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Kaiser Foundation Health Plan of Washington Options, Inc.

Group Medical Coverage Agreement

Kaiser Foundation Health Plan of Washington Options] KFEHPWAOCH ) i s a heal th care servi
registered under the laws of the Stat&\afshington, furnishing health care coverage on a prepayment basis. The

Group identified belowvishes to purchase such coverabeis Group MedicalCoverageAg r e e m@roup ( fi
Agreement 0) sets forth the ter ms cludinglteeriditssnd ch t hat covel
responsibilities of the contracting parties; requirements for enroliment and elygidild benefits to which those

enrolled under thiSroup Agreement are entitled.

The GroupMedicalCoverageAgreement betweedFHPWAO and theGroupconsists of the fitowing:

9 Standard Provisions
1 Evidence of Coverage

Pacific Lutheran University, #6498700

This Group Agreement will continue in effect until terminated or renewed as herein provided for and is effective
January 12021.

CA-396221 1



Standard Provisions

1. KFHPWAO agrees to provide benefits as set forth in the atthed Evidence of Coverage (EOC}o
enrollees of the Group.

2. Monthly Premium Payments.
For the initial term of thissroupAgreement, the Group staubmit o KFHPWAO for each Member the
monthly premiums set forth in the current Premium Schedule and ea&@wif of enrolment.Payment must be
received on or before the due date and is subject to a grace period of 10 days. Premiums are subget to cha
by KFHPWAO upon 30 days written noticBremium rates will be revised as a part of the annual renewal
proes.

KFHPWAOQ reserves the right tee-rate this benefit package if the demographic characteristics change by more
than B5%.

Rate Stabilization Reservei Refundable

KFHPWAO will establish a Rate Stabilization Reserve (RSR) for the Group that is based upon the financial
performance of thiSroupAgreement and all othé&roup Agreementsn effect between KFHPW@ and the
Group.

1. Funding

(&) The RSR will be credited in the amount of any net gain realized by the Group as determined by
KFHPWAO on a annualbasis. A net gain wilbe recordedapproximately 120 days after the end of
the plan yeawhere billed premims exceed total expezs The RR may also be funded through the
initial transfer of a positive rate stabilization
Group at the end of the preceding coverage period.

(b) Interest on net gains willdbcalculated and credil to the BRannually. The applicable interest rate
shall be the U.S. Treasury Bill rate on the effective date ofatosip Agreement.

(c) A minimum percentage holdback amount will be calculated by KFHPV@afroximately 120 days
after he end of the playearandmustbe carried forward into the followingpntract period

(d) A minimum cumulative balance amount will be calculated by KFHPWAO abejaning of the
coverage period and must be met prior to disbursement of any funds$hdRSR. This reésction
does rot apply where the final RSR balance is refunded upon termination @rhigpAgreement.

2. Deductions

(a) The RSR will be reduceith the amount of any net loss realized by the Group as determined by
KFHPWAO on & annualbasis. A net los will be ecodedapproximately 120 days after the end of
the plan yeawhere total expenses exceed billed premiums. The RSR may also be rédoagid the
initial transfer of a negative rate stabilization reserve balance reflected on KFHEWAOr docter d s
Group & the end of the preceding coverage period and

(b) Interest on net losses will be deducted from the RSfually The applicable ierest rate shall be the
U.S. Treasury Bill rate on the effective date of Bi®upAgreement.

(c) Approximately 120daysafter the end of the plan yeand subject to the minimum percentage
holdback and cumulative balance requirements described im&ebtc) and (d), above, the Group
may seek disbursements from the RSRrpaypremium to offset a ratenicrease, tpurchase new
benefits, or as a cash refund. KFHPWAO reserves the right to withhold disbursements from the RSR
until all delinquencies in premium payment have been resolved.

3. Termination
(8) The RSR will automatically andbacurrently termiate upon th temination date of alGroup
Agreements in effect between KFHPWAO and the Group.
(b) Either KFHRNAO or the Group may terminate the RSR upon ninety (90) days written notice to the
other party. The effectivaate of termination shall coincideth the lat day of the current coverage
period.
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(c) A final settlement will be conducted by KFHPWAO upomitération of the RSR. The final
settlement shall include a reduction to the RSR to resolve any delinquengiemiom payment.
KFHPWAO shall réund to theGroup any remaining, positive RSR balance plus interest as described
in Section 1(b), above.

Dissemination of Information.
Unless the Group has accepted responsibility to d&BHPWAO will disseminate infomation describing
benefits set fah in theEOC attached to thissroupAgreement.

Identification Cards.
KFHPWAOQO will f urnish cards, for iderftcation purposes only, to all Members enrolled under @risup
Agreement.

Administration of Group Agreement.

KFHPWAOQO may adopreasonable pdalies and ppcedires to help in the administration of ti@soup

Agreement. This may include, but is nahited to, policies or procedures pertaining to benefit entitlement and
coverage determinations.

Modification of Group Agreement.
Except as reqted by federalandWashington State law, thiSroupAgreement may not be modified without
agreement between bothrpes

No oral statement of any person shall modify or otherwise affect the benefits, limitations and exclusions of this
GroupAgreement, convegr void ary coverage, increase or reduce any benefits undefluisp Agreement or
be used in the prosecutior defense of a claim under th&oup Agreement.

Indemnification.

KFHPWAO agrees to indemnify and hold the Group harmless against all cémsges,dsse ard expenses,
including reasonabl e KrHRWAOONse yfobasi |f uereegligerngedoestaricogr no,u tn eo f
willful misconduct of its directors, officers, employees and agents of their express obligations un@esupis

Agreement.

The Goup agreeso indemnify and holKkFHPWAO harmless against all claims, damages, losses and

expensesndudi ng reasonable attorneyédés fees, arising out of
performances or willful misconduct of its diters, offcers employes and agents of their express obligations

under thisGroupAgreement.

The indemnifying pay shall give the other party prompt notice of any claim covered by this section and
provide reasonable assistance (at its expense). Tamiifying party shall have theight and duty to assume
the control of the defense thereof with counsel reasonabfpable to the other party. Either party may take
part in the defense at its own expense after the other party assumes the control thereof

Compliance With Law.
The Goup andKFHPWAO shall comply with all applicable state and federal laws and regugatio
performance of thiSroupAgreement.

This GroupAgreement is entered into and governed by the laws of Washington State, exceptwais®tbre
emped by ERISA and other fedédaws.

Governmental Approval.

If KFHPWAO has not received any necessgovernment approval by the date when notice is requireder
this GroupAgreementKFHPWAO will notify the Group of any changes once govaental aproval has been
received KFHPWAO mayamend thissroupAgreement by giving notice to the Group upon rptef
government approved rates, benefits, limitations, exclusions ormihnsions, in which case such rates,
benefits, limitations, exasions orprovisions will go into effect as required bhe governmental agencill
amendments are deemed accejtethe Group unless the Group giwveBHPWAO written notice of non
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10.

11.

12.

13.

acceptance whin 30 days after receipt of amendment, in which evenGhasip Agreemert and all rights to
services and other benefiterminate the first of the month following 30 dayterafeceipt of noracceptance.

Grandfathered Health Plans

For any coverage identified in an EOC as a "grandfathered health plan" unéatignt Fotection and

Affordable Care Act (a/k/a the ACA), Group must immediately inform KFHPWAO if this covelagenot

meet (or no longer meets) the requirements fordfeshered status including but not limited to any change in

its contribution rée to the ostof any grandfathered health plan(s) during the plan y&aoup represents that,

forany coverage Ehif i ed as a fAigrandf at her edl, Graamhadnbt dgerieasadds i n  t
contribution rate more than five percent (5%) &ny ratdier for such grandfathered health plan when

compared to the contribution rate in effect on March 23026r the same planHealth Plan will rely on

Gr o u p 6sentatioa jm isiing and/or continuing any and all grandfathered health pknage

Confidentiality.

Each party ackowledges that performance of its obligations under@nmupAgreement ray involve access

to and disclosure of data, procedures, materiats, kystems and information, including medical records,
employee bendt informaion, employee addresses, social security numbergikaddresses, phone numbers
and other confidentianf or mat i on regarding the Gr orumatsiTmmp)l .oyees
information shall be kept strictly confidential and shalt be dislosed to any third party other thafiy
representatives of the receiving party (as permitted by afj#istate and federal law) who have a need to

know such informatiotin order to perform the services required of such party pursuant @Grihig

Agreemaent, or for the proper management and administration of the receiving party, provided that such
repreenatives are informed of the confidentiality provisions of tBioupAgreementand agree to abide by

them, (ii) pursuant to court order (ii) to a desgnated public official or agency pursuant to the requirements of
federal, state or local law, statutule or regulationThe disclosing party will provide the other party with

prompt notice of any request the disclosing party receivestbode inbrmation pursuant to applicable legal
requiremerd, so that the other party may object to the requelbeseek an appropriate protective order

against such reque&ach party shalnaintain the confidentiality of medical records and confide¢patiert

and employee information as required by appsiedaw.

HIPAA.

Definition of Terms. Terms used, butot otherwise defined, in this section shall have the same meaning as
those term$ave in the Health Insance Portability and Accountabilict of 199 (fHI PAAQ ) .

