Kaiser Foundation Health Plan of Colorado

TITLE PAGE (Cover Page)

Important Benefit Information Enclosed
Evidence of Coverage

About this Evidence of Coverage (EOC)
This Evidence of Coverage (EOC) describes the health care coverage provided under the Agreement between Kaiser Foundation
Health Plan of Colorado (Health Plan) and your Group. This EOC is for your Group's 2023 contract year.

In this EOC, Kaiser Foundation Health Plan of Colorado is sometimes referred to as “Plan,” “we,” or “us.” Members are sometimes
referred to as “you.” Out-of-Health Plan is sometimes referred to as “out-of-Plan.” Some capitalized terms have special meaning in
this EOC; please see the “Definitions” section for terms you should know.

The health care coverage described in this EOC has been designed to be a High Deductible Health Plan (HDHP) compatible for use
with a Health Savings Account (HSA). An HSA is a tax-exempt account established under Section 223(d) of the Internal Revenue
Code exclusively for the purpose of paying qualified medical expenses of the account beneficiary. Contributions to such an account
are tax deductible but in order to qualify for and make contributions to an HSA, you must be enrolled in a qualified High Deductible
Health Plan.

Please note that the tax references contained in this document relate to federal income tax only. The tax treatment of HSA
contributions and distributions under your state’s income tax laws may differ from the federal tax treatment, and differs from state
to state. Kaiser Permanente does not provide tax advice. Consult with your financial or tax advisor for tax advice or more information
about your eligibility for an HSA.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Colorado (Kaiser Health Plan) complies with
applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Kaiser Health Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability,
or sex. We also:

* Provide no-cost aids and services to people with disabilities to communicate
effectively with us, such as:
* Qualified sign language interpreters
«  Written information in other formats, such as large print, audio, and
accessible electronic formats

* Provide no-cost language services to people whose primary language is not
English, such as:
* Qualified interpreters
» Information written in other languages

If you need these services, call 1-800-632-9700 (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 at: Customer Experience
Department, Attn: Kaiser Permanente Civil Rights Coordinator, 10350 E. Dakota Ave,
Denver, CO 80247, or by phone at Member Services 1-800-632-9700 (TTY 711).

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

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call 1-800-632-9700 (TTY 711).

A5 (Amharic) 9103-08: 2915745+ £7% AT7ICT WPt OHCTI° hC8F LCEPTE N1R ALIHPT
THOETPA: OL TLntA@- ¢7C &L@( 1-800-632-9700 (TTY 711).

Ol @l 80 15 4G salll sac Lol Chlaad (8 ¢A jal) Chaats i€ 1)) 1408 gala (Arabic) A )
(711 TTY) 1-800-632-9700 pé »: Jusi!

Bass> Wudu (Bassa) Dé de nia ke dyédé gbo: O jui ké m Basdd-wudu-po-ny? jii
ni, nif, & wudu ka ko do po-pod béin m gbo kpaa. Da 1-800-632-9700 (TTY 711)

13X (Chinese) JxX : AUREGHEAEAR T > IR EIERES RIS - FEE
1-800-632-9700 (TTY 711) -
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G ) G sa L) EOgs S e S o ld gl 40 R 14 (Farsi) u*“J“
RIgT W u»\-m (711 TTY) 1-800-632-9700 Loadh efé‘)ﬂ

Francgais (French) ATTENTION: Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-800-632-9700 (TTY 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-800-632-9700 (TTY 711).

Igbo (Igbo) NRUBAMA: O buru na i na asu Igbo, oru enyemaka asusu, n’efu, diiri gi.
Kpoo 1-800-632-9700 (TTY 711).

7% (Japanese) ZEEHIH : HAGEZ & S 5%6\4 Rt D S EE 3R 2 TR
7171 Ti'ﬁ‘ 1-800-632-9700 (TTY 711) £ C. BREEICTIHEHE I E IV,

@=o] (Korean) S22 =013 AFS St = 4, <
o] &-3}4 4 2154t} 1-800-632-9700 (TTY 711) 1o

Naabeeho (Navajo) Dii baa aké ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee
aka’anida’awo’dé¢’, t°aa jiik’eh, éi na holo, koji” hodiilnih 1-800-632-9700 (TTY 711).
Aq1el (Nepali) €77 RTeRT: dUSe AUTell Sleslgee Hel aurSeh! [fFd ST Fgrar
HATEE [oT:q[cdh FIAT 39 © | 1-800-632-9700 (TTY: 711) BT TeToi |

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 1-800-632-9700 (TTY 711).

Pycckun (Russian) BHUMAHMUE: ecnu Bbl roBOpuTE Ha PYCCKOM A3bIKE, TO BaM
AocTynHbl 6ecnnaTtHble ycnyrm nepesoga. 3soHute 1-800-632-9700 (TTY 711).

Espariol (Spanish) ATENCION: si habla espafiol, tiene a su disposicién servicios
gratuitos de asistencia linguistica. Llame al 1-800-632-9700 (TTY 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-632-9700 (TTY 711).

Tleng Viét (Vletnamese) CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hé tro
ngdn ng® mién phi danh cho ban. Goi s 1-800-632-9700 (TTY 711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun
yin o. E pe ero ibanisoro yi 1-800-632-9700 (TTY 711).
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SCHEDULE OF BENEFITS (WHO PAYS WHAT)

This Schedule of Benefits discusses:
|. DEDUCTIBLES (if applicable)
II. ANNUAL OUT-OF-POCKET MAXIMUMS (OPM)
[ll. COPAYMENTS AND COINSURANCE
IMPORTANT INFORMATION: PLEASE READ

This Schedule of Benefits does not fully describe the Services covered under this EOC. For a complete
understanding of the benefits, limitations and exclusions that apply to your coverage under this plan, it is important to
read this EOC in conjunction with this Schedule of Benefits. Please refer to the identical heading in the
"Benefits/Coverage (What Is Covered)" section and to the “Limitations/Exclusions (What Is Not Covered)” section of
this EOC.

Services received may be described in multiple sections of this Schedule of Benefits (for example, Office Services,
Durable Medical Equipment, X-ray, Laboratory, and Advanced Imaging Procedures may all apply to a broken arm).
See the appropriate sections for applicable Copayment, Coinsurance, and Deductible information.

