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. In this EOC, Kaiser Foundation Health Plan of Colorado is sometimes
referred to as “Kaiser Permanente,” “Health 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.

This EOC is for your Group's 2019 contract year.
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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, 2500 South Havana,
Aurora, CO 80014, or by phone at Member Services: 1-800-632-9700.

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

HELP IN YOUR LANGUAGE

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

A99CS (Amharic) 9103-08: 271574 £7% ATICT WPt OHCH° hC8 T £CETE N1R ALIHPT
THIETPA: OL TLntA@- ¢C LL0-( 1-800-632-9700 (TTY: 711).

Ol @l ) 655 4G salll sac Lol Chlead (ld ¢A jal) Chaats i€ 1)) 2408 gala (Arabic) Ay )
(711 :TTY) 1-800-632-9700 A& »» J=il

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) X : ALRMEEHERR T > Er AR BIESES RIS - FEE
1-800-632-9700 (TTY : 711) -
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) OBl sy (L) gt i€ 0 KR J (L) 4 R 1Aa 65 (Farsi) g
2,50 Gl (711 TTY) 1-800-632-9700 L . 230 o« aa) s Las

Francgais (French) ATTENTION: Si vous parlez francgais, 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) EEHHE : HAGELAGE SN O%GG, BEO
7171 Ti'ﬁ‘ 1-800-632-9700 (TTY: 711) F T, BEMEICTZ

d%‘ﬂ (Korean) 5-9]: 3t=r o} & ALE-3}A| = -5, 1] A9l An]
o] g3 4 AUt 1-800-632-9700 (TTY: 711) H o 2 A 3} a)

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).
Aurell (Nepali) ST ORI AUSel AUTel 9 durset fAfFET smaT
FERIAT HATEE fo:Qeh ®AAT 3UTeY S | 1-800:532-9700 (TTY: 711) B Igerq |

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 1-800-632-9700 (TTY: 711).
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Pycckun (Russian) BHUMAHMWE: ecnu Bbl roBOpuTE Ha PYCCKOM SA3blke, TO BaMm
AOCTynHbl 6ecnnaTtHble ycnyrn 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 hd 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:
I. DEDUCTIBLES (if applicable)
. ANNUAL OUT-OF-POCKET MAXIMUMS (OPM)
lll. COPAYMENTS AND COINSURANCE

IV. DEPENDENT LIMITING AGE

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 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 X-ray Special 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. In addition to any Copayment or Coinsurance, you may be responsible for any amounts over usual, reasonable
and customary charges.

6. 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.

7. 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.

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

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

10. The family Deductible and OPM amounts are applicable for a newborn child, even if the newborn is covered only
for the first 31 days that is required by state law.

DHMO_BENCHT(01-19)



DEDUCTIBLES

A. The medical Deductible represents the full amount you must pay for certain covered Services during the

Accumulation Period before any Copayment or Coinsurance applies. Covered Services may or may not be
subject to the medical Deductible. It depends on the plan your Group has purchased.

For covered Services that are subject to the medical Deductible, any amounts over usual, reasonable and
customary charges will not apply toward the medical Deductible.

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

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

b. 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”).

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

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

If your Group has purchased a supplemental prescription drug benefit with a pharmacy Deductible, payments
made for prescription drugs apply only to the pharmacy Deductible.

The pharmacy Deductible represents the full amount you must pay for prescription drugs before any
Copayment or Coinsurance applies. Prescription drugs may or may not be subject to the pharmacy
Deductible. It depends on the plan your Group has purchased.

1. For prescription drugs that ARE subject to the pharmacy Deductible:

a. You must pay full charges for prescription drugs until your pharmacy Deductible is satisfied. Please
see “lll. Copayments and Coinsurance”, “Prescription Drugs, Supplies, and Supplements” to find out
which prescription drugs are subject to the pharmacy Deductible.

b. Once you have met your pharmacy Deductible for the Accumulation Period, you will then pay, for the
rest of the Accumulation Period, your applicable Copayment or Coinsurance for those prescriptions
drugs subject to the pharmacy Deductible (see “lll. Copayments and Coinsurance”, “Prescription

Drugs, Supplies, and Supplements”).

c. If your Group purchased a plan with a pharmacy Deductible, payments made for prescription drugs
will be applied only to the pharmacy Deductible. Your pharmacy Deductible does not apply to the
medical Deductible and accumulates separately from the medical Deductible.

d. Your applicable Copayment, Coinsurance, and/or pharmacy Deductible may not apply to your annual
OPM (see “Il. Annual Out-of-Pocket Maximums”).

2. For prescription drugs that ARE NOT subject to the pharmacy Deductible: Your Copayment or
Coinsurance will apply, as listed in “lll. Copayments and Coinsurance”, “Prescription Drugs, Supplies,
and Supplements.”

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 over usual, reasonable and customary charges will
not apply toward the OPM.

A. Your Deductible(s) may apply 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.
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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(s) and Out-of-Pocket Amounts

Once you have received Services and we have processed the claim for Services rendered, we will send you 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 Deductible(s) and/or OPM amounts.

For more information about your Deductible or OPM amounts, please call Member Services.
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Benefits for CEBT
35545 - A54

Ml 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

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

An Embedded Medical Deductible means:
» Each individual family Member has his or her own medical Deductible.

» If a family Member reaches his or her individual medical Deductible
before the family medical Deductible is met, he or she will begin paying
Copayments or Coinsurance for most covered Services for the rest of the
Accumulation Period.

« After the family medical Deductible is met, all covered family Members
will begin paying Copayments or Coinsurance for most covered Services
for the rest of the Accumulation Period. This is true even for family
Members who have not met their individual medical Deductible.

$750/Individual per Accumulation
Period

$2,250/Family per Accumulation
Period

Out-of-Pocket Maximum

EMBEDDED OPM

An Embedded OPM means:

» Each individual family Member has his or her own OPM.

« If a family Member reaches his or her individual OPM before the family
OPM is met, he or she will no longer pay Copayments or Coinsurance for
those covered Services that apply to the OPM for the rest of the
Accumulation Period.

* After the family OPM is met, all covered family Members will no longer
pay Copayments or Coinsurance for those covered Services that apply to
the OPM for the rest of the Accumulation Period. This is true even for
family Members who have not met their individual OPM.

$3,300/Individual per Accumulation
Period

$6,600/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
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $30 Copayment each visit

Covered Services received during a
visit: 20% Coinsurance

Specialty care visits
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $40 Copayment each visit

Covered Services received during a
visit:20% Coinsurance

Consultations with clinical pharmacists
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $30 Copayment each visit

Covered Services received during a
visit: 20% Coinsurance

Allergy evaluation and testing
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

$40 Copayment each visit

Allergy injections
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $30 Copayment each visit

Covered Services including allergy
serum received during a visit: 20%
Coinsurance

Gynecology care visits
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $40 Copayment each visit

Covered Services received during a
visit: 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)

e Travel immunizations

20% Coinsurance

Not Covered

Virtual Care Services

e Email
o Primary care visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
0 Specialty care visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Chat with a doctor online via kp.org
o0 Primary care visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
0 Specialty care visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Telephone visits
o Primary care visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
0 Specialty care visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Video visits
o Primary care visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

0 Specialty care visits
(Not 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

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 Medical Office

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

20% Coinsurance

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

20% Coinsurance

Hospital Inpatient Care

You Pay

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

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

20% Coinsurance

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

20% Coinsurance

Alternative Medicine

You Pay

Chiropractic care

e Evaluation and/or manipulation
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Laboratory Services or x-rays required for chiropractic care

(See “X-ray, Laboratory, and X-ray Special Procedures” for medical Deductible and
Out-of-Pocket Maximum information)

$30 Copayment each visit

Up to 20 visits per Accumulation
Period
See Additional Provisions

See “X-ray, Laboratory, and X-ray
Special Procedures” for applicable
Copayment or Coinsurance.

