Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2017-06/30/2018
§\17?r}4 KAISER PERMANENTE. : TRADITIONAL PLAN 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
ey 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 underlined terms see the Glossary. You can view the Glossary at https://www.HealthCare.gov/sbc-glossary/ or call 1-800-278-3296 (TTY: 711) to request a

copy.

important Questions. | Answers | Whythis 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 deductible
Are there services amount. But a copayment or coinsurance may apply. For example, this plan covers
covered before you meet | Not Applicable. certain preventive services without cost sharing and before you meet your
your deductible? deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific | No. You don't have to meet deductibles for specific services.
services?

. "y The out-of-pocket limit is the most you could pay in a year for covered services. If
Yivn?i":tf:)srtt?ﬁsoﬁtag.f, ocket $1,500 Individual / $3,000 Family you have other family members in this plan, they have to meet their own out-of-
— plan pocket limits until the overall family out-of-pocket limit has been met.

. . . Premiums, health care this plan doesn't cover, |
What is not included in and services indicated in chart starting on page Even though you pay these expenses, they don't count toward the out-of-pocket

the out-of-pocket limit? 2 limit.

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
Will you pay less if you | Yes. See www.kp.org or call 1-800-278-3296 | might receive a bill from a provider for the difference between the provider’s charge
use a network provider? | (TTY: 711) for a list of network providers. and what your plan pays (balance billing). Be aware, your network providers 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 | Yes, but you may self-refer to certain This plan will pay some or all of the costs to see a specialist for covered services but
see a specialist? specialists. only if you have a referral before you see the specialist.

LOS ANGELES POLICE RELIEF ASSOCIATION
PID:100926 CNTR:1 EU:0 Plan ID:33 SBC ID:275601
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May
Medical Event Need

If you visit a health

care provider's
office or clinic

If you have a test

If you need drugs to
treat your iliness or
condition

More information

about prescription
drug coverage is
available at
www.kp.org/
formulary.

Primary care visit to
treat an injury or
illness

Specialist visit

Preventive care/

screening/
immunization

Diagnostic test (x-
ray, blood work)

Imaging (CT/PET
scans, MRI's)

Generic drugs

Preferred brand
drugs

Non-preferred brand
drugs

Specialty drugs

What You Will Pay
Plan Provider
(You will pay the least)

$15 / visit

$15/ visit

No Charge

No Charge

No Charge

Plan pharmacy: $15 /
prescription for 1 to 30 days;
Mail order: Usually two times the

plan pharmacy cost sharing for
up to a 100-day supply

Plan pharmacy: $30 /
prescription for 1 to 30 days;
Mail order: Usually two times the

plan pharmacy cost sharing for
up to a 100-day supply

Same as preferred brand drugs

Same as preferred brand drugs

What You Will Pay

Non-Plan Provider
(You will pay the most)

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions & Other Important
Information

None

Services related to infertility covered at $15 /
visit.

You may have to pay for services that aren’t
preventive. Ask your provider if the services you
need are preventive. Then check what your
plan will pay for.

None

None

In accordance with formulary guidelines.
Certain drugs may be covered at a different
cost share.

In accordance with formulary guidelines.
Certain drugs may be covered at a different
cost share.

Same as preferred brand drugs when approved
through exception process.

Same as preferred brand drugs when approved
through exception process.
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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

Facility fee (e.g.,
ambulatory surgery | $15/ procedure Not Covered None
If you have Center)
outpatient surgery —
Fergf'c'an/ SUTgEON 1\ Charge Not Covered None
EMEIGENcy100Mm | §150 /visit $150 / visit None
If you need F— :
: : . Emergency medical
:Rr:r:at(ii;?‘te medical T No Charge No Charge None
Uraent care $15 / visit $15 / visit g:rr\w/;g_a:rep;oviders covered when outside the
Facility fee (e.g.,
It you have a hospital room) No Charge Not Covered None
hospital sta ici
g J Feréysmlan/ SUTgeON —\g Charge Not Covered None
Mental / Behavioral Health: $15 /
f d ol individual visit. No Charge for ;
you need menta - . other outpatient services; Mental / Behavioral Health: $7 / group visit;
health, behavioral  Outpatientservices | g ciance'Abyse: $15/ Not Covered Substance Abuse: $5 / group visit.
health, or substance individual visit. $5 / day for other
abuse services outpatient services
Inpatient services No Charge Not Covered None
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What You Will Pay
Plan Provider
(You will pay the least)