You are responsible for any applicable Copayment or Coinsurance for Services performed as part of or in
conjunction with other outpatient Services, including but not limited to: office visits; Emergency Services; urgent care;
and outpatient surgery.
Here is some important information to keep in mind as you read this Schedule of Benefits:
1. For a Service to be a covered Service:

a. The Service must be Medically Necessary (refer to the “Definitions” section in this EOC); and

b. The Service must be provided, prescribed, recommended, or directed by a Plan Provider; and

c. The Service must be described in this EOC as covered. Refer to the “Benefits/Coverage (What is Covered)”
section.

2. The Charges for your Services are not always known at the time you receive the Service. You will get a bill for
any Deductibles, Copayments, or Coinsurance that are not known at the time you receive the Service.

3. The Deductibles, Copayments, or Coinsurance listed here apply to covered Services provided to Members
enrolled in this plan. Only covered Services apply to the Deductible and OPM. Non-covered Services will not
apply to the Deductible and OPM.

4. Copayments for Services are due at the time you receive the Service. Deductibles or Coinsurance for Services
may also be due at the time you receive the Service.

5. Except for #6 below, you may be responsible for any amounts over eligible Charges in addition to any
Copayment or Coinsurance.

6. With respect to Emergency Services received in an Out-of-Plan Facility, or Services rendered by an Out-of-Plan
Provider in a Plan Facility, you will not be balance billed by either the Out-of-Plan Provider or Out-of-Plan Facility.
You are responsible for the same Deductible, Copayment, or Coinsurance amounts that you would pay if the
care was provided in a Plan Facility or provided by a Plan Provider.

7. You may be charged separate Deductibles, Copayments, or Coinsurance for additional Services you receive
during your visit or if you receive Services from more than one provider during your visit.

8. We reserve the right to reschedule non-emergency, non-routine care if you do not pay all amounts due at the
time you receive the Service.

9. For items ordered in advance, you pay the Deductibles, Copayments, or Coinsurance in effect on the order date.

10. You, as the Subscriber, are responsible for any Deductibles, Copayments, and/or Coinsurance incurred by your
Dependents enrolled in the Plan.

11. If you are the only person on your plan, your plan will become a family plan upon the addition of any eligible
Dependent to your plan. This includes, but is not limited to, any temporary additions to your plan, such as the
coverage of a newborn for 31 days as required by state law.
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. DEDUCTIBLES

The medical Deductible represents the full amount you must pay for certain covered Services during the
Accumulation Period before any Copayment or Coinsurance applies.

For covered Services that are subject to the medical Deductible, any amounts you pay over eligible Charges will
not apply toward the medical Deductible.

A. For covered Services that ARE subject to the medical Deductible:

1. You must pay full charges for covered Services until your medical Deductible is satisfied. Please see “Ill.
Copayments and Coinsurance” to find out which covered Services are subject to the medical Deductible.

2. Once you have met your medical Deductible for the Accumulation Period, you will then pay, for the rest
of the Accumulation Period, your applicable Copayment or Coinsurance for those covered Services
subject to the medical Deductible (see “lll. Copayments and Coinsurance”).

3. Your applicable Copayment and Coinsurance may apply to your annual Out-of-Pocket Maximum (OPM)
(see “Il. Annual Out-of-Pocket Maximums”).

B. For covered Services that ARE NOT subject to the medical Deductible: Your Copayment or Coinsurance will
always apply, as listed in “lll. Copayments and Coinsurance.”

II. ANNUAL OUT-OF-POCKET MAXIMUMS

The OPM limits the total amount you must pay during the Accumulation Period for certain covered Services.
Covered Services may or may not apply to the OPM (see “lll. Copayments and Coinsurance”). It depends on the
plan your Group has purchased.

For covered Services that apply to the OPM, any amounts you pay over eligible Charges will not apply toward
the OPM.

A. Your medical Deductible applies to the OPM (see “I. Deductibles”).
B. For covered Services that APPLY to the OPM.

1. The only Copayments or Coinsurance that apply toward the OPM are those made for covered Services
listed as applying to the OPM (see “lll. Copayments and Coinsurance”).

2. Once your OPM is met, you will no longer pay for covered Services that apply to the OPM for the rest of
the Accumulation Period.

C. For covered Services that do NOT APPLY to the OPM.

1. The only Copayments or Coinsurance that do not apply toward the OPM are those made for covered
Services listed as not applying to the OPM (see “lll. Copayments and Coinsurance”).

2. Once your OPM is met, you will continue to pay for covered Services that do not apply to the OPM for
the rest of the Accumulation Period.

Tracking Deductible and Out-of-Pocket Amounts

Once you have received Services and we have processed the claim for Services rendered, we will provide an
Explanation of Benefits (EOB). The EOB will list the Services you received, the cost of those Services, and the
payments made for the Services. It will also include information regarding what portion of the payments were applied
to your medical Deductible and/or OPM amounts.

For more information about your medical Deductible or OPM amounts, please call Member Services or go to kp.org.
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Benefits for CEBT
35545 - 380

ll. COPAYMENTS AND COINSURANCE

Note: Day, visit, and dollar limits, Deductibles, and Out-of-Pocket Maximums are based on a calendar year

Accumulation Period.

Medical Deductible

AGGREGATE Medical Deductible
(Applies to Out-of-Pocket Maximum)

An Aggregate Medical Deductible means:

« If you are the only person covered on your plan, the individual Medical
Deductible amount applies. After the individual medical Deductible is met,
the Member will begin paying Copayments or Coinsurance for most
covered Services for the rest of the Accumulation Period.

* If there are two or more family Members on your plan, the individual
Medical Deductible amount does not apply. The entire family Medical
Deductible must be met before Copayment or Coinsurance is applied for
any individual family Member. No one in the family is considered to have
met the Deductible until the entire family Deductible is met.

$1,500/Individual per Accumulation
Period

$3,000/Family per Accumulation
Period

Out-of-Pocket Maximum

AGGREGATE OPM

An Aggregate OPM means:

« If you are the only person covered on your plan, the individual OPM
amount applies. After the individual OPM is met, the Member will no longer
pay Copayments or Coinsurance for those covered Services that apply to
the OPM for the rest of the Accumulation Period.

* If there are two or more family Members on your plan, the individual OPM
amount does not apply. The family OPM amount applies to the entire
family as a whole. The entire family medical OPM amount must be met
before any covered family Member will no longer pay Copayments or
Coinsurance for covered Services. No one in the family is considered to
have met the OPM until the entire family OPM is met.

