2025 PLANS AND PRODUCTS | WASHINGTON

Complete Suite plan comparison chart

Use this overview of our Complete Suite portfolio to easily explore a wide range of
Kaiser Permanente plans. This interactive tool also enables you to get quick side-by-side
comparisons of the different plans we have to offer.
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. OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare. Select. Administer. It's that easy.

With Complete Suite, we've done the work for you. We've compiled our most popular
standard midmarket plans in this interactive plan comparison chart, which allows you to
easily compare plan benefits.

Complete Suite changes for 2025:

New! Kaiser Permanente Plus™ plans, offered by Kaiser Foundation Health Plan of Washington
Options, Inc.

KP Plus offers employees an affordable health plan option to get high-quality care from Kaiser
Permanente and affiliated doctors. They also get flexibility of covered care from out-of-network
doctors for up to 10 outpatient medical services and 5 prescriptions fills or refills.

Availability in the following Washington counties: Benton, Columbia, Franklin, Island, King,
Kitsap, Lewis, Mason, Pierce, Skagit, Snohomish, Spokane, Thurston, Walla Walla, Whatcom,
Whitman, and Yakima

Plans include:
KP Plus 250 L1
KP Plus 750 L3
KP Plus 1500 L5
KP Plus 2500 L7
KP Plus 5000 L9
KP Plus 500 V2
KP Plus 1000 V4
KP Plus 2000 V6
KP Plus 2500 V7
KP Plus 3000 V8
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. OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

How to compare plans

With our Complete Suite interactive plan comparison chart, you can choose up to 3 plans at
a time and get as many comparisons as you'd like.

To get a comparison:

1. Click the Overview tab at the top of the page.

2. Check the box next to each plan you'd like to compare, then click the Compare plans
button at the top-right corner of the page.

3. Toremove a plan from your comparison, click the checked box to clear it.
To remove all plans selected, click the Reset button at the top left of the page.

You can also get more detailed information about each plan type by clicking the tabs at the top of the page
—HMO, Virtual Plus, Summit PPO, and Access PPO. To go back to the plan comparison page at any time,
simply click the Overview tab at the top-left corner of the page.

@ How to use this interactive PDF to compare plans:

1. Download the interactive PDF to your desktop.
2. Open the PDF with Adobe Reader.

The plan summary highlights the most frequently asked-about benefits and is for illustration purposes only. For a complete description,
please refer to the appropriate Evidence of Coverage or contact your producer or Kaiser Permanente representative.

Information may have changed since date of publication.

Ready to connect?

Check out our 2025 plans and request a quote from your Kaiser Permanente
representative today.

All HMO and Virtual Plus plans are offered and underwritten by Kaiser Foundation Health Plan of Washington. All PPO plans are offered and
underwritten by Kaiser Foundation Health Plan of Washington Options, Inc.
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OVERVIEW

HMO

Complete Suite category

B HMO Copay 2

VIRTUAL PLUS

SUMMIT PPO

Compare plans Plans selected:

HMO Copay Plans

B HMO Copay 3

B HMO Copay 5

ACCESS PPO

KP PLUS

B HMO Copay 7

Plan deductible, PCY*

specialty drugs

(individualifamily) $0/$0 $0/$0 $0/$0 $0/$0
Out-of-pocket maximum,

PCY (individuallfamily) $1,000/$2,000 $1,500/$3,000 $2,000/$4,000 $4,000/$8,000
Preventive and

well-child care No charge No charge No charge No charge
Telehealth No charge No charge No charge No charge
Office visits

(primary/specialty) $10/$20 $20/$30 $20/$30 $30/$40
Urgent care office visits

(primary/specialty) $10/$20 $20/$30 $20/$30 $30/$40
Lab and X-ray procedures

(outpatient) $10 $20 $20 $30
CT, MRI, and PET scans

(outpatient) $50 $50 $50 $100
Outpatient surgery $50 $50 $50 $100
Emergency care

(copay waived if admitted $100 $100 $200 $200
to inpatient)

Hospital inpatient

(per%dmisfion) $100 perdayupto5days | $100 perdayupto5days | $200 perdayupto5days | $200 perday upto 5 days
Skilled nursing facility

(60 days, PCY) No charge No charge No charge No charge
Home health care

(130 visits, PCY) No charge No charge No charge No charge
Manipulative therapy

(12 visits, PCY) $10 $20 $20 $30
Acupuncture

(12 visits, PCY) $10 $20 $20 $30
Inpatient mental health

and substance use $100 perday up to 5days | $100 perday up to 5 days | $200 perday upto5days | $200 perday up to 5 days
disorder (per admission)

Outpatient mental

health and substance use $10 $20 $20 $30
disorder

Routine eye exam

(1 exam every 12 months, $10/$20 $20/$30 $20/$30 $30/$40
primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $15 $15 $15
Preferred brand-name

drugs $40 $40 $40 $40
Non-preferred generic $60 $60 $60 $60
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 $30 $30 $30
Preferred brand-name

drugs $80 $80 $80 $80
Non-preferred generic

and brand-name drugs $120 $120 $120 $120
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150 $150
Non-preferred 30% 30% 30% 30%

Drug list/formulary

5-tier in-network
pharmacy benefit

5-tier in-network
pharmacy benefit

5-tier in-network
pharmacy benefit

5-tier in-network
pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

HMO Waiver Plans: VisitsPlus

KP PLUS

B HMO 250 V1 B HMO 500V2 B HMO 750V3
Plan deductible, PCY*
(individual/family) $250/$750 $500/$1,500 $750/$2,250
Out-of-pocket maximum,
PCY (individual/family) $3,000/$9,000 $3,000/$9,000 $3,500/$10,500
Coinsurance 10% 20% 20%

Waiver: VisitsPlus

Annual deductible and plan
coinsurance don't apply to office
visits, including surgery

Annual deductible and plan
coinsurance don't apply to office
visits, including surgery

Annual deductible and plan
coinsurance don't apply to office
visits, including surgery

Preventive and

well-child care No charge No charge No charge
Telehealth No charge No charge No charge
Office visits $20 $20 $25
Urgent care office visits $20 $20 $25

Lab and X-ray procedures

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

(copay waived if admitted
to inpatient)

$200 copay, then 10% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

(outpatient)

8&%5{;::3 HAIEL 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Outpatient surgery 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care

(12 visits, PCY)

(130 visits, PCY) No charge No charge No charge
Manipulative therapy

(12 visits, PCY) $20 520 $25
Acupuncture $20 $20 25

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental

drugs

health and substance use $20 $20 $25
disorder

Routine eye exam

(1 exam every 12 months) $20 $20 $25
Hearing hardware

($3,000 per ear, every No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $10 $15
Preferred brand-name

drugs $20 $20 $30
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 $20 $30
Preferred brand-name

drugs $40 $40 $60
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs 50% up to $150 50% up to $150 50% up to $150
Non-preferred specialty Not covered Not covered Not covered

Drug list/formulary

1 or 2-tier with additional specialty

tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.
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http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

Il HMO 1000 V4

SUMMIT PPO

B HMO 1500V5

ACCESS PPO

Compare plans Plans selected:

HMO Waiver Plans: VisitsPlus

KP PLUS

B HMO 2000 V6

Plan deductible, PCY*
(individual/family)

$1,000/$3,000

$1,500/$4,500

$2,000/$4,000

Out-of-pocket maximum,
PCY (individual/family)

$4,000/$12,000

$5,000/$15,000

$5,500/$11,000

Coinsurance

20%

20%

20%

Waiver: VisitsPlus

Annual deductible and plan
coinsurance don't apply to office
visits, including surgery

Annual deductible and plan
coinsurance don't apply to office
visits, including surgery

Annual deductible and plan
coinsurance don't apply to office
visits, including surgery

Preventive and

well-child care No charge No charge No charge
Telehealth No charge No charge No charge
Office visits $25 $25 $30
Urgent care office visits $25 $25 $30

Lab and X-ray procedures

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

(copay waived if admitted
to inpatient)

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

(outpatient)

8&%5:5::3 HARIEL 20% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care

(12 visits, PCY)

(130 visits, PCY) No charge No charge No charge
Manipulative therapy

(12 visits, PCY) $25 §25 $30
Acupuncture 625 $25 -

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental

drugs

health and substance use $25 $25 $30
disorder

Routine eye exam

(1 exam every 12 months) §25 825 $30
Hearing hardware

($3,000 per ear, every No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $15 $15
Preferred brand-name

drugs $30 $30 $40
Non-preferred generic Not covered Not covered $60
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 $30 $30
Preferred brand-name

drugs 560 $60 $80
Non-preferred generic Not covered Not covered $120
and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs 50% up to $150 50% up to $150 $150
Non-preferred specialty Not covered Not covered 30%

Drug list/formulary

1 or 2-tier with additional specialty

tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

B HMO 2500V7

SUMMIT PPO

Il HMO 3000V8

ACCESS PPO

Compare plans Plans selected:

HMO Waiver Plans: VisitsPlus

KP PLUS

Il HMO 5000 V9

Plan deductible, PCY*

(individual/family) $2,500/$5,000 $3,000/$6,000 $5,000/$10,000
Out-of-pocket maximum,

PCY (individual/family) $6,000/$12,000 $7,500/$15,000 $9,000/$18,000
Coinsurance 30% 30% 30%

Waiver: VisitsPlus

Annual deductible and plan
coinsurance don't apply to office
visits, including surgery

Annual deductible and plan
coinsurance do not apply to office
visits including surgery

Annual deductible and plan
coinsurance do not apply to office
visits including surgery

Preventive and

well-child care No charge No charge No charge
Telehealth No charge No charge No charge
Office visits $30 $30 $40
Urgent care office visits $30 $30 $40

Lab and X-ray procedures

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

(copay waived if admitted
to inpatient)

$200 copay, then 30% coinsurance
after deductible

$200 copay, then 30% coinsurance
after deductible

(outpatient)

8&%5{;::3 HAIEL 30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance
after deductible

Hospital inpatient

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Home health care

(12 visits, PCY)

(130 visits, PCY) No charge No charge No charge
Manipulative therapy

(12 visits, PCY) $30 $30 $40
Acupuncture $30 $30 $40

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Outpatient mental

drugs

health and substance use $30 $30 $40
disorder

Routine eye exam

(1 exam every 12 months) $30 $30 $40
Hearing hardware

($3,000 per ear, every No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25 $25 $25
Preferred brand-name

drugs $50 $50 $50
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $50 $50 $50
Preferred brand-name

drugs $100 $100 $100
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs 50% up to $150 50% up to $150 50% up to $150
Non-preferred specialty Not covered Not covered Not covered

Drug list/formulary

1 or 2-tier with additional specialty

tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.
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http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

KP PLUS

HMO Waiver Plans: Lab/X-Ray Plus

Il HMO 250 L1

Il HMO 500 L2

Bl HMO0 75013

Plan deductible, PCY*

(individual/family) $250/$750 $500/$1,500 $750/$2,250
Out-of-pocket maximum,

PCY (individual/family) $3,000/$9,000 $3,000/$9,000 $3,500/$10,500
Coinsurance 10% 20% 20%

Waiver: Lab/X-Ray Plus

Annual deductible and plan
coinsurance don't apply to office
visits or to diagnostic laboratory and
radiology services

Annual deductible and plan
coinsurance don't apply to office
visits or to diagnostic laboratory and
radiology services

Annual deductible and plan
coinsurance don't apply to office
visits or to diagnostic laboratory and
radiology services

Preventive and well-child

care No charge No charge No charge

Telehealth No charge No charge No charge

Office visits (primary/

spedialty) $15/$25 $20/$30 $25/$35
L $15/$25 $20/$30 $25/$35
(primary/specialty)

Lab and X-ray procedures

(outpatient) $15 $20 $25

CT, MRI, and PET scans

(outpatient) $100 $100 $100

Outpatient surgery 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Emergency care 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible

Hospital inpatient

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care

(12 visits, PCY)

(130 visits, PCY) No charge No charge No charge
Manipulative therapy

(12 visits, PCY) $15 $20 §25
Acupuncture $15 $20 -

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental health

drugs

and substance $15 $20 $25
use disorder

Routine eye exam

(1 exam every 12 months, $15/$25 $20/$30 $25/$35
primary/specialty)

Hearing hardware

($3,000 per ear, every 36 No charge No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $15 $15
Preferred brand-name

drugs $40 $40 $40
Non-preferred generic

and brand-name drugs $60 $60 $60
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 $30 $30
Preferred brand-name

drugs 580 $80 $80
Non-preferred generic

and brand-name drugs $120 $120 $120
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150
Non-preferred specialty 30% 30% 30%

Drug list/formulary

5-tier in-network pharmacy benefit

5-tier in-network pharmacy benefit

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

KP PLUS

HMO Waiver Plans: Lab/X-Ray Plus

Il HMO 1000 L4

B HMO 1500 L5

B HMO 2000 L6

Plan deductible, PCY*
(individual/family)

$1,000/$3,000

$1,500/$4,500

$2,000/$4,000

Out-of-pocket maximum,
PCY (individual/family)

$4,000/$12,000

$5,000/$15,000

$5,500/$11,000

Coinsurance

20%

20%

20%

Waiver: Lab/X-Ray Plus

Annual deductible and plan
coinsurance don't apply to office
visits or to diagnostic laboratory and
radiology services

Annual deductible and plan
coinsurance don't apply to office
visits or to diagnostic laboratory and
radiology services

Annual deductible and plan
coinsurance don't apply to office
visits or to diagnostic laboratory and
radiology services

Preventive and well-child

care No charge No charge No charge

Telehealth No charge No charge No charge

Office visits (primary/

spedialty) $25/$35 $25/$35 $25/$35
L $25/$35 $25/$35 $25/$35
(primary/specialty)

Lab and X-ray procedures

(outpatient) $25 $25 $25

CT, MRI, and PET scans

(outpatient) $100 $100 $100

Outpatient surgery 20% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Emergency care 20% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care

(12 visits, PCY)

(130 visits, PCY) No charge No charge No charge
Manipulative therapy

(12 visits, PCY) $25 $25 §25
Acupuncture 625 $25 -

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental health

drugs

and substance $25 $25 $25
use disorder

Routine eye exam

(1 exam every 12 months, $25/$35 $25/$35 $25/$35
primary/specialty)

Hearing hardware

($3,000 per ear, every 36 No charge No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $15 $15
Preferred brand-name

drugs $40 $40 $40
Non-preferred generic

and brand-name drugs $60 $60 $60
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 $30 $30
Preferred brand-name

drugs 580 $80 $80
Non-preferred generic

and brand-name drugs $120 $120 $120
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150
Non-preferred specialty 30% 30% 30%

Drug list/formulary

5-tier in-network pharmacy benefit

5-tier in-network pharmacy benefit

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

HMO Waiver Plans: Lab/X-Ray Plus
B HMO 250017 B HMO 300018 B HMO 50009

Complete Suite category

Plan deductible, PCY*

(individualffamily) $2,500/$5,000 $3,000/$6,000 $5,000/$10,000
Out-of-pocket maximum,
Bel s i) $6,000/$12,000 $7,500/$15,000 $9,000/$18,000
Coinsurance 30% 30% 30%
Annual deductible and plan Annual deductible and plan Annual deductible and plan
L : coinsurance don't apply to office coinsurance don't apply to office coinsurance don't apply to office

LElElE R e visits or to diagnostic laboratory and | visits or to diagnostic laboratory and | visits or to diagnostic laboratory and

radiology services radiology services radiology services
E:::entive and well-child No charge No charge No charge
Telehealth No charge No charge No charge
Office visits (primary/
spedialty) $25/$35 $30/$40 $30/$40
Urgent car offce visits §25/535 $30/$40 $30/$40
(primary/specialty)
Lab and X-ray procedures
(outpatient) $25 $30 $30
CT, MRI, and PET scans
(outpatient) $100 $100 $100
Outpatient surgery 30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible
Emergency care 30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible
Hospital inpatient 30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

Home health care

30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible

(130 visits, PCY) No charge No charge No charge
Manipulative therapy

(12 visits, PCY) $25 $30 $30

Acupuncture

(12 visits, PCY) $25 $30 $30

Inpatient mental health

and substance use 30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible

disorder

Outpatient mental health
and substance $25 $30 $30
use disorder

Routine eye exam

(1 exam every 12 months, $25/$35 $30/$40 $30/$40
primary/specialty)

Hearing hardware

($3,000 per ear, every 36 No charge No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $15 $15
Preferred brand-name

drugs $40 $40 $40
Non-preferred generic $60 $60 $60

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 $30 $30
Preferred brand-name
drugs 580 $80 $80

Non-preferred generic

and brand-name drugs $120 $120 $120

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150
gon-preferred specialty 30% 30% 30%

rugs
Drug list/formulary 5-tier in-network pharmacy benefit | 5-tierin-network pharmacy benefit | 5-tier in-network pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

KP PLUS

. HMO Welcome Plans

Complete Suite category

Bl HMO 250 W1 Bl HMO 500 W3 Bl HMO 750 W5
Plan deductible, PCY?
(individualfamily) $250/$750 $500/$1,500 $750/$2,250
Out-of-pocket maximum,
PCY (individual/family) $3,000/$9,000 $3,000/$9,000 $3,500/$10,500
Coinsurance 10% 20% 20%

First 4 office visits are subject to First 4 office visits are subject to First 4 office visits are subject to
copay only. copay only. copay only.

Waiver: Welcome

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

Preventive and

after deductible?

after deductible?

well-child care No charge No charge No charge
Telehealth No charge No charge No charge
0 H 0, H 0 H
Office visits $20 copay, then 10% coinsurance $20 copay, then 20% coinsurance $25 copay, then 20% coinsurance

after deductible?

Urgent care office visits

$20 copay, then 10% coinsurance
after deductible

$20 copay, then 20% coinsurance
after deductible?

$25 copay, then 20% coinsurance
after deductible

No charge for first $500 of
combined lab, X-ray,

No charge for first $500 of
combined lab, X-ray,

No charge for first $500 of
combined lab, X-ray,

(copay waived if admitted
to inpatient)

$200 copay, then 10% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

z-gsta:‘([ji;(r-lgy procedures CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures,
P then subject to 10% coinsurance then subject to 20% coinsurance then subject to 20% coinsurance
after deductible? after deductible? after deductible?
No charge for first $500 of No charge for first $500 of No charge for first $500 of
combined lab, X-ray, combined lab, X-ray, combined lab, X-ray,
g&i\ng,:;::g HAEClE CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures,
P then subject to 10% coinsurance then subject to 20% coinsurance then subject to 20% coinsurance
after deductible? after deductible? after deductible?
Outpatient surgery 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care
(130 visits, PCY)

No charge

No charge

No charge

Manipulative therapy

$20 copay, then 10% coinsurance

$20 copay, then 20% coinsurance

$25 copay, then 20% coinsurance

(12 visits, PCY) after deductible? after deductible? after deductible?
Acupuncture $20 copay, then 10% coinsurance $20 copay, then 20% coinsurance $25 copay, then 20% coinsurance
(12 visits, PCY) after deductible? after deductible? after deductible?

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental
health and substance use

$20 copay, then 10% coinsurance
after deductible?

$20 copay, then 20% coinsurance
after deductible?

$25 copay, then 20% coinsurance
after deductible

drugs

disorder

Routine eye exam

(1 exam every 12 months, $20 $20 $25
primary/specialty)

Hearing hardware

($3,000 per ear, every 36 No charge No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $15 $15
Preferred brand-name

drugs $20 $40 $30
Non-preferred generic Not covered $60 Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 $30 $30
Preferred brand-name

drugs $40 $80 $60
Non-preferred generic Not covered $120 Not covered
and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs 50% up to $150 $150 50% up to $150
Non-preferred specialty Not covered 30% Not covered

Drug list/formulary

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

5-tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

View the drug formulary at kp.org/wa/formulary.

