 films)’ for 1 to 4 films)" for 1 to 4 films)’ for 1 to 4 films)’

Pediatric Vision Services

Routine eye exam with optometrist $30 after deductible $30 after deductible $25 after deductible $40 $70

Frames No charge after No charge after No charge after No charge? 30% after deductible?
deductible? deductible? deductible?

Lenses No charge after No charge after No charge after No charge? 30% after deductible?
deductible? deductible? deductible?

Contacts No charge after No charge after No charge after No charge® 40% after deductible?
deductible? deductible? deductible?
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PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations

[KP] s

®

®

KP MD Silver Added Choice!®
2,500 Ded/500 RxDed

at back of booklet for more details and KP MD Silver!i© KP MD Silverti© KP MD Silvert

information. 2,000 Ded/HSA/Vision | 3,000 Ded/HSA/Vision | 4,000 Ded/HSA/Vision In-Network ‘ Out-of-Network

Adult Vision Services

Routine eye exam with optometrist $30 after deductible $30 after deductible $25 after deductible $40 $70

Frames Not covered Not covered Not covered $125 discount off retail 10% discount off retail
price* price

Lenses Not covered Not covered Not covered $125 discount off retail 10% discount off retail
price* price

Contacts Not covered Not covered Not covered $125 discount off retail | 5% discount off retail

price* price

For details about (ic), (id), and (iii), see the Definitions section on page 29.
'For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

2One pair per year from a selected group of frames.

3Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.
“Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).

All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.
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PLAN DETAILS

®

KP MD Silveri®

®

KP MD Silver Plus®
4,000 Ded/450 RxDed/Vision

Refer to Definitions, Exclusions, and Limitations 4,000 Ded/450 RxDed/ KP MD Silver 5,000 Ded/
at back of booklet for more details and information. Vision Kaiser Permanente Providers | Out-of-Network Providers 450 RxDed/Vision
Individual plan annual deductible (subscriber only) $4,000 $4,000 Not applicable $5,000

Family plan annual deductible (individual/family) $4,000/$8,000 $4,000/$8,000 Not applicable $5,000/$10,000

Member coinsurance (plan pays/member pays), 100%/0% 100%/0% Not applicable 70%/30%

except as otherwise indicated

Individual plan annual out-of-pocket maximum $9,400 $9,400 Not applicable $9,000

(subscriber only)

Family plan annual out-of-pocket maximum $9,400/$18,800 $9,400/$18,800 Not applicable $9,000/$18,000

(individual/family)

Networki

@ Signature only

@ Signature only

Not applicable

@ Signature or Select

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $40 $40 $60 (applies to 10-visit limit) $50
Specialty care office visit $60 $60 $80 (applies to 10-visit limit) $75
Preventive care/screening/immunization No charge No charge No charge No charge

(applies to 10-visit limit)
X-ray and lab diagnostic services $50 after deductible $50 after deductible $70 (applies to 10-visit limit) X-ray $50/Lab $25

(after deductible)

MRI/CT/PET $400 after deductible $400 after deductible Not covered 30% after deductible
Telehealth No charge No charge $60 (applies to 10-visit limit) No charge
Outpatient facility fee $350 after deductible $350 after deductible Not covered 30% after deductible

Mental health/chemical dependency
outpatient services

$40 individual therapy
$20 group therapy

$40 individual therapy
$20 group therapy

$60 individual therapy
$30 group therapy
(applies to 10-visit limit)

$50 individual therapy
$25 group therapy

Maternity Services

Routine prenatal visits (after confirmation No charge No charge Not covered No charge

of pregnancy) and postnatal visits

Inpatient Services

All inpatient hospital services (applies to all inpatient | $500 per day up to 5 days per | $500 per day up to 5 days per | Not covered 30% after deductible

hospital stays for any reason)

admission after deductible

admission after deductible
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®

®

KP MD Silver Plus'®

PLAN DETAILS KP MD Silveri -
Refer to Definitions, Exclusions, and Limitations 4,000 Ded/450 RxDed/ 4,000 Ded/450 RxDed/Vision KP MD Silver 5,000 Ded/
at back of booklet for more details and information. Vision Kaiser Permanente Providers ‘ Out-of-Network Providers 450 RxDed/Vision
Prescription Drugs (30-day supply)
Rx—deductible $450 $450 Not applicable $450
Rx—generic drugs (Tier 1) $20 $20 $40 (each fill/refill applies $20
to the 5-prescription limit)
Rx—preferred brand drugs (Tier 2) $50 after Rx deductible $50 after Rx deductible $70 (each fill/refill applies $50 after Rx deductible

to the 5-prescription limit)

Rx—non-preferred brand drugs (Tier 3)

50% after Rx deductible

50% after Rx deductible

60% (each fill/refill applies
to the 5-prescription limit)

50% after Rx deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after Rx
deductible

50% up to $150 after Rx
deductible

60% up to $150
(each fill/refill applies to the
5-prescription limit)

50% up to $150 after Rx
deductible

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care)

$60

$60

$60

$75

Emergency room

$500 after deductible
(waived if admitted)

$500 after deductible
(waived if admitted)

$500 after deductible
(waived if admitted)

30% after deductible

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $50 after deductible $50 after deductible $70 (applies to 10-visit limit) | $25 after Rx deductible
Pediatric Dental Services
Periodic oral evaluation $5 $5 Not covered $5
Prophylaxis (cleaning) $0° $0° Not covered $0!
Topical application of fluoride $0! $0! Not covered $0!
Bitewing X-rays $0 (no additional cost for $0 (no additional cost for Not covered $0°

1 to 4 films)’ 1 to 4 films)'
Pediatric Vision Services
Routine eye exam with optometrist $40 $40 Not covered $50
Frames No charge? No charge? Not covered No charge?
Lenses No charge® No charge?® Not covered No charge®
Contacts No charge? No charge? Not covered No charge?
Adult Vision Services
Routine eye exam with optometrist $40 $40 Not covered $50

Frames $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*
Lenses $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*
Contacts $125 discount off retail price* | $125 discount off retail price* | Not covered $125 discount off retail price*

For details about (ia), (ig), and (iii), see the Definitions section on page 29.