Transactions Accepted KFHPWAO will accept Standard Transactions, pursuant to HIPAA aiGloup
elects to transmit such transactions. The Group shall ensure thanah@td ransactions transmittéo
KFHPWAO by the Group orth G r o usipe§ssassdriates are in compliance with HIPAA standards for
electronic transactions. The Group shatlearmify KFHPWAO for any breach of this section by the Group.

Termination of Entire Group Agreement.
This is a guaranesl renewabl&roup Agreement ath cannot be terminated without the mutual approval of each
of the parties, except in the circumstanaetsarth below.

a. Nonpayment or NonAcceptance of PremiumFailure to make any monthly prémmn payment or
contribution in acordance witiSubsection 2above shall result in termination of thizroupAgreement as
of the premium du aretadacdem the r@visesl pr&miums odided &s partlof the annual
renewal process shall be consittnonpayment and result in nmmewal ofthis GroupAgreementThe
Group may terminate thiSroupAgreement upon 15 days written notice of premium incressset forth
in Subsection 2. above.

b. Misrepresentation. KFHPWAQO may rescind or terminate th&oupAgreement pon written notice in
the ewent tha intentional misrepresentation, fraud or omission of information was used in order to obtain
Group coveage Either party may terminate throupAgreement in the event of intentional
misrepresentation, fraud or omission wfdrmation by thether pary in performance of its responsibilities
under thisGroupAgreement.
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c. Underwriting Guidelines. KFHPWAQ may terminate thissroupAgreement in the event the Group no
longer meets underwriting guidelines establishe&BiIPWAO that were ireffectat the tine the Group
was accepted.

d. Federal or State Law KFHPWAQ may terminate thiSroup Agreement in the ert there is a change in
federal or state law that no longer permits the continued offering of the coverage describe@rioupis
Agreement

14. Withdrawal or Cessation of Services.

a. KFHPWAO may determine to withdraw from a Service Area or from a segafiétst Service Area after
KFHPWAO has demonstrated to the Washington State Office of the Insurance Commissioner that
KFHPWAOS s ¢ | i amdialmraadmjnistrfativencapacity to service the covered Members would be
exceeded.

b. KFHPWAO may determinetoeet o of fer the Groupbdbs current plan an
plan offered to all covered Members within that line of businessriblades # of the health care services
covered under the replaced plan and does not significantly limit acdbssservices covered under the
replaced planKFHPWAO may also allow unrestricted conversion to a fully compargbldPWAO
product.

KFHPWAO will provide written notice to each covered Member of the discontinuation oremewal of the
plan at least 9@ays prior to discontinuation.

15. Limitation on Enrollment.
The GroupAgreement will be open for applications for enrollment as describdtkgroup mater application
Subject to prior approval by the Washington State Office of the Insurance CommisseiHEWAO may
limit enrollment, establish quotas or set priorities for acceptance of new applications if it determines that
KFHPWAOS s ¢ W ip eelatontto its total enroliment, is not adequate to provide services to additional
persons.

16. Acceptance ofGroup Agreement.
The Groupagrees abaving accepted the terms and conditions of@risupAgreement and any amendments
issued during the tm of thisGroup Agreement, upon receipt by KFHPWAO of any amount of premium
payment.
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Important Notice Under Federal Health Care Reform

Kai ser Foundation Health Pl an o frecédanerdeah d/encbar chogsé i on s I
personal physicianThis decision is important since the designated persoryaigan povides or arranges for most

of the MembeThe Mentber hak théhright ta designate paysonal physiciawho participates imne

of the KFHPWAO networlsand who i s available to accept the Member
informatian onhow to select @ersonal physicigrand for a list of the participatigersonal physicias) please call

Kaiser Permanente Member Servieaq206) 630-4636 in the Seattle area, or tbike in Washington, -888-901-

4636.

For children, the Mmber maydesgnate a pediatrician as tpemary care provider

The Member does not need Preauthorization filORHPWAO or from any other person (includjra personal
physician to access obstetrical or gynecological care from a health care professidmaK FHPWAQO network

who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with
certain procedus including obtaining Preauthorization for certain services, following aappeoved treatment

plan. Fora lig of participating health care professionals who specialize in obstetrics or gynecology, please call
Kaiser Permanente Member Serviedg206)630-4636 in the Seattle area, or tbke in Washington, -888-901-

4636.

Womends heaktkrtrightsand canc

If the Member iseceiving benefits for a covered mastectomy and €lretst reconstruction in connection with the
mastectomythe Membewill also receive coverage for:

1 All stages of reconstruction of the breast on which the mastectomebagbrfomed.

1 Surgery and reconstruction of the other breast to produce a symmetrical appearance.

1 Prostheses.

1 Treatment of physical complications of gthges of mastectomy, including lymphedemas.

These servicewill be provided in consultation witthe Memler and the attending physician and will be subject to
the sameCost Sharestherwise applicable under tewidence ofCoverage (EOC)

StatementofRi ght s Under the Newbornsé and Mot hersé Health Pr
Carriersoffering grouphealthcoverage genelly may not, under federal law, restrict benefits for any hospital length

of stay in connection with childbirth for the mother or newborn chile¢s than 48 hours following a vaginal

delivery, or less than 96 hours following a cesarean sediioweve, federal law generally does not prohibit the

mot her6s or newborno6és attending provider, eefnevwon consul
earlier than 48 hours (or 96 hours as applicable). In any cas&rsmay not,under felerallaw, require that a

provider obtain authorization from tlvarrierfor prescribing a length of stay not in excess of 48 hours (or 96 hours).
Also,under federal law, earriermay not set the level of benefits or @ftpocket costs so thahy laterportion of

the 48hour (or 96hour) stay is treated in a manner less favorable to the mother or newborn than any earlier portion

of the stay.

For More Information
KFHPWAOQO will provide the informatiomegarding the types of plans offered KiyHPWAO to Memberson

request Hease calKaiser Permanente Member Servie¢$206)630-4636 in the Seattle area, or téike in
Washington, 1888-901-4636
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I. Introduction

This EOCis a stéement ofbenefits, exclusions and other provisscas setdrth inthe Groupmedical coverage
agreement betweeRaiserFoundation Health Plan of Whington Optins Inc. KFHPWAOQOO and the Group. The
benefits were approved by the Group who contracts RHPWAO for healthcare coverage. ThiEOCis nd the
Group medichcoverage agreemeitself. In the event of a conflt between the Group medicalverage agrenent
and theEOC, theEOCIlanguage wiligovern.

The provisions of th&€OCmust be consideredgetherto fully understand the benefits avéila under th&eOC.
Words with special meaning are capitalized aredefined inSection XI.

ConuactKaiser Pemanente Member Services 206630-46360r toll-free £888-901-4636 for benefits questions.
Il. How Coverel Services Work
A. Accessing Care

1. Members are eritled to Covered Services from the following:
1 Your Provider Nework isKFHPWAQOGO Access PP Preferred Rovider Network referred to as
fiPPAN O
o Standard innetwork benefits apply to any Preferred Rdev
o Enhanced innetwork benefitepplywhen a Menbers utilizeglesgnated integrated providers
(Kaiser Permanentdedical Centers and providers other designizd providers as identified in
the Provier Directory) These providers provide services at lttheest ost share as stated in
Section IV.
1 Careprovided byan Outof-Network Providerexcept prescription drug€overageprovided byan
Out-of-Network Provicris limited to the Allowed Amount
o Outof-Countryprovidersarelimited toa providea who meeslicengng and certification
requirements established wheihe provider practices.

Berefits paid ulerone option will not be duplicated under the other option.

Benefits under thiEOCwill not be denéd for any health care service perforniigda registeredurse
licensed to practice under chapter 18.88 RCMitst, the service perforngewas withinthe lawful scope of
such nurseo6s | i €6Cwodd hava pravidesl keaaditritidhservicehhadsbeen performed
by a doctor of medine licensed tgractice under chapter 18.71 RCW.

In order for serwes to be covered at theghest benefitevels, services must be obtained frét®N
Facilities orPreferredProvidersexcept for Emergecy services.Emergency services will always be
covered at the imetwork (PPN) level.

A listing of Access PP@®referrel Providerds availableby contactingMembe Servicesor accessing the
KFHPWAOQO website atvww.kp.omy/wa. Onthe websiteEnhanced provideliscludean asterislonthe
pr ovi de Fd assistaaceg&arching the wabh&r the providers providg Erhanced irnetwork
benefits, please contact Member Services.

KFHPWAO will not directly or indiectly prdibit Members from freely contracting atyatime to obtain
healthcare services from Outf-Network Providers and Owif-Network Facilities outsid thePlan.
However, if you choose to receive services from-@filNetwork Providers and Owif-Network Faciities
except as otherwise specifically prded in this EOC, thosgervices will not be covered under this EOC
and youwill be responsible for th&ull price of the services. Any amounts you pay for ravered
services will not count towards yo@ut-of-Pocket Limit.