[ <12» ] kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

Il HMO 1000 W7

SUMMIT PPO

HMO Welcome Plans
B HMO 1500 W9

ACCESS PPO

Compare plans Plans selected:

KP PLUS

Il HMO 2000 W10

Plan deductible, PCY"
(individual/family)

$1,000/$3,000

$1,500/$4,500

$2,000/$4,000

Out-of-pocket maximum,

Waiver: Welcome

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

PCY (individual/family) $4,000/$12,000 $5,000/$15,000 $5,500/$11,000
Coinsurance 20% 20% 20%
First 4 office visits are subject to First 4 office visits are subject to First 4 office visits are subject to
copay only. copay only. copay only.

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

Preventive and

well-child care No charge No charge No charge
Telehealth No charge No charge No charge
Office visits $25 copay, then 20% coinsurance $25 copay, then 20% coinsurance $30 copay, then 20% coinsurance
after deductible? after deductible? after deductible?
S $25 copay, then 20% coinsurance $25 copay, then 20% coinsurance $30 copay, then 20% coinsurance
IR TR N1 after deductible? after deductible? after deductible?

No charge for first $500 of
combined lab, X-ray,

No charge for first $500 of
combined lab, X-ray,

No charge for first $500 of
combined lab, X-ray,

(copay waived if admitted
to inpatient)

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

z-gsta:‘([ji;(r-lgy procedures CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures,
P then subject to 20% coinsurance then subject to 20% coinsurance then subject to 20% coinsurance
after deductible? after deductible? after deductible?
No charge for first $500 of No charge for first $500 of No charge for first $500 of
combined lab, X-ray, combined lab, X-ray, combined lab, X-ray,
g&i\ng,:;::g HAEClE CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures,
P then subject to 20% coinsurance then subject to 20% coinsurance then subject to 20% coinsurance
after deductible? after deductible? after deductible?
Outpatient surgery 20% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care
(130 visits, PCY)

No charge

No charge

No charge

Manipulative therapy

$25 copay, then 20% coinsurance

$25 copay, then 20% coinsurance

$30 copay, then 20% coinsurance

(12 visits, PCY) after deductible? after deductible? after deductible?
Acupuncture $25 copay, then 20% coinsurance $25 copay, then 20% coinsurance $30 copay, then 20% coinsurance
(12 visits, PCY) after deductible? after deductible? after deductible?

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental
health and substance use

$25 copay, then 20% coinsurance
after deductible?

$25 copay, then 20% coinsurance
after deductible?

$30 copay, then 20% coinsurance
after deductible?

drugs

disorder

Routine eye exam

(1 exam every 12 months, $25 $25 $30
primary/specialty)

Hearing hardware

($3,000 per ear, every 36 No charge No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $15 $15
Preferred brand-name

drugs $40 $30 $40
Non-preferred generic 560 Not covered $60
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 $30 $30
Preferred brand-name

drugs $80 $60 $80
Non-preferred generic $120 Not covered $120
and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 50% up to $150 $150
Non-preferred specialty 30% Not covered 30%

Drug list/formulary

5-tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

KP PLUS

. HMO Welcome Plans
Complete Suite category
Bl HMO 2500 W12 B HMO 3000 W13 B HMO 5000 W14
Plan deductible, PCY?
(individualfamily) $2,500/$5,000 $3,000/$6,000 $5,000/$10,000
Out-of-pocket maximum,
PCY (individual/family) $6,000/$12,000 $7,500/$15,000 $9,000/$18,000
Coinsurance 30% 30% 30%
First 4 office visits are subject to First 4 office visits are subject to First 4 office visits are subject to
copay only. copay only. copay only.

Waiver: Welcome

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

After first 4 office visits, copays are
waived and plan deductible and
coinsurance apply.

No charge for the first $500 of
combined diagnostic lab, X-ray, CT,
MRI and PET scan procedures.
After the first $500, plan deductible
and coinsurance apply.

Preventive and

well-child care No charge No charge No charge
Telehealth No charge No charge No charge
Office visits $30 copay, then 30% coinsurance $30 copay, then 30% coinsurance $40 copay, then 30% coinsurance
after deductible? after deductible? after deductible?
S $30 copay, then 30% coinsurance $30 copay, then 30% coinsurance $40 copay, then 30% coinsurance
IR TR N1 after deductible? after deductible? after deductible?

No charge for first $500 of
combined lab, X-ray,

No charge for first $500 of
combined lab, X-ray,

No charge for first $500 of
combined lab, X-ray,

(copay waived if admitted
to inpatient)

$200 copay, then 30% coinsurance
after deductible

$200 copay, then 30% coinsurance
after deductible

z-gsta:‘([ji;(r-lgy procedures CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures,
P then subject to 30% coinsurance then subject to 30% coinsurance then subject to 30% coinsurance
after deductible? after deductible? after deductible?
No charge for first $500 of No charge for first $500 of No charge for first $500 of
combined lab, X-ray, combined lab, X-ray, combined lab, X-ray,
g&i\ng,:;::g HAEClE CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures, CT, MRI, and PET scan procedures,
P then subject to 30% coinsurance then subject to 30% coinsurance then subject to 30% coinsurance
after deductible? after deductible? after deductible?
Outpatient surgery 30% coinsurance after deductible 30% coinsurance after deductible 30% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance
after deductible

Hospital inpatient

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Home health care
(130 visits, PCY)

No charge

No charge

No charge

Manipulative therapy

$30 copay, then 30% coinsurance

$30 copay, then 30% coinsurance

$40 copay, then 30% coinsurance

(12 visits, PCY) after deductible? after deductible? after deductible?
Acupuncture $30 copay, then 30% coinsurance $30 copay, then 30% coinsurance $40 copay, then 30% coinsurance
(12 visits, PCY) after deductible? after deductible? after deductible?

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Outpatient mental
health and substance use

$30 copay, then 30% coinsurance
after deductible?

$30 copay, then 30% coinsurance
after deductible?

$40 copay, then 30% coinsurance
after deductible

drugs

disorder

Routine eye exam

(1 exam every 12 months, $30 $30 $40
primary/specialty)

Hearing hardware

($3,000 per ear, every 36 No charge No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25 $25 $25
Preferred brand-name

drugs $50 $50 $50
?:;g)r;e:i;eadmgeegﬁrgs Not covered Not covered Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $50 $50 $50
Preferred brand-name

drugs $100 $100 $100
?r?(;]-tfr;erfzmeadmgeegfl:;s Not covered Not covered Not covered
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs 50% up to $150 50% up to $150 50% up to $150
Non-preferred specialty Not covered Not covered Not covered

Drug list/formulary

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

1 or 2-tier with additional specialty
tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

View the drug formulary at kp.org/wa/formulary.

[ <14» ] kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

Complete Suite category

B NEW HMO 1500

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

HMO Deductible Plans

Bl NEW HMO 2500

B NEW HMO 3000

KP PLUS

Bl NEW HMO 5000

Plan deductible, PCY*

after deductible

after deductible

after deductible

(individual/family) $1,500/$4,500 $2,500/$5,000 $3,000/$6,000 $5,000/$10,000
Out-of-pocket maximum,
PCY (individual/family) $5,000/$15,000 $6,000/$12,000 $7,500/$15,000 $9,000/18,000
Coinsurance 20% 30% 30% 30%
cP;:\;/entlve and well-child No charge No charge No charge No charge
Telehealth No charge No charge No charge No charge
Office visits 20% coinsurance 30% coinsurance 30% coinsurance 30% coinsurance
after deductible after deductible after deductible after deductible
U L 20% coinsurance 30% coinsurance 30% coinsurance 30% coinsurance
rgent care office visits

after deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

CT, MRI, and PET scans

20% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

after deductible

after deductible

after deductible

(outpatient) after deductible after deductible after deductible after deductible

Outpatient surger 20% coinsurance 30% coinsurance 30% coinsurance 30% coinsurance

P gery after deductible after deductible after deductible after deductible

E 20% coinsurance 30% coinsurance 30% coinsurance 30% coinsurance
mergency care

after deductible

Hospital inpatient

20% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

Home health care
(130 visits, PCY)

No charge

No charge

No charge

No charge

Manipulative therapy
(12 visits, PCY)

20% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

30% coinsurance
after deductible

Inpatient mental health
and substance use

20% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

drugs

di after deductible after deductible after deductible after deductible
isorder

g:;ﬁ?]t;enn(; 2;%2:::]% use 20% coinsurance 30% coinsurance 30% coinsurance 30% coinsurance
disorder after deductible after deductible after deductible after deductible
Routine eye exam

(1 exam every 12 months) No charge No charge No charge No charge
Hearing hardware

($3,000 per ear, every No charge No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $25 $25 $25
Preferred brand-name

drugs $40 $60 $60 $60
Non-preferred generic $60 $100 $100 $100

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 $50 $50 $50
Preferred brand-name

drugs $80 $120 $120 $120
Non-preferred generic

and brand-name drugs $120 $200 $200 $200
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150 $150
Non-preferred specialty 30% 30% 30% 30%

Drug list/formulary

5-tier in-network
pharmacy benefit

5-tier in-network
pharmacy benefit

5-tier in-network
pharmacy benefit

5-tier in-network
pharmacy benefit

*PCY = Per calendar year.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

& KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

KP PLUS

_ HMO HSA Plans

Complete Suite category
I HMO 1650 (A) HSA Il HMO 2500 (A) HSA Bl NEW HMO 3500 (A) HSA

Plan deductible, PCY*
(individual/family) $1,650/$3,300 $2,500/$5,000 $3,500/$7,000
Out-of-pocket maximum,
PCY (individual/family) $3,500/$7,000 $5,000/$8,500 $6,000/$8,500
Coinsurance 20% 20% 20%
Preventive and well-child No charge No charge No charge

care

Telehealth

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Office visits

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Urgent care office visits

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient surgery

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Emergency care

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Manipulative therapy
(12 visits, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Hearing hardware

Subject to deductible, then covered

Subject to deductible, then covered

Subject to deductible, then covered

g?h?&?tﬁs)r e in full in ful in full
Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Preferred brand-name
drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Non-preferred generic
and brand-name drugs

Not covered

Not covered

Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Preferred brand-name
drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Non-preferred generic
and brand-name drugs

Not covered

Not covered

Not covered

Drug list/formulary

1 or 2-tier in-network
pharmacy benefit

1 or 2-tier in-network
pharmacy benefit

1 or 2-tier in-network
pharmacy benefit

*PCY = Per calendar year.

Prescription drugs filled through Kaiser Permanente's mail-order pharmacy will be subject to 2 times the prescription drug cost share for up to a

90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

< kp.org/wa/business

% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

KP PLUS

_ HMO HSA Plans

Complete Suite category
I HMO 3300 (E) HSA Il HMO 3500 (E) HSA Il NEW HMO 4000 (E) HSA

Plan deductible, PCY*
(individual/family) $3,300/$6,600 $3,500/$7,000 $4,000/$8,000
Out-of-pocket maximum,
PCY (individual/family) $5,000/$10,000 $7,000/$14,000 $7,000/$14,000
Coinsurance 20% 20% 20%
Preventive and well-child No charge No charge No charge

care

Telehealth

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Office visits

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Urgent care office visits

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient surgery

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Emergency care

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Manipulative therapy
(12 visits, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Hearing hardware

Subject to deductible, then covered

Subject to deductible, then covered

Subject to deductible, then covered

g?h?&?tﬁs)r e in full in full in full
Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Preferred brand-name
drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Non-preferred generic
and brand-name drugs

Not covered

Not covered

Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Preferred brand-name
drugs

20% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Non-preferred generic
and brand-name drugs

Not covered

Not covered

Not covered

Drug list/formulary

1 or 2-tier in-network
pharmacy benefit

1 or 2-tier in-network
pharmacy benefit

1 or 2-tier in-network
pharmacy benefit

*PCY = Per calendar year.

Prescription drugs filled through Kaiser Permanente's mail-order pharmacy will be subject to 2 times the prescription drug cost share for up to a

90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business
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OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

HMO HSA Plans

ACCESS PPO

Compare plans Plans selected:

KP PLUS

Plan deductible, PCY*

B HMO 4500 (E) HSA

Il HMO 5000 (E) 100% HSA

B NEW HMO 6000 (E) 100% HSA

in full

kel $4,500/$9,000 $5,000/$10,000 $6,000/$12,000

ggg;ﬁf\f‘ﬁejaﬁ?fam;;“ §7,000/$14,000 $5,000/$10,000 $6,000/$12,000

Coinsurance 30% 0% 0%

(I:’;z;/entlve and well-child No charge No charge No charge

Telehealth Subject to deductible, then covered | Subject to deductible, then covered | Subject to deductible, then covered
in full in full in full

Office visits 30% coinsurance after deductible Subject to deductible, then covered | Subject to deductible, then covered

in full

Urgent care office visits

30% coinsurance after deductible

Subject to deductible, then covered

Subject to deductible, then covered

in full

in full in full
Lab anq X-ray procedures 30% coinsurance after deductible Subject to dedgctlble, then covered | Subjectto dedgctlble, then covered
(outpatient) in full in full
CT, MRI, and PET scans o . Subject to deductible, then covered | Subject to deductible, then covered

! 30% coinsurance after deductible : .

(outpatient) in full in full
Outpatient surgery 30% coinsurance after deductible Subject to dedtil;tflsllle, then covered | Subjectto dedlijr?]:lkjllf’ then covered
Emergency care 30% coinsurance after deductible Subject to deductible, then covered | Subject to deductible, then covered

in full

Hospital inpatient

30% coinsurance after deductible

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Skilled nursing facility

30% coinsurance after deductible

Subject to deductible, then covered

Subject to deductible, then covered

(60 days, PCY) in full in full
Home health care o . Subject to deductible, then covered | Subject to deductible, then covered
. 30% coinsurance after deductible . .
(130 visits, PCY) in full in full
Manlpglatlve therapy 30% coinsurance after deductible Subject to dedgctlble, then covered | Subject to dedt_JctlbIe, then covered
(12 visits, PCY) in full in full
Acupuncture 30% coinsurance after deductible Subject to dedchbIe, then covered | Subjectto dedgctlble, then covered
(12 visits, PCY) in full in full

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Outpatient mental
health and substance use
disorder

30% coinsurance after deductible

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Routine eye exam
(1 exam every 12 months)

30% coinsurance after deductible

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Hearing hardware

Subject to deductible, then covered

Subject to deductible, then covered

Subject to deductible, then covered

($3,000 per ear, every . . :
36 months) in full in full in full
Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs

30% coinsurance after deductible

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Preferred brand-name
drugs

30% coinsurance after deductible

Subject to deductible, then covered
in full

Subject to deductible, then covered
in full

Non-preferred generic
and brand-name drugs

Not covered

Not covered

Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs

30% coinsurance after deductible

Subject to deductible, then covered
infull

Subject to deductible, then covered
in full

Preferred brand-name
drugs

30% coinsurance after deductible

Subject to deductible, then covered
infull

Subject to deductible, then covered
in full

Non-preferred generic
and brand-name drugs

Not covered

Not covered

Not covered

Drug list/formulary

1 or 2-tier in-network
pharmacy benefit

1 or 2-tier in-network
pharmacy benefit

1 or 2-tier in-network
pharmacy benefit

*PCY = Per calendar year.

Prescription drugs filled through Kaiser Permanente's mail-order pharmacy will be subject to 2 times the prescription drug cost share for up to a

90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

B Virtual Plus 250

SUMMIT PPO

Virtual Plus Plans
B Virtual Plus 500

ACCESS PPO

Compare plans Plans selected:

KP PLUS

B Virtual Plus 1000

Plan deductible, PCY*

(primary/specialty)

Hsktuelrig $250/$500 $500/$1,000 $1,000/$2,000
Out-of-pocket maximum,

PCY (individuallfamily) $3,000/$6,000 $3,000/$6,000 $4,000/$8,000
Coinsurance 10% 20% 20%
E;S:entive and well-child No charge No charge No charge
Virtual care/telehealth No charge No charge No charge
First primary care visit No charge No charge No charge
(nonpreventive)

Office visis - referred $10/$30 §20/$40 $20/$40

Office visits — non-referred

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

waived if admitted to
inpatient)

$200 copay, then 10% coinsurance
after deductible

(primary/specialty)

In-person, authorized: In-person, authorized: In-person, authorized:
Urgent care office visits $10/$30 $20/$40 $20/$40
(primary/specialty) In-person, self-directed: In-person, self-directed: In-person, self-directed:

10% after deductible 20% after deductible 20% after deductible
:-gttj)t:ggé(r;gy procedures 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
(C()Tliltl\gstlf::t()j HAREDE 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Outpatient surgery 10% coinsurance after deductible 20% coinsurance after deductible 20% coinsurance after deductible
Emergency care (copay

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

Home health care

(12 visits, PCY)

(unlimited) No charge No charge No charge
Manipulative therapy

(10 visits, PCY) I 2 L
Acupuncture $10 $20 $20

Inpatient mental
health and substance
use disorder

10% coinsurance after deductible

20% coinsurance after deductible

20% coinsurance after deductible

drugs

Outpatient mental

health and substance $10 $20 $20
use disorder

Routine eye exam (1

exam every 12 months) $10/$30 $20/$40 $20/$40
(primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $15 $15
Preferred brand-name

drugs $30 $35 $35
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $5 $5 $5
Preferred brand-name

drugs $60 $70 $70
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150
Non-preferred specialty Not covered Not covered Not covered

Drug list/formulary

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

*PCY = Per calendar year.

Virtual Plus plans include the First Fill Maintenance Drug Program. The first time a prescription for a maintenance drug is filled, members are
required to use either an in-network pharmacy or Kaiser Permanente’s mail-order pharmacy. Members can fill up to a 30-day supply. Subsequent
refills are required to be filled by using Kaiser Permanente's mail-order pharmacy. This doesn't apply to medication for sudden conditions or to
drugs we can't mail. At any time, a member can request an emergency fill of a maintenance medication at any pharmacy in their network.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

M Virtual Plus 1500

SUMMIT PPO

Virtual Plus Plans
B Virtual Plus 2000

ACCESS PPO

Compare plans Plans selected:

KP PLUS

M Virtual Plus 2500

Plan deductible, PCY*

(primary/specialty)

Hiskutduelntg $1,500/$3,000 $2,000/$4,000 $2,500/$5,000
Out-of-pocket maximum,

PCY (individuallfamily) $5,000/$10,000 $5,500/$11,000 $6,000/$12,000
Coinsurance 20% 20% 30%
(I:’;Sélentive and well-child No charge No charge No charge
Virtual care/telehealth No charge No charge No charge
First primary care visit No charge No charge No charge
(nonpreventive)

Office visits - referred $20/$40 $30/$60 $30/$60

Office visits — non-referred

20% coinsurance after deductible

20% coinsurance after deductible

30% coinsurance after deductible

deductible

(primary/specialty)

Uraent care office visits In-person, authorized: $20/$40 In-person, authorized: $30/$60 In-person, authorized: $30/$60
g . In-person, self-directed: 20% after | In-person, self-directed: 30% after | In-person, self-directed: 30% after

(primary/specialty)

deductible

deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance after deductible

20% coinsurance after deductible

30% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

20% coinsurance after deductible

20% coinsurance after deductible

30% coinsurance after deductible

Outpatient surgery

20% coinsurance after deductible

20% coinsurance after deductible

30% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 30% coinsurance
after deductible

Hospital inpatient

20% coinsurance after deductible

20% coinsurance after deductible

30% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

20% coinsurance after deductible

30% coinsurance after deductible

Home health care

(12 visits, PCY)

(unlimited) No charge No charge No charge
Manipulative therapy

(10 visits, PCY) $20 $30 $30
Acupuncture $20 $30 $30

Inpatient mental
health and substance
use disorder

20% coinsurance after deductible

20% coinsurance after deductible

30% coinsurance after deductible

Outpatient mental

drugs

health and substance $20 $30 $30
use disorder

Routine eye exam (1

exam every 12 months) $20/$40 $30/$60 $30/$60
(primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $15 $20
Preferred brand-name

drugs $35 $35 $40
Non-prefemed generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $5 $5 $5
Preferred brand-name

drugs $70 $70 $80
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150
Non-preferred specialty Not covered Not covered Not covered

Drug list/formulary

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

*PCY = Per calendar year.

