Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

§% KAISER PERMANENTE, : TRADITIONAL PLAN

Coverage Period: 01/01/2023-12/31/2023

Coverage for: Individual/Family | Plan Type:
HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see

www.kp.org/plandocuments or call 1-800-278-3296 (TTY: 711) . For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underfined terms, see the Glossary. You can view the Glossary at www.healthcare.govisbe-glossary/ or call

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions Answers Why this Matters:
What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? Covers.
This plan covers some items and services even if you haven't yet met the
Are there services : deductible amount. But a copayment or coinsurance may apply. For example,
covered before gou meet | Not Applicable. this plan covers certain preventive services without cost sharing and before you
your deductible meet your deductible. See a list of covered preventive services at
https//www.healthcare.govicoverage/preventive-care-benefits/.
Are there other
deductibles for specific | No. You don’t have to meet deductibles for specific services.
services?

What is the out-of-pocket
limit for this plan?

$1,500 Individual / $3,000 Family

The out-of-pocket limit is the most you could ﬁay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

lEven though you pay these expenses, they don't count toward the out-of-pocket

Will you pay less if you
use Z network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider’s
charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referrél fo
see a specialist?

Yes, but you may self-refer to certain specialists.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

RANCHO SANTA FE UNION SCHOOL DISTRICT
PID:104423 CNTR:t EU-1 PlaniD:35 SBC ID:487087
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45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Plan Provider

What You Will Pay

Common Non-Plan Provider

Services You May

Limitations, Exceptions & Other Important

ol Bl Noed (You will pay the least) (You will pay the most) s
~ | Primary care visit to
treat an injury or $20 / visit Not Covered None
| lliness
ifyouvisitahealth Ll visi i
carv proviter's = - Specialist visit $20 / visit Not Covered None
ofﬁca or clin%c Proventive care/ You n*aau{{ ha:\e éo pay for s]gm;et?‘ that aren't
5 PP . : preventive. Ask your provider if the services
%Sn%gu—eﬁg—gm No Charge Not Covered needed are preventive. Then check what your
_ i plan will pay for.
it i Pai; Sigztéc, jgﬁ()(x- No Charge Not Covered None
If youhaveatest ——
S R an.:g;ngm(ggr ET No Charge Not Covered None
S : Up to a 30-day supply retail or 100-day supply
: . %enerlc drugs (Tier E;e(itgr“ $$21(? IIQ%%L m?{(})n Ml Not Covered mail order. Subject to formulary guidelines. No
' Charge for Contraceptives.
mu "“‘,';.‘,’.’;’ g8 to Up to a 30-day supply retail or 100-day supply
: our iliness or
eondivﬂtm e grrgg;?srﬁ'?ep Ea)nd E%tg;l gfg ;r D_.__L;;;‘Sccrfll ;!lgm Mail | Not Covered mail order. Subject to formulary guidelines. No
More information Charge for Contraceptives.
about prescription The cost sharing for non-preferred brand drugs
drugcoverageis | Non-preferred brand under this plan aligns with the cost sharing for
avaﬂable at - drugs (Tier 2) Same as preferred brand drugs | Not Covered preferred brand drugs (Tier 2), when approved
: nulary through the formulary exception process.
~ | Specialty drugs (Tier ot Up to a 30-day supply retail. Subject to
21 4) $20/ prescription Not Covered formulary guidelines.
Facility fee (e.g., ;
| ambulatory sur 20 / procedure Not Covered None
- e
Physumanlaurgeon : Physician/surgeon fees are included in the
fogsg = No Charge Not Covered Facility fee.
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What You Will Pay
Plan Provider

What You Will Pay

Common Non-Plan Provider

Services You May

Limitations, Exceptions & Other Important

el e L (You will pay the least) (You will pay the most) Ll
S |enmenoyioom | gygyist $20/ visit None
fyou .
'Imngle:iﬂate m&dieal E?er;srgengtrlorrr:edrcal No Charge No Charge None
attention =
e o Non-Plan providers covered when temporarily
=3 Urgent care 520/ visit WolGaNercH outside the service area: $20 / visit.
'lfyou P '_: . -.: Eggglittglf?:o(:{)g” No Charge Not Covered None
hos Istay ic
pita W . fP;t;ysman/surgeon No Charge Not Covered None
it rw ﬂeéd mental : . $20 / individual visit. No Charge Mental / Behavioral Health: $10 / group visit;
m% bahﬂ;‘:g;ce Outpatient services | ¢, onar outpatient services Not Covered Substance Abuse: $5 / group visit.
orsu
abuse 59,-3;@5 - | Inpatient services No Charge Not Covered None
Depending on the type of services, a
copayment, coinsurance, or deductible may
| Office visits No Charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
youamprogant | il
DRSS s e : pcrtg}gggitgrlag?lsﬂé?vni{ces No Charge Not Covered None
Ehels gg';%fg:&gﬁew No Charge Not Covered None
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What You Will Pay What You Will Pay
Plan Provider Non-Plan Provider
(You will pay the least) (You will pay the most)