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

Not Covered

Ambulance Services

You Pay

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

20% Coinsurance

Bariatric Surgery

You Pay

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

50% Coinsurance

Includes inpatient and outpatient
covered Services

Chemical Dependency 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)

20% Coinsurance

Outpatient individual therapy
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $30 Copayment each visit
$30 Copayment per partial
hospitalization day

Covered Services received during a
visit: 20% Coinsurance

Outpatient group therapy
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 50% of individual therapy
Copayment

Covered Services received during a
visit: 20% Coinsurance

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

20% Coinsurance per inpatient
admission
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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
and Orthotics

You Pay

Durable Medical Equipment
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)
e Breast pumps
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance
See Additional Provisions

No Charge

Prosthetic devices

e Internally implanted prosthetic devices

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

e Prosthetic arm or leg
(Not 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” and “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
(Not 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 non-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

Copayment waived if directly
admitted as an inpatient. If the
above amount is a Coinsurance, the
Coinsurance amount is not waived if
directly admitted as an inpatient.

If X-ray special procedures are
excluded, see “X-ray, Laboratory
and X-ray Special Procedures” for
applicable Copayment or
Coinsurance.
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Urgent Care

You Pay

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

Plan Facility within Service Area
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

$40 Copayment each visit

Urgent care may require additional
Services described elsewhere in
this Schedule of Benefits (for
example: Office Services, Durable
Medical Equipment, X-ray,
Laboratory, and X-ray Special
Procedures). See the appropriate
section for applicable Copayment,
Coinsurance, and Deductible
information.

Covered Services received during a
visit: 20% Coinsurance

Urgent care outside Service Area
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Covered only if all the following requirements are met:
e The care is required to prevent serious decline of health

e The need for care results from an unforeseen illness or injury when
temporarily away from our Service Area

e The care cannot be delayed until you return to our Service Area

$40 Copayment each visit

Urgent care may require additional
Services described elsewhere in
this Schedule of Benefits (for
example: Office Services, Durable
Medical Equipment, X-ray,
Laboratory, and X-ray Special
Procedures). See the appropriate
section for applicable Copayment,
Coinsurance, and Deductible
information.

Covered Services received during a
visit: 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 “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

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

Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Exam: $30 Copayment each visit

Covered Services received during a
visit: 20% Coinsurance

Hearing exams and tests to determine the need for hearing correction
when performed by a specialist other than an audiologist

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

Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Exam: $40 Copayment each visit

Covered Services received during a
visit: 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 provided in your home and prescribed by a Plan
Physician
(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 No Charge
elected hospice care

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

Hospice care for terminally ill patients No Charge
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

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

20% Coinsurance

Outpatient individual therapy
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: ((Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit:$30 Copayment each visit
$30 Copayment per partial
hospitalization day

Covered services received during a
visit:20% Coinsurance

Outpatient group therapy
Visit: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Other covered Services: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: 50% of individual therapy
Copayment

Covered Services received during a
visit: 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
chemical dependency, gynecology care, hearing exam, prevention immunizations, preventive
care, and the administration of allergy injections. Office visits do not include: allergy
evaluation, routine prenatal and postpartum visits, chiropractic care, acupuncture services,
hearing aids, hearing tests, home health visits, hospice services, and applied behavioral
analysis (ABA).)

Visit: (Not 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: $30 Copayment

Other Services received during an
office visit: Not Covered

Limited to 5 visits per Accumulation
Period

Preventive Immunizations:
No Charge

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

20% Coinsurance

Limited to 5 diagnostic X-rays per
Accumulation Period

Outpatient physical, occupational, and speech therapy visits
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $30 Copayment

Limited to 5 therapy visits (any
combination) per Accumulation
Period

Outpatient prescription drugs
(Not subject to pharmacy Deductible)

e Copayment/Coinsurance (except as listed below)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Prescribed diabetic supplies
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Preventive drugs

Limited to 5 prescription drug fills per
Accumulation Period

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

20% Coinsurance

o Contraceptive drugs No Charge
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
o Over the counter (OTC) items: No Charge
(Includes federally mandated over the counter items)
o Tobacco cessation drugs No Charge
Physical, Occupational, and Speech Therapy and You Pay

Multidisciplinary Rehabilitation Services

Inpatient treatment in a multidisciplinary rehabilitation program
provided 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
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

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

Outpatient physical, occupational, and speech therapy visits to treat
Autism Spectrum Disorder
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

$30 Copayment each visit

Up to 20 visits per therapy per
Accumulation Period

$30 Copayment each visit

Up to 20 visits per therapy per
Accumulation Period

$30 Copayment each visit

Applied Behavioral Services

e Applied Behavior Analysis (ABA)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

$30 Copayment each visit

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

$30 Copayment each visit
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Prescription Drugs, Supplies, and Supplements

You Pay

Outpatient prescription drugs

(Prescriptions are not subject to the medical Deductible. Prescriptions are subject to the
pharmacy Deductible except as otherwise listed in this “Prescription Drugs, Supplies and
Supplements” section. Prescription copayment or coinsurance: Applies to Out-of-Pocket
Maximum)

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

e Infertility drugs

e Over the counter (OTC) items:

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

(Not subject to pharmacy Deductible)

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

e Prescription contraceptives
(Supply limit according to applicable law)
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Preventive tier drugs

e Sexual dysfunction drugs

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

e Tobacco cessation drugs
(Not subject to pharmacy Deductible)

Supply Limit

e Day supply limit
e Mail-order supply limit

Not Applicable

$20 Generic/$40 Brand name/$60
Non-preferred

Not Covered
No Charge

20% Coinsurance

No Charge

See applicable Outpatient prescription
drug Copayment/Coinsurance

Not Covered

20% Coinsurance up to $250 per drug
dispensed

Insulin @ applicable
Copayment/Coinsurance

No Charge

30 days

$40 Generic/$80 Brand/$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; Applies to Out-of-Pocket Maximum)

e Adult preventive care exams and screenings
¢ Well-woman care exams and screenings

e Well-child care exams

e Immunizations

No Charge

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

e Colonoscopies
e Flexible sigmoidoscopies

No Charge
No Charge

Preventive Virtual Care Services
(Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)

e Emaill

e Chat with a doctor online via kp.org
e Telephone

e Video visits

No Charge

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 (including lab
and X-ray)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance
See Additional Provisions

Intrauterine insemination (1UI)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

50% Coinsurance
See Additional Provisions

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

Not Covered

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

Not Covered

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

Not Covered

Skilled Nursing Facility Care

You Pay

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

20% Coinsurance

Up to 100 days per Accumulation
Period

Transplant Services

You Pay

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

” o«

See “Office Services”, “Outpatient
Hospital and Surgical Services”, or
“Hospital Inpatient Care” for applicable
Copayment or Coinsurance.
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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 Members up to the end of the calendar year he/she turns age 19
Visit: (Not 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: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Refraction test: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $30 Copayment each visit
Test: 20% Coinsurance

Visit: $30 Copayment each visit
Test: 20% Coinsurance

Routine eye exam when performed by an Ophthalmologist

e Members up to the end of the calendar year he/she turns age 19
Visit: (Not 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: (Not subject to medical Deductible; Applies to Out-of-Pocket Maximum)
Refraction test: (Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

Visit: $40 Copayment each visit
Test: 20% Coinsurance

Visit: $40 Copayment each visit
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
Medical Office

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

20% Coinsurance

Optical hardware

e Members up to the end of the calendar year he/she 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 X-ray Special Procedures

You Pay

Diagnostic laboratory Services received during an office visit, in a Plan
Medical Office, or in a contracted free-standing facility (excluding Plan
Hospitals)

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

No Charge

Diagnostic laboratory Services received in the outpatient department of a
Plan Hospital
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Diagnostic X-ray Services received during an office visit, in a Plan Medical
Office, or in a contracted free-standing facility (excluding Plan Hospitals)
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Diagnostic X-ray Services received in the outpatient department of a Plan
Hospital
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

Therapeutic X-ray Services received during an office visit, in a Plan
Medical Office, in a contracted free-standing facility, or a Plan Hospital
(Subject to medical Deductible; Applies to Out-of-Pocket Maximum)

20% Coinsurance

X-ray special procedures including but not limited to CT, PET, MRI,
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

Copayment waived if X-ray special
procedure is performed during an
Emergency Room visit and you are
directly admitted as an inpatient. If the
above amount is a Coinsurance, the
Coinsurance amount is not waived if
directly admitted as an inpatient.
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Plus Benefit You Pay

Maximum limit per Accumulation Period Not Applicable

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

e Primary care and allergy injection visits, hearing exams, outpatient Not Covered
mental health and chemical dependency individual therapy and
short-term outpatient physical, occupational, or speech therapy visits
with a non-Plan Provider. Visits include phone or email virtual care
Services.
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Specialty and gynecology care visits, hearing exams, and allergy Not Covered
testing and evaluations with a non-Plan Provider. Visits include phone
or email virtual care Services.
(Not subject to medical Deductible; Does not apply to Out-of-Pocket Maximum)

e Covered Services received during an office visit with a non-Plan Not Covered

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)
Prescription Drug fill maximum per Accumulation Period Not Applicable
e Outpatient prescription drugs filled at a non-Plan Pharmacy Not Covered

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

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

IV. 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 he or she 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.