Virtual Plus plans include the First Fill Maintenance Drug Program. The first time a prescription for a maintenance drug is filled, members are
required to use either an in-network pharmacy or Kaiser Permanente’s mail-order pharmacy. Members can fill up to a 30-day supply. Subsequent
refills are required to be filled by using Kaiser Permanente's mail-order pharmacy. This doesn't apply to medication for sudden conditions or to
drugs we can't mail. At any time, a member can request an emergency fill of a maintenance medication at any pharmacy in their network.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

B Virtual Plus 3000

SUMMIT PPO

Virtual Plus Plans
B Virtual Plus 4000

ACCESS PPO

Compare plans Plans selected:

KP PLUS

M Virtual Plus 5000

Plan deductible, PCY*

(primary/specialty)

Hiskutduelntg $3,000/$6,000 $4,000/$8,000 $5,000/$10,000
Out-of-pocket maximum,

PCY (individuallfamily) $7,000/$14,000 $7,000/$14,000 $9,000/$18,000
Coinsurance 30% 30% 30%
(I:’;Sélentive and well-child No charge No charge No charge
Virtual care/telehealth No charge No charge No charge
First primary care visit No charge No charge No charge
(nonpreventive)

Office visis - referred $30/560 $40/$80 $40/580

Office visits — non-referred

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

deductible

(primary/specialty)

Uraent care office visits In-person, authorized: $30/$60 In-person, authorized: $40/$80 In-person, authorized: $40/$80
g . In-person, self-directed: 30% after | In-person, self-directed: 30% after | In-person, self-directed: 30% after

(primary/specialty)

deductible

deductible

Lab and X-ray procedures
(outpatient)

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Outpatient surgery

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$200 copay, then 30% coinsurance
after deductible

$200 copay, then 30% coinsurance
after deductible

$200 copay, then 30% coinsurance
after deductible

Hospital inpatient

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Home health care

(12 visits, PCY)

(unlimited) No charge No charge No charge
Manipulative therapy

(10 visits, PCY) $30 $40 $40
Acupuncture $30 $40 $40

Inpatient mental
health and substance
use disorder

30% coinsurance after deductible

30% coinsurance after deductible

30% coinsurance after deductible

Outpatient mental

drugs

health and substance $30 $40 $40
use disorder

Routine eye exam (1

exam every 12 months) $30/$60 $40/$80 $40/$80
(primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20 $20 $20
Preferred brand-name

drugs $40 $40 $40
Non-prefemed generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $5 $5 $5
Preferred brand-name

drugs $80 $80 $80
Non-preferred generic Not covered Not covered Not covered
and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 $150
Non-preferred specialty Not covered Not covered Not covered

Drug list/formulary

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

1 or 2-tier with additional
specialty tier in-network
pharmacy benefit

*PCY = Per calendar year.

Virtual Plus plans include the First Fill Maintenance Drug Program. The first time a prescription for a maintenance drug is filled, members are
required to use either an in-network pharmacy or Kaiser Permanente’s mail-order pharmacy. Members can fill up to a 30-day supply. Subsequent
refills are required to be filled by using Kaiser Permanente's mail-order pharmacy. This doesn't apply to medication for sudden conditions or to
drugs we can't mail. At any time, a member can request an emergency fill of a maintenance medication at any pharmacy in their network.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
Il Summit PPO 250

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $250/$500 $750/$1,500
Out-of-pocket maximum, -

PCY (individual/family) $2,500/$5,000 Unlimited
Coinsurance 10% 30% 50%

cP:ra;/entlve and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits o .
(primarylspecialty) $10/$20 $20/$40 50% coinsurance after deductible
I N $10/$20 $20/$40 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

Outpatient surgery

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $10 $20 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $10 $20 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $10 $20 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $20/$40 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $5 $15 Not covered

(F;referred brand-name $30 $50 Not covered
rugs

Non-preferred generic $65 §95 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered Not covered

(I;referred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $130 Not covered Not covered

and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
B Summit PPO 500 10%/20%

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*
(individual/family)

$500/$1,000

$1,500/$3,000

Out-of-pocket maximum,

(primary/specialty)

PCY (individualfamily) 33,000/56,000 Unlimited
Coinsurance 10% 20% 50%

cP:ra;/entlve and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits , .
(primary/speciakty) $10/$20 $20/$40 50% coinsurance after deductible
SIE (D [R5 $10/$20 $20/$40 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

10% coinsurance

20% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

10% coinsurance

20% coinsurance

50% coinsurance after deductible

Outpatient surgery

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $10 $20 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $10 $20 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $10 $20 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $20/$40 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $5 $15 Not covered

Zreferred brand-name $30 $50 Not covered
rugs

Non-preferred generic $65 $95 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered Not covered

sreferred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $130 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
B Summit PPO 500

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*
(individual/family)

$500/$1,000

$1,500/$3,000

Out-of-pocket maximum,

(primary/specialty)

PCY (individuallfamily) $3,000/$6,000 Unlimited
Coinsurance 10% 30% 50%

cP:ra;/entive and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered
((:)frfiircrfa\:iyslist;ecialty) $10/$20 $20/$40 50% coinsurance after deductible
Urgent care offce visits $10/$20 $20/$40 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

Outpatient surgery

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $10 $20 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $10 $20 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $10 $20 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $20/$40 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $5 $15 Not covered

zreferred brand-name $30 $50 Not covered
rugs

Non-preferred generic $65 $95 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered Not covered

(F;referred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $130 Not covered Not covered

and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

[ «24» ] kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
B Summit PPO 750

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $750/$1,500 $2,250/$4,500
Out-of-pocket maximum, L

PCY (individual/family) $4,000/58,000 Unlimited
Coinsurance 10% 30% 50%

cP:ra:entive and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits . .
(primarylspecialty) $10/$20 $20/$40 50% coinsurance after deductible
Urgent care office visits $10/$20 $20/$40 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

Outpatient surgery

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $10 $20 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $10 $20 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $10 $20 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $20/$40 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $5 $15 Not covered

Zreferred brand-name $30 $50 Not covered
rugs

Non-preferred generic $65 $95 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered Not covered

sreferred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $130 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
Il Summit PPO 1000

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $1,000/$2,000 $3,000/$6,000
Out-of-pocket maximum, -

PCY (individual/family) $4,000/$8,000 Unlimited
Coinsurance 10% 30% 50%

cP:ra;/entlve and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits o .
(primarylspecialty) $10/$20 $20/$40 50% coinsurance after deductible
N $10/$20 $20/$40 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

Outpatient surgery

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$150 copay, then 10% coinsurance
after deductible

$150 copay, then 10% coinsurance
after deductible

$150 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $10 $20 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $10 $20 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $10 $20 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $20/$40 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $20 Not covered

zreferred brand-name $20 $40 Not covered
rugs

Non-preferred generic $30 $60 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered Not covered

Preferred brand-name $40 Not covered Not covered

drugs

Non-preferred generic $60 Not covered Not covered

and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

[ <26»> ] kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
B Summit PPO 1500 10%/20%

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $1,500/$3,000 $4,500/$9,000
Out-of-pocket maximum, L

PCY (individual/family) $5,000/$10,000 Unlimited
Coinsurance 10% 20% 50%

cP:ra:entive and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits , .
(primary/specialty) $20/$40 $40/$80 50% coinsurance after deductible
Urgent care office visits $20/$40 $40/$80 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

10% coinsurance

20% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

10% coinsurance

20% coinsurance

50% coinsurance after deductible

Outpatient surgery

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$150 copay, then 10% coinsurance
after deductible

$150 copay, then 10% coinsurance
after deductible

$150 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

S $20 $40 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $20 $40 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $20 $40 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $40/$80 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $20 Not covered

Zreferred brand-name $20 $40 Not covered
rugs

Non-preferred generic $30 560 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered Not covered

sreferred brand-name $40 Not covered Not covered
rugs

Non-preferred generic $60 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
B Summit PPO 1500

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $1,500/$3,000 $4,500/$9,000
Out-of-pocket maximum, L

PCY (individual/family) $5,000/$10,000 Unlimited
Coinsurance 10% 30% 50%

cP:ra:entive and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits . .
(primary/speciakty) $20/$40 $40/$80 50% coinsurance after deductible
Urgent care office visits $20/$40 $40/$80 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

10% coinsurance

30% coinsurance

50% coinsurance after deductible

Outpatient surgery

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$150 copay, then 10% coinsurance
after deductible

$150 copay, then 10% coinsurance
after deductible

$150 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $20 $40 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $20 $40 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $20 $40 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $40/$80 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $20 Not covered

Zreferred brand-name $20 $40 Not covered
rugs

Non-preferred generic $30 560 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered Not covered

sreferred brand-name $40 Not covered Not covered
rugs

Non-preferred generic $60 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

[ «28»> ] kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
H Summit PPO 2000

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $2,000/$4,000 $6,000/$12,000
Out-of-pocket maximum, -

PCY (individual/family) $5,000/$10,000 Unlimited
Coinsurance 20% 40% 50%

Zf:entwe and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits o .
(primarylspecialty) $20/$40 $40/$80 50% coinsurance after deductible
Urgent care offce visits $20/$40 $40/$80 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

Outpatient surgery

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$150 copay, then 20% coinsurance
after deductible

$150 copay, then 20% coinsurance
after deductible

$150 copay, then 20% coinsurance
after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $20 $40 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $20 $40 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $20 $40 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $40/$80 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $20 Not covered

(F;referred brand-name $20 $40 Not covered
rugs

Non-preferred generic $30 $60 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered Not covered

Preferred brand-name $40 Not covered Not covered

drugs

Non-preferred generic $60 Not covered Not covered

and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
B Summit PPO 2500

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $2,500/$5,000 $7,500/$15,000
Out-of-pocket maximum, L

PCY (individual/family) 36,000/$12,000 Unlimited
Coinsurance 20% 40% 50%

cP:ra:entive and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits . .
(primary/speciakty) $20/$40 $40/$80 50% coinsurance after deductible
Urgent care office visits $20/$40 $40/$80 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

Outpatient surgery

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $20 $40 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $20 $40 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $20 $40 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $40/$80 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $25 Not covered

Preferred brand-name $30 $50 Not covered

drugs

Non-preferred generic $50 $80 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered Not covered

sreferred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $100 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
Il Summit PPO 3000

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

(individual/family) $3,000/$6,000 $9,000/$18,000
Out-of-pocket maximum, -

PCY (individual/family) $6,000/$12,000 Unlimited
Coinsurance 20% 40% 50%

Zf:entwe and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits o .
(primarylspecialty) $20/$40 $40/$80 50% coinsurance after deductible
Urgent care offce visits $20/$40 $40/$80 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

Outpatient surgery

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $20 $40 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $20 $40 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $20 $40 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $40/$80 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $25 Not covered

(F;referred brand-name $30 $50 Not covered
rugs

Non-preferred generic $50 $80 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered Not covered

(F;referred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $100 Not covered Not covered

and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Complete Suite category

Preferred in-network (Tier 1)

Summit PPO Plans
Il Summit PPO 5000

In-network (Tier 2)

Out-of-network (Tier 3)

Plan deductible, PCY*

(primary/specialty)

Frskofduel et $5,000/$10,000 $15,000/$30,000
Out-of-pocket maximum, -

PCY (individual/family) $7,000/$14,000 Unlimited
Coinsurance 20% 40% 50%

Zf:entwe and well-child No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits o .
(primarylspecialty) $20/$40 $40/$80 50% coinsurance after deductible
Urgent care offce visits $20/$40 $40/$80 50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

CT, MRI, and PET scans
(outpatient)

20% coinsurance

40% coinsurance

50% coinsurance after deductible

Outpatient surgery

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Emergency care (copay
waived if admitted to
inpatient)

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

$200 copay, then 20% coinsurance
after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional

(12 visits, PCY)

R $20 $40 50% coinsurance after deductible
visits with prior
authorization)
Acupuncture $20 $40 50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental

drugs

health and substance use $20 $40 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) $0/$0 $40/$80 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $25 Not covered

(F;referred brand-name $30 $50 Not covered
rugs

Non-preferred generic $50 $80 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered Not covered

(F;referred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $100 Not covered Not covered

and brand-name drugs

Prescription drugs — specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO Welcome Plans
H Summit PPO 250 W1

Plan deductible, PCY"

Preferred in-network (Tier 1)

In-network (Tier 2)

Out-of-network (Tier 3)

(individual/family) $250/$500 §750/$1,500

Out-of-pocket maximum, -

PCY (individual/family) $2,500/$5,000 Unlimited

Coinsurance 10% 30% 50%
First 4 office visits are subject to copay only. After first 4 office visits,

Waiver: Welcome copays are waived and plan deductible and coinsurance apply. No charge N/A

for the first $500 of combined diagnostic lab, X-ray, CT, MRI and PET scan
procedures. After the first $500, plan deductible and coinsurance apply.

Preventive and well-child

care No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits $10/$20 copay, then $20/$40 copay, then o .
(primary/specialty) 10% coinsurance after deductible? | 30% coinsurance after deductible? 50% coinsurance after deductible
Urgent care office visits $10/$20 copay, then $20/$40 copay, then o .
(primary/specialty) 10% coinsurance after deductible? | 30% coinsurance after deductible UGBTI CEE 5
Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
Outpatient surgery 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

(copay waived if admitted
to inpatient)

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

$100 copay, then 10% coinsurance
after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

$10/$20 copay, then
10% coinsurance after deductible?

$20/$40 copay, then
30% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$10/$20 copay, then
10% coinsurance after deductible?

$20/$40 copay, then
30% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

disorder

Outpatient mental

health and substance use 109 $10/$20co$tay,;h3n ible? " $20/$40cop]ztay,(’;hzn ible? 50% coinsurance after deductible
disorder 0% coinsurance after deductible 30% coinsurance after deductible

Routine eye exam

(1 exam every 12 months) No charge $20/$402 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $5 $15 Not covered

zreferred brand-name $30 $50 Not covered
rugs

Non-preferred generic $65 $95 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered Not covered

zreferred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $130 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

drugs

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.
Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO Welcome Plans

Hl Summit PPO 500 W2

Plan deductible, PCY’
(individual/family)

Preferred in-network (Tier 1)

In-network (Tier 2)

$500/$1,000

Out-of-network (Tier 3)

$1,500/$3,000

Out-of-pocket maximum,

for the first $500 of combined diagnostic lab, X-ray, CT, MRI and PET scan
procedures. After the first $500, plan deductible and coinsurance apply.

PCY (individual/family) $3,000/$6,000 Unlimited

Coinsurance 10% 30% 50%
First 4 office visits are subject to copay only. After first 4 office visits,

Waiver: Welcome copays are waived and plan deductible and coinsurance apply. No charge N/A

Preventive and well-child

(copay waived if admitted
to inpatient)

$100 copay, then
10% coinsurance after deductible

$100 copay, then
10% coinsurance after deductible

care No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits $10/$20 copay, then $20/$40 copay, then o .
(primary/specialty) 10% coinsurance after deductible? | 30% coinsurance after deductible? 50% coinsurance after deductible
Urgent care office visits $10/$20 copay, then $20/$40 copay, then o .
(primary/specialty) 10% coinsurance after deductible? | 30% coinsurance after deductible UGBTI 5
Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
Outpatient surgery 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$100 copay, then
10% coinsurance after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

$10/$20 copay, then
10% coinsurance after deductible?

$20/$40 copay, then
30% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$10/$20 copay, then
10% coinsurance after deductible?

$20/$40 copay, then
30% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

disorder

Outpatient mental

health and substance use 109 $10/$20co$tay,;h3n ible? " $20/$40cop]ztay,(’;hzn ible? 50% coinsurance after deductible
disorder 0% coinsurance after deductible 30% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge $20/$402 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $5 $15 Not covered

zreferred brand-name $30 $50 Not covered
rugs

Non-preferred generic 565 $95 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered Not covered

zreferred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $130 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO Welcome Plans

Complete Suite category B Summit PPO 1000 W3
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)

Plan deductible, PCY'
(individual/family) $1,000/$2,000 $3,000/$6,000
Out-of-pocket maximum, -
PCY (individualfamily) AR Unlimited
Coinsurance 10% 30% 50%

First 4 office visits are subject to copay only. After first 4 office visits,
Waiver: Welcome copays are waived and plan deductible and coinsurance apply. No charge N/A

for the first $500 of combined diagnostic lab, X-ray, CT, MRI and PET scan
procedures. After the first $500, plan deductible and coinsurance apply.

Preventive and well-child

(copay waived if admitted
to inpatient)

$150 copay, then
10% coinsurance after deductible

$150 copay, then
10% coinsurance after deductible

care No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits $10/$20 copay, then $20/$40 copay, then o .
(primary/specialty) 10% coinsurance after deductible? | 30% coinsurance after deductible? 50% coinsurance after deductible
Urgent care office visits $10/$20 copay, then $20/$40 copay, then o .
(primary/specialty) 10% coinsurance after deductible? | 30% coinsurance after deductible UGBTI 5
Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
Outpatient surgery 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$150 copay, then
10% coinsurance after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

$10/$20 copay, then
10% coinsurance after deductible?

$20/$40 copay, then
30% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$10/$20 copay, then
10% coinsurance after deductible?

$20/$40 copay, then
30% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

disorder

Outpatient mental

health and substance use 109 $10/$20co$tay,;h3n ible? " $20/$40cop]ztay,(’;hzn ible? 50% coinsurance after deductible
disorder 0% coinsurance after deductible 30% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge $20/$402 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $20 Not covered

zreferred brand-name $20 $40 Not covered
rugs

Non-preferred generic $30 560 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered Not covered

zreferred brand-name $40 Not covered Not covered
rugs

Non-preferred generic $60 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO Welcome Plans

Complete Suite category B Summit PPO 2000 W4
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)

Plan deductible, PCY'
(individual/family) $2,000/$4,000 $6,000/$12,000
Out-of-pocket maximum, -
PCY (individual/family) $5,000/$10,000 Unlimited
Coinsurance 20% 40% 50%

First 4 office visits are subject to copay only. After first 4 office visits,
Waiver: Welcome copays are waived and plan deductible and coinsurance apply. No charge N/A

for the first $500 of combined diagnostic lab, X-ray, CT, MRI and PET scan
procedures. After the first $500, plan deductible and coinsurance apply.

Preventive and well-child

(copay waived if admitted
to inpatient)

$150 copay, then
20% coinsurance after deductible

$150 copay, then
20% coinsurance after deductible

care No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits $20/$40 copay, then $40/$80 copay, then o .
(primary/specialty) 20% coinsurance after deductible? | 40% coinsurance after deductible? 50% coinsurance after deductible
Urgent care office visits $20/$40 copay, then $40/$80 copay, then o .
(primary/specialty) 20% coinsurance after deductible? | 40% coinsurance after deductible? UGBTI 5
Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$150 copay, then
20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

$20/$40 copay, then
20% coinsurance after deductible?