"For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

2One pair per year from a selected group of frames.

3Limited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

4Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).
All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.
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BRONZE PLAN SUMMARIES

The following is a limited summary of benefits (and applicable member cost shares) offered by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS). Not all services
and procedures are covered by your benefits contract. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These
plans are “non-grandfathered health plans” under the Patient Protection and Affordable Care Act. Pediatric dental benefits are underwritten by KFHP-MAS and administered by LIBERTY
Dental Plan. For details about the terms of coverage, including exclusions and limitations, please review the applicable Evidence of Coverage (EOC).

@ Offered through Kaiser Permanente E Offered through Small Business Options Program (SHOP), Maryland Health Connection

PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations at

KP]s)

KP MD Bronze'?

Ke]s)

KP MD Bronze!®

GH

KP MD Bronze!®

(subscriber only)

back of booklet for more details and information. 6,500 Ded/Vision 6,150 Ded/HSA/Vision 7.100 Ded/HSA/Vision
Individual plan annual deductible (subscriber only) | $6,500 $6,150 $7,100

Family plan annual deductible (individual/family) $6,500/$13,000 $6,150/$12,300 $7,100/$14,200

Member coinsurance (plan pays/member pays), 60%/40% 100%/0% 100%/0%

except as otherwise indicated

Individual plan annual out-of-pocket maximum $10,000 $8,100 $7,100

Family plan annual out-of-pocket maximum
(individual/family)

$10,000/$20,000

$8,100/$16,200

$7,100/$14,200

Network!i

@Signature or Select
Signature only

@Signature or Select
E Signature only

@Signature or Select
Signature only

HSA/HRA employer-required contribution

Not applicable

Not applicable

Not applicable

BENEFITS

Outpatient Services

Primary care office visit $50 $40 after deductible No charge after deductible
Specialty care office visit $80 $60 after deductible No charge after deductible
Preventive care/screening/immunization No charge No charge No charge

X-ray and lab diagnostic services Lab $60/X-ray $100 (after deductible) Lab $50/X-ray $75 (after deductible) No charge after deductible
MRI/CT/PET $450 after deductible $400 after deductible No charge after deductible
Telehealth No charge No charge after deductible No charge after deductible
Outpatient facility fee $400 after deductible $350 after deductible No charge after deductible

Mental health/chemical dependency outpatient

$50 individual therapy
$25 group therapy

$40 individual therapy
$20 group therapy (after deductible)

No charge after deductible

Maternity Services

inpatient hospital stays for any reason)

Routine prenatal visits (after confirmation No charge No charge No charge

of pregnancy) and postnatal visits

Inpatient Services

All inpatient hospital services (applies to all 40% after deductible $500 per admission after deductible No charge after deductible
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BRONZE PLAN SUMMARIES (CONT.)

PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations at
back of booklet for more details and information.

Ke]s)

KP MD Bronze'?
6,500 Ded/Vision

&

KP MD Bronze'®
6,150 Ded/HSA/Vision

GH

KP MD Bronze!®
7,100 Ded/HSA/Vision

Prescription Drugs (30-day supply)

Rx—deductible

Medical deductible applies

Medical deductible applies

Medical deductible applies

Rx—generic drugs (Tier 1) $30 $20 after deductible No charge after deductible
Rx—preferred brand drugs (Tier 2) $65 after deductible $50 after deductible No charge after deductible
Rx—non-preferred brand drugs (Tier 3) 50% after deductible $80 after deductible No charge after deductible

Rx—specialty drugs (Tier 4)

50% up to $150 after deductible

50% up to $150 after deductible

No charge after deductible

Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $80 $60 after deductible No charge after deductible
Emergency room 40% after deductible $350 after deductible No charge after deductible
Therapy and Rehabilitation Services

Habilitative and rehabilitative services $80 after deductible $60 after deductible No charge after deductible
Pediatric Dental Services

Periodic oral evaluation $5 $5 $5

Prophylaxis (cleaning) $0° $0 $0

Topical application of fluoride $0° $0° $0°

Bitewing X-rays

$0 (no additional cost for 1 to 4 films)’

$0 (no additional cost for 1 to 4 films)'

$0 (no additional cost for 1 to 4 films)!

Pediatric Vision Services

Routine eye exam with optometrist $50 $40 after deductible No charge after deductible
Frames No charge? No charge after deductible? No charge after deductible?
Lenses No charge? No charge after deductible? No charge after deductible?
Contacts No charge® No charge after deductible® No charge after deductible®
Adult Vision Services

Routine eye exam with optometrist $50 $40 after deductible No charge after deductible

Frames $125 discount off retail price* Not covered Not covered
Lenses $125 discount off retail price* Not covered Not covered
Contacts $125 discount off retail price* Not covered Not covered

For details about (ia), (ic), and (iii), see the Definitions section on page 29.
'For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

20One pair per year from a selected group of frames.

SLimited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.
“Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).

All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.
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BRONZE PLAN SUMMARIES (CONT.)

PLAN DETAILS
Refer to Definitions, Exclusions, and Limitations at

KP MD Bronze Plus'?
6,500 Ded/Vision

back of booklet for more details and information. In-Network Out-of-Network
Individual plan annual deductible (subscriber only) $6,500 Not applicable

Family plan annual deductible (individual/family) $6,500/$13,000 Not applicable

Member coinsurance (plan pays/member pays), 60%/40% Not applicable

except as otherwise indicated

Individual plan annual out-of-pocket maximum $10,000 Not applicable

(subscriber only)

Family plan annual out-of-pocket maximum $10,000/$20,000 Not applicable

(individual/family)

Network! @ Signature only Not applicable

HSA/HRA employer-required contribution Not applicable Not applicable

BENEFITS

Outpatient Services

Primary care office visit $50 $70 (applies to 10-visit limit)