$3,000/Individual per Accumulation
Period

$6,000/Family per Accumulation
Period
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Office Services

You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Primary care visits

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Specialty care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Consultations with clinical pharmacists
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Allergy evaluation and testing

Primary care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Specialty care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 20% Coinsurance

Visit: 20% Coinsurance

Allergy injections
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Gynecology care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Routine prenatal and postpartum visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Office-administered drugs
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Travel immunizations

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

20% Coinsurance

Not Covered

Virtual Care Services

Chat with a provider online
o Primary care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

o0 Specialty care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Email
o Primary care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

0 Specialty care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

E-visits
o Primary care visits

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
0 Specialty care visits

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Telephone visits
o0 Primary care visits

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

0 Specialty care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Video visits

o Primary care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

0 Specialty care visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

No Charge

No Charge

No Charge

No Charge

No Charge
No Charge

No Charge

No Charge

No Charge

No Charge

Covered Services not otherwise listed in this Schedule of Benefits received
during an office visit, a scheduled procedure visit, video visit, or provided

by a Plan Provider or Plan Facility
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance
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Outpatient Hospital and Surgical Services You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Outpatient surgery at Plan Facilities Ambulatory surgical center: 10%
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) Coinsurance

Outpatient hospital: 20%
Coinsurance

Outpatient hospital Services, including direct admission to observation 20% Coinsurance
care
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Hospital Inpatient Care You Pay

(See Hospital Inpatient Care in “Benefits/Coverage (What Is Covered)” in this EOC for the list  20%, Coinsurance
of covered Services.)

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Inpatient professional Services 20% Coinsurance
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Alternative Medicine You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Chiropractic care

e Evaluation and/or manipulation 20% Coinsurance each visit
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) Limited to 20 visits per
Accumulation Period

See Additional Provisions

e Laboratory Services or X-rays required for chiropractic care See “X-ray, Laboratory, and
(See “X-ray, Laboratory, and Advanced Imaging Procedures” for medical Deductible and AdV"fmced Imaging Procedures” for
Out-of-Pocket Maximum information) applicable Copayment or
Coinsurance.
Acupuncture Services Not Covered

(Not subject to Deductible; Does not apply to Out-of-Pocket Maximum)

Ambulance Services You Pay
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) 20% Coinsurance
Bariatric Surgery You Pay

(Not subject to Deductible; Does not apply to Out-of-Pocket Maximum) Not Covered
Dental Services following Accidental Injury You Pay

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum) Not Covered
Dialysis Care You Pay
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) 20% Coinsurance

Durable Medical Equipment (DME) and Prosthetics

- You Pa
and Orthotics y
Durable Medical Equipment 20% Coinsurance
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum) See Additional Provisions
e Breast pumps No Charge

(Not subject to medical Deductible;Does not apply to Out-of-Pocket Maximum)
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Prosthetic devices

e Internally implanted prosthetic devices

(See “Outpatient Hospital and Surgical Services” or “Hospital Inpatient Care” medical
Deductible and Out-of-Pocket Maximum information.)

e Prosthetic arm or leg
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e All other prosthetic devices
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

See “Outpatient Hospital and
Surgical Services” or “Hospital
Inpatient Care” for applicable
Copayment(s) and/or Coinsurance.

20% Coinsurance

20% Coinsurance

Orthotic devices
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Oxygen
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Maximum limit paid by Health Plan for Durable Medical Equipment,
certain prosthetic devices, and orthotic devices

Not Applicable

Emergency Services

You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Plan and Out-of-Plan emergency room visits and related covered Services

unless otherwise noted (covered 24 hours a day)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Plan and Out-of-Plan emergency room observation care
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Emergency room Copayment is
waived if you receive emergency
care and then are transferred to
observation care.

If the above amount is a
Coinsurance, the Coinsurance is
applied to both the emergency room
care and the observation care.

If you are directly admitted to
observation care, see “Outpatient
hospital Services” for applicable
Copayment or Coinsurance.

Urg_;ent Care

You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Plan and Out-of-Plan urgent care
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Family Planning and Sterilization Services

You Pay

Family planning counseling
(See “Office Services” for medical Deductible and Out-of-Pocket Maximum information.)

See “Office Services” for applicable
Copayment or Coinsurance.

Associated outpatient surgery procedures

(See “Outpatient Hospital and Surgical Services” for medical Deductible and Out-of-Pocket
Maximum information.)

See “Office Services” or “Outpatient
Hospital and Surgical Services” for
applicable Copayment or
Coinsurance.

Health Education Services

You Pay

Training in self-care and preventive care
(See “Office Services” for medical Deductible and Out-of-Pocket Maximum information.)

See “Office Services” for applicable
Copayment or Coinsurance.
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Hearing Services

You Pay

Hearing exams and tests to determine the need for hearing correction
when performed by an audiologist
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Hearing exams and tests to determine the need for hearing correction
when performed by a specialist other than an audiologist
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Hearing aids for Members up to age 18
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Fitting and recheck visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

20% Coinsurance

Hearing aids for Members age 18 and over
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Fitting and recheck visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

$1,750 Credit per ear every 36

months

See Additional Provisions

20% Coinsurance

Home Health Care

You Pay

Home health Services prescribed by a Plan Provider
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Hospice Care

You Pay

Special Services program for hospice-eligible Members who have not yet
elected hospice care
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Hospice care for terminally ill patients
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Mental Health Services

You Pay

Inpatient psychiatric hospitalization
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Inpatient day limit

20% Coinsurance

Not Applicable

Inpatient professional Services for psychiatric hospitalization
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Individual office visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Group office visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Intensive outpatient therapy or partial hospitalization
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance
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Out-of-Area Benefit

You Pay

The following Services are limited to Dependents up to the age of 26 outside the Service Area

Outpatient office visits

(Combined office visit limit between primary care, specialty care, outpatient mental health and
substance use disorder services, gynecology care, hearing exam, prevention immunizations,
preventive care, and the administration of allergy injections.)

Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Other Services: (Not subject to medical Deductible; Does not apply to Out-of-Pocket
Maximum)

Preventive immunizations: (Not subject to medical Deductible; Applies to Out-of-Pocket
Maximum)

Visit limit: Limited to 5 visits per
Accumulation Period
Visit: 20% Coinsurance

Other Services received during an
office visit: Not Covered

Preventive immunizations:
No Charge

Diagnostic X-ray Services
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Diagnostic X-ray limit: Limited to 5
diagnostic X-rays per
Accumulation Period

20% Coinsurance

Outpatient physical, occupational, and speech therapy visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Therapy visit limit: Limited to 5
therapy visits (any combination)
per Accumulation Period

Visit: 20% Coinsurance

Outpatient prescription drugs

e Copayment/Coinsurance (except as listed below)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Prescribed diabetic supplies
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Preventive drugs

o Contraceptive drugs

(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o Over the counter (OTC) items:

(Federally mandated over the counter items)

(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o0 Tobacco cessation drugs

(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Prescription drug fills: Limited to 5
prescription drug fills (any
combination) per Accumulation
Period

50% Coinsurance Generic/50%
Coinsurance Brand name/50%
Coinsurance Non-preferred/50%
Coinsurance Specialty

20% Coinsurance

No Charge

No Charge

No Charge
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Physical, Occupational, and Speech Therapy and
Inpatient Rehabilitation Services

You Pay

Note: Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Inpatient treatment in a designated rehabilitation facility
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Up to 60 days per condition per
Accumulation Period

Short-term outpatient physical, occupational and speech therapy visits
e Habilitative Services

0 In-person visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

o Video visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum

¢ Rehabilitative Services
0 In-person visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

o Video visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum

20% Coinsurance

Limited to 20 visits per therapy per
Accumulation Period

No Charge

Visit limits are combined between
in-person visits and video visits.

20% Coinsurance
Limited to 20 visits per therapy per
Accumulation Period

No Charge
Visit limits are combined between
in-person visits and video visits.

Outpatient physical, occupational, and speech therapy visits to treat
Autism Spectrum Disorder

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Outpatient physical, occupational, and speech therapy video visits to treat
Autism Spectrum Disorder

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

No Charge

Applied Behavioral Services
e Applied Behavior Analysis (ABA) to treat Autism Spectrum Disorder
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Applied Behavior Analysis (ABA) video visits to treat Autism Spectrum
Disorder
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

No Charge

Pulmonary rehabilitation
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

DPHSA-BENCHT(01-23)



Prescription Drugs, Supplies, and Supplements You Pay

See Additional Provisions if your Group has purchased coverage for outpatient prescription drugs.

Note: Coverage is subject to the drug formulary restrictions and guidelines.

Outpatient prescription drugs Copayment/Coinsurance $20 Generic/$40 Brand name/$60

(except as listed below): Non-Preferred

(Prescriptions are subject to the medical Deductible and apply to the Out-of-Pocket Maximum  Prescription refills of maintenance

except as otherwise listed in this “Prescription Drugs, Supplies, and Supplements” section.) medications must be filled at a
pharmacy in a Kaiser Permanente
Medical Office Building or through
Kaiser Permanente mail order.

e Pharmacy Deductible Not Applicable

e Infertility drugs See applicable Outpatient
(See applicable Outpatient prescription drug medical Deductible; See applicable pre_scrlptlon drug Copayment or
Outpatient prescription drug Out-of-Pocket Maximum) Coinsurance

Applicable Copayment/Coinsurance

e Insulin not to exceed $100 up to a 30-day
supply of all prescription insulin
drugs.

o Diabetic supplies 20% Coinsurance

(When obtained from sources designated by Kaiser Permanente)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Preventive drugs
o Over the counter (OTC) items No Charge

(Federally mandated over the counter (OTC) items. OTCs require a prescription
and must be filled at a Kaiser Permanente pharmacy.)

(Not subject to medical or pharmacy Deductible)

o Prescription contraceptives No Charge
(Supply limit according to applicable law)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

o Tobacco cessation drugs No Charge
(Not subject to medical or pharmacy Deductible)
e Preventive maintenance drugs See applicable Outpatient
(See applicable Outpatient prescription drug medical Deductible; See applicable prescription drug
Outpatient prescription drug Out-of-Pocket Maximum) Copayment/Coinsu rance
e Sexual dysfunction drugs Not Covered

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Specialty drugs 20% Coinsurance
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Mail-order Copayment/Coinsurance and Supply Limit

e Day supply limit 30 days

e Mail-order supply limit $40 Generic/$80 Brand name/$120
Non-Preferred
Up to 90 days
See Additional Provisions
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Preventive Care Services

You Pay

Preventive care visits

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
e Adult preventive care exams and screenings

e Mental health wellness examination

e Well-woman care exams and screenings

e  Well-child care exams

e Immunizations

No Charge
See Additional Provisions

Colorectal cancer screenings
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Colonoscopies No Charge
e Flexible sigmoidoscopies No Charge
Preventive Virtual Care Services No Charge

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)
e Chat with a provider online

e Email

e E-visits

e Telephone
e Video visits

Non-preventive covered Services received in conjunction with preventive
care exam

(See “Office Services” or “Laboratory Services” for medical Deductible and Out-of-Pocket
Maximum information.)

See “Office Services” or “Laboratory
Services” for applicable Copayment
or Coinsurance.

Reconstructive Surgery

You Pay

(See “Outpatient Hospital and Surgical Services” or “Hospital Inpatient Care” for medical
Deductible and Out-of-Pocket Maximum information.)

See “Outpatient Hospital and
Surgical Services” or “Hospital
Inpatient Care” for applicable
Copayment or Coinsurance.

Reproductive Support Services

You Pay

Covered Services for diagnosis and treatment of infertility

See “Office Services”, “Prescription
Drugs, Supplies, and Supplements”,
“X-ray, Laboratory, and Advanced
Imaging Procedures”, or appropriate
section for applicable Copayment or
Coinsurance.

Intrauterine insemination (I1UI)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

In Vitro Fertilization (IVF)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Gamete Intrafallopian Transfer (GIFT)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Zygote Intrafallopian Transfer (ZIFT)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Standard fertility preservation Services
(Subject to medical Deductible;Applies to Out-of-Pocket Maximum)

Note: There is a limit of one (1) year of storage for gametes and
embryos unless specified under “You Pay”.

20% Coinsurance
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Skilled Nursing Facility Care

You Pay

(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Limited to 100 days per
Accumulation Period

Subustance Use Disorder Services

You Pay

Inpatient medical detoxification
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Inpatient professional Services for medical detoxification
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

See above line under "Substance
Use Disorder Services" "Inpatient
medical detoxification" for
applicable Copayment or
Coinsurance.

Individual office visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Group office visits
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Intensive outpatient therapy or partial hospitalization
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Residential rehabilitation
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance per inpatient
admission

Transplant Services

You Pay

(See appropriate section in this Schedule of Benefits for medical Deductible and
Out-of-Pocket Maximum information.)