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

Appointments and Medical Advice (Advice Nurses) — Available 24 hours a day, 7 days a week

CALL Denver/Boulder Members: 303-338-4545 or toll-free 1-800-218-1059
Southern Colorado Members: 1-800-218-1059
Northern Colorado Members: 970-207-7171 or toll-free 1-800-218-1059
Mountain Colorado Members: 970-207-7171 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 Denver/Boulder Members: 303-471-7700
Southern Colorado Members: 1-866-702-9026
Northern Colorado Members: 303-471-7700
Mountain Colorado Members: 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 Denver/Boulder Members: 303-338-3800 or toll-free 1-800-632-9700
Southern Colorado Members: 1-888-681-7878
Northern Colorado Members: 1-844-201-5824
Mountain Colorado Members: 1-844-837-6884

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

hearing or sEeakinE.

FAX 303-338-3444

WRITE Member Services
Kaiser Foundation Health Plan of Colorado
2500 South Havana Street
Aurora, CO 80014-1622

WEBSITE kp.org
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Kaiser Foundation Health Plan of Colorado

AEEeals Program

CALL 303-344-7933 or toll free 1-888-370-9858

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

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 Denver/Boulder Members: 303-338-3600 or toll-free 1-800-382-4661
Southern Colorado Members: 1-888-681-7878
Northern Colorado Members: 1-800-382-4661
Mountain Colorado Members: 1-844-837-6884
TTY 711
This number requires special telephone equipment and is only for people who have difficulties with
hearing or sEeakinE.
WRITE Denver/Boulder Members:

Claims Department

Kaiser Foundation Health Plan of Colorado
P.O. Box 373150

Denver, CO 80237-3150

Southern Colorado Members:

Claims Department

Kaiser Foundation Health Plan of Colorado
P.O. Box 372910

Denver, CO 80237-6910

Northern Colorado Members:

Claims Department

Kaiser Foundation Health Plan of Colorado
P.O. Box 373150

Denver, CO 80237-3150

Mountain Colorado Members:

Claims Department

Kaiser Foundation Health Plan of 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
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Kaiser Foundation Health Plan of Colorado

Patient Financial Services

CALL

Denver/Boulder Members: 303-743-5900

Southern Colorado Members: 1-888-681-7878
Northern Colorado Members: 1-844-201-5824
Mountain Colorado Members: 1-844-837-6884

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

Personal Physician Selection Services

CALL

Denver/Boulder Members: 303-338-4477

Southern Colorado Members: 1-855-208-7221
Northern Colorado Members: 1-855-208-7221
Mountain Colorado Members: 1-855-208-7221

TTY

711
This number requires special telephone equipment and is only for people who have difficulties with

hearing or sEeakinE.

WEBSITE

kp.org/locations for a list of providers and facilities

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 sEeakinE.
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Kaiser Foundation Health Plan of Colorado
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I. ELIGIBILITY

A. Who Is Eligible

1.

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

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

c. On the first day of membership, the Subscriber must live in our Service Area. Our Service Area is described in the
“Definitions” section. You cannot live in another Kaiser regional health plan service area. For the purposes of this
eligibility rule these other service areas may change on January 1 of each year. 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.

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 “Additional Provisions.”

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.

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.
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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”.

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, call Member Services to obtain a copy of Health Plan’s
Special Enrollment Guide.

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.

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 your home Service Area, except as described under the following headings:

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

“Urgent Care Outside the Service Area” 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.
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e “Cross Market Access” in this section.

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

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.

Your home Service Area is printed on your Health Plan Identification (ID) card. For more information about your ID card, please
refer to the “Using Your Health Plan Identification Card” section.

Note: Denver/Boulder Members do not have access to Affiliated Providers within the Denver/Boulder Service Area unless
authorized by Health Plan. Southern, Northern, and Mountain Colorado Members do have access to Affiliated Providers within
their home Service Area.

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 his or her own PCP.

1. Choosing Your Primary Care Provider

You may select a PCP from family medicine, pediatrics, or internal medicine within your home Service Area. You may
also receive a second medical opinion from a Plan Physician upon request. Please refer to the “Second Opinions” section.

a.

Denver/Boulder Service Area

You may choose your PCP from our provider directory. To review a list of Plan Providers and their biographies, visit
our website. Go to kp.org/locations. You can also get a copy of the directory by calling Member Services. To choose
a PCP, sign in to your account online or call Personal Physician Selection Services. This team will help you choose
a primary care provider, accepting new patients, based on your health care needs.

Southern, Northern, and Mountain Colorado Service Areas
You must choose a PCP when you enroll. If you do not select a PCP upon enrollment, we will assign you one near
your home.

Medical Group contracts with a panel of Affiliated Physicians, specialists, and other health care professionals to
provide medical Services in the Southern, Northern, and Mountain Colorado Service Areas. You may choose your
PCP from our panel of Southern, Northern, and Mountain Colorado providers.

You can find these physicians, along with a list of affiliated specialists and ancillary providers, in the Kaiser
Permanente Provider Directory for your specific home Service Area. You can review a list of Southern, Northern,
and Mountain Colorado Plan Providers by visiting our website. Go to kp.org/locations. You can also get a copy of
the directory by calling Member Services. To choose a PCP, call Personal Physician Selection Services. This team
will help you choose a primary care provider, accepting new patients, based on your health care needs.

If you are seeking routine or specialty care in Denver/Boulder, you must have a referral from your local PCP with an
Authorization from Health Plan. If you do not have an Authorization, you will be billed for the full amount of the
office visit Charges. If you are visiting in the Denver/Boulder Service Area and need urgent or emergency care, you
can visit a Denver/Boulder Plan Facility without a referral. For a referral from a specialist, see the “Access to Other
Providers” section. For care in Denver/Boulder Plan Medical Offices, see “Cross Market Access”.

2. Changing Your Primary Care Provider

a.

Denver/Boulder Service Area
Please call Personal Physician Selection Services to change your PCP. You may also change your PCP online or
when visiting a Plan Facility. You may change your PCP at any time.

Southern, Northern, and Mountain Colorado Service Areas
Please call Personal Physician Selection Services to change your PCP. Notify us of your new PCP choice by the 15%
day of the month. Your selection will be effective on the first day of the following month.

B. Access to Other Providers
1. Referrals and Authorizations

a.

Denver/Boulder Service Area

If your Medical Group physician decides that you need covered Services not available from us, he or she will request
a referral for you to see a non-Medical Group physician inside or outside our Service Area. This referral request will
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
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Authorization is valid. Copayments or Coinsurance for authorized Services are the same as those required for Services
provided by a Medical Group physician.

An Authorization is required for Services provided by non-Plan Providers, non-Medical Group physicians, or non-
Plan Facilities. If your provider refers you to a non-Medical Group physician, non-Plan Provider, or non-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 by Health Plan and approved in advance. 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.

b. Southern, Northern, and Mountain Colorado Service Areas
If your Medical Group physician decides that you need covered Services not available from us, he or she will request
a referral for you to see a non-Medical Group physician inside or outside our Service Area. This referral request will
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. Copayments or Coinsurance for authorized Services are the same as those required for Services
provided by a Medical Group physician.

An Authorization is required for Services provided by non-Plan Providers, non-Medical Group physicians, or non-
Plan Facilities. If your provider refers you to a non-Medical Group physician, non-Plan Provider, or non-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 by Health Plan and approved in advance. 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.

2. Specialty Self-Referrals
a. Denver/Boulder Service Area
In some cases you can refer yourself for consultation (routine office) visits to specialty-care departments within Kaiser
Permanente, with the exception of certain specialty-care departments such as the anesthesia clinical pain department.
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.

You will find specialty-care providers in the Kaiser Permanente Provider Directory for your home Service Area. 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.

A self-referral provides coverage for routine office visits only. Certain Services other than those provided as part of a
routine office visit will not be covered unless authorized by Kaiser Permanente before Services are rendered.

