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

&% KAISER PERMANENTE. : TRADITIONAL PLAN

Coverage Period: 07/01/2025-06/30/2026

Coverage for: Individual/Family | Plan Type: HMO

A

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

https://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 underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call

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

Important Questions Answers Why this Matters:
What is the overall 30 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 you meet
your deductible?

Not Applicable.

this plan covers certain preventive services without cost sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. $100 Individual for brand and specialty
prescription drugs. There are no other specific
deductibles.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these 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 pay 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.

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

Will you pay less if you
use a 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 referral to
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.

SCHOOLS INSURANCE GROUP
PID:600559 CNTR:1 EU:3000 Plan ID:1557 SBC ID:592458
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

What You Will Pay

Common Services You May : : Limitations, Exceptions & Other Important
. Plan Provider Non-Plan Provider .
Medical Event Need (You will pay the least) (You will pay the most) Information

Primary care visit to
treat an injury or $25 / visit Not Covered None
illness

If you visit a health ialist visi iai

care provider's Specialist visit $50 / visit Not Covered None | |

office or clinic Preventive care/ You ma;y haxe éo pay for s_gm%et?] that aren't
— preventive. Ask your provider if the services
mﬂi i No Charge Not Coversd needed are preventive. Then check what your

plan will pay for.

rDai? &ggt(ijcvsg%t()(x- No Charge Not Covered None

If you have a test I — e
srgaar?én?\/l(Rl's) No Charge Not Covered None

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

Generic drugs (Tier

1)

Retail: $10 / prescription; Mail
order: $20 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives.

Preferred brand
drugs (Tier 2)

Retail: $25 / prescription; Mail
order: $50 / prescription, after
drug deductible.

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines.

Non-preferred brand
drugs (Tier 2)

Retail: $25 / prescription; Mail
order: $50 / prescription, after
drug deductible.

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

20% coinsurance up to $150 /

prescription, after drug
deductible.

Not Covered

Up to a 30-day supply retail. Subject to
formulary guidelines.

If you have
outpatient surgery

Facility fee (e.g.,

ambulatory surgery | $100 / procedure Not Covered None

center)

Physician/surgeon Physician/surgeon fees are included in the
s No Charge Not Covered Facility fee.
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

Emergency room

(You will pay the least)

(You will pay the most)

facility services

care $100 / visit $100 / visit None
If you need P :
: : . Emergency medical - ;
:ar::tcii;?]te medical transportation $50 / trip $50 / trip None
o Non-Plan providers covered when temporarily
Urgent care §25 1 visit Not Covered outside the service area: $25 / visit.
Facility fee (e.g., .
if you have a hospital room) $250 / admission Not Covered None
hospital stay Physician/surgeon Physician/surgeon fees are included in the
fee No Charge Not Covered Facility fee.
If you need mental , , $25 / individual visit. No Charge Mental / Behavioral Health: $12 / group visit;
lﬂea:zn, beha\éiotral Outpatient services | f"ter outpatient services Not Covered Substance Abuse: $5 / group visit.
ealth, or substance : : —
abuse services Inpatient services $250 / admission 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.
If you are pregnant [HESTL]L
Childbirth/delivery Professional services are included in the Facility
professional services No Charge Not Covered services.
Childbirth/delivery $250 / admission Not Covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)

No Charge

(You will pay the most)
Not Covered

3 visit limit / day, 100 visit limit / year.

Rehabilitation

Inpatient: $250 / admission;

services Outpatient: $25 / visit Not Covered None
Habilitation services | $25 / visit Not Covered None
Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.

Durable medical
equipment

20% coinsurance

Not Covered

Requires prior authorization.

Hospice service No Charge Not Covered None

Children's eye exam | No Charge for refractive exam | Not Covered None
If your child needs | Children's glasses | Not Covered Not Covered None
dental or eye care - |

Children's dental Not Covered Not Covered None

check-up

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.)