Specialty care office visit $80 $100 (applies to 10-visit limit)
Preventive care/screening/immunization No charge No charge (applies to 10-visit limit)
X-ray and lab diagnostic services X-ray $100/Lab $60 (after deductible) X-ray $120/Lab $80 (applies to 10-visit limit)
MRI/CT/PET $450 after deductible Not covered

Telehealth No charge $70 (applies to 10-visit limit)

Outpatient facility fee

$400 after deductible

Not covered

Mental health/chemical dependency outpatient

$50 individual therapy/$25 group therapy

$70 individual therapy/$35 group therapy (applies to 10-visit limit)

Maternity Services

Routine prenatal visits (after confirmation No charge Not covered
of pregnancy) and postnatal visits

Inpatient Services

All inpatient hospital services (applies to all inpatient | 40% after deductible Not covered

hospital stays for any reason)

Prescription Drugs (30-day supply)

Rx—deductible

Medical deductible applies

Not applicable

Rx—generic drugs (Tier 1) $30 $50 (each fill/refill applies to the 5-prescription limit)
Rx—preferred brand drugs (Tier 2) $65 after deductible $100 (each fill/refill applies to the 5-prescription limit)
Rx—non-preferred brand drugs (Tier 3) 50% after deductible 60% (each fill/refill applies to the 5-prescription limit)

Rx—specialty drugs (Tier 4)

50% up to $150 after deductible

60% up to $150 (each fill/refill applies to the 5-prescription limit)
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BRONZE PLAN SUMMARIES (CONT.)

PLAN DETAILS

KP MD Bronze Plus'?

Refer to Definitions, Exclusions, and Limitations at 6,500 Ded/Vision

back of booklet for more details and information. In-Network ‘ Out-of-Network
Urgent Care and Emergency Services

Urgent care centers (after-hours urgent care) $80 $80

Emergency room 40% after deductible 40% after deductible

Therapy and Rehabilitation Services

Habilitative and rehabilitative services $80 after deductible $100 (applies to 10-visit limit)
Pediatric Dental Services

Periodic oral evaluation $5 Not covered

Prophylaxis (cleaning) $0° Not covered

Topical application of fluoride $0! Not covered

Bitewing X-rays

$0 (no additional cost for 1 to 4 films)'

Not covered

Pediatric Vision Services

Routine eye exam with optometrist $50 Not covered
Frames No charge? Not covered
Lenses No charge? Not covered
Contacts No charge? Not covered
Adult Vision Services

Routine eye exam with optometrist $50 Not covered

Frames $125 discount off retail price* Not covered

Lenses $125 discount off retail price* Not covered

Contacts $125 discount off retail price* Not covered
For details about (ig) and (iii), see the Definitions section on page 29.

'For more information and to obtain a copy of the applicable fee schedule, please visit kp.org/dental/mas.

2One pair per year from a selected group of frames.

SLimited to the initial purchase of the standard supply for type purchased or medically necessary contacts—$0 copay, limited to two pairs per eye, per year, from a selected list of contacts.

“Adult vision hardware discount is available for frames and lenses combined and contact lenses once per year (365 days).

All cost sharing for listed services is applied to the out-of-pocket maximum. Please refer to your EOC for the complete list of services that are applied to the out-of-pocket maximum.
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DEFINITIONS

(ia) Deductible HMO Plans
Deductible plans with family coverage have both
an individual deductible and a family deductible.
That means that one member of the family can meet
the lower individual deductible and be eligible for
coinsurance or copayments before the higher family
deductible is satisfied. Similarly, one family member
can meet the lower individual out-of-pocket maximum
before the higher family out-of-pocket maximum is
met. Services subject to the deductible are marked
with “after deductible” along with the coinsurance or
copayment amount the member will be responsible
for paying once the deductible is met.

HSA-Qualified Deductible HMO Plans

Under certain HSA-qualified deductible plans with
family coverage, there is no individual member
deductible or out-of-pocket maximum. Instead, all
plans are subject to a family deductible or out-of-
pocket maximum, which can be met by one or more
family members contributing to a combined family
deductible or out-of-pocket maximum. Once the
combined contribution of all family members has
reached the applicable deductible or out-of-pocket
maximum, the deductible/out-of-pocket maximum will
be satisfied for all family members for the remainder
of the contract year. Services subject to the deductible
are marked with “after deductible” along with the
coinsurance or copayment amount the member will be
responsible for paying once the deductible is met.

(ib)

HSA-Qualified Deductible HMO Plans

Under certain HSA-qualified deductible plans with
family coverage, there is both an individual member
deductible and out-of-pocket maximum. That means
that one member of the family can meet the lower
individual deductible and be eligible for coinsurance
or copayments before the higher family deductible is
satisfied. Similarly, one family member can meet the
lower individual out-of-pocket maximum before the
higher family out-of-pocket maximum is met. Services
subject to the deductible are marked with “after
deductible” along with the coinsurance or copayment
amount the member will be responsible for paying
once the deductible is met.

(ic)

(id) Added Choice Plans
Added Choice point-of-service plans combine an
in-network provider option with an out-of-network
provider option. Members can switch between the

"Kaiser Permanente service areas include the District of Columbia and the states of California, Colorado, Georgia, Hawaii, Maryland, Oregon, and Virginia.

(ie)

(if)

(ig)

(iia)

(iii)

two provider network options at any time. Benefits
vary between each option, and the cost sharing for a
particular service depends on the provider option and,
sometimes, where the member receives care.

Deductible Flexible Choice Plans

Deductible Flexible Choice plans allow members to
receive care from: (1) Permanente physicians in the
Mid-Atlantic Permanente Medical Group, P.C. (HMO);
(2) from physicians in the PHCS™ or MultiPlan®
networks when getting care in a Kaiser Permanente
service area," or from the Cigna Healthcare™

PPO Network when getting care outside a Kaiser
Permanente service area; and (3) out-of-network
from any other licensed provider. Benefit levels and
cost shares vary according to the provider option.

In general, the member’s out-of-pocket costs may
increase from HMO providers to PPO providers to out-
of-network providers.

