Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2021

8% KAISER PERMANENTE. : Flex Silver

Coverage for: Individual/Family | Plan Type: HMO

All plans offered and underwritten by Kaiser Foundation Health Plan of Washington

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 1-800-290-8900 (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

1-800-290-8900 (TTY: 711) to request a copy.

Important Questions _ Why this Matters:

What is the overall . _
deductible? $1,800 Individual / $3,600 Family

Are there services
covered before you meet
your deductible?

Yes. Preventive care and services indicated in
chart starting on page 2.

Are there other
deductibles for specific  No.
services?

m?tfgtt?\?so&g ocket ' 67 900 Individual / $15,800 Family

Premiums, balance-billed charges and health
care this plan doesn’t cover, indicated in chart
starting on page 2.

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

Will you pay less if you | Yes. See www.kp.org or call 1-800-290-8900
use a network provider?  (TTY: 711) for a list of network providers.

Do you need a referral to | Yes, but you may self-refer to certain
see a specialist? specialists.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, 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/.

You don’t have to meet deductibles for specific services.

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.

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

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.

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.
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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
(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

Primary care visit to

Deductible does not apply to any combination of

treat an injury or $20 / visit Not Covered first 4 primary and specialty care visits per
illness calendar year.

If you visit a health olict vigi o

care provider's Specialist visit $45 / visit Not Covered None |

office or clinic You may have to pay for services that aren’t

If you have a test

If you need drugs to
treat your illness or

condition

More information

about prescription
drug coverage is
available at
kp.org/wa/
7formulary2021

Preventive care/

screening/
immunization

Diagnostic test (x-
ray, blood work)

Imaging (CT/PET
scans, MRI's)

Preferred generic
drugs

Preferred brand
drugs

Non-Preferred

generic/brand drugs

Specialty drugs

No charge, deductible does not

apply

30% coinsurance

30% coinsurance

Retail: $10 / prescription; Mail
Order: $5 / prescription.
Deductible does not apply

Retail: 40% coinsurance; Mail
Order: 35% coinsurance

Retail: 50% coinsurance; Mail
Order: 45% coinsurance

50% coinsurance

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

preventive. Ask your provider if the services
needed are preventive. Then check what your

plan will pay for.

None

Preauthorization required or will not be covered.

Up to 30-day supply (retail) and 90-day supply
(mail order). Subject to formulary guidelines.
After the first fill, maintenance drugs are
required to be filled at a KFHPWA Clinic or
through KFHPWA mail order.

Up to 30-day supply (retail) and 90-day supply
(mail order). Subject to formulary guidelines.
After the first fill, maintenance drugs are
required to be filled at a KFHPWA Clinic or
through KFHPWA mail order.

Up to 30-day supply (retail) and 90-day supply
(mail order). Subject to formulary guidelines.
After the first fill, maintenance drugs are

required to be filled at a KFHPWA Clinic or
through KFHPWA mail order.

Up to 30-day supply (retail)
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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)

Common Services You May
Medical Event Need

Facility fee (e.g.,
ambulatory surgery
center)

If you have
outpatient surgery

If you need
immediate medical
attention

If you have a
hospital stay

If you need mental
health, behavioral

health, or substance

abuse services

If you are pregnant

Physician/surgeon
fees

Emergency room
care

Emergency medical

transportation
Urgent care

Facility fee (e.g.,
hospital room)

Physician/surgeon
fee

Outpatient services

Inpatient services

Office visits

Childbirth/delivery

professional services

Childbirth/delivery
facility services

30% coinsurance
30% coinsurance
30% coinsurance
30% coinsurance

$20 / primary care visit or $45 /
specialty visit

30% coinsurance

30% coinsurance
$20 / visit

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

Not Covered

Not Covered

30% coinsurance

30% coinsurance
30% coinsurance
Not Covered

Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions & Other Important
Information

None

None

Must notify Kaiser Permanente within 24 hours
if admitted to a Non-network provider; Limited to
initial emergency only.

None

Non-network providers covered when
temporarily outside the service area.

Preauthorization required or will not be covered.

Preauthorization required or will not be covered.
None
Preauthorization required or will not be covered.

Depending on the type of services, a
copayment, coinsurance, or deductible may
apply. Maternity care may include tests and
services described elsewhere in the SBC (e.g.
ultrasound).