® Children's glasses ® Hearing aids ® Private-duty nursing

e Cosmetic surgery ® | ong-term care ® Routine foot care

e Dental Care (Adult & Child) e Non-emergency care when traveling outside ® Weight loss programs
the U.S.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

® Acupuncture (plan provider referred) ® Chiropractic care (30 visit limit / year) ® Routine eye care (Adult)
® Bariatric surgery ® |Infertility treatment

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.

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.
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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.dmhc.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)

TRADITIONAL CHINESE (P 32): N REFZHR XA B |, iBIRITIX NS5 1-800-757-7585 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-278-3296 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 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,
copayments 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)

B The plan's overall deductible $0
B Specialist copayment $50
B Hospital (facility) copayment $250
B Other (blood work) copayment $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
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)

B The plan's overall deductible $0
M Specialist copayment $50
B Hospital (facility) copayment $250
M 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)
B The plan's overall deductible $0
B Specialist copayment $50
B Hospital (facility) copayment $250
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 | $12,700  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* $10 Deductibles* $100 Deductibles $0
Copayments $300 Copayments $800 Copayments $300
Coinsurance $0 Coinsurance $100 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 $360 The total Joe would pay is $1,000 The total Mia would pay is $300

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The
Permanente Medical Group, Inc., and the Southern California Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.
We do not 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:
¢ 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)
¢ No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters

¢ [nformation written in other languages

If you need these services, call our Member Services department at the numbers below. The call is free. Member services is closed on
major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
e All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

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

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these services or unlawfully discriminated in
another way. You can file a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage or Certificate of
Insurance for details. You can call Member Services for more information on the options that apply to you, or for help filing a grievance.
You may file a discrimination grievance in the following ways:

e By phone: Call our Member Services department. Phone numbers are listed above.

e By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.


http://www.kp.org
http://www.kp.org

e |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 Coordinator directly at the addresses below:

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 California 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)

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

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms are available at:
http://www.dhcs.ca.gov/Pages/Language_Access.aspx

e 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 discrimination 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:

e 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

U.S. Department of Health and Human Services Office for Civil Right Complaint forms are available at:
https://www.hhs.gov/ocr/office/file/index.html


http://www.kp.org/facilities
http://www.kp.org
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/office/file/index.html

¢ Online: Visit the Office of Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf


https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Notice of Language Assistance

English: ATTENTION. Language assistance is available at no cost to you.
You can ask for interpreter services, including sign language interpreters. You
can ask for materials translated into your language or alternative formats,
such as braille, audio, or large print. You can also request auxiliary aids

and devices at our facilities. Call our Member Services department for help.
Member services is closed on major holidays.

. Medicare, including D-SNP: 1-800-443-0815 (TTY 711),8a.m.to8 p.m., 7
days a week

. Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week

. All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week

wﬁ&&m@@,\dﬂ;m)u@ujdkdﬁm o)\.u‘}!\wsaa_)udh‘_gbucmﬂ\uuhulbdﬁm dﬂcuﬁqu_gdqaﬁju‘u}d\amw\ 4.\.\.\4 :Arabic
a&M\é&thﬂ;bA&Y\u\.ﬂhﬁuﬁ@M\ M\f@n&@a)@ébb&hud:@;db@\d& o)ﬁ@}b@w\_g\@y.auhj\uﬁ}s&ﬂdﬂ}
4.\.»;.\.1)5\ &_’)Ld\‘_g;\.m::‘zﬂ u\.ad;d.u_ay

g sl 3l 7 (3L 8 ) lalua 8 «(TTY 711) 1-800-443-0815 :..\= D-SNP <l i L <Medicare o
g 5wl G L 7 sl 34elu24 (TTY 711) 1-855-839-7613 .l :Medi-Cal o
g sl 8 U1 7 asdl L3dclu 24 (TTY 711) 1-800-464-4000 :Lrsex 039! @

