A BETTER WAY TO TAKE CARE OF BUSINESS

2026 PLANS AND PRODUCTS | MID-ATLANTIC STATES

Complete Suite plan comparison chart

Use this overview of our Complete Suite portfolio, available to mid-size and large groups,

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.

kp.org / choosebetter % KAISER PERMANENTE.
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Discover the Kaiser Permanente difference

Connected care. Plans that fit your budget.

At Kaiser Permanente, doctors, medical facilities, and health plan all work together to deliver care
that's coordinated, proactive, and cost-efficient. Your employees get timely preventive screenings
while avoiding unnecessary tests and procedures. You get a more engaged workforce that can help
drive business success. And you can choose from a wide range of competitively priced plans to fit
both your benefits strategy and your budget.

Compare plans quickly and easily

This section overviews an interactive plan comparison chart and time-saving quotes for our most
popular standard mid-size and large group plans—designed to meet your specific needs. With our
mid-size and large group portfolio, they're all at your disposal. You can easily compare core plan
benefits as well as value-added supplemental benefits. And with a single request, you can get
binding quotes in a matter of minutes for up to 1,000 members.
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Q HMO KP PLUS

DHMO DKPPLUS HDHP ADD CHOICE

2026 MAS plan pairings

To start, choose a single plan from Column 1. To view the entire plan pairing,
choose the plan from Column 1 and check the “See plan pairings” box on the right.

Column 1

Column 2 - Preferred Pairing

Flexible Choice - Preferred Pairing

DED ADD
CHOICE

Column 3 - Acceptable Pairing

Flexible Choice - Acceptable Pairing

[ ] HMO / KP Plus Plan 1 Flexible Choice Plan B Flexible Choice Plan C
[ ] HMO / KP Plus Plan 2 Flexible Choice Plan C Flexible Choice Plan G
[ ] HMO / KP Plus Plan 5 Flexible Choice Plan C Flexible Choice Plan G
[] HMO / KP Plus Plan 8 Flexible Choice Plan D, Flexible Choice Plan F1A | Flexible Choice Plan H, Flexible Choice Plan F1B

Deductible HMO

Deductible Flexible Choice -
Preferred Pairing

Deductible Flexible Choice -
Acceptable Pairing

DHMO / DKP Plus Plan 2

Deductible Flexible Choice Plan R

Deductible Flexible Choice Plan S

DHMO / DKP Plus Plan 5

Deductible Flexible Choice Plan S

Deductible Flexible Choice Plan Q

DHMO / DKP Plus Plan 7

Deductible Flexible Choice Plan Q

Deductible Flexible Choice Plan T

DHMO / DKP Plus Plan 10

Deductible Flexible Choice Plan Q

Deductible Flexible Choice Plan T

DHMO / DKP Plus Plan 11

Deductible Flexible Choice Plan S

Deductible Flexible Choice Plan Q

DHMO / DKP Plus Plan 14

Deductible Flexible Choice Plan T

Not applicable

DHMO / DKP Plus Plan 17

Deductible Flexible Choice Plan T

Not applicable

DHMO / DKP Plus Plan 18

Deductible Flexible Choice Plan T

Not applicable

DHMO / DKP Plus Plan 20

Deductible Flexible Choice Plan S

Deductible Flexible Choice Plan Q

DHMO / DKP Plus Plan 21

Deductible Flexible Choice Plan Q

Deductible Flexible Choice Plan T

DHMO / DKP Plus Plan 22

L O O O Oy O O O O

Deductible Flexible Choice Plan T

Not applicable
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See plan pairings




Q HMO KP PLUS

DHMO DKPPLUS HDHP ADD CHOICE

2026 MAS plan pairings

To start, choose a single plan from Column 1. To view the entire plan pairing,
choose the plan from Column 1 and check the “See plan pairings” box on the right.

Column 1

Column 2 - Preferred Pairing

Deductible Flexible Choice -

Preferred Pairing

DED ADD
CHOICE

See plan pairings

Column 3 - Acceptable Pairing

Deductible Flexible Choice -
Acceptable Pairing

[ ] HDHP Plan 1 HSA-Qualified Flexible Choice Plan W HSA-Qualified Flexible Choice Plan V
[] HDHP Plan 3 HSA-Qualified Flexible Choice Plan V Not applicable
[ ] HDHP Plan 4 HSA-Qualified Flexible Choice Plan V Not applicable
[] HDHP Plan 17 HSA-Qualified Flexible Choice Plan V Not applicable

Virtual Deductible HMO

Deductible / HSA Flexible Choice -

Deductible / HSA Flexible Choice -

Virtual Complete Deductible
HMO Plan 1

Preferred Pairing

Deductible Flexible Choice Plan T

Acceptable Pairing

HSA-Qualified Flexible Choice Plan V

Virtual Complete Deductible
HMO Plan 2

HSA-Qualified Flexible Choice Plan W

HSA-Qualified Flexible Choice Plan V

Virtual Complete Deductible
HMO Plan 3

HSA-Qualified Flexible Choice Plan V

Not applicable

Virtual Forward Deductible
HMO Plan 1

HSA-Qualified Flexible Choice Plan V

Deductible Flexible Choice Plan T

Virtual Forward Deductible
HMO Plan 2

HSA-Qualified Flexible Choice Plan V

HSA-Qualified Flexible Choice Plan W

Virtual Forward Deductible
HMO Plan 3

I Oy O Oy O O

HSA-Qualified Flexible Choice Plan V

HSA-Qualified Flexible Choice Plan W
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Q HMO KPPLUS DHMO DKPPLUS HDHP ADD CHOICE DCEl_?OA"CDE FLEXCHOICE OOA-PPO

2026 MAS plan pairings
To start, choose a single plan from Column 1. To view the entire plan pairing, ' -
choose the plan from Column 1 and check the “See plan pairings” box on the right. 195 p 2l RS

Column 1 Column 2 - Preferred Pairing Column 3 - Acceptable Pairing

Added Choice - Preferred Pairing Added Choice - Acceptable Pairing

[ ] HMO / KP Plus Plan 1 Added Choice Plan 1 Added Choice Plan 2
[ ] HMO / KP Plus Plan 2 Added Choice Plan 1 Added Choice Plan 2
[ ] HMO / KP Plus Plan 5 Added Choice Plan 2 Added Choice Plan 3
[] HMO / KP Plus Plan 8 Added Choice Plan 3 Added Choice Plan 4
[ ] HMO / KP Plus Plan 10 Added Choice Plan 5 Added Choice Plan 6
[] HMO /KP Plus Plan 11 Added Choice Plan 3 Added Choice Plan 5
<5» i,
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Plan Options

Benefit / Feature

Individual Deductible (per plan year)-
family deductible is twice the stated
individual amount

Plan 2

Member pays

Not applicable

HMO KPPLUS DHMO DKPPLUS HDHP ADD CHOICE DCEI-IIDO‘?(I?IIED FLEXCHOICE OOA-PPO

Deductible Accumulation

Not applicable

Individual Out-of-Pocket Maximum (per

plan year)-family out-of-pocket maximum is $1,300

twice the stated individual amount

Out-of-Pocket Maximum Accumulation Embedded

Office Visits—Primary Care $10 $15 $20
Office Visits-Specialty Care $20 $25 $30
Office Visits-Urgent Care $20 $25 $30
WeII:ChiId Care and Adult Preventive No charge

Services

Inpatient Hospital Care (facility fee) No charge $100 $300
Emergency Care (copay waived if admitted) $100

Outpatient Surgery (facility fee) No charge $50 $75
Diagnostic Labs and X-rays No charge

Special Diagnostic Procedures o e $50 §75

(CT, MRI, and PET scans)
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HMO KPPLUS DHMO DKPPLUS HDHP ADD CHOICE DC!EI-IIDO?CI?IIED FLEXCHOICE OOA-PPO

Plan Options Plan 10 Plan 11

Benefit / Feature

Individual Deductible (per plan year)-
family deductible is twice the stated Not applicable
individual amount

Deductible Accumulation Not applicable

Individual Out-of-Pocket Maximum (per
plan year)-family out-of-pocket maximum is $2,250 $2,250 $3,000
twice the stated individual amount

Out-of-Pocket Maximum Accumulation Embedded

Office Visits—Primary Care $30 $30 $20
Office Visits-Specialty Care $40 $40 $30
Office Visits-Urgent Care $40 $40 $30
Well-Child Care and Adult Preventive

Services No charge

Inpatient Hospital Care (facility fee) $100 $500 20%
Emergency Care (copay waived if admitted) $100 $250 $250
Outpatient Surgery (facility fee) $50 $100 20%
Diagnostic Labs and X-rays No charge No charge $20
gt Dt s
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HMO R4Ga4iVve DHMO DKPPLUS HDHP ADD CHOICE DCEl_IIDO'?CDE FLEXCHOICE OOA-PPO

Kaiser Permanente PLUS

Plan Options

Plan 1

KP Plus 15, Plan 1

Benefit / Feature

Member pays

In-plan / Out-of-network

Member pays

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

Not applicable

Not applicable

Deductible Accumulation

Not applicable

Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-pocket
maximum is twice the stated
individual amount

$1,300/ Not applicable

$1,300/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$10/$30 (applies to 10-visit limit)

$10/$30 (applies to 15-visit limit)

Office Visits-Specialty Care

$20/ $40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Urgent Care

$20/ Inside service area:
$40 (applies to 10-visit limit)
Outside service area: Covered in-plan

$20/ Inside service area:
$40 (applies to 15-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult Preventive
Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility fee)

No charge / Not covered

No charge / Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

No charge / Not covered

No charge / Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge /
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

No charge / Not covered

No charge / Not covered
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HMO R4Ga4iVve DHMO DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Kaiser Permanente PLUS

Plan Options

Plan 2

KP Plus 15, Plan 2

Benefit / Feature

Member pays

In-plan / Out-of-network

Member pays

In-plan / Qut-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

Not applicable

$1,300/ Not applicable

Deductible Accumulation

Not applicable

$1,300/ Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-pocket
maximum is twice the stated
individual amount

$1,300/ Not applicable

$1,300/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$15/$35 (applies to 10-visit limit)

$15/$35 (applies to 15-visit limit)

Office Visits-Specialty Care

$25/$45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Urgent Care

$25/ Inside service area:
$45 (applies to 10-visit limit)
Outside service area: Covered in-plan

$25/Inside service area:
$45 (applies to 15-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult Preventive No charge / No charge/
Services No charge (applies to 10-visit limit) No charge (applies to 15-visit limit)
Inpatient Hospital Care (facility fee) $100/ Not covered $100/ Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

$50/ Not covered

$50/ Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge/
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

$50 / Not covered

$50/ Not covered
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HMO R4Ga4iVve DHMO DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Kaiser Permanente PLUS

Plan Options KP Plus 15, Plan 5

Benefit / Feature Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

Not applicable

Not applicable

Deductible Accumulation

Not applicable

Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-pocket
maximum is twice the stated
individual amount

$1,300/ Not applicable

$1,300/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$20/ $40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Specialty Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Urgent Care

$30/ Inside service area:
$50 (applies to 10-visit limit)
Outside service area: Covered in-plan

$30/ Inside service area:
$50 (applies to 15-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult Preventive No charge/ No charge/
Services No charge (applies to 10-visit limit) No charge (applies to 15-visit limit)
Inpatient Hospital Care (facility fee) $300/ Not covered $300/ Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee) $75/ Not covered $75/ Not covered
. . No charge/ No charge/
Diagnostic Labs and X-rays $20 (applies to 10-visit limit) $20 (applies to 15-visit limit)
Special Diagnostic Procedures
(CT, MRI, and PET scans) $75 / Not covered $75 / Not covered
0@ °
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HMO R4Ga4iVve DHMO DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Kaiser Permanente PLUS

Plan Options KP Plus 15, Plan 8

Benefit / Feature Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

Not applicable

Not applicable

Deductible Accumulation

Not applicable

Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-pocket
maximum is twice the stated
individual amount

$2,250/ Not applicable

$2,250/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Specialty Care

$40/$60 (applies to 10-visit limit)

$40/$60 (applies to 15-visit limit)

Office Visits-Urgent Care

$40/ Inside service area:
$60 (applies to 10-visit limit)
Outside service area: Covered in-plan

$40/ Inside service area:
$60 (applies to 15-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult Preventive No charge/ No charge/
Services No charge (applies to 10-visit limit) No charge (applies to 15-visit limit)
Inpatient Hospital Care (facility fee) $100/ Not covered $100/ Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee) $50/ Not covered $50/ Not covered
. . No charge/ No charge/
Diagnostic Labs and X-rays $20 (applies to 10-visit limit) $20 (applies to 15-visit limit)
Special Diagnostic Procedures
(CT. MRI, and PET scans) $50/ Not covered $50/ Not covered
0@ °
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HMO R4Ga4iVve DHMO DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Kaiser Permanente PLUS