See appropriate section in this
Schedule of Benefits for applicable
Copayment or Coinsurance

DPHSA-BENCHT(01-23)



Vision Services and Optical

You Pay

Eye exams for treatment of injuries and/or diseases

See “Office Services” for applicable
Copayment or Coinsurance.

Routine eye exam when performed by an Optometrist

e Up to the end of the calendar year the Member turns age 19
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Refraction test: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Members age 19 and over
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Refraction test: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 20% Coinsurance
Test: 20% Coinsurance

Visit: 20% Coinsurance
Test: 20% Coinsurance

Routine eye exam when performed by an Ophthalmologist

e Up to the end of the calendar year the Member turns age 19
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Refraction test: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Members age 19 and over
Visit: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Refraction test: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 20% Coinsurance
Test: 20% Coinsurance

Visit: 20% Coinsurance
Test: 20% Coinsurance

Covered Services not otherwise listed in this Schedule of Benefits received

during an office visit, a scheduled procedure visit, or provided by a Plan
Provider or Plan Facility
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Optical hardware

e Up to the end of the calendar year the Member turns age 19
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Members age 19 and over
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Not Covered

Not Covered

X-ray, Laboratory, and Advanced Imaging Procedures

You Pay

Diagnostic laboratory Services
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Diagnostic X-ray Services
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Therapeutic X-ray Services
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Advanced imaging procedures including but not limited to CT, PET, MR,
nuclear medicine
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Diagnostic procedures include administered drugs.

e Therapeutic procedures may incur an additional charge for
administered drugs.
(See “Office Services” for “Office-administered Drugs”)

20% Coinsurance
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Plus Benefit

You Pay

Maximum limit per Accumulation Period

e Preventive care visits with an Out-of-Plan Provider
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Primary care and allergy injection visits, hearing exams, outpatient
mental health and substance use disorder individual therapy visits, and
short-term outpatient physical, occupational, or speech therapy visits
with an Out-of-Plan Provider. Visits include email, e-visits, online chat,
telephone visits, and video visits.

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Specialty and gynecology care visits, hearing exams, and allergy
testing and evaluations with an Out-of-Plan Provider. Visits include
email, e-visits, online chat, telephone visits, and video visits.

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Covered Services received during an office visit with an Out-of-Plan
Provider, allergy injections, durable medical equipment, diagnostic
X-ray and laboratory Services, and implantable or injectable
contraceptives.

(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Not Applicable

Not Covered

Not Covered

Not Covered

Not Covered

Prescription Drug fill maximum per Accumulation Period

e Outpatient prescription drugs filled at an Out-of-Plan Pharmacy
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Not Applicable
Not Covered

Outpatient prescription drugs prescribed by an Out-of-Plan Provider and
filled at a Plan Pharmacy
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

Not Covered

Eligibility Amendments

e Dependent Limiting Age

The Dependent limiting age as described under Dependents in the "Eligibility" section of the EOC is the end of
the month in which age 26 is reached. A Dependent child will continue to be eligible until the Dependent child
reaches this age, if the Member continues to meet all other eligibility requirements. For additional information
regarding eligible Dependents, including certain Dependents over the limiting age, please refer to the

“Eligibility” section in the EOC.

e Domestic Partner
Your Group plan does not include coverage for domestic partners.

e Grandchildren

Under your Group contract, a grandchild of you or your Spouse cannot be enrolled as your Dependent in this
health benefit plan, unless you or your Spouse is the court-appointed legal guardian of the grandchild. This

includes an adopted or foster grandchild.

Group-Specific Coverage

e Eligible Organization

This plan covers federally mandated over-the-counter non-prescription female contraceptive drugs and

devices.

Additional Provisions

Please see “Additional Provisions” for any supplemental information that applies to your coverage.
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Kaiser Foundation Health Plan of Colorado

CONTACT US

Adyvice Nurses (Medical Advice) — Available 24 hours a day, 7 days a week
CALL 303-338-4545 or toll-free 1-800-218-1059

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Clinical Contact Center (to schedule an appointment)
CALL 303-338-4545 or toll-free 1-800-218-1059

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Behavioral Health
CALL 303-471-7700 or toll-free 1-866-359-8299
For Members seeking Behavioral Health Services in southern Colorado, please call 1-866-702-9026.
TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Member Services
CALL 303-338-3800 or toll-free 1-800-632-9700

TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

FAX 303-338-3444

WRITE Member Services
Kaiser Foundation Health Plan of Colorado
P.O. Box 378066
Denver, CO 80237-8066

WEBSITE kp.org

Patient Financial Services
CALL 303-743-5900 or toll-free 1-800-632-9700

TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

WRITE Patient Financial Services
Kaiser Foundation Health Plan of Colorado
2500 South Havana Street, Suite 500
Aurora, CO 80014-1622
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Appeals Program
CALL 303-338-3800 or toll-free 1-800-632-9700
TTY 711

This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

FAX 1-866-466-4042

WRITE Appeals Program
Kaiser Foundation Health Plan of Colorado
P.O. Box 378066
Denver, CO 80237-8066

Claims Department
CALL 303-338-3600 or toll-free 1-800-382-4661

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

WRITE Kaiser Permanente
National Claims Administration - Colorado
P.O. Box 373150
Denver, CO 80237-3150

Membership Administration

WRITE Membership Administration
Kaiser Foundation Health Plan of Colorado
P.O. Box 203004
Denver, CO 80220-9004

Transplant Administrative Offices
CALL 303-636-3131

TTY 711
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.
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I. ELIGIBILITY

A. Who Is Eligible

1.

3.

General

To be eligible to enroll and to remain enrolled in this health benefit plan, you must meet the following requirements:

a.  You must meet your Group’s eligibility requirements that we have approved. Your Group is required to inform
Subscribers of the Group’s eligibility requirements; and

b. You must also meet the Subscriber or Dependent eligibility requirements as described below; and

c. The Subscriber must live or reside in our Service Area. Our Service Area is described in the “Definitions” section.

Subscribers

You may be eligible to enroll as a Subscriber if you are entitled to Subscriber coverage under your Group’s eligibility
requirements. An example would be an employee of your Group who works at least the number of hours stated in those
requirements.