6 C496206498700


http://www.kp.org/wa

Primary Care Provider Services

KFHPWAOQO recommendshat Members selectersonalphysician.Onepersonaphysicianmay be
selectedor an entire fanily, or adifferentpersonal physiciamay be selected for each family membeat
information on how to slect or change personal fgigians and for a lisof participating personal
physicians, calKaiser Pemanente Member Servicas (206)630-4636 inthe Seattle area, or tdllee in
Washington at -B88-901-46360r by accessing thEkFHPWAOQO website atwww.kp.org/wa Thechange

will be made within 24 has of the receipt othe request if the selectptiys ¢ i a mreldoasl pecratsif a
personal physician accepting new Members is not available inayea, ontactKaiser Permanente
Member Servicesvho will ensure you havaccess to a personal physician by contacting aphysa n 6 s
office to request theacept new Merbers.

I n the case that the Member 6sinigRHPWAOEekBOrigthe si ci an no
Member will be provided access the personal physar for up to 60 days following a written notice
offering the Membeia selectiorof newpersonal pysicians from which to choose.

Specialty CareProvider Services

Members may makappointnens with specialistsvithout Preauthoriz#on, except as noted uler Section
IV. In the event specialty services am available from a PrefemeProvider, Preathorization is required
and Outof-Network Provider services will be covered at Breferrel Provider Network level.

Hospital Services.
Refer to Section IV. for more information abdutspiial services.

Emergency Senices

Members mat notify KFHPWAO by way of theKFHPWAO Emergency notification line (888-457-

9516 as noted on younember identification card) wiin 24 hours of any admissi, or as soon thereafter
as medically possibld&efer to Section IV. for more fimrmation abouEmergency services.

Process for Medical Necessity Determination.

Preservice, concurrent or pestrvice reviews may be conductgdnce a service has beeniewed,
additional reviews may be conducted. Memlyeitsbe notified in writingwhen a determirieon has been
made

First Level Review:

First level reviews are performed or overseen by apprepelaical staff usindkKkFHPWAO approved
clinical review citeria. Data sources for the review include, butrexelimited to, referral fans, admission
request forms, the Memberdéds medical record,dand cons
multidisciplinary health careeam The clinical informabn used in the review may include treatment
summaris, problem lists, specialgvaluations, latratory and xray results, and rehabilitation service
documentation. The Member or legal surrogatg ime contacted for informatio@oadination of care
interventions are initiated as they are identified. Theewer consults with the regsting physicia when
more clarity is needed to make an informed medical necessity decision. The reviewer miyithnau
boardcertified consuhtive specialist and sudonsultations will be documented in the review téixthe
requested service apars to be inapppriate based on application of the review criteria, the first level
reviewer requests second leveview by a physician or desigted health care professabn

Second Level (Practitioner) Review:

The practiioner reviews the treatmeplan and discises, when appropriate, case circumstances and
management options with the attending (or referrifiysizian. The reviewer consultsth the requesting
physicen when more clarity is needed to make an informeciage decision. The reviermay consult
with board certified physicians from appropriate specialty areas to assist in making determinations of
coverage and/or appropriatenesH such consultations Wibe documented in the review text. If the
reviewerdetermines that the admissjaontinued staor service requested is not a covered service, a
notice of norcoverage is issued. Only a physitgidehavioral health practitionésuch as a psychiatrist,
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doctoratlevel clinical psychologist, certified addicn medicine specialistflentistor pharmaist who has
the clinical expertise appropriate to the request under review with an unrestrietest lirnay deny
coverage based anedical necessity

Administration of the EOC.
KFHPWAOQO may adopt reasonable po#s and procedures &aminsterthe EOC This may include, but is not
limited to, policies or procedures pertaining to benefit entitementanerage determinations.

Confidentiality.

KFHPWAOQ is requred byfederal and state law to maintain the privaélember grsonal and hethd
information.KFHPWAO is required tgrovidenoticeof how KFHPWAO may use andisclose personal and
health information held byKFHPWAO. The Notice of Privacy Practices issdributed to Members and is
available inKaiser Permnenteamedical centersatwww.kp.org/wa or upon requestom Member Services

Modification of the EOC.

No oral statement of any persdmal modify or otherwise &éct the benefits, limitations and exclusions of the
EOC, convey or void any covage, increaseraeduce any benefits under tB®Cor be used in the prosecution
or defense of a claim under tB©C.

Nondiscrimination.

KFHPWAOQO does not discriminate on theasis of physical or mental disabilities in its eayphent practices and
services. KFHPWAO will not refuse to enroll or terminate  Me m bogarageson the basis of age, sexual
orientation gender identityrace,color, religion, national orgin, citizenship or immigration atus veteanor
military staus,occupation or healthtatus.

Preauthorization.
Refer to Sectin IV. or https://wa.kaiserpermanente.org/html/public/servicesfmt@orizatiorfor more
information regarding which servicasFHPWAO requires PreauthorizatioRreauthodation requests are
reviewed and approved based on Medical Neceséigyhibty and benefits KFHPWAQO will generally process
Preadhorization requests andgside notification for enefits within the followingimeframes:
9 Standard requestswithin 5 cabndar days
o If insufficient information has been provided a requesgftititional information wilbe made within
5 calendar dayd he provider or facility haS calendar days to prile the necessary informatioA
decision will be made within 4 calenddays of receipt of the information or the deadline for receipt of
the equested information.
1 Expedited requesiswithin 2 calendadays
o If insufficient information has been providemlrequest for additional infmation willbe made within
1 calendar dayThe provider or facility has 2 calendar days to provide the necesgamnation. A
decision will be made within 2 calendar daysexfeipt of the informatioor the deadline for reipt of
the requested inforation.

Recommended Treatment.

KFHPWAOGS medical director will determine the necessity, nature and extent of treaitmbe covered in
each individual case and the judgmetill be made in good faithMembers have the right t@ppeal coverage
decisiongsee Section VIII) Members have the right tagicipate in decisions regarding their health care. A
Member may refus any recommendeskrvicedo the extent permitted by law. Mders who obtain care not
recommended bKFHPWAOO medical director do so witthe full understanding th&stFHPWAO has no
obligation for the cost, or liability for the outcome, @afch care.

Second Opinions.

The Member may access a second opinion regauaimedical diagnosis aeatment planThe Membe may
also obtain a secongimion from an Oubf-Network Provider withotlPreauthorization, subject to Gof
Network Provider Cost Shares aaltlother Preauthorization requirements specifically statdnmSection V.
Coverageés determinedyy the Menber'seOC, therefore, coverge for the second opinion does not imply that
the services or treatments recommended will be cov8erdtices, drug and devices prescribed or
recommended as a result of thexsoltation are not covereshless included as cowet under thé&OC.
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Unusual Circumstances.

In the event of unusual circigt@ances such as a major disaster, epidemic, military action, civitldisdabor
disputes or similar causdsFFHPWAO will not be able for administering cavage beyond the limitains of
available personneind facilities.

Under thePPNoption, in theevent of unusual circumstances such as those described EBbirRYWAO will
make a good faith effort to arrange for Covered Sentlueaigh availabl€@PNFaciities and personnel.
KFHPWAO shall have no otherdbility or obligation if Covered Services atdelayed or unavailable due to
unusual circumstances.

Under theOut-of-Network option, if Covered Services are delayed or unavédlalue to unusual circumsizes
suchasthose desdped aboveKFHPWAO shall hare no liability or obligation to arrange f@overed Services.

Utilization Management.

Casemanagemenmieans a cammaragement plan developed for a Member whose diagnosis esgirnrely
coordination All benefits including travelandlodging, are limited to Covered Servigethat are Medglly
Necessey and set forthn the EOC. KFHPWAQO may review a Member's medic&aords for the purpose of
verifying delivery and coverage of services and items. Based on a ptiwgpeoncurrent or retrospective
review, KFHPWAOQO may deny cwerage if, in its determiniain, such servicesre not Medically Necessary.
Such determinatiorhsill be based on establishethical criteriaand may require Preauthorization

KFHPWAO will not deny coverage retroactively for serviaeith Preauthorizatio and which have already
been provided to the Membexcept in the case of anténtional misregesentation of a material faloy the
patient, Member, or provider of services; or if coverage whtained based on inaccurate, false, mleading
information provided on the enrolimeapplication; or for nonpayment of premiunBenefis do not require
Preauthorization, except astedunder Section 1V

Financial Responsibilities

Premium.
The Sibscriber is liable for payment to the Gpoaf their contribution toward the monthly prenmn, if any.

Financial Responsibilities forCovered Services

The Sibscriber is liable for paymérof the followingCost Sheesfor Covered Services provided to the
Subscriber andheir DependentsPayment oin amounbilled must be received within 30 dagf the billing
date.Charges will be for théesser of the Cost @hes for the Covered Servioethe actual charge for that
service. Cost Shares will not exceed #ttual charge for that service.

1. Annual Deductible.
Covered Servicesiay besubject taan annual DeductibleCharges subject to the aral Deductible shall
be borne by the Subscriberrthg each year until the annual Deductible is met. There is an dudilvi
annual Deductible amount for each Mezn and a raximum annual Deductible amount faca Family
Unit. Once the annual Deductible anmb is reached for Bamily Unit in a calendar yeathe individual
annual Deductibles are also deemed reached forMagiber during that same calendar year.

Individual Annual Deductible Carryover. Under this EOC, charges from the last 3 months of the prior
yea which were applied toward the individual annual Deductible will also apply to the current year
individual annual Deductible. The individual annual Detthle carryover will apply only when expenses
incurred have been paid in full. The Family Unit Dedbletidoes not carry over into the next year.