What You Will Pay
Non-Plan Provider
(You will pay the most)

Limitations, Exceptions & Other Important
Information

Common Services You May

Medical Event Need

Depending on the type of services, a
copayment, coinsurance, or deductible may

other special health

Office visits No Charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
ultrasound).
If you are pregnant
Childbirth/delivery
orofessional services No Charge Not Covered None
Childbirth/delivery
facility services No Charge Not Covered None
Up to 2 hours maximum / visit, up to 3 visits
Home health care No Charge Not Covered maximum / day, up to 100 visits maximum /
year.
Rehabilitation Inpatient: No Charge;
If you need help services Outpatient: $15 / visit Not Covered eI
recovering or have | Hapilitation services | $15/ visit Not Covered None

If your child needs
dental or eye care

needs Skilled nursing care | No Charge Not Covered Up to 100 days maximum / benefit period.
Durable medical Must be in accordance with formulary
equipment No Charge Not Covered guidelines. Requires prior authorization.
. . Limited to diagnoses of a terminal illness with a
Hospice service No Charge Not Covered life expectancy of twelve months or less.
Children's eye exam | No Charge Not Covered None

Children's glasses

Amount in excess of a $350
allowance

Not Covered

Allowance limited to once every 24 months. You
may have other optical coverage not described
here. Refer to "Other Covered Services" for
additional information.

Children's dental
check-up

Not Covered

Not Covered

You may have other dental coverage not
described here.
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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.)

® Cosmetic surgery ® Non-emergency care when traveling outside ® Routine foot care unless medically
® Dental care (Adult) the U.S. necessary
® |ong-term care ® Private-duty nursing ® \Weight loss programs

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

® Acupuncture (plan provider referred) e Chiropractic care (40 visit limit / year) ® |nfertility treatment
® Bariatric surgery ® Hearing aids ($1500 limit / ear every 36 ® Routine eye care (Adult)
months)

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 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 agency in the chart below. Additionally, a consumer assistance program can help you file your appeal. Contact the California Department of
Managed Health Care and Department of Insurance at 980 9th St, Suite #500 Sacramento, CA 95814, 1-888-466-2219 or http://www.HealthHelp.ca.gov.

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
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from
the requirement that you have health coverage for that month.

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.
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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 (7 3): #n R 75 E b SC i #i B, 14k IX AN 514 1-800-757-7585 (TTY: 711)

NAVAJO (Dine): Dinek'ehgo shika at'ohwol 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:

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

A

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

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital

delivery)
B The plan's overall deductible $0
M Specialist copayment $15
B Hospital (facility) copayment $0
M 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)
Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copays $40
Coinsurance $0
What isn't covered
Limits or exclusions $60
The total Peg would pay is $100

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 $15
B Hospital (facility) copayment $0
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)
Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copays $1,100
Coinsurance $0
What isn't covered
Limits or exclusions $50
The total Joe would pay is $1,150

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 different

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

B The plan's overall deductible $0
M Specialist copayment $15
B Hospital (facility) copayment $0
M Other (x-ray) copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Durable medical equipment (crutches)

Diagnostic test (x-ray)

Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copays $200
Coinsurance $0
What isn't covered
Limits or exclusions $0
The total Mia would pay is $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information, citizenship, primary
language, or immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week (except closed holidays).
Interpreter services, including sign language, are available at no cost to you during all hours of operation. We can also provide you, your family, and friends
with any special assistance needed to access our facilities and services. In addition, you may request health plan materials translated in your language, and
may also request these materials in large text or in other formats to accommodate your needs. For more information, call 1-800-464-4000 (TTY users call
711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. A grievance includes a
complaint or an appeal. For example, if you believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of
Coverage or Certificate of Insurance, or speak with a Member Services representative for the disputeresolution options that apply to you. This is especially
important if you are a Medicare, MediCal, MRMIP, MediCal Access, FEHBP, or CalPERS member because you have different disputeresolution options
available.

You may submit a grievance in the following ways:

® By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan Facility (please refer to Your Guidebook for
addresses)

e By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your Guidebook for addresses)
e By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)
® By completing the grievance form on our website at kp.org

Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin, sex, age,
or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

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 ocrportal.hhs.gov/ocr/portal/lobby.jst, or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
www.hhs.gov/ocr/office/file/index.htm/.