Armenian: NPTUNMNPESNPU: Liquljwt wowljgnipjniup hwuwbih E dkq wdgwn: dnip Jupnn Ep juinpt) pwtwygnp

pupgUuunipjul Swnwjnipniuutp, wn pynd dtunkph (kqyh pupguuithsubipn: dnip Jupnn tp pungpky dkp 1Eqyny
pupgUuiudws yniptp jud wyptnputpuyht dbwswthkp, htiswhuhp Eu ppuyp, dwyimgpnipiniup jud junsonp nunwnbtuwln:
“nip Jupny tp twlb nhut] odwtnul] wmewlgnipjut b uwpptph hwdwp, npnup welw kb Ukp hwunwwnnipniuttpnid: Oqunipjut
hudwp quuquhwuptp dkp Gunudubph uvyuwuwpldwt pudht: Gunudubph uvyuwuwpldwt pudhp thwl Ehhdtwju nnnt
opknpht:

e Medicare, ukpwunju; D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-p, wpwpep 7 on
¢ Medi-Cal’ 1-855-839-7613 (TTY 711), opp 24 dw, pwpwpn 7 op
e Ujniu pnnpp 1-800-464-4000 (TTY 711), opp 24 dwd, owpwpen 7 op
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Chinese: WX » Ffl T B FHAZ I - AT ABBRE HRE CHIRS  OFEFAEBIER - 0 BRI VOB R PR [ R
= SRR A » ML~ BB » (0 o] LUK (T T e PR 2t T EL Rt - 1A 2 b R B LAY
Bl - S T B e RS R P -

e Medicare, fJ#% D-SNP : 1-800-443-0815 (TTY 711) » &5F 7 KX » 48 S EH: [ 8 5
e Medi-Cal : 1-855-839-7613 (TTY 711) » 5 7 X » &K 24 /i
o T HEMERTER] - 1-800-757-7585 (TTY 711) > &:EH 7 K » &K 24 /NI

Osimed o L3 0l Olen e alea ) i€ Canl 53 50 1 (oalid dea i ladd ) fica 1 2pa s el sl OKG1 Jsh 4 b)) Caelus ) i e S 42 g3 iFarsi
5 LS il i a Gpipan b3 Cigpa bla b o sa Jid o ad alea ) eaniS il a1 e 8ls lacll o b s () 40 eadas i ldas il i
) gy ey S et 0 celiac) iladd a0 (ulad L sliae ) claad b eSS iy 3 () g i€ il 6d e ) e ) (SeeS slaslKiu

2,80 G 45a 35,7 3 eac 8 U a8 S(TTY 711) 1-800-443-0815 » e L : D-SNP JiLi <Medicare o
280 Gl 4 5,7 Gl el 24 3 ((TTY 711) 1-855-839-7613 » et L :Medi-Cal o
2,80 Gl s 5,7 Gaied celu 24 3 ((TTY 711) 1-800-464-4000 o e L : S 3 e 408 @

Hindi: &a7eT &1 191 WeTddr 39es faw e el eeeh & 3ucieyr §1 319 goiSar qarsii & fov 3y & ¥ 8, forasd
1S SladeT & Iy o e &1 3T WA T 3= o ar dwfeus uwT, S 9w, i, @ 93 R & eee
A F T o g Fohd gl 3T AR Fiaul-shal W FgRIeh AU T 3TRUN FT 81 AT T Hhd §| Fer Il & faw
GAR HEET GaT TIHTIT I hicl Y| HeEd dar faemT H&g Bzl arel el d¢ W@ &l

S

e Medicare, T5T@# D-SNP 2mffer g: 1-800-443-0815 (TTY 711), g 8 &1 & U 8 o1 e, Feclg & 7 feaA
e Medi-Cal: 1-855-839-7613 (TTY 711), f&=T & dldi &¢, @eaw & 7 et
o ST TIT: 1-800-464-4000 (TTY 711), T & dldiy &, IeaEg & 7 &

Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom pab txhais lus, suav nrog kws txhais
lus piav tes. Koj muaj peev xwm thov kom muab cov ntaub ntawv no txhais ua koj yam lus los sis ua lwm hom, xws |li hom ntawv
rau neeg dig muag xuas, tso ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab dawb thiab
tej khoom siv txhawb tau rau ntawm peb cov chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub Chaw Pab Tswv Cuab. Lub
chaw pab tswv cuab kaw rau cov hnub so uas tseem ceeb.

e Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev tsaus ntuj, 7 hnub hauv ib lub vij
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij
e Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

Japanese: TYEE, SrfV AN MIBERTIFMAWZIZT £, HARTIIFRIEREZ STERAY - EAZEKHTE LT, /7, K
RITECR X GG AR Y, bR DS HRS NI 74—~ v RO A RD S T LRTE £, YOI T
(TR B0 Es D EGE bk > TR Y £97, SRPBERTTIL, MAEFEY —EAFMICBEFES 2830, MAFR T —E 233+
EIRRBTIIEEL TR tA,

e D-SNP %#%&#¢ Medicare: 1-800-443-0815 (TTY 711). ZFil 8 B B4 8 ik T, 4E 4k
e Medi-Cal: 1-855-839-7613 (TTY 711). 24 Fffi], (K
o ZODfhAT: 1-800-464-4000 (TTY 711). 24 KFff], (R
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Khmer (Cambodian): WAGHEAMAIE§MANANSINWESARIGRIENUEAT gRMGIGAINERUATY Js@igRuAipman
el ] gRmoiegaRaiEURimSURTIIMANIUAHR USLHﬁiﬁjﬁigjﬁquHﬁjiﬁﬂﬁ FUIG I UHAJIGIT HRARMDIAIR)
fewuiey SHguRASwITImBMSIUATRTREEM AU GIUNEREMUN B AR UGS N EREINS
UG5S BTAINRINS I

e Medicare, J5§11 D-SNP: 1-800-443-0815 (TTY 711) NIt 8 {Af 03 8 U 7 G AMLIUIMI

u a
b

o Medi-Cal: 1-855-839-7613 (TTY 711) 24 IMANGIG 7 iANYWLMIN

o IIIG]6E 1-800-464-4000 (TTY 711) 24 WRRAYUAT 7 IGAUGWINU
Korean: ¢t AL, 5 Qo] A A&, 73 &9
A SE0 W S st e i o Ao A
S A PN L s

e Medicare(D-SNP *.3}), 5= 74 27 8A]~2 5 84|l 1-800-443-0815 (TTY 711) H o 2 -9
e Medi-Cal: 1-855-839-7613 (TTY 711), &= 7Y, 3} 24 A7}
e 7]E}: 1-800-464-4000 (TTY 711), 5 7Y, &5 24X 7F

Laotian: TUQgﬂU Umwaaacmsmuwﬂm?mmw?maucaym mwmmoauamnmewﬂm Roufiguaswasal. mummmz“ﬁm
LLULsmaﬂwmﬁwwﬂmeegmw B suwuuSuiBusnasyyy, 99, naviduezuaning. DsﬂfaﬂnwmmwggmmossgzLasgjaog
U9 e euuﬂsnmuaogLms%aumwmasgwomsﬂ TznzmzuuLwnuamwavmanasgwanLsmwsaaaﬂuaagLGs WeLUNIINIU
sruaSnubudolududiniigaaunage.

e Medicare, a0udi9 D-SNP: 1-800-443-0815 (TTY 711), &Tugtaﬂ ;9 8 Yuguag, 7 SubeaRo
° IVIedl Cal: 1-855-839-7613 (TTY 711), 24 29?u3mu 7 UC]S‘]U]O
e 31°): 1-800-464-4000 (TTY 711), 24 Sotu9nl, 7 Joeaiio

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun meih muangx mv zugc heuc meih ndorqv
nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx.
Meih aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan,
fiev benx domh nzangc-pokc bun hluo, bungx waac-giez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc haih tov longc
benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz
taux yie mbuo dinc zangc domh gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux
baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei hnoi-nyieqc oc.

e Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx, yietc norm leiz
baaix zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