Authorization from Kaiser Permanente is required for: (i) Services in addition to those provided as part of the visit,
such as surgery; and (ii) visits to specialty-care Plan Providers not eligible for self-referrals; and (iii) non-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.

b. Southern, Northern, and Mountain Colorado Service Areas
In some cases you can refer yourself for consultation (routine office) visits to specialty-care departments within Kaiser
Permanente, with the exception of certain specialty-care departments such as the anesthesia clinical pain department.
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.
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C.

You will find specialty-care providers in the Kaiser Permanente Provider Directory for your home Service Area. 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.

A self-referral provides coverage for routine office visits only. Certain Services other than those provided as part of a
routine office visit will not be covered unless authorized by Kaiser Permanente before Services are rendered.

Authorization from Kaiser Permanente is required for: (i) Services in addition to those provided as part of the visit,
such as surgery; and (ii) visits to specialty-care Plan Providers not eligible for self-referrals; and (iii) non-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.

Southern, Northern, and Mountain Colorado Members may be able to self-refer to Kaiser Permanente Plan Medical
Offices in the Denver/Boulder Service Area (see “Cross Market Access” in this section).

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 Physician about any proposed covered Services.

If the recommendations of the first and second physician differ regarding the need for surgery (or other major procedure),
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.

Plan Facilities

Plan Facilities are Plan Medical Offices or Plan Hospitals in our Service Area that we contract with to provide covered Services

to our Members.

1. Denver/Boulder Service Area
We offer health care at Plan Medical Offices conveniently located throughout the Denver/Boulder Service Area. At most of
our Plan Facilities, you can usually receive all the covered Services you need. This includes specialized care. You are not
restricted to a certain Plan Facility. We encourage you to use the Plan Facility in your home Service Area that will be most
convenient for you.

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.

2. Southern, Northern, and Mountain Colorado Service Areas
When you select your PCP, you will receive your Services at that provider’s office. You can find Southern, Northern,
and Mountain Colorado Plan Physicians and their facilities, along with a list of affiliated specialists and ancillary
providers, in the Kaiser Permanente Provider Directory for your specific home Service Area. You can get a copy of the
directory by calling Member Services. You can also get a list from 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. 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. The Copayment or Coinsurance for
urgent care received in Plan Facilities 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.

Urgent care received at a non-Plan Facility inside your Service Area is not covered. If you receive care for minor medical
problems at non-Plan Facilities inside your Service Area, you will be responsible for payment for any treatment received.

There may be instances when you need to receive unauthorized urgent care outside your Service Area. Please see “Urgent
Care” in the “Benefits/Coverage (What is Covered)” section for coverage information about urgent care Services outside the
Service Area.

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. Visiting member services shall be subject to the terms and conditions set forth
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in this EOC including but not limited to those pertaining to prior Authorization, Deductible, Copayment, and/or Coinsurance,
as further described in the Visiting Member Brochure available 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.

Moving Outside of Any Kaiser Regional Health Plan Service Area

If you move to an area not within any Kaiser regional health plan service area, you can keep your membership with Health
Plan, if you continue to meet all other eligibility requirements. However, you must go to a Plan Facility in a Kaiser regional
health plan service area in order to receive covered Services (except out-of-Plan Emergency Services and urgent care outside
the Service Area). If you go to another Kaiser regional health plan service area for care, covered Services, Copayments or
Coinsurance will be as described under “Visiting Other Kaiser Regional Health Plan Service Areas” above.

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, claims for Emergency
or non-emergency care Services from non-Plan Providers will be denied. If you let someone else use your Health Plan ID card,
we may keep your card and terminate your membership upon 30 days written notice that will include the reason for termination.

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.

Cross Market Access

Members may access certain Services at Kaiser Permanente Colorado Plan Medical Offices outside of their home Service Area.

1. Denver/Boulder Members
Denver/Boulder Members have access for certain Services at designated Kaiser Permanente Plan Medical Offices in the
Southern, Northern, and Mountain Colorado Service Areas. Denver/Boulder Members do not have access to Affiliated
Providers in Southern, Northern, and Mountain Colorado unless authorized by Health Plan.

2. Southern, Northern, and Mountain Colorado Members
Southern, Northern, and Mountain Colorado Members have access for certain Services at any Kaiser Permanente Plan
Medical Office in the Denver/Boulder, Southern, Northern, and Mountain Colorado Service Arcas. Southern, Northern,
and Mountain Colorado Members do not have access to Affiliated Providers outside their home Service Area unless
authorized by Health Plan.

Services available to Members at Kaiser Permanente Plan Medical Offices outside of their home Service Area include: primary
care; specialty care; urgent care; pharmacy; laboratory; X-ray; vision; and hearing Services. These Services may not be
available at all Kaiser Permanente Plan Medical Offices and are subject to change. For more information on what Services you
may access outside your designated home Service Area and at which Kaiser Permanente Plan Medical Offices you may receive
Services please call Member Services.

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:

The Services are Medically Necessary; and

The Services are provided, prescribed, recommended, or directed by a Plan Provider. This does not apply where specifically
noted to the contrary in the following sections of this EOC: (a) “Emergency Services Provided by non-Plan Providers (out-of-
Plan Emergency Services)” and “Urgent Care Outside the Service Area” 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

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 Self-Referrals”; and (b) “Emergency
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Services Provided by non-Plan Providers (out-of-Plan Emergency Services)” and “Urgent Care Outside the Service Area” 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

You have met any Deductible requirements described in the “Schedule of Benefits (Who Pays What).”

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 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.

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 (Denver/Boulder Members only).

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.

Second opinion.

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

Medical social Services.

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

. Virtual care Services.

. Office-administered drugs.
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Note: If the following are administered in a Plan Medical Office or during home visits if administration or observation by
medical personnel is required, they are covered at the applicable office-administered drug Copayment or Coinsurance
shown on the “Schedule of Benefits (Who Pays What).” This Copayment or Coinsurance may be in addition to your Office
Services Copayment or Coinsurance.

Drugs and injectables; radioactive materials used for therapeutic purposes; vaccines and immunizations approved for use
by the U.S. Food and Drug Administration (FDA); and allergy test and treatment materials.

Note: To determine if your Group has the bariatric surgery benefit, see the “Schedule of Benefits (Who Pays What).” If your
Group has the bariatric surgery benefit, you must meet Medical Group’s criteria to be eligible for coverage.

Outpatient Hospital and Surgical Services

Outpatient Services at Designated Facilities

We cover, only as described under this “Benefits/Coverage (What is Covered)” section and subject to any specific limitations,
exclusions, or exceptions as noted throughout this EOC, the following outpatient Services for diagnosis and treatment,
including professional medical Services of physicians:

1. Outpatient surgery at designated Plan Facilities, including an ambulatory surgical center, surgical suite, or outpatient
hospital facility.

2. Outpatient hospital Services at designated facilities, including but not limited to: sleep study, stress test, pulmonary
function test, any treatment room, or any observation room. You may be charged an additional Copayment or Coinsurance
for any Service which is listed as a separate benefit under this “Benefits/Coverage (What is Covered)” section.

Note: To determine if your Group has the bariatric surgery benefit, see the “Schedule of Benefits (Who Pays What).” If your
Group has the bariatric surgery benefit, you must meet Medical Group’s criteria to be eligible for coverage.
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C. Hospital Inpatient Care

1.

Inpatient Services in a Plan Hospital

We cover, only as described under this “Benefits/Coverage (What is Covered)” section and subject to any specific

limitations, exclusions, or exceptions as noted throughout this EOC, the following inpatient Services in a Plan Hospital,

when the Services are generally and customarily provided by acute care general hospitals in our Service Areas:

a. Room and board, such as semiprivate accommodations or, when it is Medically Necessary, private accommodations
or private duty nursing care.