HSA-Qualified Flexible Choice Plans
HSA-Qualified Flexible Choice plans can be paired
with a health savings account (HSA), which allows
members to set aside pretax dollars to pay for
qualified medical expenses.

Kaiser Permanente Plus Plans

The Kaiser Permanente Plus and Deductible Kaiser
Permanente Plus plans are traditional HMO/DHMO
plans with an added benefit, called the out-of-network
benefit, that gives members the ability to see any
licensed provider in the nation for certain covered
outpatient services annually (visit limits apply).

HSA-Qualified Deductible HMO Plans with
Health Savings Accounts (HSA) or Health
Reimbursement Arrangements (HRA)

These plans require that the employer open and
contribute to a Health Savings Account (HSA) or Health
Reimbursement Arrangement (HRA) for employees. The

contribution amounts are exact and defined by the plan.

Kaiser Permanente Signature

With the Kaiser Permanente Signature Delivery System,
you receive quality care provided by our Permanente
physicians—a network of physicians in the Mid-Atlantic
Permanente Medical Group, P.C., who practice
exclusively in our medical centers conveniently located
throughout the covered Maryland, Virginia, and
Washington, DC, service areas. You can choose a doctor
at any time, for any reason, ensuring that your physician
meets your needs. Our medical centers offer a range

(iii)

(iii)

(iii)

of services in one location, including primary care, lab,
X-ray, and pharmacy. For inpatient services, you have
convenient access to contracted hospitals located
throughout the service area. When you receive care,
tests, and screenings in our medical centers, you can
use kp.org to email your doctor’s office, check most
lab results, schedule and cancel appointments, order
prescription refills for mail delivery or pickup, and
much more.

Kaiser Permanente Select

Building on our Signature physician network

delivery system, Kaiser Permanente Select adds
access to contracted community physicians in

private practice. Members may choose a Permanente
physician in the Mid-Atlantic Permanente Medical
Group, P.C., or a community physician, and also have
access to contracted hospitals located throughout
the service area.

PHCS™ and MultiPlan® Provider Networks

Both participating provider networks for KPIC available
in Option 2 of the Deductible Flexible Choice and
HSA-Qualified Flexible Choice plans when getting care
in a Kaiser Permanente service area.!

The PHCS™ and MultiPlan® networks include
physicians and health care practitioners and facilities
available to Flexible Choice members via Kaiser
Permanente Insurance Company's network access
agreement. Not all PHCS™ and MultiPlan® network
providers are included. For a list of network providers,
go to multiplan.com/kpmas.

Cigna Healthcare*™ PPO Network Provider
Network in Option 2 of the Flexible
Choice plans when getting care outside

of a Kaiser Permanente service area.

The Cigna Healthcare®™ PPO Network refers to the
health care providers (doctors, hospitals, specialists)
contracted as part of the Cigna Healthcare PPO

for Shared Administration. Cigna Healthcare is an
independent company and not affiliated with Kaiser
Permanente Insurance Company or Kaiser Foundation
Health Plan. Access to the Cigna Healthcare PPO
Network is available through Cigna Healthcare's
contractual relationship with Kaiser Permanente
Insurance Company and Kaiser Foundation Health
Plan. The Cigna Healthcare PPO Network is provided
exclusively by or through operating subsidiaries of Cigna
Corporation, including Cigna Health and Life Insurance
Company. The Cigna name, logo, and other Cigna
marks are owned by Cigna Intellectual Property, Inc.
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MEDICAL EXCLUSIONS

This provision provides information on what Services
the Health Plan will not pay for regardless of whether
or not the Service is Medically Necessary.

These exclusions apply to all Services that would
otherwise be covered under this Agreement. Benefit-
specific exclusions that apply only to a particular Service
are noted in the List of Benefits in this section. When a
Service is not covered, all Services, drugs, or supplies
related to the non-covered Service are excluded from
coverage, except Services we would otherwise cover to
treat serious complications of the non-covered Service.

For example, if you have a non-covered cosmetic
surgery, we would not cover Services you receive in
preparation for the surgery or for follow-up care. If you
later suffer a life-threatening complication, such as a
serious infection, this exclusion would not apply and
we would cover any Services that we would otherwise
cover to treat that complication.

The following services are excluded from coverage:
1. Services that are not Medically Necessary.

2. Services performed or prescribed under the direction
of a person who is not a Health Care Practitioner.

3. Services that are beyond the scope of practice of
the Health Care Practitioner performing the Service.

4. Other services to the extent they are covered by any
government unit, except for veterans in Veterans
Administration or armed forces facilities for services
received for which the recipient is liable.

5. Services for which a Covered Person is not legally,
or as a customary practice, required to pay in the
absence of a health benefit plan.

6. Except for the pediatric vision benefit in the List of
Benefits in this section - the purchase, examination,
or fitting of eye glasses or contact lenses, except for
aphakic patients and soft or rigid gas permeable
lenses or sclera shells intended for the use in the
treatment of a disease or injury.

7. Personal Care Services and Domiciliary Care Services.

8. Services rendered by a Health Care Practitioner
who is a Covered Person’s spouse, mother, father,
daughter, son, brother or sister.

9. Experimental Services. This exclusion does not
apply to Services covered under the clinical trials
benefit in the List of Benefits in this section.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Practitioner, Hospital or clinical Services related
to radial keratotomy, myopic keratomileusis and
surgery which involves corneal tissue for the
purpose of altering, modifying or correcting
myopia, hyperopia or stigmatic error.

Medical or surgical treatment for reducing or
controlling weight, unless otherwise specified in
the List of Benefits in this section.

Services incurred before the effective date of
coverage for a Covered Person.

Services incurred after a Covered Person'’s
termination of coverage, except as provided in
Section 6: Extension of Benefits.

Cosmetic Services, including surgery or related
Services and other Services for cosmetic purposes
to improve appearance, but not to restore bodily
function or correct deformity resulting from disease,
trauma, or congenital or developmental anomalies.

Services for injuries or diseases related to a
Covered Person'’s job to the extent the Covered
Person is required to be covered by a workers’
compensation law.