$40/$80 copay, then
40% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$20/$40 copay, then
20% coinsurance after deductible?

$40/$80 copay, then
40% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

disorder

Outpatient mental

health and substance use 200 $20/$40co$tay,;h3n ble? | 40% $40/$80co?tay,(’;hzn ible? 50% coinsurance after deductible
disorder 0% coinsurance after deductible 0% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge $40/$80? 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $10 $20 Not covered

zreferred brand-name $20 $40 Not covered
rugs

Non-preferred generic $30 560 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered Not covered

zreferred brand-name $40 Not covered Not covered
rugs

Non-preferred generic $60 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO Welcome Plans

Complete Suite category B Summit PPO 3000 W5
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)

Plan deductible, PCY'
(individual/family) $3,000/$6,000 $9,000/$18,000
Out-of-pocket maximum, -
PCY (individual/family) $6,000/$12,000 Unlimited
Coinsurance 20% 40% 50%

First 4 office visits are subject to copay only. After first 4 office visits,
Waiver: Welcome copays are waived and plan deductible and coinsurance apply. No charge N/A

for the first $500 of combined diagnostic lab, X-ray, CT, MRI and PET scan
procedures. After the first $500, plan deductible and coinsurance apply.

Preventive and well-child

(copay waived if admitted
to inpatient)

$200 copay, then
20% coinsurance after deductible

$200 copay, then
20% coinsurance after deductible

care No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits $20/$40 copay, then $40/$80 copay, then o .
(primary/specialty) 20% coinsurance after deductible? | 40% coinsurance after deductible? 50% coinsurance after deductible
Urgent care office visits $20/$40 copay, then $40/$80 copay, then o .
(primary/specialty) 20% coinsurance after deductible? | 40% coinsurance after deductible? UGBTI 5
Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then
20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

$20/$40 copay, then
20% coinsurance after deductible?

$40/$80 copay, then
40% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$20/$40 copay, then
20% coinsurance after deductible?

$40/$80 copay, then
40% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

disorder

Outpatient mental

health and substance use 200 $20/$40co$tay,;h3n ble? | 40% $40/$80co?tay,(’;hzn ible? 50% coinsurance after deductible
disorder 0% coinsurance after deductible 0% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge $40/$80? 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $25 Not covered

zreferred brand-name $30 $50 Not covered
rugs

Non-preferred generic $50 $30 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered Not covered

zreferred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $100 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO Welcome Plans

Complete Suite category B Summit PPO 5000 W6
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)

Plan deductible, PCY'
(individual/family) $5,000/$10,000 $15,000/$30,000
Out-of-pocket maximum, -
PCY (individual/family) $7,000/$14,000 Unlimited
Coinsurance 20% 40% 50%

First 4 office visits are subject to copay only. After first 4 office visits,
Waiver: Welcome copays are waived and plan deductible and coinsurance apply. No charge N/A

for the first $500 of combined diagnostic lab, X-ray, CT, MRI and PET scan
procedures. After the first $500, plan deductible and coinsurance apply.

Preventive and well-child

(copay waived if admitted
to inpatient)

$200 copay, then
20% coinsurance after deductible

$200 copay, then
20% coinsurance after deductible

care No charge No charge 50% coinsurance after deductible
Telehealth No charge No charge Not covered

Office visits $20/$40 copay, then $40/$80 copay, then o .
(primary/specialty) 20% coinsurance after deductible? | 40% coinsurance after deductible? 50% coinsurance after deductible
Urgent care office visits $20/$40 copay, then $40/$80 copay, then o .
(primary/specialty) 20% coinsurance after deductible? | 40% coinsurance after deductible? UGBTI 5
Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,

(outpatient) then subject to applicable preferred in-network, in-network, or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then
20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

$20/$40 copay, then
20% coinsurance after deductible?

$40/$80 copay, then
40% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$20/$40 copay, then
20% coinsurance after deductible?

$40/$80 copay, then
40% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

disorder

Outpatient mental

health and substance use 200 $20/$40co$tay,;h3n ble? | 40% $40/$80co?tay,(’;hzn ible? 50% coinsurance after deductible
disorder 0% coinsurance after deductible 0% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge $40/$80? 50% coinsurance after deductible

primary/specialty)

Hearing hardware

($3,000 per ear, every No charge No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 $25 Not covered

zreferred brand-name $30 $50 Not covered
rugs

Non-preferred generic $50 $30 Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered Not covered

zreferred brand-name $60 Not covered Not covered
rugs

Non-preferred generic $100 Not covered Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 $150 Not covered

Non-preferred specialty 30% 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO HSA Plans

Complete Suite category B Summit PPO HSA 1650 (A)
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)
Plan deductible, PCY*
(individual/family) $1,650/$3,300 $3,300/$6,600
Out-of-pocket maximum, -
PCY (individual/family) $3,500/$7,000 Unlimited
Coinsurance 10% 30% 50%
Zf:entwe and well-child No charge No charge 50% coinsurance after deductible
Telehealth Subject to dedgctlble, Subject to dedgctlble, Not covered
then covered in full then covered in full

Office visits 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Lab ano! X-ray procedures 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
(outpatient)
CT,MRI{and PETscans 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
(outpatient)
Outpatient surgery 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care 10% coinsurance after deductible 10% coinsurance after deductible 30% coinsurance after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

drugs

primary/specialty)

g%aggg hz:i":fr:\’e Subject to deductible, Subject to deductible, Subject to deductible,
36 ;nontﬁs) every then covered in full then covered in full then covered in full
Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 10% coinsurance after deductible 30% coinsurance after deductible Not covered
S:Ef;”ed brand-name 10% coinsurance after deductible 30% coinsurance after deductible Not covered
glr(])(?-k?r;erfgf:]eadmgeegﬁzgs 10% coinsurance after deductible 30% coinsurance after deductible Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 10% coinsurance after deductible Not covered Not covered
5:?12;5”6(1 brand-name 10% coinsurance after deductible Not covered Not covered
glr?(?-k?r;erfgf:]eadmgeegﬁzgs 10% coinsurance after deductible Not covered Not covered
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs | 10% coinsurance after deductible 10% coinsurance after deductible Not covered
Non-preferred specialty 30% coinsurance after deductible 30% coinsurance after deductible Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO HSA Plans

Complete Suite category B Summit PPO HSA 2500 (A)
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)
Plan deductible, PCY*
(individual/family) $2,500/$5,000 $5,000/$10,000
Out-of-pocket maximum, -
PCY (individual/family) $5,000/$8,500 Unlimited
Coinsurance 10% 30% 50%
E:re:entlve and well-child No charge No charge 50% coinsurance after deductible
Telehealth Subject to dedgctlble, Subject to dedgctlble, Not covered
then covered in full then covered in full

Office visits 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible

Urgent care office visits

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

:-gl?t::g;(ngy procedures 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
g&mg,:;::g e 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 10% coinsurance after deductible 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care 10% coinsurance after deductible 10% coinsurance after deductible 30% coinsurance after deductible

Hospital inpatient

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

10% coinsurance after deductible

30% coinsurance after deductible

50% coinsurance after deductible

drugs

primary/specialty)

Hearing hardware Subject to deductible, Subject to deductible, Subject to deductible,
(53,000 per ear, every then covered in full then covered in full then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 10% coinsurance after deductible 30% coinsurance after deductible Not covered
z:flfgsrred brand-name 10% coinsurance after deductible 30% coinsurance after deductible Not covered
Non-preferred generic 10% coinsurance after deductible 30% coinsurance after deductible Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 10% coinsurance after deductible Not covered Not covered
Z:ﬁf;srred brand-name 10% coinsurance after deductible Not covered Not covered
Non-preferred generic 10% coinsurance after deductible Not covered Not covered
and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs | 10% coinsurance after deductible 10% coinsurance after deductible Not covered
Non-preferred specialty 30% coinsurance after deductible 30% coinsurance after deductible Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

[ <40»> ] kp.org/wa/business

&% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO HSA Plans

Complete Suite category B Summit PO HSA 3500 (A)
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)
Plan deductible, PCY*
(individual/family) $3,500/$7,000 $7,000/$14,000
Out-of-pocket maximum, -
PCY (individual/family) $6,000/48,500 Unlimited
Coinsurance 20% 40% 50%
Zf:entwe and well-child No charge No charge 50% coinsurance after deductible
Telehealth Subject to deductible, Subject to deductible, Not covered
then covered in full then covered in full

Office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
;-gst::g;(r;;?y procedures 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
(C()Tiltl\gg’g::g P 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Emergency care 20% coinsurance after deductible 20% coinsurance after deductible 40% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

drugs

primary/specialty)

g%aggg hz:i":fr:\’e Subject to deductible, Subject to deductible, Subject to deductible,
36 ;nontﬁs) every then covered in full then covered in full then covered in full
Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance after deductible 40% coinsurance after deductible Not covered
S:Ef;”ed brand-name 20% coinsurance after deductible 40% coinsurance after deductible Not covered
glr(])(?-k?r;erfgf:]eadmgeegﬁzgs 20% coinsurance after deductible 40% coinsurance after deductible Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 20% coinsurance after deductible Not covered Not covered
5:?12;5”6(1 brand-name 20% coinsurance after deductible Not covered Not covered
glr?(?-k?r;erfgf:]eadmgeegﬁzgs 20% coinsurance after deductible Not covered Not covered
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs | 20% coinsurance after deductible 20% coinsurance after deductible Not covered
Non-preferred specialty 40% coinsurance after deductible 40% coinsurance after deductible Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO HSA Plans

Complete Suite category B Summit PPO HSA 3300 (E)
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)
Plan deductible, PCY*
(individual/family) $3,300/$6,600 $6,600/$13,200
Out-of-pocket maximum, -
PCY (individual/family) $6,000/$12,000 Unlimited
Coinsurance 20% 40% 50%
Zf:entwe and well-child No charge No charge 50% coinsurance after deductible
Telehealth Subject to deductible, Subject to deductible, Not covered
then covered in full then covered in full

Office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Lab ano! X-ray procedures 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
(outpatient)
CT,MRI{and PET scans 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
(outpatient)
Outpatient surgery 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Emergency care 20% coinsurance after deductible 20% coinsurance after deductible 40% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

drugs

primary/specialty)

g%aggg hz:i":fr:\’e Subject to deductible, Subject to deductible, Subject to deductible,
36 ;nontﬁs) every then covered in full then covered in full then covered in full
Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance after deductible 40% coinsurance after deductible Not covered
S:Ef;”ed brand-name 20% coinsurance after deductible 40% coinsurance after deductible Not covered
glr(])(?-k?r;erfgf:]eadmgeegﬁzgs 20% coinsurance after deductible 40% coinsurance after deductible Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 20% coinsurance after deductible Not covered Not covered
5:?12;5”6(1 brand-name 20% coinsurance after deductible Not covered Not covered
glr?(?-k?r;erfgf:]eadmgeegﬁzgs 20% coinsurance after deductible Not covered Not covered
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs | 20% coinsurance after deductible 20% coinsurance after deductible Not covered
Non-preferred specialty 40% coinsurance after deductible 40% coinsurance after deductible Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO HSA Plans
Complete Suite category B NEW Summit PPO HSA 4000 (E)
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)
Plan deductible, PCY*
(individual/family) $4,000/$8,000 $8,000/$16,000
Out-of-pocket maximum, -
PCY (individual/family) $6,000/$12,000 Unlimited
Coinsurance 20% 40% 50%
cP:re:entlve and well-child No charge No charge 50% coinsurance after deductible
Telehealth Subject to deductible, Subject to deductible, Not covered
then covered in full then covered in full
Office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
;-gst::g;(r;;?y procedures 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
(C()Tiltl\gg’g::g F e 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Emergency care 20% coinsurance after deductible 20% coinsurance after deductible 40% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

drugs

primary/specialty)

g%aggg hz:i":fr:\’e Subject to deductible, Subject to deductible, Subject to deductible,
36 ;nontﬁs) every then covered in full then covered in full then covered in full
Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance after deductible 40% coinsurance after deductible Not covered
z:ﬁf;s”ed brand-name 20% coinsurance after deductible 40% coinsurance after deductible Not covered
glr(])(?-k?r;erfgf:]eadmgeegﬁzgs 20% coinsurance after deductible 40% coinsurance after deductible Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 20% coinsurance after deductible Not covered Not covered
5:?12;5”6(1 brand-name 20% coinsurance after deductible Not covered Not covered
glr?(?-k?r;erfgf:]eadmgeegﬁzgs 20% coinsurance after deductible Not covered Not covered
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs | 20% coinsurance after deductible 20% coinsurance after deductible Not covered
Non-preferred specialty 40% coinsurance after deductible 40% coinsurance after deductible Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW

HMO

VIRTUAL PLUS

SUMMIT PPO ACCESS PPO KP PLUS
Compare plans Plans selected:

Summit PPO HSA Plans

Complete Suite category B Summit PPO HSA 5000 (E)
Preferred in-network (Tier 1) In-network (Tier 2) Out-of-network (Tier 3)
Plan deductible, PCY*
FrsFofduel vt $5,000/$10,000 $10,000/$20,000
Out-of-pocket maximum, i
PCY (individual/family) 36,000/$12,000 Unlimited
Coinsurance 20% 40% 50%
cP:ra:entwe and well-child No charge No charge 50% coinsurance after deductible
Telehealth Subject to dedgctlble, Subject to dedgctlble, Not covered
then covered in full then covered in full

Office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
:-gst::gexr;:?y procedures 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
CT,MRI{and FEISENE 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
(outpatient)
Outpatient surgery 20% coinsurance after deductible 40% coinsurance after deductible 50% coinsurance after deductible
Emergency care 20% coinsurance after deductible 20% coinsurance after deductible 40% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Home health care
(unlimited)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(8 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

20% coinsurance after deductible

40% coinsurance after deductible

50% coinsurance after deductible

drugs

primary/specialty)

Hearing hardware Subject to deductible, Subject to deductible, Subject to deductible,
(53,000 per ear, every then covered in full then covered in full then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance after deductible 40% coinsurance after deductible Not covered
z:ﬁfgred brand-name 20% coinsurance after deductible 40% coinsurance after deductible Not covered
Non-preferred generic 20% coinsurance after deductible 40% coinsurance after deductible Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 20% coinsurance after deductible Not covered Not covered
z:ﬁgesrred brand-name 20% coinsurance after deductible Not covered Not covered
Non-preferred generic 20% coinsurance after deductible Not covered Not covered
and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs | 20% coinsurance after deductible 20% coinsurance after deductible Not covered
Non-preferred specialty 40% coinsurance after deductible 40% coinsurance after deductible Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Services provided by out-of-network providers may be subject to balance billing.

Specialty drugs are required to be filled through the Kaiser Permanente Specialty Pharmacy.

View the drug formulary at kp.org/wa/formulary.

[ <44» ] kp.org/wa/business

&% KAISER PERMANENTE.



http://kp.org/wa/formulary

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO Plans
B Access PPO 1500

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO

Complete Suite category

Plan deductible, PCY*

In-network

Out-of-network

(copay waived if admitted
to inpatient)

(individualfamily) $1,500/$3,000 $3,000/$6,000
Out-of-pocket maximum, -
PCY (individual/family) $5,000/$10,000 Unlimited
Coinsurance 20% 50%
cP:ra;/entlve and well-child No charge 50% coinsurance after deductible
50% coinsurance after deductible
Vel sl No charge Telephone services/online (e-visits): Not covered
Office visits 20% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 50% coinsurance after deductible
;'gstggg;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
g&%gli::g Fl e 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge No charge
Hearing hardware

($3,000 per ear, every 36 No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered
Z:ﬁfgred brand-name $40($20 enhanced benefit) Not covered
2‘: (? g)r;erfg:eadmgeegﬁzgs $60 ($30 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

o peredgertc %
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO Plans
B Access PPO 2500

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO

Complete Suite category

(copay waived if admitted
to inpatient)

In-network Out-of-network
1 *
Emﬂgﬂgf}f‘m;” §2,500/$5,000 §5,000/$10,000
Out-of-pocket maximum, -
PCY (individual/family) $6,000/$12,000 Unlimited
Coinsurance 30% 50%
cP:ra;/entlve and well-child No charge 50% coinsurance after deductible
50% coinsurance after deductible

Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
;'gstggg;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
g&%gli::g AUEEH 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

30% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge No charge
Hearing hardware

($3,000 per ear, every 36 No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered
Z:ﬁfgred brand-name $40($20 enhanced benefit) Not covered
2‘: (? g)r;erfg:eadmgeegﬁzgs $60 ($30 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

o peredgertc %
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

[ <46»> ] kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO Plans
B Access PPO 3000

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO

Complete Suite category

(copay waived if admitted
to inpatient)

In-network Out-of-network
1 *
Efgﬂgﬂgfff‘m;” $3,000/$6,000 $6,000/$12,000
Out-of-pocket maximum, -
PCY (individual/family) $7,500/$15,000 Unlimited
Coinsurance 30% 50%
cP:ra;/entlve and well-child No charge 50% coinsurance after deductible
50% coinsurance after deductible

Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
;'gstggg;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
g&%gli::g AUEEH 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

30% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge No charge
Hearing hardware

($3,000 per ear, every 36 No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25($15 enhanced benefit) Not covered
Z:ﬁfgred brand-name $60 ($40 enhanced benefit) Not covered
2‘: (? g)r;erfg:eadmgeegﬁzgs $100($70 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered
Preferred brand-name $80 Not covered
drugs

o et gt o
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO Plans
B Access PPO 5000

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO

Complete Suite category

(copay waived if admitted
to inpatient)

In-network Out-of-network
1 *

Emﬂgﬂgf}f‘m;” $5,000/$10,000 §10,000/$20,000
Out-of-pocket maximum, -
PCY (individual/family) $9,000/$18,000 Unlimited
Coinsurance 30% 50%
cP:ra;/entlve and well-child No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
;'gstggg;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
g&%gli::g AUEEH 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

30% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) No charge No charge
Hearing hardware

($3,000 per ear, every 36 No charge No charge
months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25($15 enhanced benefit) Not covered
Z:ﬁfgred brand-name $60 ($40 enhanced benefit) Not covered
2‘: (? g)r;erfg:eadmgeegﬁzgs $100($70 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered
Preferred brand-name $80 Not covered
drugs

o et gt o
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

[ <48»> ] kp.org/wa/business

8% KAISER PERMANENTE.