Intensive care and related hospital Services.

b
c. Professional Services of physicians and other health care professionals during a hospital stay.
d. General nursing care.

e

Obstetrical care and delivery. This includes Cesarean section. If the covered stay for child birth ends after 8 p.m.,
coverage will be continued until 8 a.m. the following morning. Nete: If you are discharged within 48 hours after
delivery (or 96 hours if delivery is by Cesarean section), your Plan Physician may order a follow-up visit for you and
your newborn to take place within 48 hours after discharge. If your newborn remains in the hospital following your
discharge, Charges incurred by the newborn after your discharge are subject to all Health Plan provisions. This
includes the newborn’s own Deductible, Out-of-Pocket Maximum, Copayment, and/or Coinsurance requirements.
This applies even if the newborn is covered only for the first 31 days that is required by state law.

f.  Meals and special diets.

g. Other hospital Services and supplies, such as:
i.  Operating, recovery, maternity and other treatment rooms.
ii. Prescribed drugs and medicines.
iii. Diagnostic laboratory tests and X-rays.
iv. Blood, blood products and their administration.
v. Dressings, splints, casts and sterile tray Services.
vi. Anesthetics, including nurse anesthetist Services.
vii. Medical supplies, appliances, medical equipment, including oxygen, and any covered items billed by a hospital
for use at home.

Note: To determine if your Group has the bariatric surgery benefit, see the “Schedule of Benefits (Who Pays What).” If
your Group has the bariatric surgery benefit, you must meet Medical Group’s criteria to be eligible for coverage.

Hospital Inpatient Care Exclusions
a. Dental Services are excluded, except that we cover hospitalization and general anesthesia for dental Services provided
to Members as required by state law.

b. Cosmetic surgery related to bariatric surgery.

D. Ambulance Services

1.

Coverage
We cover ambulance Services only if your condition requires the use of medical Services that only a licensed ambulance

can provide.

Ambulance Services Exclusions

a. Non-emergency routine ambulance services to home or other non-acute health care setting are not covered.

b. Transportation by other than a licensed ambulance is not covered. Transportation by car, taxi, bus, gurney van,
minivan, or any other type of transportation is not covered, even if it is the only way to travel to a Plan Provider.

E. Chemical Dependency Services

1.

Inpatient Medical and Hospital Services

We cover Services for the medical management of withdrawal symptoms. Medical Services for alcohol and drug
detoxification are covered in the same way as for other medical conditions. Detoxification is the process of removing toxic
substances from the body.

Residential Rehabilitation
The determination of the need for services of a residential rehabilitation program and referral to such a facility or program,
is made by or under the supervision of a Plan Physician.

We cover inpatient services and partial hospitalization in a residential rehabilitation program authorized by Health Plan
for the treatment of alcoholism, drug abuse, or drug addiction.

Outpatient Services
Outpatient rehabilitative Services for the treatment of alcohol and drug dependency are covered when referred by a Plan
Physician.
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1.

We cover chemical dependency services whether they are voluntary, or are court-ordered as a result of contact with the
criminal justice or juvenile justice system, when they are Medically Necessary and otherwise covered under the plan, and
when rendered by a Plan Provider. We do not cover court-ordered treatment that exceeds the scope of coverage of this
health benefit plan.

Mental health Services required in connection with the treatment of chemical dependency are covered as provided in the
“Mental Health Services” section.

Chemical Dependency Services Exclusion

Counseling for a patient who is not responsive to therapeutic management, as determined by a Plan Physician.

F. Clinical Trials
Note: We cover the initial evaluation for eligibility and acceptance into a clinical trial only if authorized by Health Plan.

Coverage (applies to non-grandfathered health plans only)

We cover Services you receive in connection with a clinical trial if all of the following conditions are met:

a.
b.

We would have covered the Services if they were not related to a clinical trial.
You are eligible to participate in the clinical trial according to the trial protocol with respect to treatment of cancer or
other life-threatening condition (a condition from which the likelihood of death is probable unless the course of the
condition is interrupted), as determined in one of the following ways:
i. A Plan Provider makes this determination.
il. You provide us with medical and scientific information establishing this determination.
If any Plan Providers participate in the clinical trial and will accept you as a participant in the clinical trial, you
must participate in the clinical trial through a Plan Provider unless the clinical trial is outside the state where you live.
The clinical trial is a phase I, phase II, phase III, or phase IV clinical trial related to the prevention, detection, or
treatment of cancer or other life-threatening condition and it meets one of the following requirements:
i.  The study or investigation is conducted under an investigational new drug application reviewed by the U.S. Food
and Drug Administration.
ii. The study or investigation is a drug trial that is exempt from having an investigational new drug application.
iii. The study or investigation is approved or funded by at least one of the following:
(a) The National Institutes of Health.
(b) The Centers for Disease Control and Prevention.
(¢) The Agency for Health Care Research and Quality.
(d) The Centers for Medicare & Medicaid Services.
(e) A cooperative group or center of any of the above entities or of the Department of Defense or the Department
of Veterans Affairs.
(f) A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants.
(g) The Department of Veterans Affairs or the Department of Defense or the Department of Energy, but only if
the study or investigation has been reviewed and approved though a system of peer review that the U.S.
Secretary of Health and Human Services determines meets all of the following requirements:
(i) It is comparable to the National Institutes of Health system of peer review of studies and
investigations.
(i1) It assures unbiased review of the highest scientific standards by qualified people who have no interest in
the outcome of the review.

For covered Services related to a clinical trial, you will pay the applicable Copayment, Coinsurance, and/or Deductible
shown on the “Schedule of Benefits (Who Pays What)” that you would pay if the Services were not related to a clinical
trial. For example, see “Hospital Inpatient Care” in the “Schedule of Benefits (Who Pays What)” for the Copayment,
Coinsurance, and/or Deductible that apply to hospital inpatient care.

2. Clinical Trials Exclusions

a.
b.

The investigational Service.

Services provided solely for data collection and analysis and that are not used in your direct clinical management.

G. Dialysis Care
We cover dialysis Services related to acute renal failure and end-stage renal disease if the following criteria are met:

1.

The Services are provided inside our Service Area; and

2. You meet all medical criteria developed by Medical Group and by the facility providing the dialysis; and

3.

The facility is certified by Medicare and contracts with Health Plan; and

4. A Plan Physician provides a written referral for care at the facility.

After the referral to a dialysis facility, we cover: equipment; training; and medical supplies required for home dialysis. See the
“Schedule of Benefits (Who Pays What).”
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H. Durable Medical Equipment (DME) and Prosthetics and Orthotics
We cover DME and prosthetics and orthotics, when prescribed by a Plan Physician as described below; when prescribed by a
Plan Physician during a covered stay in a Skilled Nursing Facility, but only if Skilled Nursing Facilities ordinarily furnish the
DME or prosthetics and orthotics.

Health Plan uses Local Coverage Determinations (LCD) and National Coverage Determinations (NCD) (hereinafter referred
to as Medicare Guidelines) for our DME, prosthetic, and orthotic formulary guidelines. These are guidelines only. Health Plan
reserves the right to exclude items listed in the Medicare Guidelines. Please note that this EOC may contain some, but not all,
of these exclusions.

Limitations: Coverage is limited to the standard item of DME, prosthetic device, or orthotic device that adequately meets your
medical needs.

1. Durable Medical Equipment (DME)

a. Coverage
DME, with the exception of the following, is not covered unless your Group has purchased additional coverage for

DME, including prosthetic and orthotic devices. See “Additional Provisions.”

i.  Oxygen dispensing equipment and oxygen used in your home are covered. Oxygen refills are covered while you
are temporarily outside the Service Area. To qualify for coverage, you must have a pre-existing oxygen order and
must obtain your oxygen from the vendor designated by Health Plan.

ii. Insulin pumps and insulin pump supplies are provided when clinical guidelines are met and when obtained from
sources designated by Health Plan.

iii. Infant apnea monitors are provided.

iv. Enteral nutrition, medical foods, and related feeding equipment and supplies are provided when clinical guidelines
are met and when obtained from sources designated by Health Plan.

b. Durable Medical Equipment Exclusions
i.  All other DME not described above, unless your Group has purchased additional coverage for DME. See
“Additional Provisions.”
ii. Replacement of lost equipment.
iii. Repair, adjustments, or replacements necessitated by misuse.
iv. Spare equipment or alternate use equipment.
v. More than one piece of DME serving essentially the same function, except for replacements.

2. Prosthetic Devices
a. Coverage

We cover the following prosthetic devices, including repairs, adjustments, and replacements other than those

necessitated by misuse or loss, when prescribed by a Plan Physician and obtained from sources designated by Health

Plan:

i.  Internally implanted devices for functional purposes, such as pacemakers and hip joints.

ii. Prosthetic devices for Members who have had a mastectomy. Medical Group or Health Plan will designate the
source from which external prostheses can be obtained. Replacement will be made when a prosthesis is no longer
functional. Custom made prostheses will be provided when necessary.

iii. Prosthetic devices, such as obturators and speech and feeding appliances, required for treatment of cleft lip and
cleft palate are covered when prescribed by a Plan Physician and obtained from sources designated by Health
Plan.

iv. Prosthetic devices intended to replace, in whole or in part, an arm or leg when prescribed by a Plan Physician, as
Medically Necessary and provided in accordance with this EOC, including repairs and replacements of such
prosthetic devices.