Services rendered from a dental or medical
department maintained by or on behalf of an
employer, mutual benefit association, labor, union,
trust, or similar persons or groups.

Personal hygiene and convenience items, including,
but not limited to, air conditioners, humidifiers or
physical fitness equipment.

Except for a covered telehealth consultation,
charges for telephone consultations, failure to keep
a scheduled visit or completion of any form.

Inpatient admissions primarily for diagnostic
studies, unless authorized by the Health Plan.

The purchase, examination or fitting of hearing aids
and supplies, and tinnitus maskers, unless otherwise
specified in the List of Benefits in this section.

Travel, whether or not it is recommended by a
Health Care Practitioner, except for:

a. Covered ambulance Services; and

b. Air travel in connection with a covered transplant
for the recipient and a companion or two
companions if recipient is under age 18, to and
from the site of a covered organ transplant.

Except for Emergency Services and Urgent Care
Service, services received while the Covered Person
is outside of the United States.

23. Immunizations related to foreign travel.

24. Unless otherwise specified in the List of Benefits in
this section, or the Kaiser Permanente Smile Kids
SG Embedded Dental EPO Plan Appendix, Kaiser
Permanente Smile Kids SG Embedded Dental PPO
Plan Appendix, Kaiser Permanente Smile SG Dental
EPO Adult Dental Plan Rider, Kaiser Permanente
Smile SG Dental POS Adult Dental Plan Rider, or
Kaiser Permanente Smile SG Dental PPO Adult
Dental Plan Rider; as applicable: Dental work or
treatment which includes Hospital or professional
care in connection with:

a. The operation or treatment for the fitting or
wearing of dentures;

b. Orthodontic care or malocclusion;

c. Operations on or for treatment of or to the teeth
or supporting tissues of the teeth, except for
removal of tumors and cysts or treatment of
injury to natural teeth due to an accident if the
treatment is received within six (6) months of the
accident; and

d. Dental implants.

25. Except as provided under the Kaiser Permanente
Smile Kids SG Embedded Dental EPO Plan
Appendix, Kaiser Permanente Smile Kids SG
Embedded Dental PPO Plan Appendix, Kaiser
Permanente Smile SG Dental EPO Adult Dental
Plan Rider, Kaiser Permanente Smile SG Dental
POS Adult Dental Plan Rider, or Kaiser Permanente
Smile SG Dental PPO Adult Dental Plan Rider, as
applicable: Accidents occurring while and as a
result of chewing.

26. Arch support, orthotic devices, in-shoe supports,
orthopedic shoes, elastic supports or exams for
their prescription or fitting, unless these Services
are deemed to be Medically Necessary.

27. Inpatient admissions primarily for physical therapy,
unless authorized by the Health Plan.

28. Services to reverse voluntary, surgically induced
infertility.

29. Treatment of sexual dysfunction not related to
organic disease.

30. Services that duplicate benefits provided under
federal, state or local laws, regulations or programs.

31. Non-human organs and their implantation.
32. Non-replacement fees for blood and blood products.

33. Lifestyle improvements or physical fitness programs,
unless included in List of Benefits in this section.
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34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

Wigs or cranial prosthesis, except for one (1)
Medically Necessary hair prosthesis as noted above
in the List of Benefits in this section.

Weekend admission charges, except for emergencies
and maternity, unless authorized by the Health Plan.

Outpatient orthomolecular therapy, including
nutrients, vitamins and food supplements.

Services resulting from accidental bodily injuries
arising out of a motor vehicle accident, to the
extent the Services are payable under a medical
expense payment provision of an automobile
insurance policy.

Services for conditions that State or local laws,
regulations, ordinances or similar provisions require
to be provided in a public institution.

Services for, or related to, the removal of an
organ from a Covered Person for the purposes of
transplantation into another person unless the:

a. Transplant recipient is covered under the Health
Plan and is undergoing a covered transplant;
and

b. Services are not payable by another carrier.

Physical examinations required for obtaining or
continuing employment, insurance or government
licensing.

Non-medical ancillary Services such as vocational
rehabilitation, employment counseling or
educational therapy.

A private Hospital room unless Medically Necessary
and authorized by the Health Plan.

Private duty nursing, unless authorized by the
Health Plan.

Any claim, bill or other demand or request for
payment for health care Services determined to be
furnished as a result of a referral prohibited by §
1-302 of the Health Occupations Article.

Worker's Compensation or Employer Liability:
Services for injuries or diseases related to a
Covered Person’s job to the extent the Covered
Person is required to be covered by a workers’
compensation law.

GENERAL LIMITATIONS AND
EXCLUSIONS

Unless specifically stated otherwise in the Group
Policy or elsewhere in this Certificate, including in

the Schedule of Coverage, no payment will be made
under any benefit of the plan for Expenses Incurred in
connection with the following:

1. Charges for services approved by or reimbursed
by Health Plan.

2. Charges in excess of the Maximum Allowable
Charge.

3. Services that are not Medically Necessary. This
exclusion does not apply to preventive or other
Covered Services specifically covered under the
Group Policy.

4. Services performed or prescribed under the
direction of a person who is not a heath care
practitioner.

5. Services that are beyond the scope of practice of
the health care practitioner performing the service.

6. Services received where care is provided at
government expense. This exclusion does not
apply if: a) there is a legal obligation for the
Covered Person to pay for such treatment or
service in the absence of coverage; or b) payment
is required by law.

7. Charges for services for which a Covered Person is
not legally, or as a customary practice, required to
pay in the absence of a health benefit plan.

8. Charges for personal care services and domiciliary
care services.

9. Charges for non-Emergency Services in an
Emergency Department or Independent
Freestanding Emergency Department to the
extent that they exceed charges that would have
been incurred for the same treatment in a non-
Emergency Care setting. Final determination as
to whether Emergency Services were rendered in
connection with an Emergency Medical Condition
will be determined by KPIC.

10. Covered Services other than Emergency Services
outside the United States.

11. Except for Emergency Services, weekend admission
charges for Hospital services. This exclusion
applies only to such admission charges for Friday

12.