Dependents
If you are a Subscriber, the following persons may be eligible to enroll as your Dependents under this plan:

a. Your Spouse. (Spouse includes a partner in a valid civil union under state law.)

b.  Your or your Spouse’s children (including adopted children and children placed with you for adoption) who are under
the dependent limiting age shown in the “Schedule of Benefits (Who Pays What).”

c. Other dependent persons (but not including foster children) who meet all of the following requirements:
i.  They are under the dependent limiting age shown in the “Schedule of Benefits (Who Pays What)”; and
ii.  You or your Spouse is the court-appointed permanent legal guardian (or was before the person reached age 18).

d.  Your or your Spouse’s unmarried children over the dependent limiting age shown in the “Schedule of Benefits (Who
Pays What)” who are medically certified as disabled and dependent upon you or your Spouse are eligible to enroll or
continue coverage as your Dependents if the following requirements are met:

i.  They are dependent on you or your Spouse; and
ii. You give us proof of the Dependent’s disability and dependency annually if we request it.

e. Subscriber’s designated beneficiary prescribed by Colorado law, if your employer elects to cover designated
beneficiaries as dependents.

Students on Medical Leave of Absence. Dependent children who lose dependent student status at a postsecondary
educational institution due to a Medically Necessary leave of absence may remain eligible for coverage until the earlier of
(i) one year after the first day of the Medically Necessary leave of absence; or (ii) the date dependent coverage would
otherwise terminate under this EOC. We must receive written certification by a treating physician of the dependent child
which states that the child is suffering from a serious illness or injury, and that the leave of absence or other change of
enrollment is Medically Necessary.

If your plan has different eligibility requirements, please see the “Eligibility Amendments” section of the “Schedule of Benefits
(Who Pays What)” and/or the “Additional Provisions.”

4.

Health Savings Account Eligibility

Enrollment in a High Deductible Health Plan that is HSA-compatible is only one of the eligibility requirements for
establishing and contributing to an HSA. Other requirements include that you must not be: (a) covered by another health
coverage plan (for example, through your spouse’s employer) that is not also an HSA-compatible health plan, with certain
exceptions; (b) enrolled in Medicare; or (c) able to be claimed as a Dependent on another person’s tax return. Consult your
tax advisor for more information about your eligibility for an HSA.

B. Enrollment and Effective Date of Coverage
Eligible people may enroll as follows, and membership begins at 12:00 a.m. on the membership effective date.

1.

New Employees and their Dependents

If you are a new employee, you may enroll yourself and any eligible Dependents by submitting a Health Plan-approved
enrollment application to your Group within 31 days after you become eligible. You should check with your Group to see
when new employees become eligible. Your membership will become effective on the date specified by your Group.

Members Who are Inpatient on Effective Date of Coverage

If you are an inpatient in a hospital or institution when your coverage with us becomes effective and you had other coverage
when you were admitted, state law will determine whether we or your prior carrier will be responsible for payment for
your care until your date of discharge.
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3. Special Enrollment Due to Newly Acquired Dependents
You may enroll as a Subscriber (along with any eligible Dependents), and existing Subscribers may add eligible
Dependents, by submitting a Health Plan-approved enrollment application to your Group within 31 days after a Dependent
becomes newly eligible.

The membership effective date for the Dependents (and, if applicable, the new Subscriber) will be:

a. For newborn children, the moment of birth. Your newborn child is covered for the first 31 days following birth. This
coverage is required by state law, whether or not you intend to add the newborn to this plan.

For existing Subscribers:

i.  Ifthe addition of the newborn child to the Subscriber’s coverage will change the amount the Subscriber is required
to pay for that coverage, then the Subscriber, in order for the newborn to keep coverage beyond the first 31-day
period of coverage, is required to: (A) pay the new amount due for coverage after the first 31-day period of
coverage; and (B) notify Health Plan within 31 days of the newborn’s birth.

ii. If the addition of the newborn child to the Subscriber’s coverage will not change the amount the Subscriber pays
for coverage, the Subscriber must still notify Health Plan after the birth of the newborn to get the newborn enrolled
onto the Subscriber’s Health Plan coverage.

b. For newly adopted children (including children newly placed for adoption), the date of the adoption or placement for
adoption. An eligible adopted child must be enrolled within 31 days from the date the child is placed in your custody
or the date of the final decree of adoption.

For existing Subscribers:

i.  If the addition of the newly adopted child to the Subscriber’s coverage will change the amount the Subscriber is
required to pay for that coverage, then the Subscriber, in order for the newly adopted child to continue coverage
beyond the initial 31-day period of coverage, is required to (A) pay the new amount due for coverage after the
initial 31-day period of coverage; and (B) notify Health Plan within 31 days of the child’s adoption or placement
for adoption.

ii. If the addition of the newly adopted child to the Subscriber’s coverage will not change the amount the Subscriber
pays for coverage, the Subscriber must still notify Health Plan after the adoption or placement for adoption of the
child to get the child enrolled onto the Subscriber’s Health Plan coverage.

c. For all other Dependents, if enrolled within 31 days of becoming eligible, no later than the first day of the month
following the date your Group receives the enrollment application. Your Group will let you know the membership
effective date. Employees and Dependents who are not enrolled when newly eligible must wait until the next open
enrollment period to become Members of Health Plan, unless: (i) they enroll under special circumstances, as agreed
to by your Group and Health Plan; or (ii) they enroll under the provisions described in “Special Enrollment.”

4. Special Enrollment

You or your Dependent may experience a triggering event that allows a change in your enrollment. Examples of triggering
events are the loss of coverage, a Dependent’s aging off this plan, marriage, and birth of a child. The triggering event
results in a special enrollment period that usually (but not always) starts on the date of the triggering event and lasts for 30
days. During the special enrollment period, you may enroll your Dependent(s) in this plan, or in certain circumstances,
you may change plans (your plan choice may be limited). There are requirements that you must meet to take advantage of
a special enrollment period including showing proof of your own or your Dependent’s triggering event. To learn more
about triggering events, special enrollment periods, how to enroll or change your plan (if permitted), timeframes for
submitting information to Health Plan and other requirements, contact your Group. If your Group coverage is ending, call
Member Services or go to kp.org/specialenrollment.

5. Open Enrollment
You may enroll as a Subscriber (along with any eligible Dependents), and existing Subscribers may add eligible Dependents,

by submitting a Health Plan-approved enrollment application to your Group during the open enrollment period. Your Group
will let you know when the open enrollment period begins and ends and the membership effective date.

6. Persons Barred from Enrolling
You cannot enroll if you have had your entitlement to receive Services through Health Plan terminated for cause.

II. HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF
BENEFITS

As a Member, you are selecting our medical care program to provide your health care. You must receive all covered Services from
Plan Providers inside our Service Area, except as described under the following headings:

e “Emergency Services Provided by Out-of-Plan Providers (out-of-Plan Emergency Services)” in “Emergency Services and
Urgent Care” in the “Benefits/Coverage (What is Covered)” section.
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“Urgent Care” in “Emergency Services and Urgent Care” in the “Benefits/Coverage (What is Covered)” section.
“Out-of-Area Benefit” in the “Benefits/Coverage (What is Covered)” section.

“Access to Other Providers” in this section.

“Visiting Other Kaiser Regional Health Plan Service Areas” in this section.

“Plus Benefit” if purchased by your Group. See the “Schedule of Benefits (Who Pays What)” to determine if your Group has

purchased this coverage.

In some circumstances, you might receive Emergency or non-Emergency Services from an Out-of-Plan Provider or Out-of-Plan
Facility. Non-Emergency Services from Out-of-Plan Providers are not covered unless they are authorized by us. If Services
from an Out of-Plan Provider or Out-of-Plan Facility are authorized, the Deductible, Copayment, and/or Coinsurance for these
authorized Services are the same as for covered Services received from a Plan Provider or Plan Facility. You have the right and
responsibility to request a Plan Provider to provide Services.

A. Your Primary Care Provider
Your primary care provider (PCP) plays an important role in coordinating your health care needs. This includes hospital stays
and referrals to specialists. Every member of your family should have their own PCP.

1.

2.

Choosing Your Primary Care Provider

You may select a PCP from family medicine, pediatrics, or internal medicine. When possible, we encourage you to choose
a PCP whose office is in a Kaiser Permanente Medical Office Building. You may have a higher Copayment and/or
Coinsurance with certain providers. Please refer to your “Schedule of Benefits (Who Pays What)” for additional
details. You may also receive a second medical opinion from a Plan Provider upon request. Please refer to the “Second
Opinions” section.

Y ou must choose a PCP when you enroll. If you do not select a PCP upon enrollment, one near your home will be assigned
to you. To review a list of Plan Providers and their biographies, go to kp.org/locations. You can also get a copy of the
directory by calling Member Services. To choose a PCP, sign into your account online, or call the Clinical Contact
Center for help choosing a PCP.

Changing Your Primary Care Provider
Please call the Clinical Contact Center to change your PCP. You may also change your PCP online or when visiting a

Kaiser Permanente Medical Office Building. You may change your PCP at any time.

B. Access to Other Providers

1.

Referrals and Authorizations

If your Plan Provider decides that you need covered Services not available from us, they will request a referral for you to
see an Out-of-Plan Provider. If your Plan Provider decides you need specialty care that is not eligible for a self-referral,
they will request a referral for you to see a specialty-care Plan Provider. (See the “Specialty Referrals” section below.)

These referral requests result in an Authorization or a denial. However, there may be circumstances where Health Plan
will partially authorize your provider’s referral request.

An Authorization is a referral request that has received approval from Health Plan. An Authorization is limited to a specific
Service, treatment or series of treatments, and period of time. The provider or facility to whom you are referred will receive
a notice of the Authorization, and you will receive a written notice of the Authorization. This notice will tell you the
provider’s information. It will also tell you the Services authorized and the time period that the Authorization is valid. An
Authorization is required for Services provided by Out-of-Plan Providers or Out-of-Plan Facilities. If your provider refers
you to an Out-of-Plan Provider or Out-of-Plan Facility, inside or outside our Service Area, you must have a written
Authorization in order for us to cover the Services.

All referral Services must be requested and authorized in advance. We will not pay for any care rendered by a provider
unless the care is specifically authorized in advance by Health Plan. A written or verbal recommendation by a provider
that you get non-covered Services (whether Medically Necessary or not) is not considered an Authorization, and is not
covered.

Specialty Referrals

Generally, you will need a referral and prior Authorization for Services (including routine visits) from specialty-care Plan
Providers. You do not need a referral or prior Authorization in order to obtain access to eye care services from a Plan
Provider. You do not need a referral or prior Authorization in order to obtain access to obstetrical or gynecological care
from a Plan Provider who specializes in obstetrics or gynecology.

For additional information on which Services require prior Authorization, please call Member Services. You will find
specialty-care Plan Providers in the Kaiser Permanente Provider Directory. The Provider Directory is available on our
website, kp.org/locations. If you need a printed copy of the Provider Directory, please call Member Services.
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C.

Authorization from Health Plan is required for: (i) Services in addition to those provided as part of the routine office visit,
such as procedures or surgery; and (ii) visits to specialty-care Plan Providers not eligible for self-referrals; and (iii) Out-
of-Plan Providers. The request for these Services can be generated by either your PCP or by a specialty-care provider. If
the request is approved, the provider or facility to whom you are referred will receive a notice of the Authorization, and
you will receive a written notice of the Authorization. This notice will tell you the provider’s information. It will also tell
you the Services authorized and the time period that the Authorization is valid.

A Plan Provider can directly refer you for some laboratory or radiology Services and for specialty procedures such as a
CT scan or MRI. However, certain laboratory or radiology Services and specialty procedures will still require an
Authorization.

3. Second Opinions
Upon request and subject to payment of any applicable Deductible, Copayments, and/or Coinsurance, you may get a second

opinion from a Plan Provider about any proposed covered Services.

If the recommendations of the first and second providers differ regarding the need for Services, a third opinion may be
covered if authorized by Health Plan. Third medical opinions are not covered unless authorized by Health Plan before
Services are rendered.

Authorization of a second or third opinion is limited to a consultation only and does not include any additional Services.
Authorization of a second or third opinion may be limited to providers in Kaiser Permanente Medical Office Buildings.

Plan Facilities

Services are available at Plan Facilities conveniently located throughout the Service Area. We encourage you to receive
routine outpatient Services at a Kaiser Permanente Medical Office Building, which often provides all the covered Services you
need, including specialized care. You may have a different Copayment and/or Coinsurance at certain facilities. Please refer
to your “Schedule of Benefits (Who Pays What)” for additional details.

Plan Facilities are listed in our provider directory, which we update regularly. You can get a current copy of the directory by
calling Member Services. You can also get a list of Plan Facilities on our website. Go to kp.org/locations.