Your Group may have purchased additional coverage for prosthetic devices. See “Additional Provisions.”

b. Prosthetic Devices Exclusions
i.  All other prosthetic devices not described above, unless your Group has purchased additional coverage for
prosthetic devices. See “Additional Provisions.” Your Plan Physician can provide the Services necessary to
determine your need for prosthetic devices and help you make arrangements to obtain such devices at a reasonable
rate.
ii. Internally implanted devices, equipment, and prosthetics related to treatment of sexual dysfunction, unless your
Group has purchased additional coverage for this benefit.

3. Orthotic Devices
Orthotic devices are not covered unless your Group has purchased additional coverage for DME, including prosthetic and
orthotic devices. See “Additional Provisions.”
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I. Early Childhood Intervention Services

1.

Coverage
Covered children, from birth up to age three (3), who have significant delays in development or have a diagnosed physical

or mental condition that has a high probability of resulting in significant delays in development as defined by state law,
are covered for the number of Early Intervention Services (EIS) visits as required by state law. EIS are not subject to any
Deductibles, Copayments or Coinsurance, or to any annual Out-of-Pocket Maximum or Lifetime Maximum.

Note: You may be billed for any EIS received after the number of visits required by state law is satisfied.

Limitations

The number of visits as required by state law does not apply to:

a. Rehabilitation or therapeutic Services which are necessary as the result of an acute medical condition or post-surgical
rehabilitation;

b. Services provided to a child who is not an eligible child and whose services are not provided pursuant to an
Individualized Family Service Plan (IFSP); and

c. Assistive technology covered by the durable medical equipment benefit provisions of this EOC.

Early Childhood Intervention Services Exclusions

a. Respite care;

b. Non-emergency medical transportation;

c. Service coordination other than case management services; or

d. Assistive technology, not to include durable medical equipment that is otherwise covered under this EOC.

J. Emergency Services and Urgent Care

1.

Emergency Services

Emergency Services are available at all times - 24 HOURS A DAY, 7 DAYS A WEEK. If you have an Emergency Medical
Condition, call 911 or go to the nearest hospital emergency department. You do not need prior Authorization for
Emergency Services. When you have an Emergency Medical Condition, we cover Emergency Services you receive from
Plan Providers and non-Plan Providers anywhere in the world, as long as the Services would have been covered under
your plan if you had received them from Plan Providers.

You are also covered for medical emergencies anywhere in the world. For information about emergency benefits away
from home, please call Member Services.

Please note that in addition to any Copayment or Coinsurance that applies under this section, you may incur additional
Copayment or Coinsurance amounts for Services and procedures covered under other sections of this EOC.

a. Emergency Services Provided by non-Plan Providers (out-of-Plan Emergency Services)
“Out-of-Plan Emergency Services” are Emergency Services that are not provided by a Plan Physician. There may be
times when you or a family member may receive Emergency Services from non-Plan Providers. The patient’s medical
condition may be so critical that you cannot call or come to one of our Plan Medical Offices or the emergency room
of a Plan Hospital, or, the patient may need Emergency Services while traveling outside our Service Area.

Please refer to “ii. Emergency Services Limitation for non-Plan Providers” if you are hospitalized for
Emergency Services.

1.  We cover out-of-Plan Emergency Services as follows:

A. Outside our Service Area. If you are injured or become unexpectedly ill while you are outside our Service
Area, we will cover out-of-Plan Emergency Services that could not reasonably be delayed until you could
get to a Plan Hospital, a hospital where we have contracted for Emergency Services, or a Plan Facility.
Covered benefits include Medically Necessary out-of-Plan Emergency Services for conditions that arise
unexpectedly, including but not limited to myocardial infarction, appendicitis, or premature delivery.

B. Inside our Service Area. If you are inside our Service Area, we will cover out-of-Plan Emergency Services
only if you reasonably believed that your life or limb was threatened in such a manner that the delay in going
to a Plan Hospital, a hospital where we have contracted for Emergency Services, or a Plan Facility for your
treatment would result in death or serious impairment of health.

ii. Emergency Services Limitation for non-Plan Providers
If you are admitted to a non-Plan Hospital, non-Plan Facility, or a hospital where we have contracted for
Emergency Services, you or someone on your behalf must notify us within 24 hours, or as soon as reasonably
possible. Please call the Telephonic Medicine Center at 303-743-5763.

We will decide whether to make arrangements for necessary continued care where you are, or to transfer you to
a Plan Facility we designate once you are Stabilized. By notifying us of your hospitalization as soon as possible,
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you will protect yourself from potential liability for payment for Services you receive after transfer to one of our
Plan Facilities would have been possible.

b. Emergency Services Exclusions
Continuing or follow-up treatment. We cover only the out-of-Plan Emergency Services that are required before you
could, without medically harmful results, have been moved to a Plan Facility we designate either inside or outside our
Service Area. When approved by Health Plan, we will cover ambulance Services or other transportation Medically
Necessary to move you to a designated Plan Facility for continuing or follow-up treatment.

c. Payment
Our payment is reduced by:

i. any applicable Copayment and/or Coinsurance for Emergency Services and X-ray special procedures performed
in the emergency room. The emergency room and X-ray special procedures Copayments, if applicable, are waived
if you are admitted directly to the hospital as an inpatient; and

ii. the Copayment or Coinsurance for ambulance Services, if any; and

iii. coordination of benefits; and

iv. all amounts paid or payable, or which in the absence of this EOC would be payable, for the Services in question,
under any insurance policy or contract, or any other contract, or any government program except Medicaid; and

v. amounts you or your legal representative recover from motor vehicle insurance or because of third-party liability.

Note: If you receive out-of-Plan Emergency Services, our payment is also reduced by any other payments you would
have had to make if you received the same Services from our Plan Providers. The procedure for receiving
reimbursement for out-of-Plan Emergency Services is described in the “Appeals and Complaints” section regarding
“Post-Service Claims and Appeals.”

Note: As part of an emergent care episode, Medically Necessary DME and prosthetics and orthotics following
Stabilization will be covered if authorized by Health Plan.

2. Urgent Care
a. Urgent Care Provided by Plan Providers

i.  Denver/Boulder Service Area
Urgent care Services are Services that are not Emergency Services, are required to prevent serious deterioration
of your health, and that are required as a result of an unforeseen illness, injury, or condition.

Urgent care that cannot wait for a scheduled visit with your PCP or specialist can be received at one of our
designated urgent care Plan Facilities. In some circumstances, Medical Group may determine that urgent care can
best be provided in your home. For Copayment and Coinsurance information, see “Urgent Care” in the “Schedule
of Benefits (Who Pays What)”. For information regarding the designated urgent care Plan Facilities, please call
Member Services during normal business hours. You can also go to our website, kp.org, for information on
designated urgent care facilities.

You may call Advice Nurses at any time, and one of our advice nurses can speak with you. Our advice nurses
are registered nurses (RNs) specially trained to help assess medical symptoms and provide advice over the phone,
when medically appropriate. They can often answer questions about a minor concern or advise you about what to
do next, including making an appointment for you if appropriate.

ii. Southern, Northern, and Mountain Colorado Service Areas
Urgent care Services are Services that are not Emergency Services, are required to prevent serious deterioration
of your health, and that are required as a result of an unforeseen illness, injury, or condition.

Urgent care that cannot wait for a scheduled visit with your PCP or specialist can be received at one of our
designated urgent care Plan Facilities. In some circumstances, Medical Group may determine that urgent care can
best be provided in your home. For Copayment and Coinsurance information, see “Urgent Care” in the “Schedule
of Benefits (Who Pays What)”. For information regarding the designated urgent care Plan Facilities, please call
Member Services during normal business hours. You can also go to our website, kp.org, for information on
designated urgent care facilities.