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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Language Assistance Services

English: We provide interpreter services at no cost to you, 24 hours a
day, 7 days a week, during all hours of operation. You can have an
interpreter help answer your questions about our health care coverage.
You can also request materials translated in your language at no cost to
you. Just call us at 1-800-464-4000, 24 hours a day, 7 days a week
(closed holidays). TTY users call 711.

el J)sh g st oLl 288 delad) lae e ol Ulse 45 8l en il Cileda (103 :Arabic
) mal) dlaarll s clilind 20S e a5 )5l an il Baelios il GBISAL | Jasl)

U JLai¥) (5 pus Slile Lo Ulana @liall Gylall 5505 ) dan 3 calla Uiy alld ) ABLally Lgan
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Armenian: Utup onp 24 dwd, swpwpn 7 op, Ukp wohiwnwbiph pojnp
dudbipht Qbq hwdwp wtddwp pwbwnp pupqiuish Swpwnipniubp
tlup npudwnpnid: Fupgduish ogunipjudp Inip Yupny kp
yunwujwul unwbuygy bp hwpgphtt' dkp jnndhg wpudwngpyng
wnnnontpjutt wywhnjuqgpnipjul JEpupbpyu: Ywpnn bp bl Qtp
1Eqny pupquuws gpuynp wynipbp pungpk;, npnp 2kq hwdwp
widdwp ki Mupquuybiu quiuquhwntp Ukq" 1-800-464-4000
htinwjunuwhwdwpny® opp 24 dwd” pwipwpen 7 op (int optiphtt thuily k):
TTY-hg oquuynnutpp whwp k quiuquhwnpku 711 hwdwpny:
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Hindi: &9 FaTele & @8 gel & a1 3muen f9ar el omera &
ST aTl, &l & 24 €, Hocdlg & Hidl foeT Jeret i &1 39
BARY TAELY SWHTA $halsl o IR H Y% T4 & a6« & v
AT & FETIAT o Fehd ©1 39 o forel oot & drafar
UG HIST H 3efdle Al & T 3 o T Fehol &1 9 hael
& 1-800-464-4000 T, T & 24 €, Wealg & @Al e (PR ATl
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Hmong: Peb muaj neeg txhais lus pub dawb rau koj, 24 teev ib hnub twg,
7 hnub ib lim tiam twg, thawm cov sij hawm ghib ua lag luam.Koj muaj tau
ib tug neeg txhais lus los pab teb koj cov lus nug txog peb cov kev pab
them ngi kho mob.Koj thov tau kom muab cov ntaub ntawv txhais uas koj
hom lus pub dawb rau koj.Tsuas hu rau 1-800-464-4000, 24 teev ib hnub
twg, 7 hnub ib lim tiam twg (cov hnub caiv kaw). Cov neeg siv TTY hu
711.

Japanese: YFEClx, &2FERMZE LU T, @R —ERAZEET, 4F
HRIEIR, B SRV 2T £, YBEDEFENFIZONTO ZERMB X
WEFICIE, E\IRABFR LW LET, 2, BAGEICHRIN-E
B Rk cx 9, BRIRIC 1-800-464-4000 FOREMLTES
VW BRAEREEPEKR), TTY 22— =X 711 ICBEHEL 7280,
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Navajo: Nihi ata’ halne’¢ aka’adoolwoligii nihei holg t’aa jiik’é, t’ad naadiin
dii’ ahéé’iilkeedgo, tsosts’id yiskaaji’, nda’anishgo oolkit biyi’ géné. Ata’
halne’¢é nika’adoolwot na’idikid nee holodgo dii ats’iis baa dhayaa bik’ésti’igii
bina’{ditkidgo. Aado6 atdd’ naaltsoos 14 t’44 ni nizaad k’ehji alnéehgo t’44 jiik’é
adoolniit. Nihich’i’ hodiilnih koji’ 1-800-464-4000 jiigo doo ttée’ nidi,
tsosts’id yiskaaji’ dimoo na’adlechji’ (Holidaysgo éi da’deelkaal) doo
da’diits’a’igii chodayoot‘inigii koji’ hodiilnih 711