Common Services You May

Limitations, Exceptions & Other Important

Medical Event Need Information

4 Up to 2 hours maximum / visit, up to 3 visits
Home health care No Charge Not Covered maximum / day, up to 100 visits maximum /
pb | year.
o T e s Rehabilitation Inpatient: No Charge; Outpatient;
If you !:ieed he;i;;v | services $2%fvisit Sy ot Caverad hlape
recovering or have e : —
other §p’egfal health | Habilitation services | $20/ visit Not Covered None
n@ds = Skilled nursing care | No Charge Not Covered Up to 100 days maximum / benefit period.
e g—u————;[}? W No Charge Not Covered Requires prior authorization.
- | Hospice service No Charge Not Covered None
SR | Children's eye exam | No Charge Not Covered None
Lfeyourchildneeds Children's glasses | Not Covered Not Covered None
dental oreyecare [~ .
SN e gmg;znps dental Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Children's glasses ® Hearing aids ® Private-duty nursing
@ Chiropractic care ® |ong-tem care ® Routine foot care
e Cosmetic surgery e Non-emergency care when traveling outside e Weight loss programs
® Dental Care (Adult & Child) the U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture (plan provider referred) ¢ |nfertility treatment e Routine eye care (Adult)

® Barialric surgery

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’'s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.healthhelp.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax
credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
CHINESE (R X): MR BEFR XML | HIRITIXN 5 1-800-757-7585 (TTY: 711)
NAVAJO (Dine): Dinek'ehgo shika at'ochwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

different health plans. Please note these coverage examples are based on self-only coverage.

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copaymentis and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

M The plan's overall deductible $0
W Specialist copayment $20
B Hospital (facility) copayment $0
M Other (blood work) copayment $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal cars)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes

(a year of routine in-network care of a well-

controlled condition)

@ The plan's overall deductible $0
W Specialist copayment $20
W Hospital (facility) copayment $0
B Other (blood work) copayment $0

This EXAMPLE event includes services like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture
(in-network emergency room visit and follow up

care)
H The plan's overall deductible $0
M Specialist copayment $20
B Hospital (facility) copayment $0
B Other (x-ray) copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12700  Total Example Cost | $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
, Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $10 Copayments $700 Copayments $100
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $60  The total Joe would pay is Z $700  The total Mia wouid pay is $100

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice
Discrimination is against the law. Kaiser Permanente follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity, gender expression, sexual
orientation, marital status, physical or mental disability, medical condition, source of payment, genetic information, citizenship, primary
language, or immigration status.

Kaiser Permanente provides the following services:
e No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢+ Qualified sign language interpreters
+ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
e 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 our Member Service Contact Center at 1 800-464-4000 (TTY 711), 24 hours a day, 7 days a week
(except closed holidays). If you cannot hear or speak well, please call 711.

Upon request, this document can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a copy in
one of these alternative formats, or another format, call our Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to provide these services or unlawfully
discriminated in another way. Please refer to your Evidence of Coverage or Certificate of Insurance for details. You may also speak with
a Member Services representative about the options that apply to you. Please call Member Services if you need help filing a grievance.

You may submit a discrimination grievance in the following ways:

¢ By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day,
7 days a week (except closed holidays)

e By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you

¢ |n person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your
provider directory at kp.org/facilities for addresses)

e Online: Use the online form on our website at kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinators directly at the addresses below:
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Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the Califomia Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

e By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
¢ By mail: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services.
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http:/Awww.dhcs.ca.gov/Pages/Language_Access.aspx
® Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discriminatior complaint with the U.S. Department of Health and Human Services Office for Civil Rights. You can file your
complaint in writing, by phone, or online:

¢ By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

e By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

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

¢ Online: Visit the Office of Civil Rights Complaint Portal at:
hitps://ocrportal.hhs.gov/ocr/portal/lobby.jsf.




Aviso de no discriminacién
La discriminacién es ilegal. Kaiser Permanente cumple con las leyes de los derechos civiles federales y estatales.