2. Plan Coinsurance.
After theapplicableannual Deductible is satisfied, Memberaybe required to pay Plan Coinsurance for
Cowered ServiceLCoinsurance is calculated tie Allowed Amount
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3. Copayments.
Membes shall be required to papplicableCopayments at the time of service. Rent of a Copayment
does not exclude the possibility of an additional billing if the servicetisrchined to be a neGovered
Serviceor if other Cost Shares apply

4. Out-of-pocket Limit.
Out-of-pocketExpengs which aply toward the Oubf-pocketLimit are set forth in Section IVTotal Out
of-pocketExpenses incurred during the same calendar yedirrst exceed the Owutf-pocketLimit.

C. Financial Responsibilities br Non-Covered Services
The cost of on-CoveredSenices and supplids the responsibity of the MemberThe Subscriber is liable for
payment of any fees charged for rGaveredServies provided to the Subscriber ahéir Dependents at the
time of sevice. Paymenbf an amount billed must brecdved within 30 days of the billing date.
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IV. Benefits Details

Benefits are subject to all provisions of 8&C. Members are entitlednly to receive benefits and services that are
Medically Necessary and clini¢glappropriatefor the tratment of a Medial Condiion as determined by

KFHPWAOS medicaldirectorand as described herein. All Covered Services are subject to case management and

utilizationmanagement

Under theOut-of-Network option, Members shall be required taypany difference betweeneut-of-Network
Pr ovi dome forservicds and the Allowed Amopexcept for Emergency seresor services provided by a
non-Network provider at &letwork Facility.

Preferred Provider Network

Out-of-Network

Annual Deductible

Member pays $750 per Member per calend
year or $1,500 per Family Unit per calendar
year

Shared with the Preferred Provider
Network

Coinsurance

Plan Coinsurance:Member pays 10% of the
Allowed Amount

Plan Coinsurance:Member pays 30% o
the Allowed Amount

Lifetime Maximum

No lifetime maximum on covered Essential Health Benefits

Out-of-pocket Limit

Limited to a maximum of $3,000 per Membg
or $6,000 per Familynit per calendar year

Shared with the Preferred Provider
Network

The following Out-of-Pocket Expenses
apply to the Out-of-Pocket Limit: All Cost
Shares for Covered Services

The following expenses do not apply to
the Out-of-Pocket Limit: Premiums,
charges for services in excess of a
benefit, charges in excess of Allowed
Amount, charges for ne@overed
Services

The following Out-of-Pocket Expenses
apply to the Out-of-Pocket Limit: All
Cost Shares for Cover&ervices

The following expenses do not
apply to the Out-of-Pocket Limit:
Premiums, charges for services in
excess of a benefit, charges in excq
of Allowed Amaunt, charges for nen
Covered Services

Pre-existing Condition
Waiting Period

No preexisting condition waiting period
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Acupuncture

Preferred Provider
Network

Out-of-Network

Acupuncture needle treatntetimited to a combined total of
12 visits per calendar year without Preauthorization.

No visit limit for treatnent for Substance Use Disorder.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions:Herbal supplementseflexology;any services not within the scopethepa ct i t i omrer 6 s

Allergy Services

Preferred Provider
Network

Out-of-Network

Allergy testing.

After Deductible,
Member pays 10% Plan
Coinsurance

Enharced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Allergy serum ad injections

After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Ambulance

Preferred Provider
Network

Out-of-Network

Emergencyground or aitransport to ay facility.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 10% Plan
Coinsurance

Non-Emergencyground or air interfacility transfer.

Under thePreferred Provider Networggtion, non-
Emergencygrourd or air interfacilty transfer to or from a
Preferred Provider Network Facility wh@&mreauthorizedy
KFHPWAOQ.

After Deductible,
Member pays 10% Plan
Coinsurance

Hospital -to-hospital
ground transfers: No

After Deductible,
Member pays 10% Plan
Coinsurance

12
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Under thePreferred Provider Networdption, hospitaito-
hospital ground transfers wh&meauthorizedy KFHPWAO.

Non-emergent air transportation requires Préadtzation.

charge, Member pays
nothing

Cancer Screeningand Diagnostic Services

Preferred Provider
Network

Out-of-Network

Routinecancer screeningoveredas Preventive Servic@s
accordance wit the well care schedule estishkd by
KFHPWAOQ and the Patient Protection and Affordable Car
Act of 2010.The well care schedule is availableaiser
Permanentenedical centersatwww.kp.org/wa or upon
request framn Member ServicesSee Prevenie Services for
additional information.

No charge; Member
pays nothing

After Deductible
Member pays 30% Plan
Coinsurance

Routine
Mammography:

After Deductible,
Memberpays 30% Plan
Coinsurance

Diagnostic laboratory and diagnossiervices for canceGee
Diagnostic Laboratory and Radiolo@ervicedor additional
information.Preventive laboratorgddiologyservies are
coverd as Preventive Services.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Circumcision

Preferred Provider
Network

Out-of-Network

Circumcision.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member @ys 10% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible
Member pays 30% Plan
Coinsurance

13
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Clinical Trials

Preferred Provider
Network

Out-of-Network

Notwithstandingany other provision of this document, the
Plan provides benefits for Routine Patient Costs of qualifie
individuals in approved clinical trig) to the extent benefits
for these costs are required fiegeral and stte law

Routine patient costs includ# aems and services consiste
with the coverage provided in the plan (or coverage) that i
typically covered for a qualified individual whse not
enrolled in a clinical trial.

Clinical trials are a phase Ihpse Il, phase lll, or phase IV
clinical trial that is conducted in relation to the prevention,
detection, or treatment of cancer or otheriiieeatening

di sease or tcthnedateéeéwinnginconm
disease or condition from which thedikhood of death is
probable unless the ase of the disease or condition is
interrupted.

Clinical trials require Preauthorization.

Hospital - Inpatient:
After Deductibie,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pag 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Routine patient costs do not include: (i) the investigational item, device, or service, itself; (ii) items
services that are provided solely to satisfy data collection and &nagexdds and that are not used in the direct @lin
management of the patient; or (iii) a service that is clearly inconsistent with widely accepted and established

of care for a particular diagnosis

Dental Services and Dental Anesthesia

Preferred Provider
Network

Out-of-Network

Dental servies including accidental injury twatural teeth.

Not coveredMember
pays 100% of all charge|

Not coveredMember
pays 100% of all charge]

Dental services in preparation for treatment including but
limited to: chemotherapy, radiation therapy, angor
transplants. Dental services in preparation for treatment
require Preauthorization.

Dental problems such as infections requiring emergency
treatment outside of standard business hours are covered
Emergency Services.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Dedctible,
Member pays 30% Plan
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Coinsurance Coinsurance

General anesthesia services agldted facility charges for Hospital - Inpatient: Hospital - Inpatient:

dental procedures for Members who are under 7 years of | After Deductible, After Deductible,

or are physically or developmentattysabled or have a Member pays 10% Plan| Member pag 30% Plan

Medi cal Condi t i osmhealtthwouldedbe pubh| Coinsurance Coinsurance

at risk if the dental procedure were performed inm te s

office.
Hospital - Outpatient: Hospital - Outpatient:
After Deductible, After Deductible,
Member pays 10% Plan| Member pays 30% Plan
Coinsurance Coinsurance

Exclusions:Dent i st 6s or or al S u ery sewvined and dpplienses, induglingt teedtmeat af

accidengl injury to natural teeth, reconstructive surgery to the jaw in preparation for dental implantsincielatas,
periodontal surgerany other dental service not specifically listed as calere

Devices, Equipment and Supplies (for home use) Preferred Provider Out-of-Network
Network
1 Durable medical equipment: Equipment which can After Deductible, After Deductible,
withstand repeated use, is primarily and customarily U Member pays 10% Plan| Member pays 30% Plan
to serve a medical purpose, is useful only in the presg Coinsurance Coinsurance
ofanillnessorinjuryash i s used | mmet

Durable medical equipment includes hospital beds,
wheelchairs, walkers, crutches, car#epdglucose
monitors, external insulin pumgmcluding related
supplies such as tubing, syringe cartdglgcannulaand | Annual Deductible does
inserters) oxygen and oxygen equipmeand not apply to glucose
therapeutic shoes, modifications and shoe inserts for | monitors, test strips,
severe diabetic foot diseaseFHPWAO will determine | lancets or control

if equipment is made available on a rental or purchasg solutions.

basis.

1 Orthopedicappliancesitems attached to an impaired
body segment for the purpmsf protecting the segment
or assisting in restoration or improvement of its functic

1 Ostomy suppliesSupplies forthe removal of bodily
secretions or waste through an artificial opening.

1 Postmastetomy braforms, limited to 2 every 6
months Replacemnts within this 6 month period are
covered when Medically Necessary due to a change i
the Memberdés condition.

1 Prosthetic devicestems which replace all or part of an
external body part, or functichereof.

9 Sales tax for devices, equipment and supplies
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When provided in lieu of hospitalization, benefits will be th
greater of benefits available for devices, equipment and
supplies, home health or hospitalization. See Hodpice
durable medical egpiment provided in a hospice setting.

Repair,adjustmehor replacement of appliances and
equipments covered when Medically Necessary and
appropriate

Preaithorization is required for certain servicesfer to
Section I. F. Preauthomration.