Plan Options

Plan 10

KP Plus 15, Plan 10

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

Not applicable

Not applicable

Deductible Accumulation

Not applicable

Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-pocket
maximum is twice the stated
individual amount

$2,250/ Not applicable

$2,250/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Specialty Care

$40/$60 (applies to 10-visit limit)

$40/$60 (applies to 15-visit limit)

Office Visits-Urgent Care

$40/ Inside service area:
$60 (applies to 10-visit limit)
Outside service area: Covered in-plan

$40/ Inside service area:
$60 (applies to 15-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult Preventive No charge/ No charge/
Services No charge (applies to 10-visit limit) No charge (applies to 15-visit limit)
Inpatient Hospital Care (facility fee) $500 / Not covered $500 / Not covered

Emergency Care (copay waived if
admitted)

$250/ Covered in-plan

$250/ Covered in-plan

Outpatient Surgery (facility fee)

$100 / Not covered

$100 / Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge/
$20 (applies to 15-visit limit)

Special Diagnostic Procedures

(CT, MRI, and PET scans) $100/Not covered $100/ Not covered
@,
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HMO R4Ga4iVve DHMO DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Kaiser Permanente PLUS

Plan Options

Plan 11

KP Plus 15, Plan 11

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

Not applicable

Not applicable

Deductible Accumulation

Not applicable

Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-pocket
maximum is twice the stated
individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$20/$40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Specialty Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Urgent Care

$30/Inside service area:
$50 (applies to 10-visit limit)
Outside service area: Covered in-plan

$30/ Inside service area:
$50 (applies to 15-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult Preventive No charge/ No charge/
Services No charge (applies to 10-visit limit) No charge (applies to 15-visit limit)
Inpatient Hospital Care (facility fee) 20% / Not covered 20% / Not covered

Emergency Care (copay waived if
admitted)

$250/ Covered in-plan

$250/ Covered in-plan

Outpatient Surgery (facility fee)

20% / Not covered

20% / Not covered

Diagnostic Labs and X-rays

$20/$40
(applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Special Diagnostic Procedures

(CT, MRI, and PET scans) $100/Not covered $100/ Not covered
@,
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Plan Options

Benefit / Feature

Individual Deductible (per plan

Member pays

HMO KPPLUS g»lsllileM DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Plan 10

year)-family deductible is twice $250 $500 $750 $1,000
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $2,000 §3,000 §3,000 $3,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits-Primary Care $15 $20 $20 $25
Office Visits-Specialty Care $25 $30 $30 $35
Office Visits-Urgent Care $25 $30 $30 $35
Well-Child Care and Adult

. . No charge
Preventive Services
Inpatient Hospital Care 10% after 20% after 20% after 20% after
(facility fee) deductible deductible deductible deductible
Emergency Care (copay waived if $100 $100 $100 $100
admitted)

. - 10% after 20% after 20% after 20% after
Outpatient Surgery (facility fee) deductible deductible deductible deductible
Diagnostic Labs and X-rays $15 $20 $20 $25
Special Diagnostic Procedures 10% after 20% after 20% after 20% after
(CT, MRI, and PET scans) deductible deductible deductible deductible
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Plan Options

Benefit / Feature

Individual Deductible (per plan

Plan 11

Plan 14

Plan 15

Member pays

Plan 16

HMO KPPLUS g»LsllileM DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Plan 17

year)-family deductible is twice $500 $1,500 $2,500 $2,500 $2,000
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximunm (per plan year)-family $3,000 $3,000 $5,000 $5,000 $4,000
out-of-pocket maximum is twice
the stated individual amount
0ut—of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $20 $25 $25 $30 $25
Office Visits-Specialty Care $30 $35 $35 $40 $35
Office Visits-Urgent Care $30 $35 $35 $40 $35
Well-Child Care and Adult

. . No charge
Preventive Services
Inpatient Hospital Care No charge after $250 after $250 after 20% after $250 after
(facility fee) deductible deductible deductible deductible deductible
Brcogioltaclcpeviauetiy §100 §150 §150 §150 $150
admitted)

. . No charge after No charge after No charge after 20% after No charge after
Outpatient Surgery (facility fee) deductible deductible deductible deductible deductible
Diagnostic Labs and X-rays No charge No charge No charge $30 No charge
Special Diagnostic Procedures No charge after $100 after $100 after 20% after $100 after
(CT, MRI, and PET scans) deductible deductible deductible deductible deductible
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HMO KPPLUS g»LsllileM DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

DHMO

Plan Options Plan 18 Plan 19 Plan 20 Plan 21 Plan 22

Benefit / Feature Member pays

Individual Deductible (per plan
year)-family deductible is twice $2,000 $3,000 $500 $1,000 $1,500
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $4,000 $6,000 $3,000 $3,000 $4,000
out-of-pocket maximum is twice
the stated individual amount
0ut-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $25 $25 $20 $25 $20
Office Visits-Specialty Care $35 $50 $30 $35 $40
Office Visits-Urgent Care $35 $50 $30 $35 $40
Well-Child Care and Adult

. . No charge
Preventive Services
Inpatient Hospital Care 20% after $500 after 10% after $250 after 20% after
(facility fee) deductible deductible deductible deductible deductible
Emergency Care (copay waived if
admitted) $150 $150 $100 $100 $100

. . 20% after No charge after 10% after No charge after 20% after
Outpatient Surgery (facility fee) deductible deductible deductible deductible deductible
Diagnostic Labs and X-rays $25 No charge $20 No charge $20
Special Diagnostic Procedures 20% after $200 after 10% after $100 after 20% after
(CT, MRI, and PET scans) deductible deductible deductible deductible deductible
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HMO KPPLUS g»lsllileM DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Plan Options Plan 23 Plan 24 Plan 25 Plan 26

Benefit / Feature Member pays
Individual Deductible (per plan
year)-family deductible is twice $4,000 $5,000 $6,000 $6,500
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family
out-of-pocket maximum is twice 86,000 8,500 $9.000 $10,000
the stated individual amount
Out-of-Poclfet Maximum Embedded
Accumulation
Office Visits—Primary Care $25 $50 $50 $50
Office Visits-Specialty Care $50 $80 $80 $80
Office Visits-Urgent Care $50 $80 $80 $80
Well-Child Care and Adult

. . No charge
Preventive Services
Inpatient Hospital Care 20% after $500 after $750 after $750 after
(facility fee) deductible deductible deductible deductible
Emergency Care (copay waived if $100 No charge after No charge after No charge after
admitted) deductible deductible deductible

. " 20% after $75 after $75 after $75 after
Outpatient Surgery (facility fee) deductible deductible deductible deductible
Diagnostic Labs and X-rays §25 $50 Labs / $150 $50 Labs / $150 $50 Labs / $150

X-rays X-rays X-rays

Special Diagnostic Procedures 20% after No charge after No charge after No charge after
(CT, MRI, and PET scans) deductible deductible deductible deductible

"Ze
N

KAISER PERMANENTE.



HMO KPPLUS g»lsllileM DKPPLUS HDHP ADD CHOICE DCEI-IIDOAI‘CDIIED FLEXCHOICE OOA-PPO

Plan Options MVPlan1" | MVPlan2' | MVPlan3' | MVPlan4' | MVPlan5' | MV Plan &'

Benefit / Feature Member pays

Individual Deductible (per plan
year)-family deductible is twice $4,500 $4,500 $5,000 $5,000 $6,950 $6,950
the stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket
Maximum (per plan year)-family

out-of-pocket maximum is twice $6,000 $6,000 $7,000 $8,500 $8,050 $8,050
the stated individual amount
Out-of-Pocl.(et Maximum Embedded
Accumulation
0
Office Visits-Primary Care $50 $50 $50 $50 30%ater $50
deductible
T . 30% after
Office Visits-Specialty Care $50 $50 $50 $80 deductible $50
0
Office Visits-Urgent Care §50 $50 §50 $80 30%afer $50
deductible
Well-Child Care and Adult
. . No charge
Preventive Services
Inpatient Hospital Care 40% after 40% after 40% after 40% after 30% after 40% after
(facility fee) deductible deductible deductible deductible deductible deductible
Emergency Care (copay waived if 40% after §250 40% after 40% after 30% after §250
admitted) deductible deductible deductible deductible
Outpatient Surgery (facility fee) 40% after 40% after 40% after 40% after 30% after 40% after
P gery tladiity deductible | deductible | deductible | deductible | deductible | deductible
. . 40% after 40% after $50 (labs) 30% after
YERIOSIBLEI AR AR deductible Bt deductible | /$150 (X-rays) | deductible Bt
Special Diagnostic Procedures 40% after $150 40% after 40% after 30% after $150
(CT, MRI, and PET scans) deductible deductible deductible deductible

MV = Minimum value
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VIRTUAL FORWARD
Plan Options Plan 1 Plan 2 Plan 3 MV Plan 1’
Benefit / Feature Member pays
Individual Deductible (per plan
year)-family deductible is twice $2,000 $3,000 $4,000 $5,000
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year}-family $4,000 $6,000 $6,000 $8,500
out-of-pocket maximum is twice
the stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
No charge for the No charge for the No charge for the No charge for the
Office Visits—Primary Care first visit; $50 after firstvisit; $60 after first visit; $70 after first visit; $70 after
y deductible for each deductible for each deductible for each deductible for each
visit thereafter visit thereafter visit thereafter visit thereafter
Office Visits-Specialty Care $70 after deductible $75 after deductible $90 after deductible $90 after deductible
Office Visits-Urgent Care $70 after deductible $75 after deductible $90 after deductible $90 after deductible
Well-Child Care and Adult
. . No charge
Preventive Services
Inpatient Hospital Care $300 perdayupto3 $400 perday upto 3 0 , 0 ,
(facility fee) days after deductible days after deductible 20% after deductible 40% after deductible
::]rﬁ:?tzz;y ErplEpry e $200 after deductible $250 after deductible $300 after deductible 40% after deductible
Outpatient Surgery (facility fee) $200 after deductible | $250 after deductible | 20% after deductible 40% after deductible
Diagnostic Labs and X-rays $50 after deductible $60 after deductible $70 after deductible il ((I)z(at;;)y/s)$150
Special Diagnostic Procedures . : . . 0 .
(CT, MRI, and PET scans) $150 after deductible $200 after deductible 20% after deductible 40% after deductible
MV = Minimum value
...
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VIRTUAL COMPLETE
Plan Options Plan 1 Plan 2
Benefit / Feature Member pays
Individual Deductible (per plan year)-
family deductible is twice the stated $2,000 $3,000 $4,000
individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family out-
of-pocket maximum is twice the stated $5,000 86,000 $8,000
individual amount
Out-of-Pocket Maximum Accumulation Embedded

Office Visits—Primary Care

$30 for the first three visits;
$30 after deductible
for each visit thereafter

$40 for the first three visits;
$40 after deductible
for each visit thereafter

$50 for the first three visits;
$50 after deductible
for each visit thereafter

Office Visits-Specialty Care $40 after deductible $50 after deductible $60 after deductible
Office Visits-Urgent Care $40 after deductible $50 after deductible $60 after deductible
Well-Child Care and Adult Preventive
i No charge
Services
Inp?t.lent Hospital Care 20% after deductible 30% after deductible 30% after deductible
(facility fee)
Emergency Szl Rl 20% after deductible 30% after deductible 30% after deductible
admitted)
Outpatient Surgery (facility fee) 20% after deductible 30% after deductible 30% after deductible
Diaanostic Labs and X-ravs $15 (labs) / 20% after $30 (labs) / 30% after $30 (labs) / 30% after
g y deductible (X-rays) deductible (X-rays) deductible (X-rays)
Special Diagnostic Procedures . , . . 0 .
(CT. MRI, and PET scans) 20% after deductible 30% after deductible 30% after deductible
...
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EVERYDAY CARE PLANS
Plan Options Everyday Care | Everyday Care | Everyday Care | Everyday Care | Everyday Care
Plan C
Benefit / Feature Member pays
Individual Deductible (per plan year)-
family deductible is twice the stated $4,000 $5,000 $6,000 $8,000 $9,000
individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket Maximum (per
plan year)-family out-of-pocket maximum $4,000 $5,000 $6,000 $8,000 $9,000
is twice the stated individual amount
Out-of-Pocket Maximum Accumulation Embedded
Office Visits-Primary Care No charge No charge No charge No charge No charge
Office Visits-Specialty Care No charge No charge No charge No charge No charge
Office Visits-Urgent Care No charge No charge No charge No charge No charge
WeII:ChIId GBI LT EEITS No charge No charge No charge No charge No charge
Services
. . - No charge after | Nochargeafter | Nochargeafter | Nochargeafter | Nocharge after
Inpatient Hospital Care (facility fee) deductible deductible deductible deductible deductible
Emergency Care (copay waived if admitted) $500 $500 $500 $500 $500
. - No charge after | Nochargeafter | Nochargeafter | Nochargeafter | No charge after
Outpatient Surgery (facility fee) deductible | deductble | deductble | deductible | deductible
. . : No charge labs/ | Nocharge labs/ | No charge labs/ | No charge labs/ | No charge labs/
Diagnostic Labs and X-rays $50 X-rays $50 X-rays $50 X-rays $50 X-rays $50 X-rays
Special Diagnostic Procedures (CT, MRI, and
PET scans) $500 $500 $500 $500 $500
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Deductible Kaiser Permanente PLUS