Kaiser Permanente no discrimina ilicitamente, excluye ni trata a ninguna persona de forma distinta por motivos de edad, raza,
identificacion de grupo étnico, color, pais de origen, antecedentes culturales, ascendencia, religién, sexo, género, identidad de género,
expresion de género, orientacion sexual, estado civil, discapacidad fisica o mental, condicién médica, fuente de pago, informacién
genética, ciudadania, lengua materna o estado migratorio.

Kaiser Permanente ofrece los siguientes servicios:
* Ayuda y servicios sin costo a personas con discapacidades para que puedan comunicarse mejor con nosotros, como lo siguiente:

¢ intérpretes calificados de lenguaje de seiias,

¢ informacion escrita en otros formatos (braille, impresioén en letra grande, audio, formatos electronicos accesibles y otros
formatos).
* Servicios de idiomas sin costo a las personas cuya lengua materna no es el inglés, como:

¢ intérpretes calificados,
¢ informacién escrita en otros idiomas.

Si necesita nuestros servicios, llame a nuestra Central de Llamadas de Servicio a los Miembros al 1-800-464-4000 (TTY 711) las 24
horas del dia, los 7 dias de la semana (excepto los dias festivos). Si tiene deficiencias auditivas o del habla, llame al 711.

Este documento estara disponibie en braille, letra grande, casete de audio o en formato electrénico a solicitud. Para obtener una copia
en uno de estos formatos alternativos o en otro formato, llame a nuestra Central de Llamadas de Servicio a los Miembros y solicite el
formato que necesita.

Coémo presentar una queja ante Kaiser Permanente

Usted puede presentar una queja por discriminacioén ante Kaiser Permanente si siente que no le hemos ofrecido estos servicios o lo
hemos discriminado ilicitamente de otra forma. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro
(Certificate of Insurance) para obtener mas informacién. También puede hablar con un representante de Servicio a los Miembros sobre
las opciones que se apliquen a su caso. Llame a Servicio a los Miembros si necesita ayuda para presentar una queja.

Puede presentar una queja por discriminacién de las siguientes maneras:

* Por teléfono: llame a Servicio a los Miembros al 1 800-464-4000 (TTY 711), las 24 horas del dia, los 7 dias de la semana
(excepto los dias festivos).

¢ Por correo postal: ldmenos al 1 800-464-4000 (TTY 711) y pida que se le envie un formulario.

¢ En persona: liene un formulario de Queja o reclamacién/solicitud de beneficios en una oficina de Servicio a los Miembros ubicada
en un centro del plan (consuite su directorio de proveedores en kp.org/facilities [cambie el idioma a espaiiol] para obtener las
direcciones).

¢ En linea: utilice el formulario en linea en nuestro sitio web en kp.org/espanol.
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También puede comunicarse directamente con el coordinador de derechos civiles (Civil Rights Coordinator) de Kaiser Permanente a la
siguiente direccion:

Atin: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 921893

Cémo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Servicios de Atencion Médica de California (So/o
para beneficiarios de Medi-Cal)

También puede presentar una queja sobre derechos civiles ante la Oficina de Derechos Civiles (Office of Civil Rights) del Departamento
de Servicios de Atencién Médica de California (California Department of Health Care Services) por escrito, por teléfono o por correo
electrénico:

e Por teléfono: lame a la Oficina de Derechos Civiles del Departamento de Servicios de Atencién Médica (Department of Health
Care Services, DHCS) al 916-440-7370 (TTY 711).
* Por correo postal: llene un formulario de queja o envie una carta a:

Deputy Director, Office of Civil Rights

Department of Health Care Services

Office of Civil Rights

P.O. Box 997413, MS 0009

Sacramento, CA 95899-7413

Los formularios de queja estan disponibles en: http://www.dhcs.ca.gov/Pages/Language_Access.aspx (en inglés).

e En lnea: envie un correo electrénico a CivilRights@dhcs.ca.gov.
Cémo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de los EE. UU.

Puede presentar una queja por discriminaciéon ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de
EE. UU. (U.S. Department of Health and Human Services). Puede presentar su queja por escrito, por teléfono o en linea:

¢ Por teléfono: llame al 1-800-368-1019 (TTY 711 o al 1-800-637-7697).
* Por correo postal: llene un formulario de queja o envie una carta a:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Los formularios de quejas estan disponibles en
http:/iwww.hhs.gov/ocr/office/file/index.html (en inglés).

¢ En linea: visite el Portal de quejas de la Oficina de Derechos Civiles en:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés).