Exclusions: Arch supports, including custom shoe modifications or insertgtremdfittingsnot related to the
treatment of diabetesrthopedic shoes that amet attached to an appliagavigs/hair prosthesigakehome
dressings and supplies following Ipitalization; supplies, dresgis, appliances, devices or services not specifical
same
to loss,theft, breakage from willful damage, neglectnongful use, or due to personal faeence structural

listed as covered above;

as or S i

modi fi cati on somdaonpemondMechidbee r 6 s h

mi |

a r oergpairdpen

Diabetic Education, Equipment andPharmacy Supplies

Preferred Provider
Network

Out-of-Network

Diabeticeducation andraining.

After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Diabeticequipment: Bbod glucose monitors and external
insulin pumps (including related supplies such as tubing,
syringecartridges, cannulaand inserters)andtherapeutic
shoes, modifications and shoe inserts for severe diabetic
diseaseSee Devices, Equipment and Sliggpfor additional
information.

After Deductible,
Member pays 10% Plan
Coinsurance

Annual Deductible does
not apply to the glucose
monitors test stips,
lancets or conti
solutions.

After Deductible,
Member pays 30% Plan
Coinsurance

Diabetic fharmacysupplies: Insulin, lancets, lancet devices
needles, insulin syrireg, insulin pens, pen needlgficagon
emergency kits, prescriptive oral ageaisl blood glucose
test strips for a supply of 30 days or lpss item Cetain
brand name insulin drugs will be covered at the generic le
See Drug$ Outpatient Prescrifmin for additional pharmacy

Preferred generic

drugs (Tier 1): Member
pays $15 Copayment pg
30-days up to a 9day
supply

Not coveredMember
pays100%of all charges
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information.

Preferred brand name
drugs (Tier 2): Member
pays $25 Copayment pe
30-days up to a 90ay
supply

Non-Preferred generic
and brand name drugs
(Tier 3): Member pays
$45 Comyment per 30
days up to a 9day

supply
Enhanced Benefit:

Preferred generic
drugs (Tier 1):
Member pays $10
Copayment per 3@ays
up to a 9eday supply

Preferred brand name
drugs (Tier 2): Member
pays $20 Copayment pe
30-days up to a 9day
supply

Non-Preferred generic
and brand name drugs
(Tier 3): Member pays
$40 Copayment per 30
days up to &0-day

supply

Annual Deductible does
not apply to the glucose
monitors test stips,
lancets or contl
solutions

Note: A Member will
not pay more than $00
for a 30day supply of
insulin to comply with
state law requirements.

Diabetic retinal screening.

No charge, Member pay
nothing

After Deductible,
Member pays 30% Plan
Coinsurance
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Dialysis (Home and Outpatient)

Preferred Provider
Network

Out-of-Network

Dialysis in an outpatient or honsetting is covered for
Members withacute kidney failte orendstage renal disease

(ESRD).

Outpatient Services
After Deductible,

Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurace

Injections administered byRroviderin a clinical setting

during dialysis.

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsuance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Seltadministered injectables. See DriigQutpatient

Prescription for additinal pharmacy information.

Preferred generic

drugs (Tier 1): Member
pays $15 Copayment pe
30-days up to a 9day
supply

Preferred brand name
drugs (Tier 2): Member
pays $25 Copayment pg
30-days up to a Sday
supply

Non-Preferred generic
and brand name drugs
(Tier 3): Member pays
$45 Copayment per 30
days up ta 9Gday

supply
Enhanced Benefit:

Preferred generic
drugs (Tier 1):
Member pays $10
Copayment per 3@ays
up to a 9eday supply

Preferred brand name

Not coveredMember
pays D0%of all charges
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drugs (Tier 2): Member
pays £0 Copayment pe
30-days up to a 9day
supply

Non-Preferred generic
and brand name drugs
(Tier 3): Member pays
$40 Copayment per 30
days up to a 9day

supply

Drugs - Outpatient Prescription

Preferred Provider
Network

Out-of-Network

Prescription drugs, suppliend devices for a supply of 30
days or lesincluding diabetigogharmacysupplies insulin,
lancets, lancet devices,etfes, insuli syringes, insulin pens
pen needles and blood glucosst t&rip3, mental healttand
wellnessdrugs self-administered injectablemedications for
the treamentarising from sexual assauand routine costs fo
prescription medications gvided in a tnical trial. A Ro u t
costsO means it e msothe Mambes that
are consistent with and typically coveredthg plan or
coverage for a Member who is not enrolled in a clinical trig
All drugs, supplies and devices mustfor Coveredservices.

All drugs, supplies and devices must be obtained at a
KFHPWAGO-designated pharmacy excépt drugs dispensed
for Emergency servicesr for Emergency services obtained
outside of tha&KkFHPWAO Service Areaincluding out of the
country. Information regardingKFHPWAO-designated
pharmacies is reflected in tké&HPWAO Provider Directory
or can be obtained by contactiKgiserPermanentdMlember
Services

Prescription drugCost Shares are payable at the time of
delivery.Certainbrand naménsulin drug are coveredt the
generic drug Cost Share.

Certain drugs areubject to Preauthorization as shown in th
Preferred drug lisfformulary) available at
www.kp.org/wa/formulary

Members may beligible to leceive an emergency fill for
certain prescription drugs filled oide of KFHPWAQOS s
business hours or whéFHPWAO cannot reachhe
prescriber for consultatiof-or emergency fills, Members p4g
the prescription drug Cost Share for eaaltay sipply or less
or the minimum packaging size available at the time the
emergencyill is dispensed. A list oprescription drugs
eligible foremergency fills is availablerothe pharmacy

Preferred generic

drugs (Tier 1): Member
pays $15 Copayment pg
30-days up to a 9@day
supply

Preferred brand name
drugs (Tier 2): Member
pays $25 Copayment p€
30-days up to a Sday
supply

Non-Preferred generic
and brand name drugs
(Tier 3): Member pays
$45 Copayment per 30
days up ta 9Gday

supply
Enhanced Benefit:

Preferred generic
drugs (Tier 1):
Member pays $10
Copaymenper 30days
up to a 9eday supply

Preferred brand name
drugs (Tier 2): Member
pays $20 Copayment pe
30-days up to a 9day
supply

Non-Preferred generic
and brand name drugs
(Tier 3): Member pays
$40 Copayment per 30

Not coveredMember
pays 100%of all charges|
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websiteat www.kp.orgiva/formulary Members can request
an emergency fill by calling-855505-8107.

In order to obtain the enhanced benefits, Memierst
utilize designated pharmacieshichare reflected in the
KFHPWAO Provide Directory, or can be obtained by
contactingkaiser Permanentdember Services

days up to a 9day
supply

Annual Deductible does
not apply to the glucose
monitors test stips,
lancets or contd
solutions

Note: A Member will
not pay more than $00
for a 3Gday supply d
insulin to comply with
state law requirements.

Injections administred by &roviderin a clinical setting.

After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Overthe-counter drugsiot included under Preventive Cane
Reproductive Health

Not coveredMember
pays 100%of all charges

Not covered Member
pays100% of all charges|

Mail orderdrugsdispensed through theFHPWAO-
designated @il order service

Member pays two times
the Enhanced Benefit
prescription drug Cost
Share for each 96ay
supply or less

Annual Deductible does
not apply to the glucose
monitors test stips,
lancets or contd
solutions

Note: A Member will
not pay more than $00
for a 3Gday supply of
insulin to comply with
state law requirements.

Not covered; Member
pays 100% of all charge]

The KFHPWAO Prefered drug list is a list of prescription drugs, supplies, and devicesdesad to have acceptabl
efficacy, safety and cosfffectiveness.The Prefered drug list is maintained by a committee consisting of a groug
physicians, pharmacists and a consurapresentative who review the scientific evidence of these produtts an
determine the Preferred an@iNPreferred status as well as wiltion mangement requirements. Preferred drugs
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generally have better scientific evidence for safety and effectivanesare more affordable than NBneferred
drugs.

Members may request a coverage determination by contacting Member Services. Coverage determination rg
may include requests to cover npreferred drugs, obtain Preauthorization for ec#fi drug, or exceptions to other
utilization management regeiments, such as quantity limits.

Prescription drugare drugs which have been approved by the Food and Ddogrdstration (FDA) and which can,
under federal or state law, be dispenseg parsuant to a prescription order. These drugs, includifixtabel use of
FDA-approved drug (provided that such use is documented to be effective in one of the standamtesfer
compendia; a majority of wetlesigned clinical trials published in peeviewed medical literature document
improved efficacy or safety of the agent over standagthtfies, or over placebo if no standard therapies exist; or
the federal secretanf Health and Human Services) are covefe®t andar d r ef er masthee co
American Hospital Formulary ServiéeDrug Information; the American Medical AssociatiBrug Evaluation; the
United States Pharmacopoéi®rug Information, or other authitative compendia as identified from time to time |
the federal secretany blealthand Human Service. P ereervi ewed medi c al l'iterat(
printed in health care journals or other publications in which original manuscriptslarehed only after having bed
critically reviewed for scientific accuracyahdity and reliability by unbiased independent experts. FPegiewed
medical literature doesot include inrhouse publications of pharmaceutical manufacturing companies.