Plan Options

Deductible KP Plus 15, Plan 2

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$250/ Not applicable

$250/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$2,000/ Not applicable

$2,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits-Primary Care

$15/$35 (applies to 10-visit limit)

$15/$35 (applies to 15-visit limit)

Office Visits-Specialty Care

$25/ %45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Urgent Care

$25/ Inside service area:
$45 (applies to 10-visit limit)
Outside service area: Covered in-plan

$25/ Inside service area:
$45 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

10% after deductible / Not covered

10% after deductible / Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

10% after deductible / Not covered

10% after deductible / Not covered

Diagnostic Labs and X-rays

$15/$35 (applies to 10-visit limit)

$15/$35 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

10% after deductible / Not covered

10% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Deductible KP Plus 15, Plan 5

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$500/ Not applicable

$500/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits-Primary Care

$15/$35 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Specialty Care

$25/ %45 (applies to 10-visit limit)

$30/$50 (applies to 15-visit limit)

Office Visits-Urgent Care

$25/ Inside service area:
$45 (applies to 10-visit limit)
Outside service area: Covered in-plan

$30/ Inside service area:
$50 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

10% after deductible / Not covered

20% after deductible / Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

10% after deductible / Not covered

20% after deductible / Not covered

Diagnostic Labs and X-rays

$15/ $35 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

10% after deductible / Not covered

20% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Deductible KP Plus 15, Plan 7

Benefit / Feature

Member pays

In-plan / Qut-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$750/ Not applicable

$750/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$20/ $40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Specialty Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Urgent Care

$30/ Inside service area:
$50 (applies to 10-visit limit)
Outside service area: Covered in-plan

$30/ Inside service area:
$50 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

20% after deductible / Not covered

20% after deductible / Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

20% after deductible / Not covered

20% after deductible / Not covered

Diagnostic Labs and X-rays

$20/$40 (applies to 10-visit limit)

$20/ $40 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

20% after deductible / Not covered

20% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Plan 10 (15)

Benefit / Feature

Member pays

In-plan / Qut-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$1,000/ Not applicable

$1,000/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$25/ $45 (applies to 10-visit limit)

$25 / $45 (applies to 15-visit limit)

Office Visits-Specialty Care

$35/$55 (applies to 10-visit limit)

$35/$55 (applies to 15-visit limit)

Office Visits-Urgent Care

$35/Inside service area:
$55 (applies to 10-visit limit)
Outside service area: Covered in-plan

$35/Inside service area:
$55 (applies to 15-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

20% after deductible / Not covered

20% after deductible / Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

20% after deductible / Not covered

20% after deductible / Not covered

Diagnostic Labs and X-rays

$25/$45 (applies to 10-visit limit)

$25/ %45 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

20% after deductible / Not covered

20% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Plan 11

Deductible KP Plus 15, Plan 11

Benefit / Feature

Member pays

In-plan / Qut-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$500/ Not applicable

$500/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$20/$40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Specialty Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Urgent Care

$30/Inside service area:
$50 (applies to 10-visitlimit)
Outside service area: Covered in-plan

$30/Inside service area:
$50 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

No charge after deductible / Not covered

No charge after deductible / Not covered

Emergency Care (copay waived if
admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

No charge after deductible / Not covered

No charge after deductible / Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge /
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

No charge after deductible / Not covered

No charge after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Benefit / Feature

Plan 14

Deductible KP Plus 15, Plan 14

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$1,500/ Not applicable

$1,500/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$25/$45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Specialty Care

$35/$55 (applies to 10-visit limit)

$35/$55 (applies to 15-visit limit)

Office Visits-Urgent Care

$35/Inside service area:
$55 (applies to 10-visit limit)
Outside service area: Covered in-plan

$35/Inside service area:
$55 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

$250 after deductible / Not covered

$250 after deductible / Not covered

Emergency Care (copay waived if
admitted)

$150/ Covered in-plan

$150/ Covered in-plan

Outpatient Surgery (facility fee)

No charge after deductible / Not covered

No charge after deductible / Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge /
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

$100 after deductible / Not covered

$100 after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Benefit / Feature

Plan 15

Deductible KP Plus 15, Plan 15

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$2,500/ Not applicable

$2,500/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$5,000/ Not applicable

$5,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$25/ $45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Specialty Care

$35/$55 (applies to 10-visit limit)

$35/$55 (applies to 15-visit limit)

Office Visits-Urgent Care

$35/Inside service area:
$55 (applies to 10-visit limit)
Outside service area: Covered in-plan

$35/Inside service area:
$55 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

$250 after deductible / Not covered

$250 after deductible / Not covered

Emergency Care (copay waived if
admitted)

$150/ Covered in-plan

$150/ Covered in-plan

Outpatient Surgery (facility fee)

No charge after deductible / Not covered

No charge after deductible / Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge /
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

$100 after deductible / Not covered

$100 after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Deductible KP Plus 15, Plan 16

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$2,500/ Not applicable

$2,500/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$5,000/ Not applicable

$5,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits-Primary Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Specialty Care

$40/$60 (applies to 10-visit limit)

$40/$60 (applies to 15-visit limit)

Office Visits-Urgent Care

$40/ Inside service area:
$60 (applies to 10-visit limit)
Outside service area: Covered in-plan

$40/ Inside service area:
$60 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

20% after deductible / Not covered

20% after deductible / Not covered

Emergency Care (copay waived if
admitted)

$150/ Covered in-plan

$150/ Covered in-plan

Outpatient Surgery (facility fee)

20% after deductible / Not covered

20% after deductible / Not covered

Diagnostic Labs and X-rays

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

$30/$50 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

20% after deductible / Not covered

20% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Benefit / Feature

Plan 17

Deductible KP Plus 15, Plan 17

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$2,000/ Not applicable

$2,000/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$4,000/ Not applicable

$4,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$25/ $45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Specialty Care

$35/$55 (applies to 10-visit limit)

$35/$55 (applies to 15-visit limit)

Office Visits-Urgent Care

$35/ Inside service area:
$55 (applies to 10-visit limit)
Outside service area:
Covered in-plan

$35/ Inside service area:
$55 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

$250 after deductible / Not covered

$250 after deductible / Not covered

Emergency Care (copay waived if
admitted)

$150/ Covered in-plan

$150/ Covered in-plan

Outpatient Surgery (facility fee)

No charge after deductible / Not covered

No charge after deductible / Not covered

Diagnostic Labs and X-rays

No charge/
$20 (applies to 10-visit limit)

No charge /
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

$100 after deductible / Not covered

$100 after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Benefit / Feature

Plan 18

Deductible KP Plus 15, Plan 18

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$2,000/ Not applicable

$2,000/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$4,000/ Not applicable

$4,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$25/ $45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Specialty Care

$35/$55 (applies to 10-visit limit)

$35/$55 (applies to 15-visit limit)

Office Visits-Urgent Care

$35/ Inside service area:
$55 (applies to 10-visit limit)
Outside service area:
Covered in-plan

$35/ Inside service area:
$55 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

20% after deductible / Not covered

20% after deductible / Not covered

Emergency Care (copay waived if
admitted)

$150/ Covered in-plan

$150/ Covered in-plan

Outpatient Surgery (facility fee)

20% after deductible / Not covered

20% after deductible / Not covered

Diagnostic Labs and X-rays

$25/ $45 (applies to 10-visit limit)

$25/ $45 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

20% after deductible / Not covered

20% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Benefit / Feature

Plan 19

Plan 19 (15)

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$6,000/ Not applicable

$6,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$25/ $45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Specialty Care

$50/$70 (applies to 10-visit limit)

$50/$70 (applies to 15-visit limit)

Office Visits-Urgent Care

$50/ Inside service area:
$70 (applies to 10-visit limit)
Outside service area:
Covered in-plan

$50/ Inside service area:
$70 (applies to 15-visit limit)
Outside service area:
Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

$500 after deductible / Not covered

$500 after deductible / Not covered

Emergency Care (copay waived if
admitted)

$150/ Covered in-plan

$150/ Covered in-plan

Outpatient Surgery (facility fee)

No charge after deductible / Not covered

No charge after deductible / Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge /
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

$200 after deductible / Not covered

$200 after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Deductible KP Plus 15, Plan 20

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$500/ Not applicable

$500/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits-Primary Care

$20/40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Specialty Care

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

$30/$50 (applies to 15-visit limit)

Office Visits-Urgent Care

$30/ Inside service area:
$50 (applies to 10-visit limit)
Outside service area: Covered in-plan

$30/ Inside service area:
$50 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

10% after deductible / Not covered

10% after deductible / Not covered

Emergency Care
(copay waived if admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

10% after deductible / Not covered

10% after deductible / Not covered

Diagnostic Labs and X-rays

$20/$40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

10% after deductible / Not covered

10% after deductible / Not covered

&% KAISER PERMANENTE.




HMO KPPLUS DHMO gl Ga4iVeE HDHP ADD CHOICE DCEl_?OA"CDE FLEXCHOICE OOA-PPO

Deductible Kaiser Permanente PLUS

Plan Options

Plan 21

Deductible KP Plus 15, Plan 21

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$1,000/ Not applicable

$1,000/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$3,000/ Not applicable

$3,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits-Primary Care

$25/ $45 (applies to 10-visit limit)

$25/ $45 (applies to 15-visit limit)

Office Visits-Specialty Care

$35/$55 (applies to 10-visit limit)

$35/$55 (applies to 15-visit limit)

Office Visits-Urgent Care

$35/ Inside service area:
$55 (applies to 10-visit limit)
Outside service area: Covered in-plan

$35/ Inside service area:
$55 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

$250 after deductible / Not covered

$250 after deductible / Not covered

Emergency Care
(copay waived if admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

No charge after deductible / Not covered

No charge after deductible / Not covered

Diagnostic Labs and X-rays

No charge /
$20 (applies to 10-visit limit)

No charge /
$20 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

$100 after deductible / Not covered

$100 after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Plan 22

Deductible KP Plus 15, Plan 22

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$1,500/ Not applicable

$1,500/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$4,000/ Not applicable

$4,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits-Primary Care

$20/$40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Office Visits-Specialty Care

$40/$60 (applies to 10-visit limit)

$40/$60 (applies to 15-visit limit)

Office Visits-Urgent Care

$40/ Inside service area:
$60 (applies to 10-visit limit)
Outside service area: Covered in-plan

$40/ Inside service area:
$60 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

No charge /
No charge (applies to 15-visit limit)

Inpatient Hospital Care (facility
fee)

20% after deductible / Not covered

20% after deductible / Not covered

Emergency Care
(copay waived if admitted)

$100/ Covered in-plan

$100/ Covered in-plan

Outpatient Surgery (facility fee)

20% after deductible / Not covered

20% after deductible / Not covered

Diagnostic Labs and X-rays

$20/$40 (applies to 10-visit limit)

$20/$40 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

20% after deductible / Not covered

20% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Deductible KP Plus 15, Plan 23

Benefit / Feature

Member pays

In-plan / Out-of-network

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$4,000/ Not applicable

$4,000/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$6,000/ Not applicable

$6,000/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Embedded / Not applicable

Office Visits—Primary Care

$25/ $45 (applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Office Visits-Specialty Care

$50/$70 (applies to 10-visit limit)

$50/ $70 (applies to 15-visit limit)

Office Visits-Urgent Care

$50/ Inside service area:
$70 (applies to 10-visit limit)
Outside service area: Covered in-plan

$50/ Inside service area:
$70 (applies to 15-visit limit)
Outside of service area: Covered in-plan

Well-Child Care and Adult No charge / No charge /

Preventive Services No charge (applies to 10-visit limit) No charge (applies to 15-visit limit)
. . . ) .