Punjabi: Wi srgem @ A wfewr @ B9, 3936 e fai 393 <, fes ©
24 W2, g23 B 7 fow, TIHM ATe HIEh agevee It 3H Bt itgs
maeéﬁaéwm@mémw@aegﬁ@ém%ﬂaém
ﬁﬁwﬁﬁmémﬂ@m?gwmérwﬁgw@emeséw
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(&t =3 fos st Ifder J) 26 31 TTYS QUUTT I35 @] 711 ‘3 26
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Russian: Mbl Bcerga B 4yackl pabotbl obecneunBaem Bac ycnyramm
YCTHOIO nepeBog4nka, 24 yaca B CyTKW, 7 AHEN B Heaernto. YTobbl
NONyYnTb OTBETHI HA CBOW BOMPOCHI O HALLIEM CTPaxOBOM MOKPbITUN YCIyr
30 paBooxpaHeHusi, Bbl MoXxeTe BOCMNOmb30BaTbCS NOMOLLbIO YCTHOMO
nepesog4vka. Bbl Takke MoxeTe 3anpocuTb GecnnaTtHbli NepeBoq
MaTepuanoB Ha Baw a3bik. [1pocTo No3BoHUTE HaMm No TenedoHy
1-800-464-4000, koTOpbIN SOCTYNEH 24 Yaca B CyTKW, 7 AHEN B HEAEMNO
(kpome npasgHunYHbIX gHewn). MNonb3oBateny nuHUKM TTY MOryT 3BOHUTb
no Homepy 711.

Spanish: Ofrecemos servicios de traduccion al espafiol sin costo alguno
para usted durante todo el horario de atencion, 24 horas al dia, siete dias
a la semana. Puede contar con la ayuda de un intérprete para responder
las preguntas que tenga sobre nuestra cobertura de atenciéon médica.
Ademas, puede solicitar que los materiales se traduzcan a su idioma sin
costo alguno. Solo llame al 1-800-788-0616, 24 horas al dia, siete dias a
la semana (cerrado los dias festivos). Los usuarios de TTY, deben llamar
al 711.

Tagalog: May magagamit na mga serbisyo ng tagasalin ng wika nang
wala kang babayaran, 24 na oras bawat araw, 7 araw bawat linggo, sa
lahat oras ng trabaho. Makakatulong ang tagasalin ng wika sa pagsagot
sa mga tanong mo tungkol sa iyong coverage sa pangangalagang
pangkalusugan. Maaari kang humingi ng mga babasahin na isinalin sa
iyong wika nang wala kang babayaran. Tawagan lamang kami sa
1-800-464-4000, 24 na oras bawat araw, 7 araw bawat linggo (sarado sa
mga pista opisyal). Ang mga gumagamit ng TTY ay maaaring tumawag
sa711.

Thai: infivsnsauniamsuaaaaan 24 99 nafuaaaathluevinnis
°uaomﬂmmmsama‘tu”a'mmumanmmumammﬁLﬁﬂ)ﬁﬂﬂﬂyﬂfﬂﬂ;;)qﬂﬁ
quaguawuadLazaafiausaualiinnsulatanssiiluasiaa
°£°Li“’Lm“Imﬂ"L:J:Jn15ﬂmmnsn15Lwm‘immmmvimma‘u 1-800-464-4000
aaan 24 HTuanaiu (Halvusasluiunaasunis) ld TTY TusaTnslli
71

Chinese: (&8 7 K > HK 24 /NGIERTA SR EIN B & B IGIRAL
RS - AT DAsE 2 BB e B A R M R R RIS - e Dig
EEIFER P AESIER - RIEHE T X &R 24 /NFEEGHEST
EEA 1-800 757-7585 Fizsklss (EifRH (RE ) o MR EEREELRE (TTY)
HEHERERE 711 -

Vietnamese: Chung t6i cung cép dich vu théng dich mién phi cho quy vi
24 gid mbi ngay, 7 ngay trong tuan, trong tat ca cac gid lam viéc. Quy vi
c6 thé dwoc théng dich vién gitp tré I&i thac mac vé quyén loi bao hiém
strc khde clia chung téi. Quy vi cling ¢6 thé yéu cau duwgc cap mién phi
tai liéu phién dich ra ngén ngir ctia quy vi. Chi can goi cho chung ti tai sb
1-800-464-4000, 24 gid mbi ngay, 7 ngay trong tuan (trlr cac ngay 18).
Ngwoi dung TTY xin goi 711.
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