Geneic drugs are dispensed whenever availablgeneric drug is a drug that isetipharmaceutical equivalent to or
or more brand name drugs. Such generic drugs have beavegpry the Food and Drug Administration as meeti
the same standards of safetyrify) strength and effectiveness as the brand name Bragd name drugs are
dispensed if there is not a generic equivalenthe event the Membelectsto purchasa brandname drug instead d
thegeneric equivalent (if availablghe Membeiis respmsible for paying the difference in cost in addition to the
prescription drugCost Shargwhich does not apply to the Guof-pocket Limit

Drug mveragss subject tautilization management that inclusistep therapywhen a Member tries a certain
medicdion before receiving coverage for a similar, but+#eferred medication)imits on drug quantity or days
supply andorevention ofoverutilization, underutilization, therapeutic duplication, ddigg interactions, irarrect
drug dosage, drugllergy cantraindications and clinical abuse/misuse of drifgs Member has a new p@gption
for a chronic condition, thBlember may request a coordination of medications so that medications for chronic
conditions are refilledn the same schedule (synchroniz&zt)stshares for the initial fill of the medication will be
adjusted if theifl is less than the standard quant®lease contadflember Services for more information

Specialty drugs are higtost drugs prescribed by a physician that reguitese spervison and monitoring for
serious and/or complex conditions, such as rhegicharthritis, hepatiti®r multiple sclerosis. Specialty drugs must
beobtainedthroughKFHPWAOG s  p r spécaltyphardacy vendor and/or network of specialty pieciesand
are overed at the appropriate cost share abeeea list of specialty drigpr more information abol{FHPWAQOS s
specialty pharmacy netwaqrklease go to th€kFHPWAO websiteat www.kp.org/wa/formudry or cantactMember
Servicesat 206-630-46360r toll-free at 1888-901-4636

TheMember 6s Right to Saf e an dSt&dahdfaderal laves estahlishrstaraards to 89
safe and effective pharmacy services, and to guarantee Mémbars Igqhdwtwhat dsugs are covered and the
coverage limitations. Members who wouikiel more information about the drug coverage policies, or have a qug
or concern about their pharmacy benefit, may co&tiPWAO at 206-630-4636 ortoll-free 1883-901-46360r by
accessing thEFHPWAO website atvww.kp.org/wa

Members who would like to know more about their rights under the law, or think any services received while ¢
may not conform to the terms of tB®C, may contactthe Washington State Office of Insurance Commissioner a
toll-free £800-562-6900. Members who have a concern about the pharmacists or pharmacies serving them m
the Washington State Department of Healttolitfree $800-525-0127.
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Prescription Drug Coverage and MedicareThis benefit, for purposes of Creditable Cowgrais actuarially equal
to or greater than the Medicare Part D prescription drug benefit. Members who are also eligible for Medicare
can remain covered and wilbt be sbjectto Medicareimposed late enroliment penalties should they decide tdl e
in a Medicare Part D plan at a later ddtewever, the Member could be subject to payment of higher Part D
premiums if the Member subsequently has a break in atdditoveage of63 continuous days or longer before
enrolling in a Part D plam’A Membe who discontinues coverage must meet eligibility requirements in order to rq
enroll.

Exclusions: Overthe-courter dugs,supplies and devices not requiring a prescription under state law or regulat
including most prescription vitamins, excegstreommended by the U.S. Preventive Services Task Force (USPY
drugsand injections for anticipated ilinessile traweling; drugs and injections for cosmetic purposegjacement of
lost, stolen or damagedrugs or devices; administration of excludedgdrandnjectablesdrugs used in the
treatment of sexual dysfunction disordexempounds which include norFDA approved druggrowth hormones for
idiopathic short stature without growth hormone deficiepegscription drugs/products available oteecounter or
have an ovethe-counter alternative that is determined to be therapeutically interchaageabl

EmergencyServices Preferred Provider Out-of-Network
Network

Emergency ServiceSee Section M. for a definition of After Deductible, After PPN Deductible,

Emergency. Member pays $150 Member pays $150
Copayment and 10% Copayment and 10%

Emergency serviceinclude professional services, treatmer Plan Coinsurance Plan Coinsurance

and supplies, facility costs, outpatient charges for patient
observation ad medical scregng exams required to stabiliz
a patient.

If a Memberis admitted as an inpatient directly frcam
emergency departmersny Emergency swicesCopayment
is waived. Coverage is subject to thespital services Cost
Share Members must ntify KFHPWAOQO by way of the
Hospitalnatification line within 24 hours of any admission,
as soon thereafter as medically possible

Underthe PPNoption, follow-up care which is a direct resul
of the Emergency must be received frafrefered Provider,
unless Preauthization is received.

Under theOut-of-Network option, follow-up care which is a
direct result bthe Emergency is coveretibject to thé®ut
of-Network Cost Shares.

Hearing Examinations and Hearirg Aids Preferred Provider Out-of-Network
Network

Hearing exams for hearing loss and evaluation are covere Hospital - Inpatient: Hospital - Inpatient:
After Deductible, After Deductible,

Cochlear implantsr Bone AnchoedHearing Aids (BAHA) | Member pays 10% Plan| Member pays 30% Plan

when in accordance withkFHPWAO clinical criteria. Coinsurance Coinsurance

Preathorization is required.

Covered srvices for cochlear implantnd BAHA include Hospital - Outpatient: Hospital - Outpatient:
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diagnostic testing, pramplant testingimplant surgery, post
implant follow-up, speech therapy, programming and
associated supplies (such as traittemcable and batteries).

After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays 30% Plan
Coinsurance

Hearing aids including hearing aid examinations.

Member pays nothing,
limited to an Allowance
of $1,000 maximum per
ear during any
consecutive 36 month
period

After Allowance:
Not covered;
Member pays 100%
of all charges

Allowance shared with
Preferred Provider
Network

Exclusions: Programs or treatments for hearing loss or hearing care associated with externally waghdreari

surgically implanted hearing aids and the surgery andces necessary to implant them except as described abq
hearing screening tests required under Preventive Services; replacement costs of hearing aids due to loss, b
theft, unless tethe time of such replacement the Member is eligible urdebénefit Allowance; repairs; replaceme
parts; replacement batteries; maintenance costs

Home Health Care

Preferred Provider
Network

Out-of-Network

Home health care when thallbwing criteria are met:

f

Except for patients receiving palliative care servides, {
Membermust beunable b leave home due @health
problem or illness. Unwillingness to travel and/or arrar
for transportation does not constitute inability to keav
the home.

The Member requires intermittent skilled hetmealth
care, as described below.

KFHPWAQOS medial directordetermines that such
services are Medically Necessary and are most
appropriately rendered i

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductble,
Member pays 30% Plan
Coinsurance
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Covered Services for honmealth care may include the

following when render@ pursuanto a ftome health care plan
of treatmentnursing @re; restorative physical, occupationa
respiratory and speech therapy; durable medical equipme
medical social worker and limited home hbadide services.

Home health services are cogdron an intermittent basis in
t he Member 6sit h ente&nsd caré that is ® ben
rendered because of a medically predictable recurring nee
for skilled home healthcar&.Ski | | ed home
means reasonable and necessary caréhfotreatment of an
illness or injury which requires the skill ofrarseor
therapist, based on the complexity of the service and the
condition of the patient and which is performed directly by
appropriately licersd professional provider.

Under theOut-of-Network option, home health care must bg
prescribed by a prager am provided by a Statkcensed
home health agency.

Exclusions: Private duty nursinghousekeeping or meal servicasy care provided bgr for afamily memberany
other services rendered in the home which do not meet the definition of skilled home healtiowre

Hospice

Preferred Provider
Network

Out-of-Network

Hospice carevhen provided by a licensed hospice care
program. A hospice care progranaisoordinated program o
home and inpatient care, available 24 hours a day. This
program usean interdisciplinay team ofpersonnel to
provide comfort and supportive services to a Member and
family members who are caring for the Member, who is
experiencing a lifehreatening disease with a limited
prognosisThese services include acute, respite and home
care b meet the pysical, psychosocial and special needs o
the Member and their family during the final stages of iling
In order to qualify for ho
must certify that the Member is terminally ill and is eligible
for hospice srvices.

I npatient Hospice ServicesRespite care is coverdd
provide continuous care of the Member and allow temporg
relief to family members from the duties of caring for the
Memberfor a maximum of 5 consecutive days gemonth
period of hospiceare

Other covered hospice servicesvhen billed by a licensed

hospice program,may include the following:

1 Inpatient and outpatient services and supplies for inju
and illness.

1 Semiprivate room and board, except when a private
room is determined to heecessary.

1 Durable medical equipmenthen billed by a licensed

After Deductible,
Member pays 10% Plan
Coinsuance

After Deductible,
Member pays 30% Plan
Coinsurance
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hospice care program

Exclusions: Private duty nursinginancial or legal counseling services; meal services; any services provided by

family members

Hospital - Inpatient and Outpatient

Preferred Provider
Network

Out-of-Network

The following inpaient medical and surgical séces are

covered:

1 Room and boardncluding private room when
prescribed, and general nursing services.

1 Hospital services (including use of operating room,
anesthesia, oxygensray, laboratory and radiotherapy
services).

1 Drugs and medications administerguaking confinement.

1 Medical implants.

1 Acute chemical withdrawal (detoxification)

Outpatient hospital inclussambulatory surgical centers.