You may call Advice Nurses at any time, and one of our advice nurses can speak with you. Our advice nurses
are registered nurses (RNs) specially trained to help assess medical symptoms and provide advice over the phone,
when medically appropriate. They can often answer questions about a minor concern or advise you about what to
do next, including making an appointment for you if appropriate.

b. Urgent Care Outside the Service Area
There may be situations when it is necessary for you to receive unauthorized urgent care outside your Service Area.
Urgent care received from non-Plan Providers outside your Service Area is covered only if all of the following
requirements are met:
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i.  The care is required to prevent serious deterioration of your health; and

ii. The need for care results from an unforeseen illness or injury when you are temporarily away from our Service
Area; and

iii. The care cannot be delayed until you return to our Service Area.

c. Payment for Urgent Care Outside the Service Area
Health Plan’s payment for covered urgent care Services outside the Service Area is based upon fees that we determine
to be usual, reasonable and customary. This means a fee that:
i.  does not exceed most Charges which providers in the same area charge for that Service; and
ii. does not exceed the usual Charge made by the provider for that Service; and
iii. is in accordance with standard coding guidelines and consistent with accepted health care reimbursement payment
practices.

Note: In addition to any Copayment or Coinsurance, the Member is responsible for any amounts over usual, reasonable
and customary charges.

Note: The procedure for receiving reimbursement for urgent care Services outside the Service Area is described in
the “Appeals and Complaints” section regarding “Post-Service Claims and Appeals.”

Note: As part of an urgent care episode, Medically Necessary DME and prosthetics and orthotics following
Stabilization will be covered if authorized by Health Plan.

K. Family Planning and Sterilization Services

1.

Coverage
a. Family planning counseling. This includes counseling and information on birth control.

b. Tubal ligations.
c. Vasectomies.

Note: The following are covered, but not under this section: diagnostic procedures, see “X-ray, Laboratory, and X-ray
Special Procedures”; contraceptive drugs and devices, see the “Prescription Drugs, Supplies, and Supplements” section.

Family Planning and Sterilization Services Exclusions

a. Any and all Services to reverse voluntary, surgically induced sterilization.

b. Acupuncture for the treatment of infertility.

c. Donor semen or eggs.

d. Any and all Services, supplies, office administered drugs and prescription drugs related to the procurement and/or
storage of semen and/or eggs.

e. Any and all Services, supplies, office administered drugs and prescription drugs received from the pharmacy that are
related to intrauterine insemination or conception by artificial means. This includes, but is not limited to: in vitro
fertilization, ovum transplants, gamete intra fallopian transfer, and zygote intra fallopian transfer.

Note: See “Additional Provisions” for additional coverage or exclusions, if applicable to your Group.

L. Health Education Services
We provide health education appointments to support understanding of chronic diseases such as diabetes and hypertension. We
also teach self-care on topics such as stress management and nutrition.

M. Hearing Services

1.

Members up to Age 18

We cover hearing exams and tests to determine the need for hearing correction. For minor children with a verified hearing

loss, coverage shall also include:

a. Initial hearing aids and replacement hearing aids not more frequently than every five (5) years;

b. A new hearing aid when alterations to the existing hearing aid cannot adequately meet the needs of the child; and

c. Services and supplies including, but not limited to, the initial assessment, fitting, adjustments, and auditory training
that is provided according to accepted professional standards.

Members Age 18 Years and Older

a. Coverage
We cover hearing exams and tests to determine the need for hearing correction. Your Group may have purchased

additional coverage for hearing aids. See “Additional Provisions.”

b. Hearing Services Exclusions
i.  Tests to determine an appropriate hearing aid model, unless your Group has purchased that coverage.
ii. Hearing aids and tests to determine their usefulness, unless your Group has purchased that coverage.
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N. Home Health Care
1. Coverage

We cover skilled nursing care, home health aide Services, physical therapy, occupational therapy, speech therapy, and

medical social Services:

a. only on a Part-Time or Intermittent Care basis; and

b. only within our Service Area; and

c. only to an eligible Member when ordered by a Plan Physician and administered by a Plan Provider. Care must be
provided under a home health care plan established by the Plan Physician and the approved Plan Provider; and

d. onlyifa Plan Physician determines that it is feasible to maintain effective supervision and control of your care in your
home.

Part-Time Care or Intermittent Care means part-time or intermittent skilled nursing and home health aide Services.

Note: Services that are performed in the home, but that do not meet the Home Health Care requirements above, will be
covered at the applicable Copayment or Coinsurance and limits for the Services performed (e.g. urgent care, physical,
occupational, and/or speech therapy). See the “Schedule of Benefits (Who Pays What)”.

Note: X-ray, laboratory, and X-ray special procedures are not covered under this section. See “X-ray, Laboratory, and
X-ray Special Procedures”.

2. Home Health Care Exclusions
a. Custodial care.
b. Homemaker Services.
c. Care that Medical Group determines may be appropriately provided in a Plan Facility or Skilled Nursing Facility, if
we offer to provide that care in one of these facilities.

O. Hospice Special Services and Hospice Care
1. Hospice Special Services
If you have been diagnosed with a life limiting illness with a life expectancy of 24 months or less, but are not yet ready to
elect hospice care, you are eligible for Hospice Special Services. Coverage of hospice care is described below.

Hospice Special Services give you and your family time to become more familiar with hospice-type Services and to decide
what is best for you. It helps you bridge the gap between your diagnosis and preparing for the end of life.

The difference between Hospice Special Services and regular Home Health Care visiting nurse visits is that: you may or
may not be homebound or have skilled nursing care needs; or you may only require spiritual or emotional care. Services
available through this program are provided by professionals with specific training in end-of-life issues.

2. Hospice Care
We cover hospice care for terminally ill Members inside our Service Area. If a Plan Physician diagnoses you with a

terminal illness and determines that your life expectancy is six (6) months or less, you can choose hospice care instead of
traditional Services otherwise provided for your illness.

If you elect to receive hospice care, you will not receive additional benefits for the terminal illness. However, you can
continue to receive Health Plan benefits for conditions other than the terminal illness.

We cover the following Services and other benefits when: (1) prescribed by a Plan Physician and the hospice care team;
and (2) received from a licensed hospice approved, in writing, by Kaiser Permanente:

a. Physician care.

b. Nursing care.

c. Physical, occupational, speech, and respiratory therapy.

d. Medical social Services.

e. Home health aide and homemaker Services.

f.  Medical supplies, drugs, biologicals, and appliances.

g. Palliative drugs in accordance with our drug formulary guidelines.

h. Short-term inpatient care including respite care, care for pain control, and acute and chronic pain management.

i.  Counseling and bereavement Services.

j- Services of volunteers.
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P. Mental Health Services

Coverage

We cover mental health Services as shown below. Coverage includes evaluation and Services for conditions which, in the
judgment of a Plan Physician, would respond to therapeutic management. Mental health includes but is not limited to
biologically based illnesses or disorders.

1.

2.

a.

Outpatient Therapy
We cover: diagnostic evaluation; individual therapy; psychiatric treatment; crisis intervention and stabilization for
acute episodes; and psychiatrically oriented child and teenage guidance counseling.

Visits for the purpose of monitoring drug therapy are covered.
Psychological testing as part of diagnostic evaluation is covered.

Inpatient Services

We cover psychiatric hospitalization in a facility designated by Medical Group or Health Plan. Hospital Services for
psychiatric conditions include all Services of Plan Physicians and mental health professionals and the following Services
and supplies as prescribed by a Plan Physician while you are a registered bed patient: room and board; psychiatric nursing
care; group therapy; electroconvulsive therapy; occupational therapy; drug therapy; and medical supplies.

Separate Coinsurance applies to Services of Plan Physicians and mental health professionals.

Partial Hospitalization
We cover partial hospitalization in a Plan Hospital-based program.

We cover mental health services whether they are voluntary, or are court-ordered as a result of contact with the criminal
justice or juvenile justice system, when they are Medically Necessary and otherwise covered under the plan, and when
rendered by a Plan Provider. We do not cover court-ordered treatment that exceeds the scope of coverage of this health
benefit plan.

Mental Health Services Exclusions

a.

b.

C.

Evaluations for any purpose other than mental health treatment. This includes evaluations for: child custody; disability;
or fitness for duty/return to work, unless Medically Necessary.

Court-ordered testing and testing for ability, aptitude, intelligence, or interest.

Services which are custodial or residential in nature.

Q. Out-of-Area Benefit
A limited benefit is available to Dependents, up to the age of 26, receiving care outside any Kaiser regional health plan service
area.

1.