Inpatient Hospital Care (facility 20% after deductible / 20% after deductible / Not covered

fee) Not covered

Emergency Care
(copay waived if admitted)

$150/ Covered in-plan

$150/ Covered in-plan

Outpatient Surgery (facility fee)

20% after deductible / Not covered

20% after deductible / Not covered

Diagnostic Labs and X-rays

$25/$45
(applies to 10-visit limit)

$25/$45 (applies to 15-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

20% after deductible / Not covered

20% after deductible / Not covered
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Deductible Kaiser Permanente PLUS

Plan Options

Benefit / Feature

MV Plan 4'
Member pays

In-plan / Out-of-network

Individual Deductible (per plan
year)-family deductible is twice the
stated individual amount

$5,000/ Not applicable

Deductible Accumulation

Embedded / Not applicable

Individual Out-of-Pocket Maximum
(per plan year)-family out-of-
pocket maximum is twice the
stated individual amount

$8,500/ Not applicable

Out-of-Pocket Maximum
Accumulation

Embedded / Not applicable

Office Visits-Primary Care

$50/$70 (applies to 10-visit limit)

Office Visits-Specialty Care

$80/$100 (applies to 10-visit limit)

Office Visits-Urgent Care

$80/ Inside service area:
$100 (applies to 10-visit limit)
Outside service area: Covered in-plan

Well-Child Care and Adult
Preventive Services

No charge /
No charge (applies to 10-visit limit)

Inpatient Hospital Care (facility
fee)

40% after deductible / Not covered

Emergency Care
(copay waived if admitted)

40% after deductible /
Covered in-plan

Outpatient Surgery (facility fee)

40% after deductible / Not covered

Diagnostic Labs and X-rays

Labs $50/ $70; X-rays $150/ $170 (applies to
10-visit limit)

Special Diagnostic Procedures
(CT, MRI, and PET scans)

40% after deductible / Not covered

MV = Minimum value
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All listed services, except preventive, are subject to the deductible.

Plan Options Plan 4 Plan 10

Benefit / Feature Member pays
Individual Deductible (per plan
year)-family deductible is twice $1,700 $1,700 $1,700 $2,000 $2,500
the stated individual amount
Deductible Accumulation Aggregate
Individual Out-of-Pocket
Maximum (per plan year)-family
out-of-pocket maximum is twice 83,400 33,500 83,500 $4,500 35,000
the stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care No charge 10% 20% 20% 30%
Office Visits-Specialty Care No charge 10% 20% 20% 30%
Office Visits-Urgent Care No charge 10% 20% 20% 30%
Well-Child Care and Adult

. . No charge
Preventive Services
Inpatient Hospital Care No charge 10% 20% 20% 30%
(facility fee)
Emergency Care (copay waived if o diE 10% 20% 20% 30%
admitted)
Outpatient Surgery (facility fee) No charge 10% 20% 20% 30%
Diagnostic Labs and X-rays No charge 10% 20% 20% 30%
Special Diagnostic Procedures . . . .
(CT. MRI, and PET scans) No charge 10% 20% 20% 30%

4 [ ]
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Plan Options Plan 11 Plan 12 Plan 13 Plan 14 Plan 15 Plan 17
Benefit / Feature Member pays
Individual Deductible (per plan
year)-family deductible is twice $2,500 $2,500 $4,000 $5,000 $3,000 $1,700
the stated individual amount
Deductible Accumulation Aggregate Embedded Aggregate
Individual Out-of-Pocket
Maximum (per plan year)-family $5,000 $6,000 $5,000 $6,000 $6,550 $3,500
out-of-pocket maximum is twice
the stated individual amount
0ut-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $20 20% $20 $20 No charge $20
Office Visits-Specialty Care $30 20% $30 $30 $30 $30
Office Visits-Urgent Care $30 20% $30 $30 $30 $30
Well-Child Care and Adult
. . No charge
Preventive Services
Inpatient Hospital Care §250 0% $250 §250 $250 §500
(facility fee)
R s ey s 1 §200 20% §200 $200 $150 $200
admitted)
Outpatient Surgery (facility fee) $100 20% $100 $100 $125 $250
Diagnostic Labs and X-rays $20 20% $20 $20 $30 $20
Special Diagnostic Procedures .
(CT, MRI, and PET scans) $150 20% $150 $150 $250 $150
e [ ]
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Plan Options

Plan 19

Benefit / Feature

Individual Deductible (per plan

Member pays

year)-family deductible is twice $2,000 $6,950 $6,950
the stated individual amount
Deductible Accumulation Aggregate Embedded Embedded
Individual Out-of-Pocket
Mammum(perpla.n year?—farrnly $4,000 $8.500 $8.500
out-of-pocket maximum is twice
the stated individual amount
Out-of-Pocket Maximum
Accumulation Elbsdded
Office Visits—Primary Care $20 30% after deductible $50 after deductible
Office Visits-Specialty Care $30 30% after deductible $50 after deductible
Office Visits-Urgent Care Appllscﬁ;):s \(,)V?;;c:pv;ls;t cost 30% after deductible $50 after deductible
Well-Child Care and Adult No charge
Preventive Services 9
:;‘;’c?ltigf}ig;)spltal Care $3003/j:)¥suP 0 30% after deductible 40% after deductible
::‘;:ﬁiz;y R $200 30% after deductible $250 after deductible
Outpatient Surgery (facility fee) $200 30% after deductible 40% after deductible
Diagnostic Labs and X-rays $20 30% after deductible $50 after deductible
(S(?Techlﬂa;IDlaangdn;?rlchar:Sc;edures $150 30% after deductible $150 after deductible
0@ °
[ <40» N
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HDHP
Plan Options MV Plan 1' MV Plan 2 MV Plan 3' MV Plan 4'

Benefit / Feature Member pays
Individual Deductible (per plan
year)-family deductible is twice $4,500 $4,500 $4,500 $5,500
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $6,250 $6,250 $6,350 $6,550
out-of-pocket maximum is twice
the stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $50 40% $20 30%
Office Visits-Specialty Care $50 40% $30 30%
Office Visits-Urgent Care $50 40% $30 30%
Well-Child Care and Adult

. . No charge
Preventive Services
Inp:.at'lent Hospital Care 0% 0% 30% 30%
(facility fee)
Emergency Care (copay waived if $250 0% 30% 30%
admitted)
Outpatient Surgery (facility fee) 40% 40% 30% 30%
Diagnostic Labs and X-rays 40% 40% 30% 30%
Special Diagnostic Procedures . . . .
(CT, MRI, and PET scans) 40% 40% 30% 30%

MV = Minimum value

[ ]
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Plan Options

Benefit / Feature

Individual Deductible (per plan

ADDED CHOICE

Plan 1

Member pays

Out-of-network

In-plan

Out-of-network

year)-family deductible is twice Not applicable $500 Not applicable $500
the stated individual amount
Deductible Accumulation Not applicable Embedded Not applicable Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $2,250 $5,000 $2,250 $5,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-Pocket Maximum
Accumulation Al
Office Visits—Primary Care $20 20% after deductible $20 30% after deductible
Office Visits-Specialty Care $40 20% after deductible $40 30% after deductible
Office Visits-Urgent Care $40 20% after deductible $40 30% after deductible
‘Ii\ll'z:/le(r:\r'::\li gzr:liizg Al No charge 20% after deductible No charge 30% after deductible
:;‘apc?lt;g}ig)“pltal Care $300 20% after deductible $300 30% after deductible
Emergency Care (copay waived if $100 din-ol $100 din-ol
admitted) 1 Covered in-plan 1 Covered in-plan
Outpatient Surgery (facility fee) $100 20% after deductible $100 30% after deductible
Diagnostic Labs and X-rays No charge 20% after deductible No charge 30% after deductible
;SgTeclz\lﬂaI;IDlaangdn:E:(rltszc:r:Sc;zdures $100 20% after deductible $100 30% after deductible
...
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Plan Options

Benefit / Feature

Individual Deductible (per plan

ADDED CHOICE

Plan 3

Member pays

Out-of-network

In-plan

Out-of-network

year)-family deductible is twice Not applicable $1,500 Not applicable $1,500
the stated individual amount
Deductible Accumulation Not applicable Embedded Not applicable Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $2,250 $5,000 $2,250 $5,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-Pocket Maximum
Accumulation Al
Office Visits—Primary Care $25 20% after deductible $25 30% after deductible
Office Visits-Specialty Care $50 20% after deductible $50 30% after deductible
Office Visits-Urgent Care $50 $75 $50 $75
‘Ii\ll'z:/le(r:\r'::\li gzr:liizg Al No charge 20% after deductible No charge 30% after deductible
:;‘apc?lt;g}ig)“pltal Care $400 20% after deductible $400 30% after deductible
Emergency Care (copay waived if $100 din-ol $100 din-ol
admitted) 1 Covered in-plan 1 Covered in-plan
Outpatient Surgery (facility fee) $100 20% after deductible $100 30% after deductible
Diagnostic Labs and X-rays No charge 20% after deductible No charge 30% after deductible
?&eﬁéln?ngdn;:?;:r:sdures $100 20% after deductible $100 30% after deductible
...
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Plan Options

Benefit / Feature

Individual Deductible (per plan

ADDED CHOICE

Plan 5

Member pays

Out-of-network

In-plan

Out-of-network

year)-family deductible is twice Not applicable $2,500 Not applicable $2,500

the stated individual amount

Deductible Accumulation Not applicable Embedded Not applicable Embedded

Individual Out-of-Pocket

Maximum (per plan year)-family $3,000 $6,000 $3,000 $6,000

out-of-pocket maximum is twice

the stated individual amount

Out-of-Pocket Maximum Embedded

Accumulation

Office Visits-Primary Care $30 20% after deductible $30 30% after deductible

Office Visits-Specialty Care $40 20% after deductible $40 30% after deductible

Office Visits-Urgent Care $40 $65 $40 $65

‘;\:def‘lz:‘li gzr:/iac:g Bl No charge 20% after deductible No charge 30% after deductible
- o after deductible o after deductible

:;‘aﬂfltl't‘;“fis)°5p'ta'ca'e $500 20% after deductib $500 30% after deductibl

Emergency Care (copay waived if $100 din-ol $100 din-ol

admitted) 1 Covered in-plan 1 Covered in-plan

Outpatient Surgery (facility fee) $100 20% after deductible $100 30% after deductible

Diagnostic Labs and X-rays No charge 20% after deductible No charge 30% after deductible

?&eﬁéll):ngdng:;'zg:sdures $100 20% after deductible $100 30% after deductible

...
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DEDUCTIBLE ADDED CHOICE

Plan Options Deductible Added Choice Plan 1 Deductible Added Choice Plan 2
Benefit / Feature Member pays
In-plan Out-of-network In-plan Out-of-network
Individual Deductible (per plan
year)-family deductible is twice $1,000 $2,000 $2,000 $3,000
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family
out-of-pocket maximum is twice 32,250 $5,000 83,000 36,000
the stated individual amount
Out-of-Pocket Maximum Embedded
Accumulation
Office Visits—Primary Care $25 20% after deductible $30 20% after deductible
Office Visits-Specialty Care $50 20% after deductible $40 20% after deductible
Office Visits-Urgent Care $50 $75 $40 $65
We"'Ch.lld Care.and LUl No charge 20% after deductible No charge 20% after deductible
Preventive Services
Inpz.atolent Hospital Care $400 after deductible | 20% after deductible | $500 after deductible | 20% after deductible
(facility fee)
Emefgency Crlonaae $100 after deductible Covered in-network $100 after deductible Covered in-network
admitted)
Outpatient Surgery (facility fee) $100 after deductible | 20% after deductible | $100 after deductible | 20% after deductible
Diagnostic Labs and X-rays No charge 20% after deductible No charge 20% after deductible
Special Diagnostic Procedures : . : . . :
(CT, MRI, and PET scans) $100 after deductible 20% after deductible $100 after deductible 20% after deductible
..
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FLEXIBLE CHOICE

Plan Options Plan B Plan C
Benefit / Feature Member pays
Option 1 Option 2 Option 3 Option 1 Option 2 Option 3
Individual Deductible
(per plan year)-family
deductible is twice the None None $600 None $300 $600
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-
pocket maximum is twice $2,250 $3,000 $6,000 $2,250 $3,000 $6,000
the stated individual
amount
Out-of-PocIfet Maximum Embedded
Accumulation
e o . 30% after . 30% after
Office Visits—Primary Care $15 $30 per visit deductible $20 $35 per visit deductible
Office Visits-Specialty . 30% after . 30% after
Care i L S el HEFEE | g e
Office Visits-Urgent Care $25 $45 per visit $65 per visit $30 $50 per visit $70 per visit
30%(in DC 30%(in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)' after 9 9 (in MD)' after
deductible deductible
Inpatient Hospital Care . 30% after 10% after 30% after
(facility fee) No charge 10% deductible $100 deductible | deductible
Emergency Care (copay $100 Covered under | Covered under $100 Covered under | Covered under
waived if admitted) Option 1 Option 1 Option 1 Option 1
Outpatient Surgery . 30% after 10% after 30% after
(facility fee) $50 10% deductible $75 deductible | deductible
Diagnostic Labs and ) 30% after 10% after 30% after
Xerays AOGIELY o Fedgie | W edicibe | kel
Special Diagnostic N 0 N
Procedures $100 O e % dedebe | deduci
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.
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HMO KP PLUS

FLEXIBLE CHOICE

Plan Options Plan D Plan E
Benefit / Feature Member pays
Option 1 Option 2 Option 3 Option 1 Option 2 Option 3
Individual Deductible
(per plan year)-family
deductible is twice the None $500 $1,000 None $1,000 $2,000
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-
pocket maximum is twice $2,250 $3,000 $6,000 $2,250 $3,000 $6,000
the stated individual
amount
Out-of-PocIfet Maximum Embedded
Accumulation
e . - 30% after - 30% after
Office Visits—Primary Care $30 $45 per visit deductible $30 $45 per visit deductible
Office Visits—Specialty - 30% after . 30% after
Care Al BERRNIE ek Al BERRNIE ik
Office Visits-Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit
30% (in DC 30% (in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)' after 9 9 (in MD)' after
deductible deductible
Inpatient Hospital Care $100 10% after 30% after $250 10% after 30% after
(facility fee) deductible deductible deductible deductible
Emergency Care (copay $100 Covered under | Covered under $100 Covered under | Covered under
waived if admitted) Option 1 Option 1 Option 1 Option 1
Outpatient Surgery §75 10% after 30% after $100 10% after 30% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charde 10% after 30% after No charge 10% after 30% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic 10% after 30% after 10% after 30% after
Procedures $100 deductible deductible $100 deductible deductible
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.