Members must notiflKFHPWAO by way of theHospital
notification line within 24 hots of any admission, or as soo
thereafter as medically possible

Alternative care arrangements may be covered as a cost
effective alternative in lieu of otherwise covetdddically
Necessary hospitalization or other Medically Necessary
institutional carewith the consent of the Member and
recommendation from the atwing physician or licensed
health care provideAlternative care arrangements in lieu g
covered hospital or other institutional care must be
determined to be appropriate and Medically Neagsbased
upon the Member 6 SuchVemre is comed
to the same extent the replaced Hospital Care is covered.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Take home drugs, dressings andmigs following hospitalizationnternally inplanted insulin pumps,
artificial larynx and any other implantable device thate not been approved KfFHPWAQOD s

oakditactor

Infertility (including sterility)

Preferred Provider
Network

Out-of-Network

General counseling and one coltation visit to diagnose
infertility conditions.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Specific diagnostic services, treatment and prescriptiogsd

Not covered; Member
pays 100% of all charge

Not covered; Member
pays 100% of all charge]
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Exclusions: Diagnostic testing and medical treatment of sterility and infertility regardless of origin or cluse; a
charges and related services for donor materials; all forms of artificial intervention for any reason including ar|
insemination and kvitro fertilization; prognostic (predictive) genetic testing for the detection of congenital and

heritable disrders; surrogacy

Infusion Therapy

Preferred Provider
Network

Out-of-Network

Medically Necessary infusion therapy includes, but is not
limited to:

1 Antibiotics.

1 Hydration.

1 Chemotherapy.

1 Pain management.

After Deductible,
Member pays 10%I&n
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Associated infused medications.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsuance

Laboratory and Radiology

Preferred Provider
Network

Out-of-Network

Nuclear medicinesadiology,ultrasound and laboratory
servicesincluding high endadiology imaging services such
as CAT scan, MRI and PET which are subject to
Preauthorization except whensagiated with Emergency
services or inpatient servicd¥ease contadflember
Servicedor any questions regarding these services.

Services receivias part of an emergency visit are covered
Emergency Services.

Preventie laboratory and radiology séces are covered in
accordance with the wietare schedule established by
KFHPWAOQ and the Patient Protection and Affordable Car
Act of 2010 The wvell care schedule is availableKmaiser
Permanentenedical centers, atww.kp.org/wa or upon
request fromMember Services

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Manipulative Therapy

Preferred Provider
Network

Out-of-Network

Manipulative therapy athe spine and extremities when in
accordance with KFHPWAO clinical criteria, limited to a
combined total of 15 visits per calendar year without
Preauthorization. Additional visits are covered with
Preauthorization.

After Deductible,
Member pays 10%I&n
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance
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Exclusions: Supportive care rendered primarily to maintain the level of correctieady achieved;are rendered
primarily for the convenience of the Membeare rendered oa norracute, asymptomatic bas@harges for any othg

services that do not mel§EHPWAO clinical criteria as Medically Necessary

Maternity and Preghancy

Preferred Provider
Network

Out-of-Network

Maternity care and pregnancy services, including care for
compications of pregnangyn utero treatment for the fetus
prenatal testing fathe detection of congenital and heritable
disordersvhen Medically Necessagnd prenatal and
postpartum care are covered &l femaleMembers
including dependent daughtePseventive servicerelated to
preconception, prenatal and postpartum eageovered as
PreventiveServicesncluding breastfeeding support, supplie
and counseling for each birtthen Medically Necessp as
determined bKFHPWAO6 s me di c al dire
accordance with Board of Health standards for screening
diagnostic testsuting pregnancy

Delivery and associated Hospital Caregluding home births
and birthing centersgdome births areonsideed outpatient
services

Members must notiftKFHPWAO by way of theHospital
notification line within 24 hours of any admission,asrsoon
thereafter as medically possibkeh e Me mber 6s
consultation with the Member, will determine the Mentber
length of inpatient stay following delivery

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinaurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Termination of pregnancy.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pag 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5%lan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Memberpays 30% Plan
Coinsurance
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Exclusions: Birthing tubs; genetic testing of ndvlembers; fetal ultrasound in the absence of medical indicationg

Mental Health and Wellness

Preferred Provider
Network

Out-of-Network

Mental healtrand wellnes servicegrovided athe most
clinically appropriateand Medicdly Necessaryevel of

mengl health care interventicas determined by
KFHPWAQOGO medical directarTreatment may utilize
psychiatric, psykological and/or psychotherapy services tg
achieve lhese objectives.

Mental healtrand wellnesservices including edical
management and prescriptions eogered the same as for
any other condition.

Applied behavioral analysis (ABA) therapy, limited to
outpatient treatment of an autism spectrum disoodehas a
developmental disabilityofr which there is evidencéat
ABA therapy is effectiveas diagnosed and prescribed by &
neurologist, pediatric neurologist, developmental pediatric
psychdogist or psychiatrist experienced in the diagnosis a
treatment of autism. Documented diagnostic assessmentg
individualized treatment plans and progress evaluations a
required ABA therapyservice require Preauthorization.

Services for any involuntary couotdered treatment progran
shall be coered onlyif determined to be Medically

Necessary bKFHPWAOS s me d itar. &drvicesi r e
provided under involuntary commitment statudescovered.

If a Memberis admitted as an inpatient directly fram
emergency departmergny Emergency swicesCopayment
is waived. Coverage is subject to the hospital services Co
ShareMembers must notilkK FHPWAO by way of the
Hospitalnotification line within 24 hours of any admission,
as soon thereafter as medically possible

Mental healttand wellnesservicesencerd to treat mental
disorders are coveretental Disorders meamsental
disorders covered in the most recent edition of the Diagng
and Statistical Manual of Mental Disorders published by th
American Psychiatric Association, except as otherwise
excludedunder Sections IV. or V. Mental Heakimd
WellnessServiceameans Medically Necessary outpatient
services, Residential Treatment, partial hospitalization
program, and inpatient services provided by a licensed fa
or licensed providersncludingadvanced praate psychiatric
nurses, mental healdnd wellnesgounselors, marriage and
family therapists and social workeescept as otherwise

Hospital - Inpatient:
After Deductible,
Member pays 10% Bh
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pay$% Plan
Coinsurance

Group Visits:
No charge; Member
pays nothing

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays 30% Plan
Coinsurance
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excluded under Sections IV. or. V

Inpatient mental healtand wellnesservices Residential
Treatment angartial hospitalization progranmust be
provided at a hospitalrdacility thatKFHPWAO has
approved specifically for the treatment of mental disorderg
Preauthorizationsi required

Exclusions: Academic or career counselimgrsonal growtlor relationship enhancement; assessment and treatn
services that are primarily vocational and academic; emddred or forensic treatmemcluding repeots and
summaries, not considered Medically Necessary; work or school ordered assessment and treatment not con{
Medically Necessary; counseling for overeatireg considered Medically Necessaspecialty teatment programs
p mat gonsadened dledically Necessarglationship counseling or phase of
life problems Z codeonly diagnoses); custodial camet considered Medicalljecessaryexperimental or

s uch awornidifedr i on

investigational thepies, such as wildernesstpy

Naturopathy

Preferred Provider
Network

Out-of-Network

Naturopathy, including relatedtoratory and radiology
savices.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Herbal supplementsutitional supplementsany services not within the a@

licensure

e of t he

Newborn Services

Preferred Provider
Network

Out-of-Network

Newborn services areeered the samas for any other
condition.Any Cost Share for newborn services is separat
from that of the mother.

Preventive servicefor newborns are covered under
Preventive Services.

See Section VI.A.3. for information about temporary
coverage fonewborns.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 1% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Dedudible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance
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Nutritional Counseling

Preferred Provider
Network

Out-of-Network

Nutritional counseling.

Services related to a healthyetto prevent obesity are
covered as Preventive Services.

After Deductible,
Member pays 10% Plan
Coinsurance

Enhancedenefit:

After Deductible,
Member pays 5% Plan
Coinsurance

Not covered; Member
pays 100% of &lcharges

Exclusions: Nutritional supplementsyeight control sethelp programs or memberships, such as Weight Watche

Jenny Craig, or other such programs

Nutritional Therapy

Preferred Provider
Network

Out-of-Network

Medical formulanecessaryfor the treatmenof
phenylketonuria (PKU)spediied inborn erors of
metabolism, or othanetabolic disorders

No charge; Member
pays nothing

After Deductible,
Member pays 30% Plan
Coinsurance

Enteral therapyor malabsorptiorandan eosinophilic
gastrointestial disorder

Necessary guipment and supplies for the administration of
enteral therapwre coveedasDevices, Equipment and
Supplies.

After Deductible,
Member pays 20%
coinsurance

After Dedutible,
Member pays 30% Plan
Coinsurance

Parenteral thergp(total parenteral nutrition)

Necessary guipment and supies for the administrationfo
parenteral therapgre covere@dsDevices, Equipment and

Supplies.

After Deductible,
Memberpays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Any other detary formulasr medical foodsoral nutritional supplementsot related to the treatment of

inborn errors of metabolisnspecial dietsprepared foods/mesl

Obesity Related Services

Preferred Provider
Network

Out-of-Network

Bariatric surgery and related hospitalizations when
KFHPWAQO criteria are met.