Coverage
The Out-of-Area Benefit is limited to certain office visits, diagnostic X-rays, physical, occupational, and speech therapy,

and prescription drug fills as covered under this EOC.

a.

b.
c.

d.

Office visit exam limited to:

i.  Primary care visit.

il. Specialty care visit.

iii. Preventive care visit.

iv. Gynecology care visit.

v. Hearing exam.

vi. Mental health visit.

vii. Chemical dependency visit.

viii. The administration of allergy injections.

ix. Prevention immunizations pursuant to the schedule established by the Advisory Committee on Immunization
Practices (ACIP).

Diagnostic X-rays.
Physical, occupational, and speech therapy visits.

Prescription drug fills.

See the “Schedule of Benefits (Who Pays What)” for more details.

Out-of-Area Benefit Exclusions and Limitations

The Out-of-Area Benefit does not include the following Services:

LG_DHMO_EOC(01-19)

15



Kaiser Foundation Health Plan of Colorado

f.

g.

Other Services provided during a covered office visit such as, but not limited to: procedures, laboratory tests, and
office administered drugs and devices, except for allergy injections and prevention immunizations as listed in the
“Coverage” section of this benefit.

Services received outside the United States.

Transplant Services.

Services covered outside the Service Area under another section of this EOC (e.g., Emergency Services and Urgent
Care).

Allergy evaluation, routine prenatal and postpartum visits, chiropractic care, acupuncture services, applied behavior
analysis (ABA), hearing tests, hearing aids, home health visits, hospice services, and travel immunizations.

X-ray special procedures, including but not limited to CT, PET, MRI, nuclear medicine.

Any and all Services not listed in the “Coverage” section of this benefit.

R. Physical, Occupational, and Speech Therapy and Multidisciplinary Rehabilitation Services
1. Coverage

a.

Hospital Inpatient Care, Care in a Skilled Nursing Facility, and Home Health Care

We cover physical, occupational, and speech therapy as part of your Hospital Inpatient Care, Skilled Nursing Facility,
and Home Health Care benefit. Therapies that are performed in the home, but that do not meet the Home Health Care
requirements, will be covered at the applicable Copayment or Coinsurance and limits for the therapy performed (i.e.,
physical, occupational, and/or speech). See the “Schedule of Benefits (Who Pays What)”.

Outpatient Care
We cover three (3) types of outpatient therapy (i.e., physical, occupational, and speech therapy) in a Plan Facility or

other location approved by Health Plan, to improve or develop skills or functioning due to medical deficits, illness, or
injury. See the “Schedule of Benefits (Who Pays What).”

Multidisciplinary Rehabilitation Services

We will cover treatment in an organized, multidisciplinary rehabilitation Services program in a designated facility or
a Skilled Nursing Facility. We also cover multidisciplinary rehabilitation Services while you are an inpatient in a
designated facility. See the “Schedule of Benefits (Who Pays What).”

Pulmonary Rehabilitation
Treatment in a pulmonary rehabilitation program is provided if prescribed or recommended by a Plan Physician and
provided by therapists at designated facilities.

Therapies for Congenital Defects and Birth Abnormalities

After the first 31 days of life, the limitations and exclusions applicable to this EOC apply, except that Medically
Necessary physical, occupational, and speech therapy for the care and treatment of congenital defects and birth
abnormalities for covered children from age three (3) to age six (6) shall be provided. The benefit level shall be the
greater of the number of such visits provided under this health benefit plan or 20 therapy visits per Accumulation
Period for each physical, occupational, and speech therapy. Such visits shall be distributed as Medically Necessary
throughout the Accumulation Period without regard to whether the condition is acute or chronic and without regard
to whether the purpose of the therapy is to maintain or improve functional capacity. See the “Schedule of Benefits
(Who Pays What).”

Note 1: This benefit is also available for eligible children under the age of three (3) who are not participating in Early
Intervention Services.

Note 2: The visit limit for therapy to treat congenital defects and birth abnormalities is not applicable if such therapy
is Medically Necessary to treat autism spectrum disorders.

Therapies for the Treatment of Autism Spectrum Disorders

For the treatment of Autism Spectrum Disorders when prescribed by a Plan Physician and Medically Necessary, we

cover:

i.  Outpatient physical, occupational, and speech therapy in a Plan Medical Office or other location approved by
Health Plan. See the “Schedule of Benefits (Who Pays What).”

ii. Applied behavior analysis, including consultations, direct care, supervision, or treatment, or any combination
thereof by autism services providers. See the “Schedule of Benefits (Who Pays What).”

2. Limitations
Occupational therapy is limited to treatment to achieve improved self-care and other customary activities of daily living.

3. Physical, Occupational, and Speech Therapy and Multidisciplinary Rehabilitation Services Exclusions

a.

Long-term rehabilitation, not including treatment for autism spectrum disorders.
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b. Speech therapy that is not Medically Necessary, such as: (i) therapy for educational placement or other educational
purposes; or (ii) training or therapy to improve articulation in the absence of injury, illness, or medical condition
affecting articulation; or (iii) therapy for tongue thrust in the absence of swallowing problems.

S. Prescription Drugs, Supplies, and Supplements
We use drug formularies. A drug formulary includes the list of prescription drugs that have been approved by our formulary
committees for our Members. Our committees are comprised of Plan Physicians, pharmacists and a nurse practitioner. The
committees select prescription drugs for our drug formularies based on a number of factors, including safety and effectiveness
as determined from a review of medical literature and research. The committees meet regularly to consider adding and removing
prescription drugs on the drug formularies. If you would like information about whether a particular drug is included in our
drug formularies, please call Member Services.

If your prescription drug has a Copayment shown on the “Schedule of Benefits (Who Pays What)” and it exceeds the Charges
for your prescribed medication, then you pay Charges for the medication instead of the Copayment. The drug formulary,
discussed above, also applies.

1. Coverage
a. Limited Drug Coverage Under Your Basic Drug Benefit

If your Group has not purchased supplemental prescription drug coverage, then prescribed drug coverage under your
basic drug benefit is limited. It includes base drugs such as: contraceptives; orally administered anti-cancer
medication; and post-surgical immunosuppressive drugs required after a transplant. These drugs are available only
when prescribed by a Plan Physician and obtained at Plan Pharmacies. You may obtain these drugs at the Copayment
or Coinsurance shown on the “Schedule of Benefits (Who Pays What).” The amount covered cannot exceed the day
supply for each maintenance drug or up to the day supply for each non-maintenance drug. Any amount you receive
that exceeds the day supply will not be covered. If you receive more than the day supply, you will be charged as a
non-Member for any amount that exceeds that limit. Each prescription refill is provided on the same basis as the
original prescription.

If your Group has purchased supplemental prescription drug coverage, the applicable generic or brand-name
Copayment or Coinsurance and any pharmacy Deductible apply for these types of drugs. For more information, please
refer to the “Schedule of Benefits (Who Pays What).”

Note: Kaiser Permanente mays, in its sole discretion, establish quantity limits for specific prescription drugs, regardless
of whether your Group has limited or supplemental prescription drug coverage.

i.  We cover:
(a) prescription contraceptives intended to last:
(1) for a three-month period the first time the prescription contraceptive is dispensed to the covered person;
and
(i1) for a twelve-month period or through the end of the covered person’s coverage under the policy, contract,
or plan, whichever is shorter, for any subsequent dispensing of the same prescription contraceptive to
the covered person, regardless of whether the covered person was enrolled in the policy, contract, or plan
at the time the prescription contraceptive was first dispensed; or
(b) a prescribed vaginal contraceptive ring intended to last for a three-month period.

For Copayment or Coinsurance information related to contraceptive drugs and certain devices, please refer to
your “Schedule of Benefits (Who Pays What).”

ii. We cover a five-day supply of an FDA-approved drug for the treatment of opioid dependence without prior
authorization, except that the drug supply is limited to a first request within a twelve-month period.

b. Outpatient Prescription Drugs
Unless your Group has purchased additional outpatient prescription drug coverage, we do not cover outpatient drugs
except as provided in other provisions of this “Prescription Drugs, Supplies, and Supplements” section. If your Group
has purchased additional coverage for outpatient prescription drugs, see “Additional Provisions.” The drug formulary,
discussed above, also applies.

i.  Prescriptions by Mail

If requested, refills of maintenance drugs will be mailed through Kaiser Permanente’s mail-order prescription
service by