¢ Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz
baaix zoux gong 7 hnoi

Navajo: GIHA. Tséé’ naalkaah sida’i 1g11 el doo tté¢’ 111’; dah sidda’igii. Tt é¢’ goo tizi’ 1g11 ¢i tsé¢’ naalkaah sida’igii bikaa’ dah 51daa1g11
t’a’i1 bik’eh dah na’atkaigii. T°4’11 éi tF’¢¢’g60 th’izi’igii bik’eh dah deidiyos, t’a’1i éi bi’é¢’ bik’eh dah na alkalgn bik’eh dah deidiyds. T°4’ii
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bik’eh dah na’alkaigii bikda’ dah na’atkaigii t’aa attso bik’eh dah deidiyods. Bi’¢¢’ naalkdah sid4’igii bik’eh ha’a’aah. T’4’ii bik’eh dah
na’atkaigii éi bik’eh dah naazhjaa’igii bik’eh dah na’atkaigii.

e Medicare, bikaa’ dah deidiyos D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. g66 8 p.m., 7 ji t’aata’i damoo
¢ Medi-Cal: 1-855-839-7613 (TTY 711), 24 tI’ohch’ooli t’aata’i ji, 7 ji t’aata’i damoo
e T’4a al’3a: 1-800-464-4000 (TTY 711), 24 tf’ohch’ooli t’aata’i jj, 7 ji t’aata’i damoo

Punjabi: s o€ 3 AgesT 3973 &8 st fan 8413 © Gusey J) 3H e fae e AT i3 o a8 afd Aae J, A <o
W@ﬁ@aﬁﬁéwﬁq@émaﬁlsﬁmﬂmramwﬁs fon FsBfUs IIne T waefes dd6 B8 gt Jfd Aae JI
AT A Ag® 3T '3 ATed 834 W3 Sudas ﬁééﬁ%ﬂ&éél%@ﬂ‘?ﬂ&?%m@é|qsd|6qesa?rlﬂ8?éw'
Heret g fagrdl HY g &8 fos se Jfder J)

e Medicare, A f&9 D-SNP & HHS 3:1-800-443-0815 (TTY 711), FR3 8 SR S AWH 8 =0 3o, Ie3 2 7 fud
e Medi-Cal: 1-855-839-7613 (TTY 711), foa © 24 W2, ge3 ° 7 i
o Tt AS: 1-800-464-4000 (TTY 711), fos @ 24 w2, ge3 2 7 fs

Russian: BHUMAHUE! [1na Bac goctynHbl 6ecnnartHblie ycnyru nepesoga. Bl MoxeTe 3anpocuTb YCryri YCTHOrO nepesoaa,

B TOM YmChe ycrnyrn nepeBogyrka si3bika XecToB. Bbl Takke MOXeTe 3anpocuTb MaTepuansl, nepeBedeHHble Ha Ball A3bIK UK

B anbTepHaTUBHbIX popmaTax, Hanpumep wpndtom bpanns, KpynHbeiM LWPU@TOM 1nu B aygmodopmare. Bl Takke moxeTe
3anpocuTb JOMNOMNHUTENbHbIE NPUCNOCOBNeHNst U BCnoMoraTeribHble YCTPONCTBA B HALWMX yypexaeHusax. Ecnn Bam HyxHa
NMOMOLLIb, NO3BOHUTE B OTAEN 06CNyXMBaHUS y4acTHUKOB. OTaen obcnymBaHUst yHaCTHUKOB He paboTaeT B AHW rocyAapCTBEHHbIX
npasgHUKOB.

e Medicare, Bkntodaa D-SNP: 1-800-443-0815 (TTY 711), 6e3 BbixogHbix ¢ 8:00 go 20:00.
e Medi-Cal: 1-855-839-7613 (TTY 711), kpyrnocyTo4HO 6e3 BbIXOOHbIX.
¢ Jlio6ble gpyrue noctasmku yenyr: 1-800-464-4000 (TTY 711), KpyrnocyTo4HO 6€3 BbIXOAHbIX.