You must notify Kaiser Permanente within 24
hours of admission, or as soon thereafter as
medically possible. Newborn services cost
shares are separate from that of the mother.

You must notify Kaiser Permanente within 24
hours of admission, or as soon thereafter as
medically possible. Newborn services cost
shares are separate from that of the mother.
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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)

Common Services You May
Medical Event Need

Home health care

Rehabilitation
services

If you need help
recovering or have
other special health
needs

Habilitation services

Skilled nursing care

Durable medical
equipment

Hospice service

Children's eye exam

If your child needs

dental or eye care Children's glasses

Children's dental
check-up

30% coinsurance

Inpatient: 30% coinsurance;
Outpatient: $45 / visit

Inpatient: 30% coinsurance;
Outpatient: $45 / visit.

30% coinsurance

30% coinsurance

No charge, deductible does not
apply
No charge, deductible does not
apply
No charge, deductible does not
apply

Not Covered

Excluded Services & Other Covered Services:

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions & Other Important
Information

130 visit limit / year. Preauthorization required
orwil notbe covered.

Outpatient: 25 visit limit / year. Inpatient: 30 day
limit / year. Services with mental health
diagnoses are covered with no limit.
Preauthorization required for inpatient or will not
be covered.

Outpatient: 25 visit limit / year. Inpatient: 30 day
limit / year. Services with mental health
diagnoses are covered with no limit.
Preauthorization required for inpatient or will not
be covered.

60 day limit / year. Preauthorization required or
will not be covered.

Preauthorization required or will not be covered.
Preauthorization required or will not be covered.

Limited to one exam / 12 months

Limited to one pair of frames and lenses or
contact lenses / year.

None

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

® Bariatric Surgery

o Children's dental check-up
® Cosmetic Surgery

®Dental Care (Adult & Child)

® Hearing Aids

® |nfertility Treatment

® |ong-Term Care

® Non-Emergency Care when Traveling
Outside the U.S.

® Private-Duty Nursing

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

® Abortion ® Chiropractic Care (10 visits / year) ® Routine Foot Care
® Acupuncture (12 visits / year) ® Routine Eye Care (Adult & Child)

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 agency in the chart below.

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

Kaiser Permanente Member Services 1-800-290-8900 (TTY: 711) or https://wa.kaiserpermanente.org/html/public/member-services

Office of the Insurance Commissioner 1-800-562-6900 or www.insurance.wa.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? Not Applicable
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 1-800-290-8900 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-290-8900 (TTY: 711)
CHINESE (FF 32): 4R 75 Zrh SC 35 B, 1B 3RFTIX AN 515 1-800-290-8900 (TTY: 711)

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-290-8900 (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
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 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 $1,800
B Specialist copayment $45
M Hospital (facility) coinsurance 30%
M Other (blood work) coinsurance 30%

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 $1,800
B Specialist copayment $45
M Hospital (facility) coinsurance 30%
M Other (blood work) coinsurance 30%

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 $1,800
B Specialist copayment $45
M Hospital (facility) coinsurance 30%
M Other (blood work) coinsurance 30%

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 $1800 Deductibles $1800 Deductibles $1800
Copayments $10 Copayments $300 Copayments $200
Coinsurance $2900 Coinsurance $800 Coinsurance $80
What isn't covered What isn't covered What isn't covered
Limits or exclusions $20 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $4730 The total Joe would pay is $2900 The total Mia would pay is $2080

The plan would be responsible for the other costs of these EXAMPLE covered services.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. (“Kaiser Permanente”) comply with applicable
federal civil rights laws and do not discriminate, exclude people, or treat them differently on the basis of race, color, national origin, age, disability, sex, sexual
orientation, gender identity, or any other basis protected by applicable federal, state, or local law. We also:

® Provide free aids and services to people with disabilities to help ensure effective communication, such as:

O Qualified sign language interpreters
O Written information in other formats (large print, audio, and accessible electronic formats)
O Assistive devices (magnifiers, Pocket Talkers, and other aids)

® Provide free language services to people whose primary language is not English, such as:

O Qualified interpreters
O Information written in other languages

If you need these services, contact Kaiser Permanente.

If you believe that Kaiser Permanente has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity, you can file a grievance. Please call us if you need help submitting a grievance. The Civil Rights
Coordinator will be notified of all grievances related to discrimination. Kaiser Permanente Phone: 206-630-4636, Toll-free: 1-888-901-4636, TTY Washington
Relay Service: 1-800-833-6388 or 711, TTY Idaho Relay Service: 1-800-377-3529 or 711. Electronically: kp.org/wa/feedback.