13.
14.

15.

16.

20.

21.

22.

23.

24.

through Sunday, inclusive, and does not include
admissions for maternity.

Services provided by a health care practitioner
who is a Covered Person'’s spouse, mother, father,
daughter, son, brother, or sister.

Charges for experimental services.

Charges from a practitioner, hospital, or for clinical
services related to radial keratotomy, myopic
keratomileusis, and surgery which involves corneal
tissue for the purpose of altering, modifying, or
correcting myopia, hyperopia, or stigmatic error.

Covered Services received outside the United
States, if such confinement, treatment, services,
or supplies are of the type and nature that are not
available in the United States.

Injury or Sickness for which benefits are payable
under any state or federal workers’ compensation,
employer’s liability, or occupational disease or
similar law.

. Injury or Sickness arising out of, or in the course of,

past or current work for pay, profit, or gain, unless
workers’ compensation or benefits under similar
law are not required or available.

. In vitro fertilization, ovum transplants and gamete

intrafallopian tube transfer, zygote intrafallopian
transfer, or cryogenic or other preservation
techniques used in these or similar procedures.

. Services to reverse a voluntary sterilization

procedure for an Adult or a Dependent minor.

Services for sterilization for a Dependent minor,
except FDA approved sterilization procedures for
women with reproductive capacity.

Medical or surgical treatment for reducing or
controlling weight, except as provided under
the Covered Services in the GENERAL BENEFITS
section of this Certificate.

Services incurred before the effective date of
coverage for a Covered Person.

Services incurred after a Covered Person's
termination of coverage, except as provided in the
Extension of Benefits provision.

Personal Care Services and Domiciliary Care
Services.
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25.

26.

27.

28.

29.

30.
31.

32.

33.

Services rendered from a dental or medical
department maintained by or on behalf of an
employer, mutual benefit association, labor union,
trust, or similar persons or groups.

Personal hygiene and convenience items,
including, but not limited to, air conditioners,
humidifiers, or physical fitness equipment.

Charges for telephone consultations except for
services covered under Telehealth, failure to keep a
scheduled visit, or completion of any form.

Inpatient admissions primarily for diagnostic
studies, unless authorized by KPIC.

The purchase, examination, or fitting of hearings
aids and supplies, and tinnitus maskers, unless
otherwise specified under the Covered Services in
the GENERAL BENEFITS section of this Certificate.

Immunizations related to foreign travel.

Dental care and dental x-rays; dental appliances;
orthodontia; and dental services resulting from
medical treatment, or medical condition, including
surgery on the jawbone and radiation treatment.
This exclusion includes, but is not limited to:
services to correct malocclusion; extraction

of wisdom teeth (third molars); injury to teeth
resulting from chewing; Dental appliances; dental
implants; orthodontics; dental services associated
with medical treatment. This exclusion does not
include visits for repairs or treatment of cleft lip,
cleft palate or both. This exclusion also does not
include: (1) surgery to correct temporomandibular
joint (TMJ) pain dysfunction syndrome that is
required because of a medical condition or injury
which prevents normal function of the joint or
bone and is deemed Medically Necessary to
attain functional capacity of the affected part or (2)
removable appliances for TMJ repositioning. In
addition, this exclusion does not include visits for
repairs or treatment of accidental injury to sound
natural teeth when performed or rendered within
six (6) months following the accident.

Routine foot care, except as set forth under the
Covered Services in the GENERAL BENEFITS
section of this Certificate.

Arch support, orthotic devices, in-shoe supports,
orthopedic shoes, elastic supports, or exams for
their prescription or fitting, unless these services
are determined to be Medically Necessary.

34.

35.

36.

39.

40.

41.

42.

43.

44,

45.

46.

Inpatient admissions primarily for physical therapy,
unless authorized by KPIC.

Treatment of sexual dysfunction not related to
organic disease.

Services that duplicate benefits provided under
federal, State, or local laws, regulations, or
programs.

. Non-human organs and their implantation.

38.

Non-replacement fees for blood and blood
products.

Lifestyle improvements, including nutrition
counseling, or physical fitness programs, Except
as provided under the Covered Services in the
GENERAL BENEFITS section of this Certificate.

Outpatient orthomolecular therapy, including
non-prescription drugs or medicines; vitamins,
nutrients, and food supplements, even if
prescribed or administered by a Provider unless
otherwise covered under this Plan or required by
state or federal law.

Temporomandibular joint syndrome (TMJ)
treatment and treatment for craniomandibular pain
syndrome (CPS), except for surgical services for
TMJ and CPS, if Medically Necessary and if there

is clearly demonstrable radiographic evidence of
joint abnormality due to disease or injury.

Services resulting from accidental bodily injuries
arising out of a motor vehicle accident to the
extent the services are payable under a medical
expense payment provision of an automobile
insurance policy.

Services for conditions that State or local laws,
regulations, ordinances, or similar provisions
require to be provided in a public institution.

Services for, or related to, the removal of an
organ from a covered person for purposes of
transplantation into another person.

Physical examinations required for obtaining or
continuing employment, insurance, or government
licensing.

Nonmedical ancillary services such as vocational
rehabilitation, employment counseling, or
educational therapy.

47.
48.
49.

50.

51.

52.

53.

54.
55.

Private hospital room, unless authorized by KPIC.
Private duty nursing, unless authorized by KPIC.

Experimental Services. This exclusion does not

apply to services covered under clinical trials in the

GENERAL BENEFITS section.

Custodial care. Custodial care is: a) assistance with
activities of daily living which include, but are not
limited to, activities such as walking, getting in and
out of bed, bathing, dressing, feeding, toileting

and taking drugs; or b) care that can be performed

safely and effectively by persons who, in order
to provide the care, do not require licensure or
certification or the presence of a supervising
licensed nurse.

Care in an intermediate care facility. This is a
level of care for which a Provider determines the
facilities and services of a Hospital or a Skilled
Nursing Facility are not Medically Necessary.