Spanish: ATENCION. Se ofrece ayuda en otros idiomas sin ningun costo para usted. Puede solicitar servicios de interpretacion,
incluyendo intérpretes de lengua de sefias. Puede solicitar materiales traducidos a su idioma o en formatos alternativos, como
braille, audio o letra grande. También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencion.
Llame al Departamento de Servicio a los Miembros para pedir ayuda. Servicio a los Miembros esta cerrado los dias festivos
principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), los 7 dias de la semana, de 8 a. m. a 8 p. m., los 7 dias de la
semana.

e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

e Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari kang humiling ng mga serbisyo ng
interpreter, kasama ang mga interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong
wika 0 sa mga alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang
tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa Miyembro para sa tulong. Ang
mga serbisyo sa miyembro ay sarado sa mga pangunahing holiday.

e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa isang linggo
...
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e Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo
e Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

Thai: Tdsansu dusnshianuhamdasiuneunvinulaalufianld3ne vinugruisazaiuuinisaiu saudvaruaeia'le vinu
susazalivlaanssillumsizainu vialusduuudug dudarsiusas Wa e wiadmdnwsuualueg vinusnansazasualnsal
heundauaralnsalld@Buls v ga1ulvivinisuads Insdadadrausinaisaundnuadisuiazamnuamvdale dhaudnisaundnacilae
11153 URE RTINS

e Medicare 72uéi9 D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. &v 20.00 u. 7 Jusadleui
e Medi-Cal: 1-855-839-7613 (TTY 711) aaaa 24 1Ty 7 Jusaddevi
o duq N9niua: 1-800-464-4000 (TTY 711) aaaa 24 1 1ue 7 Jusadlaw

Ukrainian: YBATA! lNocnyru nepeknagada HagatoTbcst 6€3KkowToBHO. B1 MoXeTe 3anunTi 3anuT Ha Nocryrn yCHOro nepeknagy,
30KpeMa MOBOHO XeCTiB. Bu MmoxeTe 3pobutn 3annT Ha oTpUMaHHA MaTepianis, nepeknageHnx BaLllo MoBot, abo B
aneTepHaTMBHUX bopMatax, SK-oT HagpyKoBaHUM LWpndToM bpannsa un BenMkum WpUgTOM, a Takox y 3BykoBoMY dhopmarti. Kpim
TOro, BU MOXeTe 3p0buTn 3anuT Ha OTPUMAaHHSA JOMOMIKHMX 3acobiB i NPUCTPOIB Y 3aknagax Hawol Mepexi KoMnaHin. AKwo Bam
noTpibHa gonomora, 3atenedoHynTe y Biaain o6cnyroByBaHHA KrieHTIB. Biggin obcnyroByBaHHA KNIEHTIB 3a4NHEHUI Y OEPXKaBHI
ceATa.

e Medicare, 3okpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 go 20:00, 6e3 BuxigHux.
¢ Medi-Cal: 1-855-839-7613 (TTY 711), uinogo6oBo, 6e3 BMXigHWX.
¢ Yci iHWi Hagaeadi nocnyr: 1-800-464-4000 (TTY 711), uinogo6oBo, 6e3 BUXigHWX.

Vietnamese: LUU Y. Chung t6i cung cép dich vu hd tro ngon ngl | mién phi cho quy vi. Quy vi c6 thé yéu cau dich vu théng dich,
bao gébm ca thdng dich vién ngon ngtr ky hiéu. Quy vi c6 thé yéu cau tai lieu duoc dich sang ngon ngr cua .quy vi hay dinh dang
thay thé, chang han nhw chir ndi braille, bang dia thu am hay ban in khé chir Ion. Quy vi cling c6 thé yéu cau cac phwong tién va
thiét bi phu tro tai cac co s& cua chung t6i. Goi cho ban Dich Vu HGi Vién cta chung toi dé dwoc tro gitp. Ban dich vu hdi vién
khéng lam viéc vao nhirng ngay lé I&n.

e Medicare, bao gébm ca D-SNP: 1-800-443-0815 (TTY 711), 8 gio sang dén 8 gio tdi, 7 ngay trong tuan.

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gi® trong ngay, 7 ngay trong tuan.
e Moi chwong trinh khac: 1-800-464-4000 (TTY 711), 24 gid trong ngay, 7 ngay trong tuan.

8% KAISER PERMANENTE.
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