DED ADD

HMO  KP PLUS ClolcE

DHMO DKPPLUS HDHP ADD CHOICE

FLEX CHOICE [geleY:¥x o)

FLEXIBLE CHOICE

Plan Options Plan F Plan G
Benefit / Feature Member pays
Option 1 Option 2 Option 3 Option 1 Option 2 Option 3
Individual Deductible
(per plan year)-family
deductible is twice the None $1,500 $3,000 None $300 $600
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-
pocket maximum is twice $2,250 $3,000 $6,000 $2,250 $3,000 $6,000
the stated individual
amount
Out-of-PocIfet Maximum Embedded
Accumulation
. e . . 30% after . 40% after
Office Visits—Primary Care $30 $45 per visit deductible $20 $35 per visit deductible
Office Visits-Specialty . 30% after . 40% after
Care Al BEPEE | e ol HOEEEE | e
Office Visits-Urgent Care $40 $55 per visit $75 per visit $30 $50 per visit $70 per visit
30% (in DC 40% (in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)' after 9 9 (in MD)' after
deductible deductible
Inpatient Hospital Care $250 10% after 30% after $100 20% after 40% after
(facility fee) deductible deductible deductible deductible
Emergency Care (copay $100 Covered under | Covered under $100 Covered under | Covered under
waived if admitted) Option 1 Option 1 Option 1 Option 1
Outpatient Surgery $100 10% after 30% after §75 20% after 40% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charde 10% after 30% after No charde 20% after 40% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic 10% after 30% after 20% after 40% after
Procedures $100 deductible deductible $100 deductible deductible
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.



HMO KP PLUS

Plan Options

Benefit / Feature

FLEXIBLE CHOICE

Option 1

Plan H

Member pays

Option 2

DHMO DKPPLUS HDHP ADD CHOICE

Option 3

Individual Deductible
(per plan year)-family
deductible is twice the None $500 $1,000
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-
pocket maximum is twice $2,250 33,000 86,000
the stated individual
amount
Out-of-Pocket Maximum Embedded
Accumulation
e . i, 40% after
Office Visits—Primary Care $30 $45 per visit deductible
Office Visits-Specialty . 40% after
Care Sl L (A
Office Visits-Urgent Care $40 $55 per visit $75 per visit
40% (in DC
Well-Child Care and Adult No chare No charde and VA); 20%
Preventive Services 9 9 (in MD)" after
deductible
Inpatient Hospital Care $100 20% after 40% after
(facility fee) deductible deductible
Emergency Care (copay $100 Covered under | Covered under
waived if admitted) Option 1 Option 1
Outpatient Surgery §75 20% after 40% after
(facility fee) deductible deductible
Diagnostic Labs and No charde 20% after 40% after
X-rays : deductible deductible
IS)[::(C:;IUI::gnostlc $100 20% after 40% after
deductible deductible
(CT, MRI, and PET scans)

DED ADD
CHOICE

FLEX CHOICE [geleY:¥x o)

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC)for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

8% KAISER PERMANENTE.



DED ADD

DHMO DKPPLUS HDHP ADDCHOICE “cHolICE

FLEX CHOICE [geleY:¥x o)

HMO KP PLUS

FLEXIBLE CHOICE

Plan Options Plan J Plan N
Benefit / Feature Member pays
Option 1 Option 2 Option 3 Option 1 Option 2 Option 3
Individual Deductible
(per plan year)-family
deductible is twice the None $1,500 $3,000 None $1,500 $3,000
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-
pocket maximum is twice $2,250 $3,000 $6,000 $2,250 $3,000 $6,000
the stated individual
amount
Out-of-PocIfet Maximum Embedded
Accumulation
. e . - 40% after . 50% after
Office Visits—Primary Care $30 $45 per visit deductible $30 $45 per visit deductible
Office Visits—Specialty . 40% after . 50% after
Care Al BEPEE | e AL BEPRE | e
Office Visits-Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit
40% (in DC 50% (in DC
Well-Child Care and Adult No charge No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)' after 9 9 (in MD)' after
deductible deductible
Inpatient Hospital Care $250 20% after 40% after $250 30% after 50% after
(facility fee) deductible deductible deductible deductible
Emergency Care (copay $100 Covered under | Covered under $100 Covered under | Covered under
waived if admitted) Option 1 Option 1 Option 1 Option 1
Outpatient Surgery $100 20% after 40% after $100 30% after 50% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charge 20% after 40% after No charde 30% after 50% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic 20% after 40% after 30% after 50% after
Procedures $100 deductible deductible $100 deductible deductible
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.




HMO KP PLUS

Plan Options

Benefit / Feature

Option 1

FLEXIBLE CHOICE

Option 2

DHMO DKPPLUS HDHP ADD CHOICE

Member pays

Option 3

Option 1

DED ADD
CHOICE

Option 2

FLEX CHOICE [geleY:¥x o)

Option 3

Individual Deductible
(per plan year)-family : ‘
deductible is twice the Not applicable $3,000 $5,000 Not applicable $5,000 $6,000
stated individual amount
Deductible Accumulation | Notapplicable Embedded Embedded Not applicable Embedded Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-
pocket maximum is twice $2,250 $6,000 $8,000 $2,250 $6,000 $12,000
the stated individual
amount
Out-of-Pocket Maximum Embedded
Accumulation
0, 0,
Office Visits—Primary Care $30 $45 per visit jeodﬁftfitkj; $30 $45 per visit d5e0dﬁftfitbe|;
Office Visits-Specialty . 30% after . 50% after
Care Al BERRNIE ik AL BERENIE ek
Office Visits-Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit
30% (in DC 50% (in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)! after 9 9 (in MD)' after
deductible deductible
Inpatient Hospital Care $100 $250 after 30% after $250 $200 after 50% after
(facility fee) deductible deductible deductible deductible
Emergency Care (copay $100 Covered under | Covered under $100 Covered under | Covered under
waived if admitted) Option 1 Option 1 Option 1 Option 1
Outpatient Surgery §75 $100 after 30% after $100 $150 after 50% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charge $20 after 30% after No charde $20 after 50% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic $200 after 30% after $200 after 50% after
Procedures $100 deductible deductible $100 deductible deductible
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points

8% KAISER PERMANENTE.



HMO KP PLUS

Plan Options

Benefit / Feature

DHMO DKPPLUS HDHP ADD CHOICE

DEDUCTIBLE FLEXIBLE CHOICE

Option 1

Plan Q

Option 2

Member pays

Option 3

Option 1

DED ADD
CHOICE

PlanR

Option 2

FLEX CHOICE [geleY:¥i o]

Option 3

Individual Deductible

(per plan year)-family $1,000 $2,000 $4,000 $250 $500 §2,000

deductible is twice the

stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket

Maximum (per plan

year)-family out-of-

pocket maximum is twice $3,000 $3,850 $8,000 $2,000 $3,000 $6,000

the stated individual

amount

Out-of-PocIfet Maximum Embedded

Accumulation

e . - . 40% after i, . 40% after

Office Visits—Primary Care | $20 per visit $30 per visit deductible $15 per visit $25 per visit deductible

Office Visits-Specialty - - 40% after . . 40% after

Care $30 per visit $40 per visit deductible $25 per visit $35 per visit deductible

Office Visits-Urgent Care $30 per visit $40 per visit $60 per visit $25 per visit $35 per visit $55 per visit
40% (in DC 40% (in DC

Well-Child Care and Adult No charge No charde and VA); 20% No charge No charde and VA); 20%

Preventive Services 9 9 (in MD)' after 9 9 (in MD)' after
deductible deductible

Inpatient Hospital Care 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

Emergency Care (copay $200 after Covered under | Covered under $150 after Covered under | Covered under

waived if admitted) deductible Option 1 Option 1 deductible Option 1 Option 1

Outpatient Surgery 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

Diagnostic Labs and . - 40% after . - 40% after

Xerays $20 per visit $30 per visit deductible $15 per visit $25 per visit deductible

Iif:((;lu?::gnostlc 10% after 20% after 40% after 10% after 20% after 40% after

(CT. MRI, and PET scans) deductible deductible deductible deductible deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.




HMO KP PLUS

Plan Options

Benefit / Feature

DHMO DKPPLUS HDHP ADD CHOICE

DEDUCTIBLE FLEXIBLE CHOICE

Option 1

Plan S

Option 2

Member pays

Option 3

Option 1

DED ADD
CHOICE

PlanT

Option 2

FLEX CHOICE [geleY:¥x o)

Option 3

Individual Deductible

(per plan year)-family $500 $1,000 $4,000 $2,000 $3,500 §6,000

deductible is twice the

stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket

Maximum (per plan

year)-family out-of-

pocket maximum is twice $2,000 $3,000 $8,000 $3,000 $4,000 $8,000

the stated individual

amount

Out-of-PocIfet Maximum Embedded

Accumulation

e . - i, 40% after . - 40% after

Office Visits—Primary Care | $20 per visit $30 per visit deductible $20 per visit $30 per visit deductible

Office Visits-Specialty - - 40% after - . 40% after

Care $30 per visit $40 per visit deductible $30 per visit $40 per visit deductible

Office Visits-Urgent Care $30 per visit $40 per visit $60 per visit $30 per visit $40 per visit $60 per visit
40% (in DC 40% (in DC

Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%

Preventive Services 9 9 (in MD)" after 9 9 (in MD)' after
deductible deductible

Inpatient Hospital Care 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

Emergency Care (copay $200 after Covered under | Covered under 10% after Covered under | Covered under

waived if admitted) deductible Option 1 Option 1 deductible Option 1 Option 1

Outpatient Surgery 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

Diagnostic Labs and . . 40% after . . 40% after

rans $20 per visit $30 per visit deductible $20 per visit $30 per visit deductible

i[:::;lu?::gnostlc 10% after 20% after 40% after 10% after 20% after 40% after

(CT. MRI, and PET scans) deductible deductible deductible deductible deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan
PPO Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This
summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-grandfathered health
plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable
KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services

are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.



HMO KP PLUS

DHMO DKPPLUS HDHP ADD CHOICE

HSA-QUALIFIED FLEXIBLE CHOICE

DED ADD
CHOICE

FLEX CHOICE [geleY:¥i o]

Plan Options PlanV ‘
Benefit / Feature Member pays
Option 1 Option 2 Option 3 Option 1
Self-Only Deductible $1,700 $3,400 $4,000 $2,000 $3,500 $6,000
Individual Deductible
(per individual Not applicable $3,400 $4,000 Not applicable $4,000 $6,500
Family Member)
Family Deductible $3,400 $6,800 $8,000 $3,000 $4,500 $13,000
Deductible Accumulation Aggregate Embedded Embedded Aggregate Embedded Embedded
Self-Only Out-of-Pocket $3,400 §3,650 $8,500 $3,000 $4,000 $6,500
Maximum
Individual Out-of-Pocket
Maximum (per plan year)-
family out-of-pocket $3,400 $3,650 $8,500 $3,000 $4,500 $7,500
maximum is twice the
stated individual amount
Family Out-of-Pocket Maximum $6,800 $7,300 $17,000 $6,000 $8,000 $15,000
Out-of-Poc!<et Maximum Embedded
Accumulation
Office Visits—Primary Care 10% after 20% after 40% after 10% after 20% after 40% after
Y deductible deductible deductible deductible deductible deductible
Office Visits—Spedialty Care 10% after 20% after 40% after 10% after 20% after 40% after
P y deductible deductible deductible deductible deductible deductible
Office Visits—Uraent Care 10% after 20% after 40% after 10% after 20% after 40% after
g deductible deductible deductible deductible deductible deductible
40% (in DC 40% (in DC
Well-Child Care and Adult No charge No charge and VA); 20% No charge No charge and VA); 20%
Preventive Services 9 9 (in MD)" after 9 9 (in MD)" after
deductible deductible
Inpatient Hospital Care 10% after 20% after 40% after 10% after 20% after 40% after
(facility fee) deductible deductible deductible deductible deductible deductible
Emergency Care (copay waived $250 after Covered under | Covered under $100 after Covered under | Covered under
if admitted) deductible Option 1 Option 1 deductible Option 1 Option 1
Outpatient Surgery (facility fee) 10% after 20% after 40% after 10% after 20% after 40% after
P gery y deductible deductible deductible deductible deductible deductible
Diaanostic Labs and X-ravs 10% after 20% after 40% after 10% after 20% after 40% after
9 y deductible deductible deductible deductible deductible deductible
Special Diagnostic Procedures 10% after 20% after 40% after 10% after 20% after 40% after
(CT, MRI, and PET scans) deductible deductible deductible deductible deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites the
In-plan HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the In-plan PPO
Tier (Option 2) and Out-of-network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group Policy. This summary
of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, “non-grandfathered health plans”

under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please review the applicable KFHP-MAS
Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In Option 3, most services are subject to

the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be greater

than 20 percentage points.