Services for which no charge is normally made in
the absence of insurance.

Any claim, bill, or other demand or request

for payment for health care services that were
provided as a result of a prohibited referral as
determined by the appropriate regulatory board.

Adult vision hardware in HDHP/HSA plans.

Services in connection with a Surrogacy
Arrangement, except for otherwise Covered
Services provided to a Covered Person who is a
surrogate.

OUTPATIENT PRESCRIPTION DRUGS
LIMITATIONS AND EXCLUSIONS

The following items are excluded from Outpatient
Prescription Drug coverage in addition to any set forth in
the GENERAL LIMITATIONS AND EXCLUSIONS section
of this Certificate:

1.
2.

Administration of a drug or medicine;

Any drug or medicine administered as Necessary
Services and Supplies (See the GENERAL
DEFINITIONS section of this Certificate);

Drugs not approved by the FDA;

4. Drugs and injectables for the treatment of sexual

dysfunction disorders regardless of cause, including

but not limited to Inhibited Sexual Desire, Female
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9.

Sexual Arousal Disorder, Female Orgasmic Disorder,
Vaginismus, Male Arousal Disorder, Erectile
Dysfunction and Premature Ejaculation;

Drugs and injectables for the treatment of cosmetic
services;

Replacement of lost or damaged drugs and
accessories;

Experimental Drugs and Medicines. This exclusion
will not apply if such experimental or investigational
drug, device or procedure, as certified by the
Physician is the only procedure, drug or device
medically appropriate to the Covered Person’s
condition. In addition, this exclusion will not apply
to routine patient care costs related to clinical

trial if the Covered Person'’s treating Physician
recommends participation in the clinical trial after
determining that participation in such clinical trial
has a meaningful potential to benefit the Covered
Person. Additionally, this exclusion will not apply to
off-label use of a FDA approved drug if the drug

is recognized for treatment in any of the standard
reference compendia or in the medical literature.

Internally Implanted time-release drugs and
medicines;

Drugs associated with non-covered services;

10.Infant formulas, except for amino acid-based

elemental formulas and special food products to
treat PKU as set forth as a limited benefit under the
GENERAL BENEFITS section of this Certificate;

11.Human Growth Hormone (HGH), except for children
with either Turner’s syndrome or with classical
growth hormone deficiency.

12.Anorectic or any drug solely prescribed for the
purpose of weight loss or weight loss management
unless prescribed in the treatment of morbid obesity
or, unless covered under the Preventive Services
benefits as required by PPACA.

13.Non-prescription drugs or medicines; vitamins,
nutrients, and food supplements, even if prescribed
or administered by a Physician unless otherwise
required by state or federal law, or unless covered
under the preventive Services benefits as required
by PPACA [and, except as otherwise allowed for
over-the-counter contraceptives as set forth under
the Drugs Covered provision abovel].

14.Biotechnology drugs and diagnostic agents. The
following biotechnology drugs are excepted
from this exclusion: Human insulin, vaccines,
biotechnology drugs administered for the treatment
or diagnosis of cancer, and Dornase for the
treatment of cystic fibrosis, human growth hormones
prescribed or administered for the treatment of
documented human growth hormone deficiency
such as Turner’s Syndrome.
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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
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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).

&71CF (Amharic) Fheét: ATICE 291.514 WP T U 28T aPCEPTT hG RININCETT ed°C 0RTR ACAT KIANHT (12 @150 (1
1-800-777-7902 eLm-a (TTY: 711)=
a1l Jaail | laally Apuiial) o)y saebsall Jilos o lld 8 Lay Ay salll saeLusal) cilada &l 53 55 ey yall Gaani i€ 13) 14 (Arabic) 4y ad)
(711 :TTY) 1-800-777-7902

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

$<IT (Bengali) STATETS foa: sustfel 30 aneny A7 I, Al [{Epes, e T3 I[{Ea 8 TR e o]
RSl AFEST (e &S| 1-800-777-7902 (TTY: 711)-2 (F1 FFa|

q?%’SKC'hi?r"ﬁls)e) AR MRS  BEGREE S RS - BB E Vs TR - 18 1-800-777-7902
L GG s 3 B a4 camilio Ay cledd 5 SS alea ) el Sy S n Cna (o8 L) 4 R 4a g (Farsi) o
e oslad (711 :(5e 0i8) TTY) 1-800-777-7902

Francgais (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 Verfugung. Rufen Sie 1-800-777-7902 an (TTY: 711).

Ul (Gujarati) tallot W 1 A Al GlAl 1, Al Ao AslaAUs Ul U Al AUldcoll Gl AUslA A, dAHIRL
H2 HUsd Guateu 8. 1-800-777-7902 (TTY: 711) UR SlA s

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

el (Hindi) €amer &: 319 39 f@8) alleld &, A 3mueh folT Sugyered @gTaeh 3UhOT 3N 13T AT HIST HGRICAT HaTC HFel SToTets
&1 1-800-777-7902 9T 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 ekwesi,
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) 1R : HAREZ 6T 4. WU — E A2 G0 S8 K E Y — v AN ER CRt S E 3,
1-800-777-7902 £ CEB&EEL 723 (TTY: 711)

3l=10] (Korean) 79]: 3t=1o] S ALSHA 749, Q3% B2 7|7] @ Mu|27F E8ke 9o 2|9 Au|27t a2 AlFguyt
1-800-777-7902 = 7 3} 3] —zr/\ﬂ&(TTY: 711).
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Naabeehé (Navajo) DI BAA AKO NINIZIN: Dii saad bee yanitti'go Diné Bizaad, saad bee &ka’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 nd hélé, koji’ hodiilnih 1-800-777-7902 (TTY: 711).

Portugués (Portuguese) ATENGAO: 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).

Pycckuinn (Russian) BHUMAHUE! Ecnu Bbl roBOpuTE NO-pYCCKN, BaM AOCTYNHbI 6ecnnaTHble YCNnyru S3blIkOBOW NOAAEPXKKM,
BKIOYasi COOTBETCTBYOLLME BCOMOraTesibHble cpeacTtsa v ycnyru. [NossoHuTe no Homepy 1-800-777-7902 (TTY: 711).