Getting the Care You Need

Emergency care is covered 24 hours a day, 7 days a week anywhere in the world. If you think you have a Life or Limb
Threatening Emergency, call 911 or go to the nearest emergency room or Independent Freestanding Emergency
Department. For coverage information about emergency care, including out-of-Plan Emergency Services, and emergency
benefits away from home, please refer to “Emergency Services” in the “Benefits/Coverage (What is Covered)” section.

If you need urgent care, you may use one of the designated urgent care Plan Facilities. There may be instances when you need
to receive urgent care outside our Service Area. The Copayment or Coinsurance for urgent care listed in the “Schedule of Benefits
(Who Pays What)” will apply. For additional information about urgent care, please refer to “Urgent Care” in the
“Benefits/Coverage (What is Covered)” section.

. Visiting Other Kaiser Regional Health Plan Service Areas

You may receive visiting member services from another Kaiser regional health plan as directed by that other plan so long as
such services would be covered under this EOC. Kaiser regional health plan service areas may change at any time. Currently
they are: the District of Columbia and parts of California, Colorado, Georgia, Hawaii, Maryland, Oregon, Virginia, and
Washington. For more information, please call Member Services. Visiting member services shall be subject to the terms and
conditions set forth in this EOC including but not limited to those pertaining to prior Authorization; Deductible; Copayment;
Coinsurance; limitations and exclusions, as further described online at kp.org/travel. Certain services are not covered as visiting
member services.

For more information about receiving visiting member services in other Kaiser regional health plan service areas, including
provider and facility locations, please call our Away from Home Travel Line at 951-268-3900. Information is also available

online at kp.org/travel.

Using Your Health Plan Identification Card

Each Member is issued a Health Plan Identification (ID) card with a Health Record Number on it. This is useful when you call
for advice, make an appointment, or go to a Plan Provider for care. The Health Record Number is used to identify your medical
records and membership information. You should always have the same Health Record Number. Please call Member Services
if: (1) we ever inadvertently issue you more than one Health Record Number; or (2) you need to replace your Health Plan ID
card.

Your Health Plan ID card is for identification only. To receive covered Services, you must be a current Health Plan Member.
Anyone who is not a Member will be billed as a non-Member for any Services we provide. In addition, non-Member claims
for Emergency or non-emergency care Services will be denied. If you let someone else use your Health Plan ID card, we may
keep your card and terminate your membership.
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When you receive Services, you will need to show photo identification along with your Health Plan ID card. This allows us to
ensure proper identification and to better protect your coverage and medical information from fraud. If you suspect you or your
membership is a victim of fraud, please call Member Services to report your concern.

III. BENEFITS/COVERAGE (WHAT IS COVERED)

The Services described in this “Benefits/Coverage (What is Covered)” section are covered only if all the following conditions are
satisfied:

e The Services are Medically Necessary; and

e The Services are provided, prescribed, recommended, or directed by a Plan Provider. This does not apply where noted to the
contrary in the following sections of this EOC: (a) “Emergency Services Provided by Out-of-Plan Providers (out-of-Plan
Emergency Services)” and “Urgent Care” in “Emergency Services and Urgent Care”; and (b) “Out-of-Area Benefit”; and (c)
“Plus Benefit” if purchased by your Group (see the “Schedule of Benefits (Who Pays What)” to determine if your Group has
purchased this coverage); and

e You receive the Services from Plan Providers inside our Service Area. This does not apply where noted to the contrary in the
following sections of this EOC: (a) “Referrals and Authorizations” and “Specialty Referrals”; and (b) Emergency Services,
Urgent Care, certain Post Stabilization Care Services that qualify as Emergency Services (under applicable federal law and
state law), and Ancillary Services for which you have prior Authorization in “Emergency Services and Urgent Care”; and (c)
“Out-of-Area Benefit”; and (d) “Visiting Other Kaiser Regional Health Plan Service Areas”; and (e) “Plus Benefit” if purchased
by your Group (see the “Schedule of Benefits (Who Pays What)” to determine if your Group has purchased this coverage); and

e Your provider has received prior Authorization for your Services, as appropriate. When you receive covered Services for which
you do not have prior Authorization or that you receive from Out-of-Plan Providers or from Out-of-Plan Facilities that have not
been approved by us in advance, we will not pay for them except when they are Emergency Services or urgent care.

We cover COVID-19 testing and treatment required under applicable federal or Colorado laws, regulations, or bulletins.

Exclusions and limitations that apply only to a certain benefit are described in this “Benefits/Coverage (What is Covered)” section.
Exclusions, limitations, and reductions that apply to all benefits are described in the “Limitations/Exclusions (What is Not
Covered)” section.

Note: Deductibles, Copayments, and/or Coinsurance may apply to the benefits and are described below. For a complete list of
Deductible, Copayment, and Coinsurance requirements, see the “Schedule of Benefits (Who Pays What).” You will also be required
to pay any amount in excess of eligible Charges and any amount for Services provided by an Out-of-Plan Provider when you consent
to their provision of Services. You are responsible for any applicable Deductible, Copayment, or Coinsurance for Services
performed as part of or in conjunction with other outpatient Services, including but not limited to: office visits; Emergency Services;
urgent care; and outpatient surgery.

A. Office Services
Office Services for Preventive Care, Diagnosis, and Treatment
We cover, under this “Benefits/Coverage (What is Covered)” section and subject to any specific limitations, exclusions, or
exceptions as noted throughout this EOC, the following office Services for preventive care, diagnosis, and treatment, including
professional medical Services of physicians and other health care professionals in the physician’s office, during medical office
consultations, in a Skilled Nursing Facility, or at home:

1. Primary care visits: Services from family medicine, internal medicine, and pediatrics.

2. Specialty care visits: Services from providers that are not primary care, as defined above.

3. Routine prenatal and postpartum visits: The routine prenatal benefit covers office exams, routine chemical urinalysis and

fetal stress tests performed during the office visit. See the applicable section of your “Schedule of Benefits (Who Pays

What)” for the Copayment and/or Coinsurance for all other Services received during a prenatal visit.

Consultations with clinical pharmacists.

Other covered Services received during an office visit or a scheduled procedure visit.

Outpatient hospital clinic visits with an Authorization from Health Plan.

Blood, blood products, and their administration.

House calls when care can best be provided in your home as determined by a Plan Provider.

. Second opinion.

0. Medical social Services.

1. Preventive care Services (see “Preventive Care Services” in this “Benefits/Coverage (What is Covered)” section for more
details).

12. Professional review and interpretation of patient data from a remot