8% KAISER PERMANENTE.



DED ADD
CHOICE

HMO KP PLUS

DHMO DKPPLUS HDHP ADD CHOICE

i e, [ellei3y OOA-PPO I

OUT-OF-AREA PPO

Plan Options

Benefit / Feature

Member pays

In-plan Out-of-network In-plan Out-of-network

Individual Deductible
(per plan year)-family
deductible is twice the el H Y e
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $2,000 $4,000 $4,000 $8,000
maximum is twice the
stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $10 per visit 20% after deductible $15 per visit 20% after deductible
Office Visits-Specialty Care $20 per visit 20% after deductible $25 per visit 20% after deductible
Office Visits-Urgent Care $20 per visit $40 per visit $25 per visit $45 per visit
We"'Ch.lld Care-and Adult No charge 20% after deductible No charge 20% after deductible
Preventive Services
Inpatient Hospital Care No charge after . . No charge after o :
(facility fee) deductible 20% after deductible deductible 20% after deductible
Emergency Care (copay - - . L
waived if admitted) $100 per visit $100 per visit $100 per visit $100 per visit
Outpatient Surgery No charge after . . No charge after o :
(facility fee) deductible 20% after deductible deductible 20% after deductible

. . No charge after . . No charge after o ,
Diagnostic Labs and X-rays deductible 20% after deductible deductible 20% after deductible
Special Diagnostic
Procedures $50 per test 20% after deductible $50 per test 20% after deductible
(CT, MRI, and PET scans)

Out-of-Area PPO plans are only available to employers who have membership out of area.
This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of
Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-plan PPO Tier (Option 1) and Out-of-network Tier (Option 2). Not all services and procedures
are covered under the KPIC Group Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan.
These plans are standard, "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-network benefits, most services are subject

to the deductible.

&% KAISER PERMANENTE.




DED ADD
CHOICE

HMO KPPLUS DHMO DKPPLUS HDHP ADD CHOICE FLEX CHOICE OOA-PPOI

OUT-OF-AREA PPO

Plan Options Plan 6 ‘

Benefit / Feature Member pays

In-plan Out-of-network In-plan Out-of-network
Individual Deductible
(per plan year)-family
deductible is twice the il Xl el o
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $3,000 $6,000 $3,000 $6,000
maximum is twice the
stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $15 per visit 30% after deductible $15 per visit 40% after deductible
Office Visits-Specialty Care $25 per visit 30% after deductible $25 per visit 40% after deductible
Office Visits-Urgent Care $25 per visit $45 per visit $25 per visit $45 per visit
. 30% after deductible (in 40% after deductible (in

‘F”\::cei}'::\li g::sii:g Adult No charge DC and VA); 20% after No charge DC and VA); 20% after

deductible (in MD)! deductible (in MD)!
Inpgt.lent Ol (L 10% after deductible 30% after deductible 20% after deductible 40% after deductible
(facility fee)
Emergency Care (copay . . L -
waived if admitted) $100 per visit $100 per visit $100 per visit $100 per visit
Out})?tlent Surgery 10% after deductible 30% after deductible 20% after deductible 40% after deductible
(facility fee)
Diagnostic Labs and X-rays 10% after deductible 30% after deductible 20% after deductible 40% after deductible
Special Diagnostic
Procedures $50 per test 30% after deductible $50 per test 40% after deductible
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of
Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-plan PPO Tier (Option 1) and Out-of-network Tier (Option 2). Not all services and procedures

are covered under the KPIC Group Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan.
These plans are standard, "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-network benefits, most services are subject

to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.
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DED ADD
CHOICE

HMO KPPLUS DHMO DKPPLUS HDHP ADD CHOICE

i e, [ellei3y OOA-PPO I

OUT-OF-AREA PPO

Plan Options Plan 10
Benefit / Feature Member pays
In-plan Out-of-network In-plan Out-of-network
Individual Deductible
(per plan year)-family
deductible is twice the Bl oL Ll Jt
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $4,000 $8,000 $4,000 $8,000
maximum is twice the
stated individual amount
Out-of-Poclfet Maximum Embedded
Accumulation
Office Visits—Primary Care $20 per visit 30% after deductible $20 per visit 40% after deductible
Office Visits-Specialty Care $30 per visit 30% after deductible $30 per visit 40% after deductible
Office Visits-Urgent Care $30 per visit $50 per visit $30 per visit $50 per visit
. 30% after deductible (in 40% after deductible (in
‘::f:::g::x (S::rrsii:g Adult No charge DC and VA); 20% after No charge DC and VA); 20% after
deductible (in MD)" deductible (in MD)!
Inp'?\t.lent AOIE e 10% after deductible 30% after deductible 20% after deductible 40% after deductible
(facility fee)
Emergency Care (copay . . . -
waived if admitted) $100 per visit $100 per visit $100 per visit $100 per visit
0utP§t|ent surgery 10% after deductible 30% after deductible 20% after deductible 40% after deductible
(facility fee)
Diagnostic Labs and X-rays $20 per visit 30% after deductible $20 per visit 40% after deductible
Special Diagnostic
Procedures 10% after deductible 30% after deductible 20% after deductible 40% after deductible
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of
Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-plan PPQ Tier (Option 1) and Out-of-network Tier (Option 2). Not all services and procedures

are covered under the KPIC Group Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan.
These plans are standard, "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (CO). For Out-of-network benefits, most services are subject

to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.
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DED ADD
CHOICE

HMO KPPLUS DHMO DKPPLUS HDHP ADD CHOICE

i e, [ellei3y OOA-PPO I

OUT-OF-AREA PPO

Plan Options Plan 11 Plan 12
Benefit / Feature Member pays
In-plan Out-of-network In-plan Out-of-network
Individual Deductible
(per plan year)-family
deductible is twice the It T 730 e
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $4,000 $8,000 $5,000 $10,000
maximum is twice the
stated individual amount
0ut-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $30 per visit 40% after deductible $30 per visit 40% after deductible
Office Visits-Specialty Care $40 per visit 40% after deductible $40 per visit 40% after deductible
Office Visits-Urgent Care $40 per visit $60 per visit $40 per visit $60 per visit
. 40% after deductible (in 40% after deductible (in
‘;\:::/Ie(r:\rtl:\lli (S:::slii:g Adult No charge DC and VA); 20% after No charge DC and VA); 20% after
deductible (in MD)! deductible (in MD)!
Inp'?\t.lent AOIE e 20% after deductible 40% after deductible 20% after deductible 40% after deductible
(facility fee)
Emergency Care (copay - - . -
waived if admitted) $100 per visit $100 per visit $100 per visit $100 per visit
0utP§t|ent Surgery 20% after deductible 40% after deductible 20% after deductible 40% after deductible
(facility fee)
Diagnostic Labs and X-rays $30 per visit 40% after deductible $40 per visit 40% after deductible
Special Diagnostic
Procedures 20% after deductible 40% after deductible 20% after deductible 40% after deductible
(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of
Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-plan PPO Tier (Option 1) and Out-of-network Tier (Option 2). Not all services and procedures

are covered under the KPIC Group Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan.
These plans are standard, "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-network benefits, most services are subject

to the deductible.

For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.
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HMO KPPLUS DHMO DKPPLUS HDHP ADD CHOICE DCE|_?OA|‘CD|IED FLEX CHOICE OOA-PPOI

OUT-OF-AREA PPO

Plan Options MV Plan 1’

Benefit / Feature Member pays

In-plan Out-of-network

Individual Deductible (per plan
year)-family deductible is twice $4,000 $6,000
the stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket
Maximum (per plan year)-family

. . $7,000 $10,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $50 per visit 50% after deductible
Office Visits-Specialty Care $60 per visit 50% after deductible
Office Visits-Urgent Care $60 per visit $80 per visit
Well-Child Care and Adult No charge 50% after deductible (in DC and
Preventive Services 9 VA); 20% after deductible (in MD)?
Inpatient Hospital Care (facility fee) 30% after deductible 50% after deductible
Emergency Care (copay waived if . -
admitted) $100 per visit $100 per visit
Out.p.atlent SITEET) 30% after deductible 50% after deductible
(facility fee)
Diagnostic Labs and X-rays 30% after deductible 50% after deductible
precidlbiaqnostichioeduras 30% after deductible 50% after deductible

(CT, MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance
Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-plan PPO Tier (Option 1) and
Out-of-network Tier (Option 2). Not all services and procedures are covered under the KPIC Group Policy. This summary of benefits

is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-network
benefits, most services are subject to the deductible.

MV = Minimum value
2For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2
(Participating Providers) will not be greater than 20 percentage points.
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Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLECHOICE = OOA-PPO

A BETTER WAY TO TAKE CARE OF BUSINESS

Compare plans

Self-Only Deductible

Individual Deductible
(per individual Family
Member)

Family Deductible

Individual Deductible
(per plan year)-family
deductible is twice the
stated individual amount

Deductible Accumulation

Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket
maximum is twice the
stated individual amount

Out-of-Pocket Maximum
Accumulation

Office Visits—Primary Care

Office Visits-Specialty Care

Office Visits-Urgent Care

Well-Child Care and Adult
Preventive Services

Inpatient Hospital Care
(facility fee)

Emergency Care (copay
waived if admitted)

Outpatient Surgery
(facility fee)

Diagnostic Labs and X-rays

Special Diagnostic
Procedures
(CT, MRI, and PET scans)

(" <60> 8% KAISER PERMANENTE.



Overview HMO

Compare plans

KP PLUS

DHMO

DKP PLUS HDHP

ADDED CHOICE

FLEXIBLE CHOICE

OOA-PPO

Self-Only Deductible

Individual Deductible
(per individual Family
Member)

Family Deductible

Individual Deductible
(per plan year)-family
deductible is twice the
stated individual amount

Deductible Accumulation

Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket
maximum is twice the
stated individual amount

Out-of-Pocket Maximum
Accumulation

Office Visits-Primary Care

Office Visits-Specialty Care

Office Visits-Urgent Care

Well-Child Care and Adult
Preventive Services

Inpatient Hospital Care
(facility fee)

Emergency Care (copay
waived if admitted)

Outpatient Surgery
(facility fee)

Diagnostic Labs and X-rays

Special Diagnostic
Procedures
(CT, MRI, and PET scans)
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DEFINITIONS

Embedded deductible

If you have coverage for yourself plus one or more family members, each person has an individual
deductible and there is a separate family deductible. When one family member meets his or her
deductible before the family deductible is met, that family member pays only the applicable copays or
coinsurance for covered services for the rest of the plan year, or until the out-of-pocket maximum is met
(see definitions for out-of-pocket maximum below). Amounts paid toward individual deductibles are also
applied toward the family deductible. The family deductible can be met by two or more family members.
Once the family deductible is met, you begin paying only the applicable copays or coinsurance for
everyone who is covered under your plan, no matter if each family member’s individual deductible has
not been met.

Example: Sarah’s family has an embedded deductible. Each family member's individual deductible
amount is $4,500, and their family deductible amount is $9,000. Sarah has a medical procedure and she
pays an allowable charge of $2,000. This amount is applied toward her individual deductible and the
family deductible. Later that year, her son, John, has an inpatient hospital stay that cost $5,500. The family
pays $4,500 to meet John's individual deductible. The remaining $1,000 is subject to a 40% coinsurance
for inpatient hospital services, according to the family’s plan, so Sarah’s family also pays for the $400
coinsurance charge while the health plan pays $600.