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios de asistencia lingiiistica 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).

e (Thai) Tdsansu: mavinuwan1s ' lne vinuauisazasuusnnsmiamdasiunisn nuoaiasthawmdavarunsiasu
NNz RUleWs Tns 1-800-777-7902 (TTY: 711).

iledd sl Al ¢ slae canlie s on B S Juals cladd (S Ciglae (S ) e Ol 8 Gn s 5350 O R 1A s (Urdu) s
(TTY: 711) 1-800-777-7902 (2 < J<

Tiéng Viét (Vietnamese) CHU Y: Néu ban ndi tiéng Viét, ban c6 thé st dung céc dich vu hé trg ngdn ngr mién phi, bao gébm
cac dich vu va phuwong tién ho trg phu hgp. Xin goi 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o b4 n so &dé Yoruba, awon isé iranlowd &dé to fi kiin awon ohun &l6 iranléwd té ye ati awon
isé laisi idiyelé wa fan 0. Pe 1-800-777-7902 (TTY: 711).
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NONDISCRIMINATION NOTICE

Kaiser Permanente Insurance Company (KPIC) complies with applicable civil rights laws and does not discriminate on the basis of race, color, national
origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability. KPIC does not exclude people or treat them
differently because of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age or disability. 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

. 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 1-888-225-7202 (TTY: 711)

If you believe that Kaiser Permanente Insurance Company 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: KPIC Civil Rights Coordinator, Grievance 1557, Nine Piedmont Center,
3495 Piedmont Road, NE, Atlanta, GA 30305-1736, telephone number 1-888-225-7202.

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

HELP IN YOUR LANGUAGE
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-888-225-7202 (TTY: 711).
A91C5 (Amharic) 2art@-ae: A7I0HT 091575 WPrE 0£7% AC8F A1AINePTE D& 127 AACOP 215 0L 1-888-225-7202 eL@- (TTY: 711)=
ATTY: 711) 1-888-225-7202 o5 Jusil . laally <l jal 555 4 salll e Lusall ciladd (8 el jall ani i€ 13) 14 gala (Arabic) dnad

‘Basd 5 Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké m Basdd-wudu-po-nyd ju ni, nii, & wudu ka ko do po-pod béin m gbo kpaa. Ba 1-888-225-7202
(TTY: 711)

INAT (Bengali) IETETS fiar: I arafa R@ER—© FA1 J6, AR o SR NRFe] AR{EAT, ARy SaeE| 1-888-225-7202 (TTY: 711) 4 F4
T

th3C (Chinese) JERE © AISLA(H RS o0 » (AT DL SRE S BN - 5550 1-888-225-7202 (TTY : 711)
8 G (TTY: 711) 1-888-225-7202 o et L 2l a mtl b Lak (51 Bl S0 s (5 St Sllash € Camen i 05 40 S 142 58 (Farsi) oo fd

Frangais (French) ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-888-225-7202
(TTY: 711).
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Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen eine kostenlose Sprachassistenz zur Verfugung. Bitte wahlen Sie:
1-888-225-7202 (TTY: 711).

oAl (Gujarati) taulet UL %1 AR 2% A 6], Al AN Ul Ac, [@Qotl YE, ol UR GUAGU & . 1-888-225-7202 (TTY: 711) UR SlA 3.

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &€d pou lang ki disponib gratis pou ou. Rele 1-888-225-7202
(TTY: 711).

&Y (Hindi) &amer &: afe 39 373 ater &, At 3mues forw fov:g[eeh HT9T HgrIar Aard 39ersty §1 1-888-225-7202 (SIETATS: 711) U Hicl 1|
Igbo (Igbo) GEE NTI: O buru na i na asu Igbo, oru enyemaka nkowa asusu, du n’efu, diiri gi. Kpoo 1-888-225-7202 (TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
1-888-225-7202 (TTY: 711).

lloko (llocano) PAKDAAR: No agsasaoka iti llokano, dagiti awan bayadna a serbisio a para iti beddeng ti lengguahe ket sidadaan para kenka. Awagan ti
1-888-238-5742 (TTY: 711)

HAFE (Japanese) EEEH: A AL SN %A, S B — R Z A C TRV £7, 1-888-225-7202 (TTY: 711)E T, BEFHICTT
HE L TZ S0,

gk=o] (Korean) 39: 3501 5 A} 88121 & A9, 2lo] X MU 22 Fa = o] &34 4= glH5 Ut} 1-888-225-7202 (TTY: 711) O 2 A3la] T4 A &
Naabeeho (Navajo) Dii baa akoé ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t'aa jiik’eh, éi na hdl 6, koj i’ hodiilnih
1-888-225-7202 (TTY: 711).

Portugués (Portuguese) ATENGAO: Se fala portugués, encontram-se disponiveis de forma gratuita servicos linguisticos. Basta ligar para
1-888-225-7202 (TTY: 711).

Pycckui (Russian) BHUMAHMUE: ecnu Bbl roBopuTE Ha pyccKOM A3blke, BaM AOCTYNHbI 6ecnnatHble ycnyru nepesoaa. 3soHute 1-888-225-7202
(TTY: 711).

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-888-225-7202 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-888-225-7202 (TTY: 711).

Ing (Thai) Tuseansiu: vinaawaa1mdengr aaausaldusastiaindas unslews Tns 1-888-225-7202 (TTY: 711).

2018 JS Ly (TTY: 711) 1-888-225-7202 -1 s ) S ol ea snadly ecilands (S i dine Sl 55 e s 05 s 830 @l 21214 (Urdu) U
Tiéng Viét (Vietnamese) CHU Y: Néu quy vi néi Tiéng Viét, c6 cac dich vu hd tro ngén ngir mién phi danh cho quy vi. Goi sb 1-888-225-7202 (TTY: 711).
Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun o. Pe 1-888-225-7202 (TTY: 711)
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8% KAISER PERMANENTE.
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