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, 800-537-7697 (TDD), Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.

For Medicare Advantage Plans Only: Kaiser Permanente is an HMO plan with a Medicare contract. Enroliment in Kaiser Permanente depends on contract
renewal.

HELP IN YOUR LANGUAGE

English: ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 1-888-901-4636
(TTY: 1-800-833-6388 or 711).

A7ICE (Amharic) : TIF08: 099515 7% ATICE P OTHCHI° ACAT &CB-RFE N1 ALTHPT THOETPA: DL TIntAD- 2TC LD 1-888-901-4636 (ar0e9t A+AGTF -
1-800-833-6388 / 711).

sl Ciila 3,1-888-901-4636 o 2 Josil laally cll il 555 4y sall) sae Lusall cilods G cAalll [S3) Canati i€ 1) 14 gala (8 cila gl g B lus o Juand) (3a aS,al (Arabic): dxad)
(7117 1-800-833-6388) : ~<li

§53C (Chinese) * ER * AREEHEAERE L > 0] LIRTIERES RIS - HEE
1-888-901-4636 (TTY: 1-800-833-6388 / 711)
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Francgais (French): ATTENTION: Si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement. Appelez le 1-888-901-4636
(ATS: 1-800-833-6388 / 711).

Adamawa (Fulfulde): MAANDO: To a waawi Adamawa, ¢ woodi ballooji-ma to ekkitaaki wolde caahu. Noddu 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfugung. Rufnummer:
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

HAGFE (Japanese): EEHHE : AAGELZGE SN &, BEOSFEIEL ZFIHWZZiT £7, 1-888-901-4636 (TTY: 1-800-833-6388 / 711) £ T, K%
FEIC T ZHEHE S T2 E

MENigT (Khmer): iUt G SHASIIST, 1EUSSIUEA tBSAMN AUSHOUUNHAY G

v v

o

J600 1-888-901-4636 (TTY: 1-800-833-6388 / 711) 1
o) (Korean): 9: gt o] & ALE8tA = 45, o] A AH|2~E FE=2 o] &34 = AF T 1-888-901-4636 (TTY: 1-800-833-6388 / 711) Rl o=
Asta] FHA L.

wagaR9o (Lao): TU0z9u: 1909 maudawagaaao, naud Snaugosdiieoauwage, ?oyz‘jL%Jéﬁ, couusy loman. Yuis 1-888-901-4636 (TTY: 1-800-833-6388 /
711).

Oromiffa (Oromo): XIYYEEFFANNAA:Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-888-901-4636 (TTY:
1-800-833-6388 / 711).

UAr=t (Punjabi) fimirs fe€: 7 37T Uarsht g8 I, 37 37 @9 AT A 393 &9 Hes Sussyg I
1-888-901-4636 (TTY: 1-800-833-6388 / 711) ‘3 I'& 3l

Roméni (Romanian): ATENTIE: Daca vorbiti limba roméana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la 1-888-901-4636 (TTY:
1-800-833-6388 / 711).

Pycckun (Russian): BHUMAHME: Ecnu Bbl roBopute Ha pycckoM A3blke, TO BaM AOCTYMNHbI 6ecnnatHble ycnyru nepesoga. 3soHuTe 1-888-901-4636
(tenetann: 1-800-833-6388 / 711).

Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomoéi dostupne su vam besplatno. Nazovite
1-888-901-4636 (TTY- Telefon za osobe sa oStec¢enim govorom ili sluhom: 1-800-833-6388 / 711).

Espaiiol (Spanish): ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-888-901-4636
(TTY: 1-800-833-6388 / 711).

Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Yxpaincbka (Ukrainian): YBAT'A! Skmio Bu po3MOBIIsi€Te YKPaiHCHKOIO MOBOO, BU MOYKETE 3BEPHYTHCS JI0 OE3KOIITOBHOI CIyX0M MOBHOI miaTpuMku. Tenedonyiite 3a
HomepoM 1-888-901-4636 (teneraiin: 1-800-833-6388 / 711).

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngl mién phi danh cho ban. Goi s 1-888-901-4636 (TTY:
1-800-833-6388 / 711).