Now that John has met his individual deductible, he will only be responsible for paying the applicable
copays and coinsurance for covered services for the rest of the plan year. Meanwhile, the family has paid
$6,500 toward their family deductible of $9,000, so everyone else will continue paying the allowable
charges for covered services until the individual or family deductible is met. Once the family deductible
is met, the whole family will only be responsible for paying the applicable copays or coinsurance for
covered services for the rest of the plan year, or until the out-of-pocket maximum is met (see definitions
for out-of-pocket maximum below).

Embedded out-of-pocket maximum

An out-of-pocket maximum (OOPM) is a limit on health care expenses you and your family pay
in a plan year.

If you have coverage for yourself plus one or more family members, each person has an individual OOPM
and there is a separate family OOPM. When one family member reaches his or her OOPM, the health
plan will pay for that individual's covered health care expenses for the rest of the plan year. Amounts paid
toward individual OOPMs, such as deductible, copay, and coinsurance amounts, are also applied toward
the family OOPM. The family OOPM can be met by two or more family members. Once the family OOPM
is met, your health plan will pay for covered health care expenses for the rest of the plan year, even for
those family members who have not met their individual OOPM.

Example: Sarah’s family has an embedded OOPM. Each family member’s individual OOPM amount is
$3,000, and their family OOPM amount is $6,000. Sarah has a medical procedure and she pays $1,500 in
allowable charges. This amount is applied toward her individual OOPM and the family OOPM. Later that
year, her son, John, has several covered medical procedures totaling $4,000 of allowable charges. The
family pays $3,000 and meets John's OOPM. The remaining $1,000 is paid for by the health plan.
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Now that John has met his individual OOPM, he will pay nothing for covered services for the rest of the
plan year. Meanwhile, the family has paid $4,500 toward their family OOPM of $6,000, so everyone else
will continue paying for covered health care expenses until their individual or family OOPM is met. Once
the family OOPM is met, the whole family will pay nothing for covered services for the rest of the plan year.

Aggregate deductible

If you have coverage for yourself plus one or more family members, the whole family has one aggregate
deductible for the plan year; there is no individual member deductible in family plans. When one or more
family members have paid enough in applicable health care expenses to meet the family’s deductible, the
health plan will begin to pay its share of the charges for the rest of the plan year, or until the out-of-pocket
maximum is met (see definitions for out-of-pocket maximum below).

Example: Sarah's family has an aggregate deductible of $2,800 and 10% plan coinsurance after her
deductible for all covered services. Sarah has a medical procedure and she pays an allowable charge

of $1,800, which is applied to the family deductible. Later that year, her son, John, has an inpatient
hospital stay that cost $1,500. The family pays $1,000 to meet their plan year deductible of $2,800. The
remaining $500 is subject to a 10% coinsurance for inpatient hospital services, according to the family’s
plan, so Sarah's family also pays for the $50 coinsurance charge while the health plan pays $450. Now
that the family deductible has been met, everyone in the family will pay only the applicable copays and
coinsurance for covered services for the rest of the plan year, until the out-of-pocket maximum is met (see
definitions for out-of-pocket maximum).

Aggregate out-of-pocket maximum

An out-of-pocket maximum (OOPM) is a limit on health care expenses you and your family pay
in a plan year.

If you have coverage for yourself plus one or more family members, the whole family has one OOPM

for the plan year. That means all covered family members’ applicable health care expenses, such

as deductible, copay, and coinsurance amounts, accumulate toward one family OOPM. There is no
individual OOPM for each family member. Once the family OOPM is met by one or more family members,
your health plan will pay for covered health care expenses for the rest of the plan year, even for those
family members who did not contribute to the family OOPM.

Example: Sarah’s family has an aggregate OOPM of $5,000. Sarah has a medical procedure and she pays
$2,500 in allowable charges, which is applied toward the family OOPM. Later that year, her son, John, has
an inpatient hospital stay that costs $3,000 of allowable charges. The family pays $2,500 and meets their
plan year OOPM. The remaining $500 is paid for by the health plan. Now that the family OOPM has been
met, everyone in the family will pay nothing for covered services for the rest of the plan year.

Flexible Choice plans—provider networks
Flexible Choice allows members to receive care from:

Option 1: Permanente physicians in the Mid-Atlantic Permanente
Medical Group, P.C. (HMO).

Option 2: Providers in contracted networks
(Participating Provider Organization [PPO]).

Option 3: Any other licensed, non-contracted provider not in Options 1 or 2.
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Kaiser Permanente Signature®" delivery system

With the Kaiser Permanente Signature delivery system, members receive quality care provided by our
physicians—a network of physicians who practice exclusively in our medical centers conveniently located
throughout the covered Maryland, Virginia, and Washington, DC, service areas. You can choose a doctor
at any time, for any reason, ensuring that your physician meets your needs. Our medical centers offer a
range of services in one location, including primary care, lab, X-ray, and pharmacy. For inpatient services,
members have convenient access to contracted hospitals located throughout the service area. When
members receive care, tests, and screenings in our medical centers, they can use My Health Manager on
kp.org to email their doctor’s office, check most lab results, schedule and cancel appointments, order
prescription refills for mail delivery or pickup, and much more.

Video visits' are available with a Permanente emergency medicine physician who is connected to a
member’s personal doctor and can access a member’s medical history. Members can visit kp.org or use
our mobile app to schedule a video visit. Members can also call the advice nurse anytime for a video
appointment.

Kaiser Permanente Select*” delivery system

Building on our Signature delivery system, Select adds access to contracted community physicians in
private practice. Members may choose a Permanente physician in the Mid-Atlantic Permanente Medical
Group, P.C., or a community physician and also have access to contracted hospitals located throughout
the service area.

Preventive services
Kaiser Permanente covers preventive care services at no cost to you. These preventive services include:
¢ Blood pressure screening for all adults
e Cholesterol screening
e Colorectal cancer screening for adults over 50
e Type 2 diabetes screening for adults with high blood pressure
¢ Mammograms every 1 to 2 years for women over 40
e Cervical cancer screening for sexually active women
e Osteoporosis screening for women over 60, depending on risk factors
¢ Immunizations for children from birth to 18 years
e Obesity screening and counseling for children

For a comprehensive list of preventive services, visit account.kp.org / broker-employer / resources /
broker and click on resource library.

"If you travel out of state, phone appointments and video visits may not be available due to state laws that may prevent doctors and
health care providers from providing care across state lines. Laws differ by state.
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DISTRICT OF COLUMBIA ASSOCIATED
EXCLUSIONS AND LIMITATIONS'

Health plan (HMO, DHMO, and HDHP plans)

1. Deductible:

The Deductible applies to all covered services except Preventive Health Care Services (HDHP only).
2. Out-of-Pocket Maximum:

The following Services do not apply toward your Out-of-Pocket Maximum:

HMO/DHMO

Adult eyeglass lenses and frames, contact lenses that are available with a discount only

Adult dental Services, if included by Rider attached to this plan

Pediatric dental Services (coinsurance plans only), if included by Rider attached to this plan
e Hearing aids, if included by Rider attached to this plan

e Acupuncture Services, if included by Rider attached to this plan;.

Behavioral Health Services included in the Wellness Rider, if Wellness Rider is attached to this plan

HDHP
e Adult dental Services, if included by Rider attached to this plan

e Adult eyeglass lenses and frames, contact lenses that are available with a discount only
¢ Pediatric dental Services (coinsurance plans only), if included by Rider attached to this plan

3. Emergency Services Limitations:

¢ Notification: If you receive care at a hospital emergency room or are admitted to a non-Plan
Hospital, you, or someone on your behalf, must notify us as soon as possible, but not later than
48 hours or the next business day, whichever is later, of the emergency room Visit or Hospital
admission, unless it was not reasonably possible to notify us. If you are admitted to a Hospital,
we will decide whether to make arrangements for necessary continued care where you are, or to
transfer you to a facility we designate. Once your emergency condition has been Stabilized, all
continuing, and follow-up treatment must be authorized by us. If you do not notify us and obtain
authorization for a continued Hospital stay once your condition has Stabilized, we will not cover the
inpatient Hospital charges you incur after transfer would have been possible.

¢ Continuing or Follow-up Treatment: We do not cover continuing or follow-up treatment after
Emergency Services unless authorized by Health Plan. We cover only the out-of-Plan emergency
Services that are required before you could, without medically harmful results, have been moved
to a facility we designate either inside or outside our Service area or in another Kaiser Foundation
Health Plan or allied plan service area.

'For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC).
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¢ Hospital Observation: Transfer to an observation bed or observation status does not qualify
as an admission to a hospital, and your emergency room visit copayment will not be waived.

. Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

® Monitoring a chronic disease

Follow-up Services after you have been diagnosed with a disease

e Testing and diagnosis for specific diseases for which you have been determined
to be at high risk for contracting based on factors determined by national standards

e Services provided when you show signs or symptoms of a specific disease or disease process
¢ Non-routine gynecological visits
. Urgent Care Limitations:

We do not cover Services outside of our Service area for conditions that, before leaving the Service

Area, you should have known might require Services while outside of our Service area, such as dialysis for
ESRD, post-operative care following surgery, and treatment for continuing infections, unless we determine
that you were temporarily outside of our Service area because of an extreme personal emergency.

. Urgent Care Exclusions:

Urgent Care Services within our Service area that were not provided by a Plan Provider or Plan Facility.

KPIC (Flexible Choice [Options 2 and 3 only] and Out-of-Area PPO Plans)’

1. Deductible:

The Deductible applies to all covered services except Preventive Health Care Services in Option 2
and visits subject to a per-visit copay.

. Out-of-Area:

Prudent layperson standard applies to Emergency Services, as does the general exclusions and
limitations applicable to covered services generally.

. Emergency Services Limitations:

Flexible Choice—Please refer to KFHP-MAS Option 1 coverage.

. Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

® Monitoring a chronic disease
¢ Follow-up Services after you have been diagnosed with a disease

e Diagnostic testing for specific diseases

"For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI).
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e Services provided when you show signs or symptoms of a specific disease or disease process

e Non-routine gynecological visits

5. Urgent Care Limitations:

Limited to Medically Necessary covered services required to diagnose and treat an urgent, but
non-life-threatening, covered sickness or injury. The standard limitations applicable to covered
services generally apply to care received in an urgent care setting.

6. Urgent Care Exclusions:

The standard exclusions applicable to covered services generally apply to care received in an
urgent care setting.
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MARYLAND ASSOCIATED EXCLUSIONS
AND LIMITATIONS'

Health plan (HMO, DHMO, and HDHP plans)

1. Deductible:

The Deductible applies to all covered services except Preventive Health Care Services (HDHP only).

2. Out-of-Pocket Maximum:
The following Services do not apply toward your Out-of-Pocket Maximum:
e Pediatric dental services included in rider (coinsurance plans only)
e Behavioral health Services, if included in the Wellness rider attached to this plan (HMO and DHMO
only)
e Adult eyeglass lenses and frames and contact lenses that are available with a discount only
e Adult dental Services, if included by Rider attached to this plan
3. Emergency Services Limitations:

¢ Notification: If you are admitted to a non-Plan hospital, you, or someone on your behalf, should
notify us as soon as possible, but not later than forty-eight (48) hours or the end of the first (1st)
business day, whichever is later, after the hospital admission unless it was not reasonably possible
to notify us. If you are admitted to a hospital, we will decide whether to make arrangements for
necessary continued care where you are or to transfer you to a facility we designate. If you do not
notify us as provided herein, we will not cover the hospital care you receive after transfer would
have been possible. If possible, we urge you or your Authorized Representative to notify us of any
emergency room Visits to assist you in coordinating any necessary follow-up care.

e Continuing or Follow-up Treatment: Except as provided for under “Continuing Treatment Following
Emergency Surgery,” we do not cover continuing or follow-up treatment after Emergency Services
unless authorized by Health Plan. We cover only the out-of-Plan emergency Services that are
required before you could, without medically harmful results, have been moved to a facility we
designate either inside or outside our Service area or in another Kaiser Permanente Region or
Group Health Cooperative service area.

¢ Hospital Observation: Transfer to an observation bed or observation status does not qualify
as an admission to a hospital, and your emergency room visit copayment will not be waived.
4. Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. The applicable Cost Share will apply.

e Monitoring a chronic disease
¢ Follow-up Services after you have been diagnosed with a disease
e Services provided when you show signs or symptoms of a specific disease or disease process

e Non-routine gynecological Visits

"For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC).
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5. Urgent Care Limitations:

We do not cover Services outside our Service area for conditions that, before leaving the Service area,
you should have known might require Services while outside our Service area, such as post-operative
care following surgery, and treatment for continuing infections, unless we determine that you were
temporarily outside our Service area because of extreme personal emergency.

Urgent Care Exclusions:

Urgent Care Services within our Service area that were not provided by a Plan Provider or Plan Facility.