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 250 V1
In-network Out-of-network
Plan deductible, PCY*
(individual/family) $250/$750 $500/$1,500
Out-of-pocket maximum, -
PCY (individuallfamily) $3,000/$9,000 Unlimited
Coinsurance 10% 50%
Waiver: VisitsPlus Annual deductible a.n.d p!an coi.nsurance don'tapply to N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $30 copay 50% coinsurance after deductible
Urgent care office visits $30 copay 50% coinsurance after deductible
;-(?Et::gg(r_];?y procedures 10% coinsurance after deductible 50% coinsurance after deductible
g&m;li::g HIIEL 10% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 10% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 10% coinsurance after deductible
to inpatient)
Hospital inpatient 10% coinsurance after deductible 50% coinsurance after deductible
(S(I)((l)llée;:iy?upré?)g i 10% coinsurance after deductible 50% coinsurance after deductible
H%?ii2ﬁ2|t§c$)re 10% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/L%t!ﬁfh I:)Crzgraddmonal $30 copay 50% coinsurance after deductible
authorization)
ac;?/;fi‘tcstuPr(e}Y) $30 copay 50% coinsurance after deductible
Inpatient mental health
and substance use 10% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use $30 copay 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs $15($5 enhanced benefit) Not covered
s:ﬁﬁsrred brand-name $40 ($20 enhanced benefit) Not covered
Nonpreferred generic $70($40 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $80 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

&EID p.org/wa/business 8% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 500 V2
In-network Out-of-network
Plan deductible, PCY*
(individualifamily) $500/$1,500 $1,000/$3,000
Out-of-pocket maximum, -
PCY (individuallfamily) $3,000/$9,000 Unlimited
Coinsurance 20% 50%
Waiver: VisitsPlus Annual deductible a.n.d p!an coi.nsurance don'tapply to N/A
office visits, including surgery

cP;f:entive and well-child No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $30 copay 50% coinsurance after deductible
Urgent care office visits $30 copay 50% coinsurance after deductible
;-thj)t::gg(r;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
g&m;li::g AT 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 20% coinsurance after deductible
to inpatient)
Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible
(S(I:(I)”;:y?u;é'\?)g iy 20% coinsurance after deductible 50% coinsurance after deductible
H%?ii2ﬁ2|t§c$)re 20% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|sz|t\:\sf\:;['fh I:)Crzgraddmonal $30 copay 50% coinsurance after deductible
authorization)
Gcgs;;?tcstu;&) $30 copay 50% coinsurance after deductible
Inpatient mental health
and substance use 20% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use $30 copay 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs $15($5 enhanced benefit) Not covered
s:ﬁﬁsrred brand-name $40 ($20 enhanced benefit) Not covered
Non-preferred generic $70($40 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $80 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

€EID Kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 750 V3
In-network Out-of-network
Plan deductible, PCY*
(individualifamily) $750/$2,250 $1,500/$4,500
Out-of-pocket maximum, -
PCY (individuallfamily) $3,500/$10,500 Unlimited
Coinsurance 20% 50%
Waiver: VisitsPlus Annual deductible a.n.d p!an coi.nsurance don'tapply to N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay 50% coinsurance after deductible
Urgent care office visits $35 copay 50% coinsurance after deductible
;-thj)t::gg(r;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
g&m;li::g AT 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 20% coinsurance after deductible
to inpatient)
Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible
(S(I:(I)”;:y?u;é'\?)g iy 20% coinsurance after deductible 50% coinsurance after deductible
H%?ii2ﬁ2|t§c$)re 20% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|sz|t\:\sf\:;['fh I:)Crzgraddmonal $35 copay 50% coinsurance after deductible
authorization)
Gcgs;;?tcstu;&) $35 copay 50% coinsurance after deductible
Inpatient mental health
and substance use 20% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use $35 copay 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs $15($5 enhanced benefit) Not covered
s:ﬁﬁsrred brand-name $50($30 enhanced benefit) Not covered
Non-preferred generic $95 ($65 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $60 Not covered
drugs

Non-preferred generic $130 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 1000 V4
In-network Out-of-network
Plan deductible, PCY*
(individual/family) $1,000/$3,000 $2,000/$6,000
Out-of-pocket maximum, -
PCY (individuallfamily) $4,000/$12,000 Unlimited
Coinsurance 20% 50%
Waiver: VisitsPlus Annual deductible a.n.d p!an coi.nsurance don'tapply to N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay 50% coinsurance after deductible
Urgent care office visits $35 copay 50% coinsurance after deductible
;-:Etgggé(r;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
gbmgli::t()j ARSI 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 20% coinsurance after deductible
to inpatient)
Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible
(S(I:(')”;:ygu;élc)g iy 20% coinsurance after deductible 50% coinsurance after deductible
H%?ii2ﬁ2|t§c$)re 20% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|szlt\;l\sl\:}’fh I:)Cr:graddmonal $35 copay 50% coinsurance after deductible
authorization)
acge;;ri]titupr(e}w $35 copay 50% coinsurance after deductible
Inpatient mental health
and substance use 20% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use $35 copay 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs $15($5 enhanced benefit) Not covered
g:ﬁm;esrred brand-name $50 ($30 enhanced benefit) Not covered
Non-preferred generic $95 ($65 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $60 Not covered
drugs

Non-preferred generic $130 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 1500 V5
In-network Out-of-network
Plan deductible, PCY*
(individual/family) $1,500/$4,500 $3,000/$9,000
Out-of-pocket maximum, -
PCY (individuallfamily) $5,000/$15,000 Unlimited
Coinsurance 20% 50%
Waiver: VisitsPlus Annual deductible a.n.d p!an coi.nsurance don'tapply to N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay 50% coinsurance after deductible
Urgent care office visits $35 copay 50% coinsurance after deductible
;-:Etgggé(r;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
gbmgli::t()j ARSI 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 20% coinsurance after deductible
to inpatient)
Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible
(S(I:(')”;:ygu;élc)g iy 20% coinsurance after deductible 50% coinsurance after deductible
H%?ii2ﬁ2|t§c$)re 20% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|szlt\;l\sl\:}’fh I:)Cr:graddmonal $35 copay 50% coinsurance after deductible
authorization)
acge;;ri]titupr(e}w $35 copay 50% coinsurance after deductible
Inpatient mental health
and substance use 20% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use $35 copay 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs $20($10 enhanced benefit) Not covered
g:ﬁm;esrred brand-name $40 ($20 enhanced benefit) Not covered
Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category W Access PPO 2000 V17
In-network Out-of-network
Plan deductible, PCY*
(individualffamily) $2,000/$4,000 $4,000/$8,000
Out-of-pocket maximum, -
PCY (individuallfamily) $5,500/$11,000 Unlimited
Coinsurance 20% 50%
Waiver: VisitsPlus Annual deductible a.n.d p!an coi.nsurance don'tapply to N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay 50% coinsurance after deductible
Urgent care office visits $35 copay 50% coinsurance after deductible
;-:Etgggé(r;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
gbmgli::t()j ARSI 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 20% coinsurance after deductible
to inpatient)
Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible
(S(I:(')”;:ygu;élc)g iy 20% coinsurance after deductible 50% coinsurance after deductible
H%?ii2ﬁ2|t§c$)re 20% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|szlt\;l\sl\:}’fh I:)Cr:graddmonal $35 copay 50% coinsurance after deductible
authorization)
acge;;ri]titupr(e}w $35 copay 50% coinsurance after deductible
Inpatient mental health
and substance use 20% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use $35 copay 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs $20($10 enhanced benefit) Not covered
g:ﬁm;esrred brand-name $40 ($20 enhanced benefit) Not covered
Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

€I \p.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 2500 V6

In-network Out-of-network
Plan deductible, PCY*
(individual/family) $2,500/$5,000 $5,000/$10,000
S il L) $6,000/$12,000 Unlimited

PCY (individual/family)

Coinsurance 30% 50%

Annual deductible and plan coinsurance don't apply to

Waiver: VisitsPlus L } N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible
50% coinsurance after deductible

Telehealth No charge Telephone services/online (e-visits): Not covered

Office visits $35 copay 50% coinsurance after deductible

Urgent care office visits $35 copay 50% coinsurance after deductible

;-:Etgggé(r;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible

gbmgli::t()j ARSI 30% coinsurance after deductible 50% coinsurance after deductible

Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 30% coinsurance after deductible

to inpatient)

Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible

(S(I)((l)ll(;:;:iy;\uprsclc)g facility 30% coinsurance after deductible 50% coinsurance after deductible

H%?ii2ﬁ2|t§c$)re 30% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

(12 i PCY; additional $35 copa 50% coinsurance after deductible

visits with prior bay

authorization)

acge;;ri]titupr(e}w $35 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 30% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $35 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) No charge No charge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered

g:ﬁm;esrred brand-name $40 ($20 enhanced benefit) Not covered

Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 3000 V7

In-network Out-of-network
Plan deductible, PCY*
(individual/family) $3,000/$6,000 $6,000/$12,000
S il L) §7,500/$15,000 Unlimited

PCY (individual/family)

Coinsurance 30% 50%

Annual deductible and plan coinsurance don't apply to

Waiver: VisitsPlus o : N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible
50% coinsurance after deductible

Telehealth No charge Telephone services/online (e-visits): Not covered

Office visits $40 copay 50% coinsurance after deductible

Urgent care office visits $40 copay 50% coinsurance after deductible

;-:Etgggé(r;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible

gbmgli::t()j HIIEL 30% coinsurance after deductible 50% coinsurance after deductible

Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 30% coinsurance after deductible

to inpatient)

Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible

(S(I)((l)ll(;:;:iy;\uprsclc)g wiiy 30% coinsurance after deductible 50% coinsurance after deductible

H%?ii2ﬁ2|t§c$)re 30% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

E/1|szlt\;l\sl\:}’fh I:)Cr:graddmonal $40 copay 50% coinsurance after deductible

authorization)

ac;?,;;?tcstuggv) $40 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 30% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $40 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) 1B diEge HodiEe

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25($15 enhanced benefit) Not covered

g:ﬁm;esrred brand-name $60 ($40 enhanced benefit) Not covered

Non-preferred generic $100($70 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered
Preferred brand-name $80 Not covered
drugs

Non-preferred generic $140 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

€D Kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: VisitsPlus

Complete Suite category B Access PPO 5000 V15

In-network Out-of-network
Plan deductible, PCY*
(individual/family) $5,000/$10,000 $10,000/$20,000
S il L) $9,000/$18,000 Unlimited

PCY (individual/family)

Coinsurance 30% 50%

Annual deductible and plan coinsurance don't apply to

Waiver: VisitsPlus o : N/A
office visits, including surgery

cP;f:entwe and well-child No charge 50% coinsurance after deductible
50% coinsurance after deductible

Telehealth No charge Telephone services/online (e-visits): Not covered

Office visits $50 copa 50% coinsurance after deductible

pay

Urgent care office visits $50 copay 50% coinsurance after deductible

;-:Etgggé(r;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible

gbmgli::t()j HIIEL 30% coinsurance after deductible 50% coinsurance after deductible

Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 30% coinsurance after deductible

to inpatient)

Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible

(S(I)((l)ll(;:;:iy;\uprsclc)g wiiy 30% coinsurance after deductible 50% coinsurance after deductible

H%?ii2ﬁ2|t§c$)re 30% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

(12 Visits, PCY; el $50 copa 50% coinsurance after deductible

visits with prior bay

authorization)

acge;;ri]titupr(e}w $50 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 30% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $50 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) No charge No charge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25($15 enhanced benefit) Not covered

g:ﬁm;esrred brand-name $60 ($40 enhanced benefit) Not covered

Non-preferred generic $100($70 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered
Preferred brand-name $80 Not covered
drugs

Non-preferred generic $140 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered
drugs

Drug list/formulary 5-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus
I Access PPO 250 L1

Complete Suite category

In-network

Out-of-network

Plan deductible, PCY*

plan coinsurance only.

(individual/family) $250/$750 $500/$1,500

Out-of-pocket maximum, I

PCY (individual/family) Y Unfimited

Coinsurance 10% 50%
Annual deductible and plan coinsurance don't apply

Waiver: Lab/X-Ray Plus to office visits. Diagnostic lab and X-ray are subject to N/A

Preventive and well-child

(copay waived if admitted
to inpatient)

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $30 copay 50% coinsurance after deductible
Urgent care office visits $30 copay 50% coinsurance after deductible
:-:Et?):’gg(r:t?y procedures 10% coinsurance 50% coinsurance after deductible
(Cgbmsli::t()j PET scans 10% coinsurance 50% coinsurance after deductible
Outpatient surgery 10% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 10% coinsurance after deductible

Hospital inpatient

10% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

10% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional

(12 visits, PCY)

o .
visits with prior $30 copay 50% coinsurance after deductible
authorization)

Acupuncture $30 copay 50% coinsurance after deductible

Inpatient mental health
and substance use

10% coinsurance after deductible

50% coinsurance after deductible

drugs

disorder

Outpatient mental

health and substance use $30 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) {B G 1o diEge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 ($5 enhanced benefit) Not covered

zreferred brand-name $50 ($30 enhanced benefit) Not covered
rugs

Non-preferred generic '

and brand-name drugs $95($65 enhanced benefit) Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered

Zreferred brand-name $60 Not covered
rugs

Non-preferred generic

and brand-name drugs $130 Not covered

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

Non-preferred specialty 30% Not covered

Drug list/formulary

5-tierin-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

[ «58»> ] kp.org/wa/business

&% KAISER PERMANENTE.,



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category

Il Access PPO 500 L2

In-network

Out-of-network

Plan deductible, PCY*
(individual/family)

$500/$1,500

$1,000/$3,000

Out-of-pocket maximum,

coinsurance only.

PCY (individual/family) Y Unfimited

Coinsurance 20% 50%
Annual deductible and plan coinsurance don't apply to

Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A

Preventive and well-child

(copay waived if admitted
to inpatient)

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $30 copay 50% coinsurance after deductible
Urgent care office visits $30 copay 50% coinsurance after deductible
:-:Et?):’gg(r:t?y procedures 20% coinsurance 50% coinsurance after deductible
(Cgbmsli::t()j PET scans 20% coinsurance 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional

(12 visits, PCY)

o .
visits with prior $30 copay 50% coinsurance after deductible
authorization)

Acupuncture $30 copay 50% coinsurance after deductible

Inpatient mental health
and substance use

20% coinsurance after deductible

50% coinsurance after deductible

drugs

disorder

Outpatient mental

health and substance use $30 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) {B G 1o diEge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 ($5 enhanced benefit) Not covered

zreferred brand-name $40 ($20 enhanced benefit) Not covered
rugs

Non-preferred generic '

and brand-name drugs $70($40 enhanced benefit) Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered

Zreferred brand-name $40 Not covered
rugs

Non-preferred generic

and brand-name drugs $80 Not covered

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

[ «59» ] kp.org/wa/business

&% KAISER PERMANENTE.,



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category

Il Access PPO 750 L3

In-network

Out-of-network

Plan deductible, PCY*

coinsurance only.

(individual/family) $750/$2,250 $1,500/$4,500

Out-of-pocket maximum, I

PCY (individual/family) LI Unfimited

Coinsurance 20% 50%
Annual deductible and plan coinsurance don't apply to

Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A

Preventive and well-child

(copay waived if admitted
to inpatient)

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay 50% coinsurance after deductible
Urgent care office visits $35 copay 50% coinsurance after deductible
:-:Et?):’gg(r:t?y procedures 20% coinsurance 50% coinsurance after deductible
(Cgbmsli::t()j PET scans 20% coinsurance 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional

(12 visits, PCY)

o .
visits with prior $35 copay 50% coinsurance after deductible
authorization)

Acupuncture $35 copay 50% coinsurance after deductible

Inpatient mental health
and substance use

20% coinsurance after deductible

50% coinsurance after deductible

drugs

disorder

Outpatient mental

health and substance use $35 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) {B G 1o diEge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15 ($5 enhanced benefit) Not covered

zreferred brand-name $40 ($20 enhanced benefit) Not covered
rugs

Non-preferred generic '

and brand-name drugs $70($40 enhanced benefit) Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered

Zreferred brand-name $40 Not covered
rugs

Non-preferred generic

and brand-name drugs $80 Not covered

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

[ <60»> ] kp.org/wa/business

&% KAISER PERMANENTE.,



http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category M Access PPO 1000 L4

In-network Out-of-network

Plan deductible, PCY*

(individual/family) $1,000/$3,000 $2,000/$6,000
Out-of-pocket maximum, -

PCY (individualffamily) $4.000/312,000 Ui
Coinsurance 20% 50%

Annual deductible and plan coinsurance don't apply to
Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A
coinsurance only.

Preventive and well-child

care No charge 50% coinsurance after deductible
50% coinsurance after deductible

Uil AT Telephone services/online (e-visits): Not covered

Office visits $35 copay 50% coinsurance after deductible

Urgent care office visits $35 copay 50% coinsurance after deductible

;-Zl?tgggg(r;;?y procedures 20% coinsurance 50% coinsurance after deductible

(Cgbms:i::t()j PET scans 20% coinsurance 50% coinsurance after deductible

Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 20% coinsurance after deductible

to inpatient)

Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible

Skilled nursing facility 20% coinsurance after deductible 50% coinsurance after deductible

(60 days, PCY)

H%rgiigﬁzltﬁc%re 20% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

EI:SZit\Sllx;c:I;I;Cr?graddltlonal $35 copay 50% coinsurance after deductible

authorization)

ac;?’;?t?u;g() $35 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 20% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $35 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) No charge No charge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered

S:Ef;”ed brand-name $40($20 enhanced benefit) Not covered

Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

(I;Ion-preferred specialty 30% Not covered
rugs

Drug list/formulary 5-tierin-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category B Access PPO 1500 L5

In-network Out-of-network

Plan deductible, PCY*

(individual/family) $1,500/$4,500 $3,000/$9,000
Out-of-pocket maximum, -

PCY (individualffamily) #5000 s
Coinsurance 20% 50%

Annual deductible and plan coinsurance don't apply to
Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A
coinsurance only.

Preventive and well-child

care No charge 50% coinsurance after deductible
50% coinsurance after deductible

Uil AT Telephone services/online (e-visits): Not covered

Office visits $35 copay 50% coinsurance after deductible

Urgent care office visits $35 copay 50% coinsurance after deductible

;-Zl?tgggg(r;;?y procedures 20% coinsurance 50% coinsurance after deductible

(Cgbms:i::t()j PET scans 20% coinsurance 50% coinsurance after deductible

Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 20% coinsurance after deductible

to inpatient)

Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible

Skilled nursing facility 20% coinsurance after deductible 50% coinsurance after deductible

(60 days, PCY)

H%rgiigﬁzltﬁc%re 20% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

EI:SZit\Sllx;c:I;I;Cr?graddltlonal $35 copay 50% coinsurance after deductible

authorization)

ac;?’;?t?u;g() $35 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 20% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $35 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) No charge No charge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered

S:Ef;”ed brand-name $40($20 enhanced benefit) Not covered

Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

(I;Ion-preferred specialty 30% Not covered
rugs

Drug list/formulary 5-tierin-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category M Access PPO 2000 L6

In-network Out-of-network

Plan deductible, PCY*

(individual/family) $2,000/$4,000 $4,000/$8,000
Out-of-pocket maximum, -

PCY (individualffamily) 5, 004 s
Coinsurance 20% 50%

Annual deductible and plan coinsurance don't apply to
Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A
coinsurance only.

Preventive and well-child

care No charge 50% coinsurance after deductible
50% coinsurance after deductible

Uil AT Telephone services/online (e-visits): Not covered

Office visits $35 copay 50% coinsurance after deductible

Urgent care office visits $35 copay 50% coinsurance after deductible

;-Zl?tgggg(r;;?y procedures 20% coinsurance 50% coinsurance after deductible

(Cgbms:i::t()j PET scans 20% coinsurance 50% coinsurance after deductible

Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 20% coinsurance after deductible

to inpatient)

Hospital inpatient 20% coinsurance after deductible 50% coinsurance after deductible

Skilled nursing facility 20% coinsurance after deductible 50% coinsurance after deductible

(60 days, PCY)

H%rgiigﬁzltﬁc%re 20% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

EI:SZit\Sllx;c:I;I;Cr?graddltlonal $35 copay 50% coinsurance after deductible

authorization)

ac;?’;?t?u;g() $35 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 20% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $35 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) No charge No charge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered

S:Ef;”ed brand-name $40($20 enhanced benefit) Not covered

Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

(I;Ion-preferred specialty 30% Not covered
rugs

Drug list/formulary 5-tierin-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category M Access PPO 2500 L7

In-network Out-of-network

Plan deductible, PCY*

(individual/family) $2,500/$5,000 $5,000/$10,000

Out-of-pocket maximum, -

PCY (individual/family) G Unfimited

Coinsurance 30% 50%
Annual deductible and plan coinsurance don't apply to

Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A

coinsurance only.