KPIC (Flexible Choice [Options 2 and 3 only] and Out-of-Area PPO Plans)’

1.

Deductible:

The Deductible applies to all covered services except Preventive Health Care Services in Option 2 and
visits subject to the per-visit copay.

. Out-of-Area:

Prudent layperson standard applies to Emergency Services, as do the general exclusions and
limitations applicable to covered services generally.

. Emergency Services Limitations:

Flexible Choice—Please refer to KFHP-MAS's Option 1 coverage.

Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

® Monitoring a chronic disease

¢ Follow-up Services after you have been diagnosed with a disease

e Diagnostic testing for specific diseases

e Services provided when you show signs or symptoms of a specific disease or disease process

¢ Non-routine gynecological visits

. Urgent Care Limitations:

Limited to Medically Necessary covered services required to diagnose and treat an urgent, but non-
life-threatening, covered sickness or injury. The standard limitations applicable to covered services
generally apply to care received in an urgent care setting.

Urgent Care Exclusions:

The standard exclusions applicable to covered services generally apply to care received
in an urgent care setting.

"For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI).
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VIRGINIA ASSOCIATED EXCLUSIONS
AND LIMITATIONS'

Health plan (HMO, DHMO, and HDHP plans)

1. Deductible:

The Deductible applies to all covered services except Preventive Health Care Services (HDHP only).

2. Out-of-Pocket Maximum:

The following Services do not apply toward your Out-of-Pocket Maximum:
HMO/DHMO

Adult eyeglass lenses and frames, contact lenses that are available with a discount only
Adult dental Services, if included by Rider attached to this plan

Pediatric dental Services (coinsurance plans only), if included by Rider attached to this plan
Hearing aids, if included by Rider attached to this plan

Acupuncture Services, if included by Rider attached to this plan

In vitro fertilization, if included by Rider attached to this plan

Inpatient and outpatient infertility Services

Behavioral Health Services included in the Wellness Rider, if Wellness Rider is attached to this plan

HDHP

Adult dental Services, if included by Rider attached to this plan
Adult eyeglass lenses and frames, contact lenses that are available with a discount only

Pediatric dental Services (coinsurance plans only), if included by Rider attached to this plan

3. Emergency Services Limitations:

Notification: If you are admitted to a non-Plan hospital, you, or someone on your behalf, must
notify us as soon as possible, but not later than 48 hours after the emergency room visit or
hospital admission, or the next business day, whichever is later, unless it was not reasonably
possible to notify us. If you are admitted to a hospital, we will decide whether to make
arrangements for necessary continued care where you are, or to transfer you to a facility we
designate. Once your emergency condition has been stabilized, all continuing and follow-

up treatment must be authorized by us. If you do not notify us and obtain authorization for

a continued hospital stay once your condition has stabilized, we will not cover the inpatient
hospital charges you incur after transfer would have been possible.

"For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC).
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¢ Continuing or Follow-up Treatment: We do not cover continuing or follow-up treatment
after Emergency Services unless authorized by the Health Plan. We cover only the out-of-Plan
emergency Services that are required before you could, without medically harmful results, have
been moved to a facility we designate either inside or outside of our Service area or in another
Kaiser Foundation Health Plan or allied plan service area.

¢ Hospital Observation: Transfer to an observation bed or observation status does not qualify as an
admission to a hospital. Your emergency room visit copayment, if applicable, will not be waived.
. Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

e Monitoring chronic disease
¢ Follow-up Services after you have been diagnosed with a disease

e Testing and diagnosis for specific diseases for which you have been determined to be at high risk
for contracting based on factors determined by national standards

e Services provided when you show signs or symptoms of a specific disease or disease process

¢ Non-routine gynecological visits

. Urgent Care Limitations:

We do not cover Services outside of our Service area for conditions that, before leaving the Service area,
you should have known might require Services while outside of our Service area, such as

dialysis for ESRD, post-operative care following surgery, and treatment for continuing infections,

unless we determine that you were temporarily outside of our Service area because of an extreme
personal emergency.

. Urgent Care Exclusions:

Urgent Care Services within our Service area that were not provided by a Plan Provider or Plan Facility.

KPIC (Flexible Choice [Options 2 and 3 only] and Out-of-Area PPO Plans)’

1. Deductible:

The Deductible applies to all covered services except Preventive Health Care Services in Option 2
and visits subject to the per-visit copay.

. Out-of-Area:

Prudent layperson standard applies to emergency Services, as do the general exclusions and
limitations applicable to covered services generally.

. Emergency Services Limitations:

Flexible Choice—Please refer to KFHP-MAS's Option 1 coverage.

"For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI).
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4. Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

e Monitoring chronic disease

¢ Follow-up Services after you have been diagnosed with a disease

¢ Diagnostic testing for specific diseases

e Services provided when you show signs or symptoms of a specific disease or disease process

¢ Non-routine gynecological visits

. Urgent Care Limitations:

Limited to Medically Necessary covered services required to diagnose and treat an urgent, but
non-life-threatening, covered sickness or injury. The standard limitations applicable to covered
services generally apply to care received in an urgent care setting.

. Urgent Care Exclusions:

The standard exclusions applicable to covered services generally apply to care received in
an urgent care setting.

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), is not bound by the exclusions

and limitations listed here; instead, the benefits, services, exclusions, and limitations that apply are listed

in the Group Agreement and Evidence of Coverage provided in a separate document. Consult the Group
Agreement and Evidence of Coverage to determine governing contractual provisions including detailed
benefits, exclusions, and limitations related to the group benefit plan. The Group Agreement and Evidence of
Coverage are the legally binding document between KFHP-MAS and groups. In the event of ambiguity, or a
conflict between this summary and the Group Agreement and Evidence of Coverage, the Group Agreement and
Evidence of Coverage shall control. Members enrolled with KFHP-MAS will also receive a copy of the Evidence
of Coverage. In the event of ambiguity, or a conflict between this summary and the member’s Evidence of
Coverage, the Evidence of Coverage shall control.

Kaiser Permanente Insurance Company (KPIC) will be bound by the exclusions and limitations listed in the
applicable Group Policy, which includes the Certificate of Insurance. Consult the actual Group Policy to
determine the governing contractual provisions, including detailed benefits, exclusions, and limitations related
to the group benefit plan. The Group Policy is a legally binding document between KPIC and the group. In the
event of ambiguity or a conflict between this summary and the Group Policy, the Group Policy shall control.
Members enrolled with KPIC will also receive a copy of the Certificate of Insurance and Schedule of Coverage.
In the event of ambiguity, or a conflict between this summary and the member’s Certificate of Insurance and
Schedule of Coverage, the Group Policy shall control.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan) complies
with applicable federal civil rights laws and does not discriminate, exclude people or treat them
differently on the basis of race, color, national origin (including limited English proficiency
and primary language), age, disability, or sex (including sex characteristics, intersex traits;
pregnancy or related conditions; sexual orientation; gender identity, and sex stereotypes).

Kaiser Health Plan:
e Provides no cost aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats, such as large print, audio, braille and
accessible electronic formats

e Provides no cost language services to people whose primary language is not English,
such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711).

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance by mail or phone at:

Kaiser Permanente

Appeals and Correspondence Department
Attn: Kaiser Civil Rights Coordinator
4000 Garden City Drive

Hyattsville, MD 20785

Telephone Number: 1-800-777-7902

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue SW.

Room 509F, HHH Building

Washington, DC 20201

Telephone Number: 1-800-368-1019, 1-800-537-7697 (TDD).

ACA-CATLAR(01-26)
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https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

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

dc/language-assistance/nondiscrimination-notice.

HELP IN YOUR LANGUAGE

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

A71CE (Amharic) et ATIHT 091.51% O L SO 9T aPCEPTT AG AN 6nI°C
PLIR WCAT AIAANET AACHP 215 0= (1 1-800-777-7902 L@ (TTY: 711)=

sae Lusall Jilus s <l 8 Loy Ay sl e lusal) chladd Gl 3 555 oy Salai¥) Caaai S 1Y) 148 (Arabic) dy )
(711 :TTY ) 1-800-777-7902 &8 1L Jamil Zauliall cilaaall

‘Bisdd Wudu (Bassa) Mbi sog: nia maa Engili, njal mbom a ka maa njang ndol ni mbom mi

tson ni son, nin) ma kénnen y€, mbi eyem. Wo nan 1-800-777-7902 (TTY: 711)

JISAT (Bengali) NTNITITS fo: SN I Ret3fGre A1 I, SN

RNTYET, GHYS TS ARKIA 8 SR AN® Oy AR AH{IRA

CATO ATCIN| 1-800-777-7902 (TTY: 711)-4 (I FPA|

§13Z (Chinese) JEEHIH © WUREGRILE - EAEGREBS IR - B8 &I
BhESHRIIRTS - 226 1-800-777-7902 (TTY : 711) -

iy cilard 5SS alen i el ) o gusyy 1S e Cuna ol (L 40 _R) rdn 5 (Farsi) o
(711 (e CAB) TTY) 280 (ol 1-800-777-7902 L onsd s s 2 8 o a4 ccanilia

Francais (French) ATTENTION : si vous parlez anglais, des services d'assistance linguistique
comprenant des aides et services auxiliaires appropriés, gratuits, sont a votre disposition. Appelez
le 1-800-777-7902 (TTY: 711).

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

ol (Gujarati) taulot AU %1 AR 2% GlAL 6], Al 2092 ASLAUS UL A Al
U ol et ustaA A, dAHIRL HIZ HEd GUAsU B, 1-800-777-7902 (TTY: 711) UR
sA 5.

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

ACA-CATLAR(01-26)
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f&=Y (Hindi) T &: 3R 3T sl Sierd &, A 3% forT IUged UgTId IUHRUT 3R
Jarail gfegd U1 JeTadT VaTd ud IUT & | 1-800-777-7902 TR DI B3 (TTY: 711).

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

Italiano (Italian) ATTENZIONE. Se parla inglese, puo usufruire gratuitamente dei servizi di

assistenza linguistica compresi gli opportuni aiuti e servizi ausiliari. Chiamare il numero 1-800-
777-7902 (TTY: 711).

HAFE (Japanese) R : HiEA GG, HWUIRMMKIR O —EX 250558
By —ue 2N ER Rt S E T, 1-800-777-7902 £ TREEL S (TTY: 711)

&=0] (Korean) F9]: ol & TASHY 49, ok Wx 7]7] 9 Au| =7t 2344
Ao] AP Mu|A~7F FHE Al FFH Yt 1-800-777-7902 2 A 3} =4 &(TTY: 711).

Naabeeh6 (Navajo) BAA NAANISH ‘AGHA: Daa nihi t’aa ‘aanii ‘adishni Bilagaana
bizaad, saad ‘ahilka ‘ana’alwo’ biniit’aa da beeso ndinish’aah t’aala’l bi’aa ‘anashwo’ doo

biniit’aa, t’aadoo baahilinigoo bits’aadoo yeel, bineesh’a bil hadlee’ goo nihi. Bika ‘adishni
1-800-777-7902 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se fala inglés, temos a sua disposi¢io servigos gratuitos
de assisténcia linguistica, incluindo servicos e materiais de apoio adequados. Ligue para 1-800-
777-7902 (TTY: 711).

Pycckmii (Russian) BHUMAHMUME! Ecnu BbI roBopuUTe MO-aHTIUNUCKH, BaM JOCTYITHBI
OCCIUIaTHBIC YCIIYTH SI3bIKOBOW IMOAJIEPIKKH, BKIHOYAs COOTBETCTBYIOIINE BCIIOMOTATEIbHBIC
cpenctsa u ycayru. [lo3Bonure o Homepy 1-800-777-7902 (TTY: 711).

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

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

Ine (Thai) Tuseansu: WINVNUWANENGINAY  VINUENNSOVDTUUITANSTTILRADAIUAEN
Muliesesthumdouazusmsiasuiimunzan lsws ns 1-800-777-7902 (TTY: 711).

S Jeala cllasd (S ciglae (S ol e O 55 G s 55085 R 1288 (Urdu) 52U
(TTY: 711) 1-800-777-7902 (2 S JS .ladd 5l 2ol () glas canlin s ¢ 55

Tiéng Viét (Vietnamese) CHU Y: Néu ban noi tiéng Anh, ban c¢6 thé sit dung céc dich vu hd
tro ngdn ngit mién phi, bao gém cac dich vu va phuong tién hd trg phu hop. Xin goi 1-800-
777-7902 (TTY: 711).

ACA-CATLAR(01-26)
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Yoruba (Yoruba) AKIYESI: Ti o ba 1 so édé Geéési, awon isé iranlowd édé awon ohun &lo
iranlowo ati awon isé laisi idiyelé wa fin . Pe 1-800-777-7902 (TTY: 711).

ACA-CATLAR(01-26)
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