Preventive and well-child

care No charge 50% coinsurance after deductible
50% coinsurance after deductible

Uil AT Telephone services/online (e-visits): Not covered

Office visits $35 copay 50% coinsurance after deductible

Urgent care office visits $35 copay 50% coinsurance after deductible

;-Zl?tgggg(r;;?y procedures 30% coinsurance 50% coinsurance after deductible

(Cgbms:i::t()j PET scans 30% coinsurance 50% coinsurance after deductible

Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 30% coinsurance after deductible

to inpatient)

Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible

(S(i(éll(;e;jyguprscl\r(])g il 30% coinsurance after deductible 50% coinsurance after deductible

H%rgiigﬁzltﬁc%re 30% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

EI:SZit\Sllx;c:I;I;Cr?graddltlonal $35 copay 50% coinsurance after deductible

authorization)

ac;?’;?t?u;g() $35 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 30% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $35 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) No charge No charge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered

S:Ef;”ed brand-name $40 ($20 enhanced benefit) Not covered

Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

(I;Ion-preferred specialty 30% Not covered
rugs

Drug list/formulary 5-tierin-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

&I \p.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category M Access PPO 3000 L8

In-network Out-of-network

Plan deductible, PCY*

(individual/family) $3,000/$6,000 $6,000/$12,000

Out-of-pocket maximum, -

PCY (individual/family) Lot Unfimited

Coinsurance 30% 50%
Annual deductible and plan coinsurance don't apply to

Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A

coinsurance only.

Preventive and well-child

care No charge 50% coinsurance after deductible
50% coinsurance after deductible

Uil AT Telephone services/online (e-visits): Not covered

Office visits $40 copay 50% coinsurance after deductible

Urgent care office visits $40 copay 50% coinsurance after deductible

;-Zl?tgggg(r;;?y procedures 30% coinsurance 50% coinsurance after deductible

(Cgbms:i::t()j PET scans 30% coinsurance 50% coinsurance after deductible

Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible

Emergency care

(copay waived if admitted $200 copay, then 30% coinsurance after deductible

to inpatient)

Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible

(S(i(éll(;e;jyguprscl\r(])g il 30% coinsurance after deductible 50% coinsurance after deductible

H%rgiigﬁzltﬁc%re 30% coinsurance after deductible 50% coinsurance after deductible

Manipulative therapy

$/1|szlt\s”\j\;ftsll1 I:)Cr?:;raddmonal $40 copay 50% coinsurance after deductible

authorization)

GC;?’;?,SUJEY) $40 copay 50% coinsurance after deductible

Inpatient mental health

and substance use 30% coinsurance after deductible 50% coinsurance after deductible

disorder

Outpatient mental

health and substance use $40 copay 50% coinsurance after deductible

disorder

Routine eye exam

(1 exam every 12 months) No charge No charge

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered

S:Ef;”ed brand-name $40 ($20 enhanced benefit) Not covered

Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

(I;Ion-preferred specialty 30% Not covered
rugs

Drug list/formulary 5-tierin-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business S‘"”é KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO Waiver Plans: Lab/X-Ray Plus

Complete Suite category M Access PPO 5000 L9

In-network Out-of-network

Plan deductible, PCY*

(individual/family) $5,000/$10,000 $10,000/$20,000

Out-of-pocket maximum, -

PCY (individual/family) HARUIEALY Unfimited

Coinsurance 30% 50%
Annual deductible and plan coinsurance don't apply to

Waiver: Lab/X-Ray Plus office visits. Diagnostic lab and X-ray are subject to plan N/A

coinsurance only.

Preventive and well-child

care No charge 50% coinsurance after deductible
50% coinsurance after deductible
Uil AT Telephone services/online (e-visits): Not covered
ice visits copay b coinsurance after deductible
Office visi $50 50% coi fter deductibl
Urgent care office visits $50 copay 50% coinsurance after deductible
;-Zl?tgggg(r;;?y procedures 30% coinsurance 50% coinsurance after deductible
(Cgbms:i::t()j PET scans 30% coinsurance 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 30% coinsurance after deductible
to inpatient)
Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible
(S(i(éll(;e;jyguprscl\r(])g facility 30% coinsurance after deductible 50% coinsurance after deductible
H%rgiigﬁzltﬁc%re 30% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
EI:SZit\Sllx;c:I;I;Cr?graddltlonal $50 copay 50% coinsurance after deductible
authorization)
ac;?’;?t?u;g() $50 copay 50% coinsurance after deductible
Inpatient mental health
and substance use 30% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
ealth and substance use copay o coinsurance after deductible
health and sub $50 50% coi fter deductibl
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs $20($10 enhanced benefit) Not covered
S:Ef;”ed brand-name $40($20 enhanced benefit) Not covered
Non-preferred generic $60 ($30 enhanced benefit) Not covered

and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

Non-preferred generic $60 Not covered

and brand-name drugs

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

(I;Ion-preferred specialty 30% Not covered
rugs

Drug list/formulary 5-tierin-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

&P \p.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO

Access PPO Welcome Plans

B Access PPO 250 W1

In-network

Out-of-network

Plan deductible, PCY’

(individualffamily) $250/$750 $500/$1,500
o gaﬁf\;ﬁeja?}fa’m;;" $3,000/$9,000 Unlimited
Coinsurance 10% 50%
First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan
Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $30 copay, then 10% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$30 copay, then 10% coinsurance after deductible?

50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
then subject to applicable in-network or out-of-network deductible and coinsurance?

(copay waived if admitted
to inpatient)

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 10% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 10% coinsurance after deductible

Hospital inpatient

10% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

10% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

10% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$30 copay, then 10% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$30 copay, then 10% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

10% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$30 copay, then 10% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDdEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15($5 enhanced benefit) Not covered
E:if;red brand-name $40($20 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $70 ($40 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $40 Not covered
drugs

ot g &
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tierin-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.

ACCESS PPO KP PLUS
Compare plans Plans selected:


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

Access PPO Welcome Plans

I Access PPO 500 W2

In-network

Out-of-network

Plan deductible, PCY’
(individual/family)

$500/$1,500

$1,000/$3,000

Out-of-pocket maximum,

PCY (individual/family) $3,000/$9,000 Unlimited
Coinsurance 20% 50%
First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan
Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $30 copay, then 20% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$30 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$30 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$30 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$30 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDEEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15($5 enhanced benefit) Not covered
E:if;”ed brand-name $40($20 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $70 ($40 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $40 Not covered
drugs

ot g &
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2.

This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

[ <68 ] kp.org/wa/business

&% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

Access PPO Welcome Plans

B Access PPO 750 W3

In-network

Out-of-network

Plan deductible, PCY"

(individualffamily) $750/$2,250 $1,500/$4,500
o gaﬁf\;ﬁeja?}fa’m;;" $3,500/$10,500 Unlimited
Coinsurance 20% 50%
First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan
Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay, then 20% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDEEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15($5 enhanced benefit) Not covered
E:if;”ed brand-name $50($30 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $95 ($65 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $60 Not covered
drugs

ot g 15
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2.

This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

[ <69 ] kp.org/wa/business

&% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

Access PPO Welcome Plans

B Access PPO 1000 W4

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

In-network Out-of-network
Plan deductible, PCY?
(individual/family) $1,000/$3,000 $2,000/$6,000
Out-of-pocket maximum, .
PCY (individual/family) $4,000/$12,000 Unlimited
Coinsurance 20% 50%

First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan

Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay, then 20% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDEEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15($5 enhanced benefit) Not covered
E:if;”ed brand-name $50($30 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $95 ($65 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $60 Not covered
drugs

ot g 15
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2.

This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

Access PPO Welcome Plans

I Access PPO 1500 W5

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

In-network Out-of-network
Plan deductible, PCY?
(individual/family) $1,500/$4,500 $3,000/$9,000
Out-of-pocket maximum, .
PCY (individual/family) $5,000/$15,000 Unlimited
Coinsurance 20% 50%

First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan

Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay, then 20% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDEEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered
E:if;”ed brand-name $40($20 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $60 ($30 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

ot g =
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2.

This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

Access PPO Welcome Plans

I Access PPO 2000 W7

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

In-network Out-of-network
Plan deductible, PCY?
(individual/family) $2,000/$4,000 $4,000/$8,000
Out-of-pocket maximum, .
PCY (individual/family) $5,500/$11,000 Unlimited
Coinsurance 20% 50%

First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan

Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay, then 20% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance.?

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$35 copay, then 20% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDEEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $20($10 enhanced benefit) Not covered
E:if;”ed brand-name $40($20 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $60 ($30 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $20 Not covered
Preferred brand-name $40 Not covered
drugs

ot g =
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2.

This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

Complete Suite category

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

Access PPO Welcome Plans

B Access PPO 2500 W8

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

In-network Out-of-network
Plan deductible, PCY?
(individual/family) $2,500/$5,000 $5,000/$10,000
Out-of-pocket maximum, i
PCY (individual/family) $6,000/$12,000 Unlimited
Coinsurance 30% 50%

First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan

Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $35 copay, then 30% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$35 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Lab and X-ray procedures No charge for first $500 of combined lab, x-ray, CT, MRI and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$35 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$35 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$35 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDEEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $15($5 enhanced benefit) Not covered
E:if;”ed brand-name $50($30 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $95 ($65 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $10 Not covered
Preferred brand-name $60 Not covered
drugs

ot g 15
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2.

This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO

Access PPO Welcome Plans

B Access PPO 3000 W10

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

In-network Out-of-network
Plan deductible, PCY?
(individual/family) $3,000/$6,000 $6,000/$12,000
Out-of-pocket maximum, i
PCY (individual/family) $7,500/$15,000 Unlimited
Coinsurance 30% 50%

First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan

Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $40 copay, then 30% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$40 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Lab and X-ray procedures No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$40 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$40 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$40 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDEEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25($15 enhanced benefit) Not covered
E:if;”ed brand-name $60 ($40 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $100($70 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered
Preferred brand-name $80 Not covered
drugs

ot g 4
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.

ACCESS PPO KP PLUS
Compare plans Plans selected:


http://kp.org/wa/formulary

OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO

Access PPO Welcome Plans

B Access PPO 5000 W11

first $500 of combined diagnostic lab, X-ray, CT, MRI
and PET scan procedures. After the first $500, plan
deductible and coinsurance apply.

In-network Out-of-network
Plan deductible, PCY'
(individual/family) $5,000/$10,000 $10,000/$20,000
Out-of-pocket maximum, i
PCY (individual/family) $9,000/$18,000 Unlimited
Coinsurance 30% 50%
First 4 office visits are subject to copay only.
After first 4 office visits, copays are waived and plan
Waiver: Welcome deductible and coinsurance apply. No charge for the N/A

Preventive and well-child

care No charge 50% coinsurance after deductible

50% coinsurance after deductible
Telehealth No charge Telephone services/online (e-visits): Not covered
Office visits $50 copay, then 30% coinsurance after deductible? 50% coinsurance after deductible

Urgent care office visits

$50 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Lab and X-ray procedures
(outpatient)

No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
then subject to applicable in-network or out-of-network deductible and coinsurance?

(copay waived if admitted
to inpatient)

CT, MRI, and PET scans No charge for first $500 of combined lab, X-ray, CT, MRI, and PET scan procedures,
(outpatient) then subject to applicable in-network or out-of-network deductible and coinsurance?
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

$50 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

$50 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

$50 copay, then 30% coinsurance after deductible?

50% coinsurance after deductible

Routine eye exam

drugs

(1 exam every 12 months) 1O U HDdEE
Hearing hardware

($3,000 per ear, every No charge No charge
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs $25($15 enhanced benefit) Not covered
E:if;red brand-name $60 ($40 enhanced benefit) Not covered
:‘: (;] 'g)r;erfgf:leadmgeegzigcs $100($70 enhanced benefit) Not covered
Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered
Preferred brand-name $30 Not covered
drugs

ot g 4
Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tierin-network pharmacy benefit

1. PCY = Per calendar year. 2. This service is eligible for the Welcome waiver.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Services provided by out-of-network providers may be subject to balance billing.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.

ACCESS PPO KP PLUS
Compare plans Plans selected:


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO HSA Plans

Complete Suite category W Access PPO 1650 (A) HSA

In-network Out-of-network
Plan deductible, PCY*
Frskufduel et $1,650/$3,300 $3,300/$6,600
Out-of-pocket maximum, -
PCY (individuallfamily) $3,500/$7,000 Unlimited
Coinsurance 20% 50%
Preventive and well-child No charge 50% coinsurance after deductible

care

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Telehealth Subject to deductible, then covered in full o s essonl e Mot
Office visits 20% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 50% coinsurance after deductible
E‘:Et;:g;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
(E)Tiltl\ggtli::t? PET scans 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy

(12 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

No charge

No charge

Hearing hardware

and brand-name drugs

($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance (10% enhanced benefit) after deductible Not covered

5:3fgesrred brand-name 20% coinsurance (10% enhanced benefit) after deductible Not covered

:Ir?(?-k? r;e:fj:eadmgeegﬁjrgs 20% coinsurance (10% enhanced benefit) after deductible Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 10% coinsurance after deductible Not covered

E:ﬁf;”ed brand-name 10% coinsurance after deductible Not covered
Non-preferred generic 10% coinsurance after deductible Not covered

Drug list/formulary

3-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost

share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

& KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO HSA Plans

Complete Suite category B Access PPO 2500 (A) HSA

In-network Out-of-network
Plan deductible, PCY*
Frskufduel et $2,500/$5,000 $5,000/$10,000
Out-of-pocket maximum, -
PCY (individuallfamily) $5,000/$8,500 Unlimited
Coinsurance 20% 50%
Preventive and well-child No charge 50% coinsurance after deductible

care

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Telehealth Subject to deductible, then covered in full o s essonl e Mot
Office visits 20% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 50% coinsurance after deductible
E‘:Et;:g;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
(E)Tiltl\ggtli::t? PET scans 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy

(12 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

No charge

No charge

Hearing hardware

and brand-name drugs

($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance (10% enhanced benefit) after deductible Not covered

5:3fgesrred brand-name 20% coinsurance (10% enhanced benefit) after deductible Not covered

:Ir?(?-k? r;e:fj:eadmgeegﬁjrgs 20% coinsurance (10% enhanced benefit) after deductible Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 10% coinsurance after deductible Not covered

E:ﬁf;”ed brand-name 10% coinsurance after deductible Not covered
Non-preferred generic 10% coinsurance after deductible Not covered

Drug list/formulary

3-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost

share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

& KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO HSA Plans
Complete Suite category B Access PPO 3500 (A) HSA
In-network Out-of-network
Plan deductible, PCY*
(individual/family) $3,500/$7,000 $7,000/$14,000
Out-of-pocket maximum, -
PCY (individual/family) $6,000/$,8500 Unlimited
Coinsurance 30% 50%
E’:ra;/entlve and well-child No charge 50% coinsurance after deductible
o )
Telehealth Subject to deductible, then covered in full e comsurance e (.igdu.ctlble
Telephone services/online (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
E‘:Et;:g;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
(E)Tiltl\ggtli::t? PET scans 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 30% coinsurance after deductible
to inpatient)
Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible
?:glggygu;ar(l)g facility 30% coinsurance after deductible 50% coinsurance after deductible
H%‘ii};ﬁzlt&?{e 30% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|szlt\:\j\:ftsh I:)%radd't'onal 30% coinsurance after deductible 50% coinsurance after deductible
authorization)
ac;?/:js?titulng) 30% coinsurance after deductible 50% coinsurance after deductible
Inpatient mental health
and substance use 30% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use 30% coinsurance after deductible 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs 30% coinsurance (20% enhanced benefit) after deductible Not covered
z:ﬁf;s”ed brand-name 30% coinsurance (20% enhanced benefit) after deductible Not covered
:Ir?(?-k? r;e:fj:eadmgeegﬁjrgs 30% coinsurance (20% enhanced benefit) after deductible Not covered
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs 20% coinsurance after deductible Not covered
E:ﬁf;”ed brand-name 20% coinsurance after deductible Not covered
gl:g'g)r;erfzmeadmgeegﬁrgcs 20% coinsurance after deductible Not covered
Drug list/formulary 3-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost
share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO HSA Plans

Complete Suite category Il Access PPO 3300 (E) HSA

In-network Out-of-network
Plan deductible, PCY*
Frskufduel et $3,300/$6,600 $6,600/$13,200
Out-of-pocket maximum, -
PCY (individual/family) $5,000/$10,000 Unlimited
Coinsurance 20% 50%
Preventive and well-child No charge 50% coinsurance after deductible

care

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Telehealth Subject to deductible, then covered in full o s el e Mot
Office visits 20% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 50% coinsurance after deductible
;‘:Et;:g;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
(E)Tiltl\ggtli::t? PET scans 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy

(12 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

No charge

No charge

Hearing hardware

and brand-name drugs

($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance (10% enhanced benefit) after deductible Not Covered

s:ﬁf;s”ed brand-name 20% coinsurance (10% enhanced benefit) after deductible Not Covered
?ﬁ;fr;e,fﬁffadmgeegﬁzgs 20% coinsurance (10% enhanced benefit) after deductible Not Covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 10% coinsurance after deductible Not Covered

S:Efgesrred brand-name 10% coinsurance after deductible Not Covered
Non-preferred generic 10% coinsurance after deductible Not Covered

Drug list/formulary

3-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost

share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO HSA Plans

Complete Suite category B Access PPO 3500 (E) HSA

In-network Out-of-network
Plan deductible, PCY*
Frsbofduel vl $3,500/$7,000 $7,000/$14,000
Out-of-pocket maximum, -
PCY (individual/family) $5,500/311,000 Unlimited
Coinsurance 20% 50%
Preventive and well-child No charge 50% coinsurance after deductible

care

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Telehealth Subject to deductible, then covered in full Telephane servicesfonline (e-visits): Not covered
Office visits 20% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 20% coinsurance after deductible 50% coinsurance after deductible
;-:L?t;:'?ig(r;;?y procedures 20% coinsurance after deductible 50% coinsurance after deductible
g&%stli::g AEEH 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 20% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 20% coinsurance after deductible

Hospital inpatient

20% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

20% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

20% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

20% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

No charge

No charge

Hearing hardware

and brand-name drugs

($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 20% coinsurance (10% enhanced benefit) after deductible Not covered

E:Efgesrred brand-name 20% coinsurance (10% enhanced benefit) after deductible Not covered
?:g-k?r;e:fifaeadmgeegfﬁs 20% coinsurance (10% enhanced benefit) after deductible Not covered

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 10% coinsurance after deductible Not covered

E:ﬁf;”ed brand-name 10% coinsurance after deductible Not covered
Non-preferred generic 10% coinsurance after deductible Not covered

Drug list/formulary

3-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost

share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

[ «80»> ] kp.org/wa/business

&% KAISER PERMANENTE.,


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO HSA Plans

Complete Suite category B Access PPO 4000 (E) HSA

In-network Out-of-network
Plan deductible, PCY*
Frsbofduel vl $4,000/$8,000 $8,000/$16,000
Out-of-pocket maximum, -
PCY (individual/family) $5,500/311,000 Unlimited
Coinsurance 30% 50%
Preventive and well-child No charge 50% coinsurance after deductible

care

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Telehealth Subject to deductible, then covered in full Telephane servicesfonline (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
;-:L?t;:'?ig(r;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
(S)Tijlc\;l)stli::tc)i AEEH 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

30% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

No charge

No charge

Hearing hardware

and brand-name drugs

($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 30% coinsurance (20% enhanced benefit) after deductible Not covered
z:zfgesrred brand-name 30% coinsurance (20% enhanced benefit) after deductible Not covered
Non-preferred generic 30% coinsurance (20% enhanced benefit) after deductible Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 20% coinsurance after deductible Not covered
E:ﬁf;”ed brand-name 20% coinsurance after deductible Not covered
Non-preferred generic 20% coinsurance after deductible Not covered

Drug list/formulary

3-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost

share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO HSA Plans
Complete Suite category B Access PPO 4500 (E) HSA
In-network Out-of-network
Plan deductible, PCY*
(individual/family) $4,500/$9,000 $9,000/$18,000
Out-of-pocket maximum, -
PCY (individuallfamily) $7,000/$14,000 Unlimited
Coinsurance 30% 50%
E’:ra;/entlve and well-child No charge 50% coinsurance after deductible
o )
Telehealth Subject to deductible, then covered in full e comsurance e (.igdu.ctlble
Telephone services/online (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
E‘:Et;:g;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
(E)Tiltl\ggtli::t? PET scans 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 30% coinsurance after deductible
to inpatient)
Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible
?:glggygu;ar(l)g facility 30% coinsurance after deductible 50% coinsurance after deductible
H%‘ii};ﬁzlt&?{e 30% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|szlt\:\j\:ftsh I:)%radd't'onal 30% coinsurance after deductible 50% coinsurance after deductible
authorization)
ac;?/:js?titulng) 30% coinsurance after deductible 50% coinsurance after deductible
Inpatient mental health
and substance use 30% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use 30% coinsurance after deductible 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs 30% coinsurance (20% enhanced benefit) after deductible Not covered
z:ﬁf;s”ed brand-name 30% coinsurance (20% enhanced benefit) after deductible Not covered
:Ir?(?-k? r;e:fj:eadmgeegﬁjrgs 30% coinsurance (20% enhanced benefit) after deductible Not covered
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs 20% coinsurance after deductible Not covered
E:ﬁf;”ed brand-name 20% coinsurance after deductible Not covered
gl:g'g)r;erfzmeadmgeegﬁrgcs 20% coinsurance after deductible Not covered
Drug list/formulary 3-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost
share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO KP PLUS
Compare plans Plans selected:

Access PPO HSA Plans

Complete Suite category B Access PPO 5000 (E) HSA
In-network Out-of-network

Plan deductible, PCY*
Frsbofduel vl $5,000/$10,000 $10,000/$20,000
Out-of-pocket maximum, -
PCY (individual/family) $7,000/14,000 Unlimited
Coinsurance 30% 50%
Preventive and well-child No charge 50% coinsurance after deductible

care

50% coinsurance after deductible

(copay waived if admitted
to inpatient)

Telehealth Subject to deductible, then covered in full Telephane servicesfonline (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
;-:L?t;:'?ig(r;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
(S)Tijlc\;l)stli::tc)i AEEH 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care

$200 copay, then 30% coinsurance after deductible

Hospital inpatient

30% coinsurance after deductible

50% coinsurance after deductible

Skilled nursing facility
(60 days, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Home health care
(130 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Manipulative therapy
(12 visits, PCY; additional
visits with prior
authorization)

30% coinsurance after deductible

50% coinsurance after deductible

Acupuncture
(12 visits, PCY)

30% coinsurance after deductible

50% coinsurance after deductible

Inpatient mental health
and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Outpatient mental
health and substance use
disorder

30% coinsurance after deductible

50% coinsurance after deductible

Routine eye exam
(1 exam every 12 months)

No charge

No charge

Hearing hardware

and brand-name drugs

($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)

Prescription drugs - retail (up to a 30-day supply)

Preferred generic drugs 30% coinsurance (20% enhanced benefit) after deductible Not covered
z:zfgesrred brand-name 30% coinsurance (20% enhanced benefit) after deductible Not covered
Non-preferred generic 30% coinsurance (20% enhanced benefit) after deductible Not covered
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs 20% coinsuranceafter deductible Not covered
E:ﬁf;”ed brand-name 20% coinsurance after deductible Not covered
Non-preferred generic 20% coinsurance after deductible Not covered

Drug list/formulary

3-tier in-network pharmacy benefit

*PCY = Per calendar year.

Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost

share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

&% KAISER PERMANENTE.,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

Access PPO HSA Plans
Complete Suite category B Access PPO 6000 (E) HSA
In-network Out-of-network
Plan deductible, PCY*
(individualifamily) $6,000/$12,000 $12,000/$24,000
Out-of-pocket maximum, .
PCY (individuallfamily) $7,500/$15,000 Unlimited
Coinsurance 30% 50%
E’:ra;/entlve and well-child No charge 50% coinsurance after deductible
o )
Telehealth Subject to deductible, then covered in full qic comsurance e (.igdu.ctlble
Telephone services/online (e-visits): Not covered
Office visits 30% coinsurance after deductible 50% coinsurance after deductible
Urgent care office visits 30% coinsurance after deductible 50% coinsurance after deductible
E‘:Et;:g;;?y procedures 30% coinsurance after deductible 50% coinsurance after deductible
(E)Tiltl\ggtli::t? PET scans 30% coinsurance after deductible 50% coinsurance after deductible
Outpatient surgery 30% coinsurance after deductible 50% coinsurance after deductible
Emergency care
(copay waived if admitted $200 copay, then 30% coinsurance after deductible
to inpatient)
Hospital inpatient 30% coinsurance after deductible 50% coinsurance after deductible
?:glggygu;ar(l)g facility 30% coinsurance after deductible 50% coinsurance after deductible
H%‘ii};ﬁzlt&?{e 30% coinsurance after deductible 50% coinsurance after deductible
Manipulative therapy
E/1|szlt\:\j\:ftsh I:)%radd't'onal 30% coinsurance after deductible 50% coinsurance after deductible
authorization)
ac;?/:js?titulng) 30% coinsurance after deductible 50% coinsurance after deductible
Inpatient mental health
and substance use 30% coinsurance after deductible 50% coinsurance after deductible
disorder
Outpatient mental
health and substance use 30% coinsurance after deductible 50% coinsurance after deductible
disorder
Routine eye exam
(1 exam every 12 months) No charge No charge
Hearing hardware
($3,000 per ear, every Subject to deductible, then covered in full Subject to deductible, then covered in full
36 months)
Prescription drugs - retail (up to a 30-day supply)
Preferred generic drugs 30% coinsurance (20% enhanced benefit) after deductible Not covered
z:ﬁf;s”ed brand-name 30% coinsurance (20% enhanced benefit) after deductible Not covered
:Ir?(?-k? r;e:fj:eadmgeegﬁjrgs 30% coinsurance (20% enhanced benefit) after deductible Not covered
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs 20% coinsurance after deductible Not covered
E:ﬁf;”ed brand-name 20% coinsurance after deductible Not covered
gl:g'g)r;erfzmeadmgeegﬁrgcs 20% coinsurance after deductible Not covered
Drug list/formulary 3-tier in-network pharmacy benefit

*PCY = Per calendar year.
Enhanced in-network benefits apply when services are provided by a Kaiser Permanente Pharmacy or other designated pharmacy.

Prescription drugs filled through the Kaiser Permanente mail-order pharmacy will be subject to 2 times the enhanced benefit prescription drug cost
share for up to a 90-day supply.

Specialty drugs are limited to a 30-day supply.

View the drug formulary at kp.org/wa/formulary.

&I \p.org/wa/business 8% KAISER PERMANENTE,


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

NEW Kaiser Permanente Plus™Plans

I KP Plus 250 L1

Complete Suite category

Out-of-network

el n: (limited to 10 covered services per year, combined)
Plan deductible, PCY"
(individual/family) UTEY NA
Out-of-pocket maximum,
PCY (individualffamily) $3,000/$9,000 NA
Coinsurance 10% NA
Waiver Annual deductible and plan coinsurance do not apply to NA
office visits or to diagnostic laboratory and radiology services
Preventive and well-child No charge No charge
care
Telehealth No charge $35/$45
Office visits $15/$25 $35/$45
Urgent care office visits $15/$25 $35/$45
Lab and X-ray procedures
(outpatient) $15 $35
CT, MRI, and PET scans $100 Not covered
(outpatient)
Outpatient surgery 10% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted 10% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 10% coinsurance after deductible Not covered
Skilled nursing facility o ,
(60 days, PCY) 10% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $15 835
authorization)
Acupuncture
(12 visits, PCY) 315 $35
Inpatient mental health
and substance use 10% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $15 $35
disorder
Routine eye exam
(1 exam every 12 months) $15/825 $35/345
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $15 $35
Preferred brand-name
drugs $40 $60
Non-preferred generic
and brand-name drugs $60 $80
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $30 Not covered
(I:referred brand-name $80 Not covered
rugs
Non-preferred generic
and brand-name drugs $120 Not covered
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs $150 Not covered
yon-preferred specialty 30% Not covered
rugs
Drug list/formulary 5-tier In-network pharmacy benefit

1. PCY = Per calendar year. 2.

The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business

8% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

NEW Kaiser Permanente Plus™Plans

Il KP Plus 500 V2

Complete Suite category

Out-of-network

Lo el (limited to 10 covered services per year, combined)
Plan deductible, PCY"
(individual/family) AR NA
Out-of-pocket maximum,
PCY (individualffamily) $3,000/$9,000 NA
Coinsurance 20% NA
Waiver Annualdeductible and pI.an coipsurance do notapply to NA
office visits including surgery
Preventive and well-child No charge No charge
care
Telehealth No charge $40
Office visits $20 $40
Urgent care office visits $20 $40
Lals and_ ST 20% coinsurance after deductible 30% coinsurance
(outpatient)
T, MR'! and PET scans 20% coinsurance after deductible Not covered
(outpatient)
Outpatient surgery 20% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted $200 copay, then 20% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 20% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 20% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $20 $40
authorization)
Acupuncture
(12 visits, PCY) 320 $40
Inpatient mental health
and substance use 20% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $20 $40
disorder
Routine eye exam
(1 exam every 12 months) $20 $40
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $10 $30
(F;referred brand-name $20 $40
rugs
Non-preferred generic Not covered Not covered
and brand-name drugs
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $20 Not covered
(F;referred brand-name $40 Not covered
rugs
Non-preferred generic
Not covered Not covered
and brand-name drugs
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs 50% up to $150 Not covered
(I;lon-preferred specialty Not covered Not covered
rugs
Drug list/formulary 1 or 2-tier with additional specialty tier In-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.

&I kp.org/wa/business

8% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

NEW Kaiser Permanente Plus™Plans

B KPPlus 750 L3

Out-of-network

[ el i (limited to 10 covered services per year, combined)
Plan deductible, PCY"
(individual/family) #50(32,250 NA
Out-of-pocket maximum,
PCY (individual/family) $3,500/$10,500 NA
Coinsurance 20% NA
, Annual deductible and plan coinsurance do not apply to
Waiver A . . . . NA
office visits or to diagnostic laboratory and radiology services
Preventive and well-child No charge No charge
care
Telehealth No charge $45/$55
Office visits $25/$35 $45/$55
Urgent care office visits $25/$35 $45/$55
Lab and X-ray procedures
(outpatient) i e
CT, MRI, and PET scans
(outpatient) $100 Not covered
Outpatient surgery 20% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted 20% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 20% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 20% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $25 $45
authorization)
Acupuncture
(12 visits, PCY) $25 $45
Inpatient mental health
and substance use 20% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $25 $45
disorder
Routine eye exam
(1 exam every 12 months) $25/835 8451855
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $15 $35
Preferred brand-name
drugs $40 $60
Non-preferred generic
and brand-name drugs $60 $80
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $30 Not covered
(I;rrﬁ;esrred brand-name $80 Not covered
Non-preferred generic
and brand-name drugs $120 Not covered
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs $150 Not covered
(I;lrour;i)referred specialty 30% Not covered
Drug list/formulary 5-tier In-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business 8% KAISER PERMANENTE.


http://kp.org/wa/formulary

OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

NEW Kaiser Permanente Plus™Plans

Il KP Plus 1000 V4

Complete Suite category

Out-of-network

Lo el (limited to 10 covered services per year, combined)
Plan deductible, PCY"
(individual/family) AR NA
Out-of-pocket maximum,
PCY (individual/family) $4,000/$12,000 NA
Coinsurance 20% NA
Waiver Annualdeductit?le and plgn coipsurance do notapply to NA
office visits, including surgery
Preventive and well-child No charge No charge
care
Telehealth No charge $45
Office visits $25 $45
Urgent care office visits $25 $45
Lals and_ TR 20% coinsurance after deductible 30% coinsurance
(outpatient)
T, MR'! and PET scans 20% coinsurance after deductible Not covered
(outpatient)
Outpatient surgery 20% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted $200 copay, then 20% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 20% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 20% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $25 $45
authorization)
Acupuncture
(12 visits, PCY) $25 $45
Inpatient mental health
and substance use 20% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $25 $45
disorder
Routine eye exam
(1 exam every 12 months) $25 $45
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $15 $35
(F;referred brand-name $30 $50
rugs
Non-preferred generic Not covered Not covered
and brand-name drugs
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $30 Not covered
(F;referred brand-name $60 Not covered
rugs
Non-preferred generic
Not covered Not covered
and brand-name drugs
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs 50% up to $150 Not covered
(I;lon-preferred spedialty Not covered Not covered
rugs
Drug list/formulary 1 or 2-tier with additional specialty tier In-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

NEW Kaiser Permanente Plus™Plans

Il KP Plus 1500 L5

Out-of-network

[ el i (limited to 10 covered services per year, combined)
Plan deductible, PCY"
(individual/family) AR NA
Out-of-pocket maximum,
PCY (individualffamily) $5,000/$15,000 NA
Coinsurance 20% NA
: Annual deductible and plan coinsurance do not apply to
Waiver A . / . . NA
office visits or to diagnostic laboratory and radiology services
Preventive and well-child No charge No charge
care
Telehealth No charge $45/$55
Office visits $25/$35 $45/$55
Urgent care office visits $25/$35 $45/$55
Lab and X-ray procedures
(outpatient) 12 e
CT, MRI, and PET scans
(outpatient) $100 Not covered
Outpatient surgery 20% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted 20% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 20% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 20% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $25 $45
authorization)
Acupuncture
(12 visits, PCY) HE A
Inpatient mental health
and substance use 20% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $25 $45
disorder
Routine eye exam
(1 exam every 12 months) $25/835 8451855
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $15 $35
Preferred brand-name
drugs $40 $60
Non-preferred generic
and brand-name drugs $60 $80
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $30 Not covered
Zreferred brand-name $30 Not covered
rugs
Non-preferred generic
and brand-name drugs $120 Not covered
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs $150 Not covered
(I;lon-preferred specialty 30% Not covered
rugs
Drug list/formulary 5-tier In-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO

KP PLUS

NEW Kaiser Permanente Plus™Plans

Il KP Plus 2000 V6

In-network

Out-of-network

Plan deductible, PCY"

(limited to 10 covered services per year, combined)

(individual/family) L NA

Out-of-pocket maximum,

PCY (individual/family) $5,500/$11,000 NA

Coinsurance 20% NA

Waiver Annualdeductible and pI.an coipsurance do notapply to NA
office visits including surgery

Preventive and well-child No charge No charge

care

Telehealth No charge $50

Office visits $30 $50

Urgent care office visits $30 $50

Lab and X-ray procedures
(outpatient)

20% coinsurance after deductible

30% coinsurance

CT, MRI, and PET scans

(copay waived if admitted
to inpatient)

. 20% coinsurance after deductible Not covered
(outpatient)
Outpatient surgery 20% coinsurance after deductible Not covered
Emergency care

20% coinsurance after in-network deductible?

drugs

Hospital inpatient 20% coinsurance after deductible Not covered

Skilled nursing facility o .

(60 days, PCY) 20% coinsurance after deductible Not covered

Home health care

(130 visits, PCY) No charge Not covered

Manipulative therapy

(12 visits, PCY; additional

visits with prior $30 $50

authorization)

Acupuncture

(12 visits, PCY) 330 $50

Inpatient mental health

and substance use 20% coinsurance after deductible Not covered

disorder

Outpatient mental

health and substance use $30 $50

disorder

Routine eye exam

(1 exam every 12 months) $30 $50

Hearing hardware

($3,000 per ear, every No charge No charge

36 months)

Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year

Preferred generic drugs $15 $35

Preferred brand-name

drugs $40 $60

Non-preferred generic

and brand-name drugs $60 $80

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs $30 Not covered

Zreferred brand-name $30 Not covered
rugs

Non-preferred generic

and brand-name drugs $120 Not covered

Prescription drugs - specialty (up to a 30-day supply)

Preferred specialty drugs $150 Not covered

Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier In-network pharmacy benefit

1. PCY = Per calendar year. 2.

The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

NEW Kaiser Permanente Plus™Plans

I KP Plus 2500 V7

Complete Suite category

Out-of-network

LRl ot (limited to 10 covered services per year, combined)
Plan deductible, PCY’
(individual/family) AU NA
Out-of-pocket maximum,
PCY (individualffamily) $6,000/$12,000 NA
Coinsurance 30% NA
Waiver Annual deductible and pI.an coi_nsurance do not apply to NA
office visits including surgery
Preventive and well-child No charge No charge
care
Telehealth No charge $50
Office visits $30 $50
Urgent care office visits $30 $50
Lab and X-ray procedures I : o
. 30% coinsurance after deductible 40% coinsurance
(outpatient)
I, MRI! and PET scans 30% coinsurance after deductible Not covered
(outpatient)
Outpatient surgery 30% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted $200 copay, then 30% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 30% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 30% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $30 $50
authorization)
Acupuncture
(12 visits, PCY) EL L
Inpatient mental health
and substance use 30% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $30 $50
disorder
Routine eye exam
(1 exam every 12 months) $30 $0
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $25 $45
Preferred brand-name
drugs $50 $70
Non-preferred generic Not covered Not covered
and brand-name drugs
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $50 Not covered
Ereferred brand-name $100 Not covered
rugs
Non-preferred generic Not covered Not covered
and brand-name drugs
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs 50% up to $150 Not covered
gon-preferred spedialty Not covered Not covered
rugs
Drug list/formulary 1 or 2-tier with additional specialty tier In-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW HMO

Complete Suite category

VIRTUAL PLUS

SUMMIT PPO

ACCESS PPO

Compare plans Plans selected:

KP PLUS

NEW Kaiser Permanente Plus™Plans

I KP Plus 2500 L7

In-network

Out-of-network

Plan deductible, PCY’

(limited to 10 covered services per year, combined)

drugs

(individual/family) AU NA
Out-of-pocket maximum,
PCY (individualffamily) $6,000/$12,000 NA
Coinsurance 30% NA
: Annual deductible and plan coinsurance do not apply to
Waiver o : ; . . NA
office visits or to diagnostic laboratory and radiology services
Preventive and well-child No charge No charge
care
Telehealth No charge $45/$55
Office visits $25/$35 $45/$55
Urgent care office visits $25/$35 $45/$55
Lab and X-ray procedures
(outpatient) L =
CT, MRI, and PET scans
(outpatient) $100 Not covered
Outpatient surgery 30% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted 30% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 30% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 30% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $25 $45
authorization)
Acupuncture
(12 visits, PCY) $25 345
Inpatient mental health
and substance use 30% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $25 $45
disorder
Routine eye exam
(1 exam every 12 months) $25/835 $45/855
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $15 $35
Preferred brand-name
drugs $40 $60
Non-preferred generic
and brand-name drugs $60 $80
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $30 Not covered
Zreferred brand-name $30 Not covered
rugs
Non-preferred generic
and brand-name drugs $120 Not covered
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs $150 Not covered
Non-preferred specialty 30% Not covered

Drug list/formulary

5-tier In-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.

kp.org/wa/business
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OVERVIEW HMO VIRTUAL PLUS SUMMIT PPO ACCESS PPO KP PLUS

Compare plans Plans selected:

NEW Kaiser Permanente Plus™Plans

Il KP Plus 3000 V8

Complete Suite category

Out-of-network

Lo el (limited to 10 covered services per year, combined)
Plan deductible, PCY"
(individual/family) R NA
Out-of-pocket maximum,
PCY (individual/family) $7,500/$15,000 NA
Coinsurance 30% NA
Waiver Annualdeductible and pI.an coipsurance do notapply to NA

office visits including surgery
Preventive and well-child No charge No charge
care
Telehealth No charge $50
Office visits $30 $50
Urgent care office visits $30 $50
Lab and X-ray procedures o : o
. 30% coinsurance after deductible 40% coinsurance
(outpatient)
T, MR'! and PET scans 30% coinsurance after deductible Not covered
(outpatient)
Outpatient surgery 30% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted $200 copay, then 30% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 30% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 30% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $30 $50
authorization)
Acupuncture
(12 visits, PCY) 330 $50
Inpatient mental health
and substance use 30% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $30 $50
disorder
Routine eye exam
(1 exam every 12 months) $30 $50
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $25 $45
Preferred brand-name
drugs $50 $70
Non-preferred generic Not covered Not covered
and brand-name drugs
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $50 Not covered
(F;referred brand-name $100 Not covered
rugs

Non-preferred generic

Not covered Not covered
and brand-name drugs
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs 50% up to $150 Not covered
(I;lon-preferred specialty Not covered Not covered

rugs

Drug list/formulary 1 or 2-tier with additional specialty tier In-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW

Complete Suite category

HMO

VIRTUAL PLUS

SUMMIT PPO

Compare plans Plans selected:

ACCESS PPO KP PLUS

NEW Kaiser Permanente Plus™Plans

Il KP Plus 5000 L9

— Out-of-network
(limited to 10 covered services per year, combined)
Plan deductible, PCY'
(individual/family) Rl NA
Out-of-pocket maximum,
PCY (individualffamily) $9,000/$18,000 NA
Coinsurance 30% NA
: Annual deductible and plan coinsurance do not apply to
Waiver o : ; . . NA
office visits or to diagnostic laboratory and radiology services
Preventive and well-child No charge No charge
care
Telehealth No charge $50/$60
Office visits $30/$40 $50/$60
Urgent care office visits $30/$40 $50/$60
Lab and X-ray procedures
(outpatient) el #30
CT, MRI, and PET scans
(outpatient) $100 Not covered
Outpatient surgery 30% coinsurance after deductible Not covered
Emergency care
(copay waived if admitted 30% coinsurance after in-network deductible?
to inpatient)
Hospital inpatient 30% coinsurance after deductible Not covered
Skilled nursing facility o .
(60 days, PCY) 30% coinsurance after deductible Not covered
Home health care
(130 visits, PCY) No charge Not covered
Manipulative therapy
(12 visits, PCY; additional
visits with prior $30 $50
authorization)
Acupuncture
(12 visits, PCY) El B
Inpatient mental health
and substance use 30% coinsurance after deductible Not covered
disorder
Outpatient mental
health and substance use $30 $50
disorder
Routine eye exam
(1 exam every 12 months) $30/$40 $50/$60
Hearing hardware
($3,000 per ear, every No charge No charge
36 months)
Prescription drugs - retail (up to a 30-day supply) Limited to 5 prescription fills per year
Preferred generic drugs $15 $35
Preferred brand-name
drugs $40 $60
Non-preferred generic
and brand-name drugs $60 $80
Prescription drugs — mail order (up to a 90-day supply)
Preferred generic drugs $30 Not covered
Z:ﬁf;srred brand-name $80 Not covered
Non-preferred generic
and brand-name drugs $120 Not covered
Prescription drugs - specialty (up to a 30-day supply)
Preferred specialty drugs $150 Not covered
(Ij\lrcijr;)referred specialty 30% Not covered
Drug list/formulary 5-tier in-network pharmacy benefit

1. PCY = Per calendar year. 2. The limit of 10 covered services does not apply.

View the drug formulary at kp.org/wa/formulary.
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OVERVIEW HMO VIRTUAL PLUS

SUPPLEMENTAL BENEFITS

First Fill Maintenance Drug Program

SUMMIT PPO ACCESS PPO KP PLUS

Optionally, for our HMO, Access PPO, and Summit PPO suite of plans, you can choose to include our convenient
and cost-effective First Fill Maintenance Drug Program. The first time you fill a prescription for a maintenance
drug,' you may use either an in-network pharmacy or Kaiser Permanente’s mail-order pharmacy. For subsequent
refills, you are required to use Kaiser Permanente’s mail-order or a Kaiser Permanente clinic pharmacy for your
refills. Transferring your prescription into our mail-order pharmacy is simple — and delivery is no cost, safe, and
fast. Most maintenance drugs refilled at non—Kaiser Permanente clinic pharmacies will not be covered. This does
not apply to medication for sudden conditions or to drugs we can’t mail.2 At any time, a member can request

an emergency fill of a maintenance medication at any pharmacy in their network. Please contact your Kaiser

Permanente representative for more information.

Vision hardware

Eye exams are included and covered under the medical benefits of all plans included in this brochure. Eye exam
cost shares vary by plan. Please see the highlights within this brochure for more details. Optionally you can
choose to add the following vision hardware benefit, that includes a flat dollar allowance. The vision hardware
benefit can be used towards the purchase of prescription eyeglasses — including frames, prescription lenses

and lens options such as tinting — or prescription contact lenses, contact lens exams, and fitting. When you offer a
vision hardware benefit, the benefit also includes a specific pediatric vision hardware benefit for members under

age 19.

Members age 19 and over:

Members under age 19:

Member pays nothing, limited to $150 every 12 months. The
benefit period begins on the date services are first obtained.

Frames and lenses (in lieu of contact lenses): No charge; member
pays nothing for up to 1 pair per calendar year. Contact lenses (in
lieu of eyeglasses): Member pays 50% coinsurance. The benefit
period begins on January 1 and continues through the end of the
calendar year.

Additional benefit details:

Additional benefit details:

Eyeglass frames, lenses (any type), lens options such as tinting,

or prescription contact lenses, contact lens evaluations, and

examinations associated with their fitting. The benefit period

begins on the date services are first obtained. The Allowance may

be used toward the following in any combination:

« Eyeglass frames

« Eyeglass lenses (any type) including tinting and coating

« Corrective industrial (safety) lenses

- Sunglass lenses and frames when prescribed by an eye care
provider for eye protection or light sensitivity

- Corrective contact lenses in the absence of eye pathology,
including associated fitting and evaluation examinations

« Replacement frames, for any reason, including loss or breakage

- Replacement contact lenses

- Replacement eyeglass lenses

Eyeglass frames, lenses (any type), lens options such as tinting,
or prescription contact lenses, contact lens evaluations, and
examinations associated with their fitting. The benefit period
begins on January 1 and continues through the end of the
calendar year. The benefit may be used toward contact lenses (in
lieu of eyeglasses) or 1 eyeglass frame and pair of lenses.

- Eyeglass frames
« Eyeglass lenses (any type) including tinting and coating
- Corrective industrial (safety) lenses

- Corrective contact lenses in the absence of eye pathology,
including associated fitting and evaluation examinations

1. Maintenance drugs are used on a continuing basis for the treatment of ongoing conditions, such as diabetes. The maintenance drug list is available at wa.kaiserpermanente.org/static/
pdf/public/pharmacy/maintenance-drugs.pdf. 2. Members may continue to pick up medication, that can't be sent through mail, at a network pharmacy. Types of medications that can't
be mailed include Schedule 2 controlled substances, liquid antibiotics, oral typhoid, clozapine, isotretinoin, and over-the-counter drugs without a prescription.

[ <95 ] kp.org/wa/business

8% KAISER PERMANENTE,



http://wa.kaiserpermanente.org/static/pdf/public/pharmacy/maintenance-drugs.pdf
http://wa.kaiserpermanente.org/static/pdf/public/pharmacy/maintenance-drugs.pdf

Complete Suite category

OVERVIEW

HMO

VIRTUAL PLUS SUMMIT PPO

ACCESS PPO

KP PLUS

Compare plans Plans selected:

Plan deductible, PCY*
(individual/family)

Out-of-pocket maximum,
PCY (individual/family)

Coinsurance

Preventive and well-child
care

Telehealth

Office visits

Urgent care office visits

Lab and X-ray procedures
(outpatient)

CT, MRI, and PET scans
(outpatient)

Outpatient surgery

Emergency care
(copay waived if admitted
to inpatient)

Hospital inpatient

Skilled nursing facility
(60 days, PCY)

Home health care

Manipulative therapy

Acupuncture
(12 visits, PCY)

Inpatient mental health
and substance use
disorder

Outpatient mental
health and substance use
disorder

Routine eye exam
(1 exam every 12 months)

Hearing hardware
($3,000 per ear, every
36 months)

Prescription drugs - retail (

up to a 30-day supply)

Preferred generic drugs

Preferred brand-name
drugs

Non-preferred generic
and brand-name drugs

Prescription drugs — mail order (up to a 90-day supply)

Preferred generic drugs

Preferred brand-name
drugs

Non-preferred generic
and brand-name drugs

Drug list/formulary

*PCY = Per calendar year

View the drug formulary at kp.org/wa/formulary
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1426487888 August 2024 ©2024 Kaiser Foundation Health Plan, Inc.

&% KAISER PERMANENTE.



http://kp.org/wa/formulary

	2025 PLANS AND PRODUCTS
	Complete Suite plan comparison chart
	Table of contents: Plan categories
	OVERVIEW
	Compare. Select. Administer. It’s that easy.
	How to compare plans
	Ready to connect? 


	HMO
	VIRTUAL PLUS
	SUMMIT PPO
	ACCESS PPO
	KP PLUS
	SUPPLEMENTAL BENEFITS
	First Fill Maintenance Drug Program
	Vision hardware




	C1: Off
	C2: Off
	C3: Off
	C4: Off
	Button 41: 
	Page 6: 
	Page 7: 
	Page 8: 
	Page 9: 
	Page 10: 
	Page 11: 
	Page 12: 
	Page 13: 
	Page 14: 
	Page 15: 
	Page 16: 
	Page 17: 
	Page 18: 
	Page 19: 
	Page 20: 
	Page 21: 
	Page 22: 
	Page 23: 
	Page 24: 
	Page 25: 
	Page 26: 
	Page 27: 
	Page 28: 
	Page 29: 
	Page 30: 
	Page 31: 
	Page 32: 
	Page 33: 
	Page 34: 
	Page 35: 
	Page 36: 
	Page 37: 
	Page 38: 
	Page 39: 
	Page 40: 
	Page 41: 
	Page 42: 
	Page 43: 
	Page 44: 
	Page 45: 
	Page 46: 
	Page 47: 
	Page 48: 
	Page 49: 
	Page 50: 
	Page 51: 
	Page 52: 
	Page 53: 
	Page 54: 
	Page 55: 
	Page 56: 
	Page 57: 
	Page 58: 
	Page 59: 
	Page 60: 
	Page 61: 
	Page 62: 
	Page 63: 
	Page 64: 
	Page 65: 
	Page 66: 
	Page 67: 
	Page 68: 
	Page 69: 
	Page 70: 
	Page 71: 
	Page 72: 
	Page 73: 
	Page 74: 
	Page 75: 
	Page 76: 
	Page 77: 
	Page 78: 
	Page 79: 
	Page 80: 
	Page 81: 
	Page 82: 
	Page 83: 
	Page 84: 
	Page 2: 
	Page 3: 
	Page 5: 
	Page 4: 
	Page 85: 
	Page 86: 
	Page 87: 
	Page 88: 
	Page 89: 
	Page 90: 
	Page 91: 
	Page 92: 
	Page 93: 
	Page 94: 
	Page 95: 
	Page 96: 

	Button 40: 
	Page 6: 
	Page 7: 
	Page 8: 
	Page 9: 
	Page 10: 
	Page 11: 
	Page 12: 
	Page 13: 
	Page 14: 
	Page 15: 
	Page 16: 
	Page 17: 
	Page 18: 
	Page 19: 
	Page 20: 
	Page 21: 
	Page 22: 
	Page 23: 
	Page 24: 
	Page 25: 
	Page 26: 
	Page 27: 
	Page 28: 
	Page 29: 
	Page 30: 
	Page 31: 
	Page 32: 
	Page 33: 
	Page 34: 
	Page 35: 
	Page 36: 
	Page 37: 
	Page 38: 
	Page 39: 
	Page 40: 
	Page 41: 
	Page 42: 
	Page 43: 
	Page 44: 
	Page 45: 
	Page 46: 
	Page 47: 
	Page 48: 
	Page 49: 
	Page 50: 
	Page 51: 
	Page 52: 
	Page 53: 
	Page 54: 
	Page 55: 
	Page 56: 
	Page 57: 
	Page 58: 
	Page 59: 
	Page 60: 
	Page 61: 
	Page 62: 
	Page 63: 
	Page 64: 
	Page 65: 
	Page 66: 
	Page 67: 
	Page 68: 
	Page 69: 
	Page 70: 
	Page 71: 
	Page 72: 
	Page 73: 
	Page 74: 
	Page 75: 
	Page 76: 
	Page 77: 
	Page 78: 
	Page 79: 
	Page 80: 
	Page 81: 
	Page 82: 
	Page 83: 
	Page 84: 
	Page 1: 
	Page 2: 
	Page 3: 
	Page 5: 
	Page 4: 
	Page 85: 
	Page 86: 
	Page 87: 
	Page 88: 
	Page 89: 
	Page 90: 
	Page 91: 
	Page 92: 
	Page 93: 
	Page 94: 
	Page 95: 

	reset_btn: 
	compare_btn: 
	Plans selected: 
	C5: Off
	C6: Off
	C7: Off
	C8: Off
	C9: Off
	C10: Off
	C11: Off
	C12: Off
	C13: Off
	C14: Off
	C15: Off
	C16: Off
	C17: Off
	C18: Off
	C19: Off
	C20: Off
	C21: Off
	C22: Off
	C23: Off
	C24: Off
	C25: Off
	C26: Off
	C27: Off
	C28: Off
	C29: Off
	C30: Off
	C31: Off
	C32: Off
	C33: Off
	C34: Off
	C35: Off
	C36: Off
	C37: Off
	C38: Off
	C39: Off
	C40: Off
	C41: Off
	C42: Off
	C43: Off
	C44: Off
	C45: Off
	C46: Off
	C47: Off
	C48: Off
	C49: Off
	C50: Off
	C51: Off
	C52: Off
	C53: Off
	C54: Off
	C55: Off
	C56: Off
	C57: Off
	C58: Off
	C59: Off
	C60: Off
	C61: Off
	C62: Off
	C63: Off
	C64: Off
	C65: Off
	C66: Off
	C67: Off
	C68: Off
	C69: Off
	C70: Off
	C71: Off
	C72: Off
	C73: Off
	C74: Off
	C75: Off
	C76: Off
	C77: Off
	C78: Off
	C79: Off
	C80: Off
	C81: Off
	C82: Off
	C83: Off
	C84: Off
	C85: Off
	C86: Off
	C87: Off
	C88: Off
	C89: Off
	C90: Off
	C91: Off
	C92: Off
	C93: Off
	C94: Off
	C95: Off
	C96: Off
	C97: Off
	C98: Off
	C99: Off
	C100: Off
	C101: Off
	C102: Off
	C103: Off
	C104: Off
	C105: Off
	C106: Off
	C107: Off
	C108: Off
	C109: Off
	C110: Off
	C111: Off
	C112: Off
	C113: Off
	C114: Off
	C115: Off
	C116: Off
	T02: 
	T03: 
	T04: 
	T05: 
	T06: 
	T07: 
	T08: 
	T09: 
	T10: 
	T11: 
	T12: 
	T13: 
	T14: 
	T15: 
	T16: 
	T17: 
	T18: 
	T19: 
	T20: 
	T21: 
	T22: 
	T23: 
	T24: 
	T25: 
	T26: 
	T27: 
	T28: 
	T29: 
	T30: 
	T31: 
	T32: 
	T33: 
	T34: 
	T35: 
	T36: 
	T37: 
	T38: 
	T39: 
	T40: 
	T41: 
	T42: 
	T43: 
	T44: 
	T45: 
	T46: 
	T47: 
	T48: 
	T49: 
	T50: 
	T51: 
	T52: 
	T53: 
	T54: 
	T55: 
	T56: 
	T57: 
	T58: 
	T59: 
	T60: 
	T61: 
	T62: 
	T63: 
	T64: 
	T65: 
	T66: 
	T67: 
	T68: 
	T69: 
	T70: 
	T71: 
	T72: 
	T73: 
	T74: 
	T75: 
	T76: 
	T77: 
	T78: 
	T79: 
	T80: 
	T81: 
	T82: 
	T83: 
	T84: 
	T85: 
	T86: 
	T87: 
	T88: 
	T89: 
	T90: 
	T91: 
	T92: 
	T93: 
	T94: 
	T95: 
	T96: 
	T97: 
	T98: 
	T99: 
	T100: 
	T101: 
	T102: 
	T103: 
	T105: 
	T106: 
	T107: 
	T108: 
	T109: 
	T110: 
	T111: 
	T112: 
	T113: 
	T114: 
	T115: 
	T116: 
	T117: 
	T118: 
	T119: 
	T120: 
	T121: 
	T122: 
	T123: 
	T124: 
	T125: 
	T127: 
	T128: 
	T129: 
	T130: 
	T131: 
	T132: 
	T133: 
	T134: 
	T135: 
	T136: 
	T137: 
	T138: 
	T139: 
	T140: 
	T141: 
	T142: 
	T143: 
	T144: 
	T145: 
	T146: 
	T147: 
	T148: 
	T149: 
	T150: 
	T151: 
	T152: 
	T153: 
	T154: 
	T155: 
	T156: 
	T157: 
	T158: 
	T159: 
	T160: 
	T161: 
	T162: 
	T163: 
	T164: 
	T165: 
	T166: 
	T167: 
	T168: 
	T169: 
	T170: 
	T171: 
	T172: 
	T173: 
	T174: 
	T175: 
	T176: 
	T177: 
	T178: 
	T179: 
	T180: 
	T181: 
	T182: 
	T183: 
	T184: 
	T185: 
	T186: 
	T187: 
	T188: 
	T189: 
	T190: 
	T191: 
	T192: 
	T193: 
	T194: 
	T195: 
	T196: 
	T197: 
	T198: 
	T199: 
	T200: 
	T201: 
	T202: 
	T203: 
	T204: 
	T205: 
	T206: 
	T207: 
	T208: 
	T209: 
	T210: 
	T211: 
	T212: 
	T213: 
	T214: 
	T215: 
	T216: 
	T217: 
	T218: 
	T219: 
	T220: 
	T221: 
	T222: 
	T223: 
	T224: 
	T225: 
	T226: 
	T227: 
	T228: 
	T229: 
	T230: 
	T231: 
	T232: 
	T233: 
	T234: 
	T235: 
	T236: 
	T237: 
	T238: 
	T239: 
	T240: 
	startOver_btn: 
	C117: Off
	C118: Off
	C119: Off
	C120: Off
	C121: Off
	C122: Off
	C123: Off
	C124: Off
	C125: Off
	C126: Off
	T01a: 
	T01b: 
	T01c: 
	T104a: 
	T104b: 
	T104c: 
	T241a: 
	T241b: 
	T241c: 