Servies related to obesity screening and counseling are

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Inpatient:
Not covered; Member
pays 100% of all charge
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covered as Puentive Services.

Obesity related services require Preauthorization.

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5%lan
Coinsurance

Hospital - Outpatient:
Not covered; Member
pays 100% of all charge]

Outpatient Services
Not covered; Member
pays 100% of all charge

Exclusions: All other obesity treatment and treatment for morbid obesity inclualitygmedical services, drugs or
supplies, regardless of-enorbidities, except as described above; specialty treatment programs such as weight
self-help programs or membershipsich as Weight Watchers, Jenny Craig or other such programs; medieattbn

related physician visits for medication monitoring

On the Job Injuries or llinesses

Preferred Provider
Network

Out-of-Network

On the job injuries or illnesses.

Hospital - Inpatient:
Not covered; Member
pays 100% of &lcharges

Hospital - Outpatient:
Not covered; Member
pays 100% of all charge|

Outpatient Services.
Not covered; Member
pays 100% of all charge

Enhanced Benefit:
Not covered; Member
pays 100% of all charge

Hospital - Inpatient:
Not covered; Member
pays 100%of all charges|

Hospital - Outpatient:
Not covered; Member
pays 100% of all charge]

Outpatient Services
Not covered; Member
pays 100% of all charge]

Exclusions: Confinement, treatment or service that results from an illness or injury arising out of or in the cour
any employment for wage or profit including injuries, illnesses or conditions incurred as a resuleafigelymet
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Oncology

Preferred Provider
Network

Out-of-Network

Radiation therapy, chemothergmyal chemotherapy

See Infusion Therapy for infad medications.

Radiation Therapy and
Chemotherapy:

After Deductible,
Member pays 10% Plan
Coinsurance

Enhancedenefit:

After Deductible,
Member pays 5% Plan
Coinsurance

Oral Chemotherapy
Drugs:

Preferred generic

drugs (Tier 1): Member
pays $15 Copayment pg
30-days up to a 9day
supply

Preferred brand name
drugs (Tier 2): Member
pays $25 Copayment pe
30-days up to a 90ay
supply

Non-Preferred generic
and brand name dugs
(Tier 3): Member pays
$45 Copayment per 30
days up to a 9@day

supply
Enhanced Benefit:

Preferred generic
drugs (Tier 1):
Member pays $10
Copayment per 3@ays
up to a 9eday supply

Preferred brand name
drugs (Tier 2): Member
pays $20 Copayment pg
30-days up to a 90ay
supply

Non-Preferred generic
and brand name drugs
(Tier 3): Member pays

$40 Copayment per 30

Radiation Therapy and
Chemotherapy:

After Deductible,
Member pays 30% Plan
Coinsurance

Oral Chemotherapy
Drugs:

Not coveredMember
pays 100%of all charges|
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days up to a 9day
supply

Optical (vision)

Preferred Provider
Network

Out-of-Network

Routine eye examinations and refractidimited to once
every 12 months

Eye and contact fes examinations for eye pathologydaio
monitor Medical Conditions, asften as Medically
Necessary.

Routine Exams
No charge; Member
pays nothing

Exams for Eye
Pathology:

After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

Routine Exams:
No charge; Member
pays nothing

Exams for Eye
Pathology:

After Deductible,
Member pays 30% Plan
Coinsurance

Members age 19 and over:

Eyeglass frames, lenses (any typehs options such as

tinting, or prescription contact lenses, contact lens evaluat

and examinations associated with their fitting. The benefit

period begins on the date services are first obtained. The

Allowance may be used toward the following iryan

combination:

1 Eyeglass frames

1 Eyeglass lenses (any type) including tinting and coatir

1 Corrective industrial (safety) lenses

1 Sunglass leres and frames when prescribed by an eyg
care provider for eye protection or light sensitivity

9 Corrective contact lenses in the absence of eye
pathology, including associated fitting and evaluation
examinations

1 Replacement frames, for angason, incluihg loss or
breakage

1 Replacement contact lenses

1 Replacement eyeglass lenses

Contact lenses or framed lenses for eye pathology when
Medically Necessary.

One contact lens per diseased eye in lieu of an intraocula
lens is covered followip cataract sgery provided the

Member has been continuously covered by KFHPWAO si
such surgery. I n the event
condition prevents the Member from having an intraocula

Frames and Lenses:
Member pays nothing,
limited to an Allavance
of $250 every 24 month

After Allowance: Not
covered; Member pays
100% of all charges

Contact Lensesor
Framed Lensedor Eye
Pathology.

After Deductible,
Member pays 10% Plan
Coinsurance

Frames and Lenses:
Allowance shared with
Preferred Provider
Network

After Allowance: Not
covered; Member pays
100% of all charges

Contact Lensesor
Framed Lensedor Eye
Pathology.

After Deductible,
Member pays 30% Plan
Coinsurance
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lens or contact lens, framed lenses are available. Replate
of lensedor eye pathology, including following cataract
surgery, is covered only once within ad®@nth period and
only when needed due to a
prescription.

Members to age 19:

Eyeglass frames, lenses (any type), lens optionsasich

tinting, or prescription contact lenses, contact lens evaluat|

and examinations associated with their fitting. The benefit

period begins on January 1 and continues through the enc

the calendar year. The benefit may be used toward contag

lensesif lieu of eyeglasses) or 1 eyeglass frame and pair

lenses.

1 Eyeglass frames

1 Eyeglass lenses (any type) including tinting and coatit

1 Corrective industrial (safety) lenses

1 Corrective contact lenses in the absence of eye
pathology, including asstated fittig and evaluation
examinations

Contact lenses or framed lenses for eye pathology when
Medically Necessary.

One contact lens per diseased eye in lieu of an intraocula
lens is covered following cataract surgery provided the
Member has been ntinuously coered by KFHPWAO since
such surgery. I'n the event
condition prevents the Member from having an intraocula
lens or contact lens, framed lenses are available. Replace
of lenses for eye pathology, including followgicataract
sugery, is covered only once within a-b@nth period and
only when needed due to a
prescription. Replacement for loss or breakage is subject
the frames and lenses benefit.

Frames and Lenses (in
lieu of contact lenses):
No charge; Member
pays nothing for up to 1
per year

After 1 per year: Not
covered: Member pays
100% of all charges

Contact Lenses (in lieu
of eyeglassesMember
pays 50% coinsurance

Contact Lenses or
Framed Lenses for Eye
Pathology: No charge;
Member pays nothing

Frames and Lenses (in
lieu of contact lenses):
Shared with Preferred

Provider Network

After Allowance: Not
covered: Member pays
100% of all charges

Contact Lenses (in lieu
of eyeglassesMember
pays 50% coinsurance

Contact Lenses or
Framed Lenses forEye
Pathology: No charge;
Member pays nothing

Exclusions: Orthoptic therapy (i.e. eye training); evaluations and surgical procedureseotaefractions not relate
to eye pathology and complications related to such procedures

Oral Surgery

Preferred Provider
Network

Out-of-Network

Reduction of a fracture or dislocation of the jaw or facial
bones; excision of tnors or nordental cyst®f the jaw,
cheeks, lips, tongue, gums, roof and floor of the mouth; a
incision of salivary glands and ducts.

KFHPWAQOG s  oakditdctorwill determine whether the
care or treatment required is within the categor@l
Surgey or DentalServices.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
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Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsuance

Coinsuance

Outpatient Services
After Deductible,
Member pays 30% Bh
Coinsurance

Exclusions: Care or repair of tebtor dental structures of any tyfeoth extractions or impacted teeservices
related to malocclusiorservices to correct the misaligient or malposition of teetlany other services to the mouth

facial bones or teetivhich are not medical in nature

Out-of-Country Services

Preferred Provider
Network

Out-of-Network

Medical ®rvices (including prescription drugs) obtained
outside the country are covered the same as any other
condition.

Scheduled sgeries or procedures provided outside the
country will requirePreauttorization.

Hospital - Inpatient:
After Deductible,
Membe pays 10%
Plan Coinsurance

Hospital -
Outpatient: After
Deductible, Member
pays 10% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays 30%]I&n
Coinsurance

Outpatient Services

Preferred Provider
Network

Out-of-Network

Covered outpatient medical and surgical services

pr ovi de,nnéledingchronic disease managemamd
treatment arising from sexual agaSee Preventive Servige
for additionalinformation related to chronic disease
management

SeeHospital- Inpatient and Outpatiefidr outpatient hospital
medical and surgical servigaacluding ambulatory surgical
centers.

After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Plastic and ReconstructiveSurgery

Preferred Provider
Network

Out-of-Network

Plastic ande&cmstructive services:

Hospital - Inpatient:

Hospital - Inpatient:
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Correction of a congenital disease or congenital anom
Correction of a Medical Condition following an injury g
resulting fran surgery which has produced a major dff
on the Member 6s appearan
KFHPWAOQOG medical directoisuch services can
reasonably bexpected to correct the condition.

1 Reconstructive surgery and associated procedures,
including internabreast prostheses, following a
mastectom, regardless of when the mastectomy was
performed. Membersracovered for all stages of
reconstruction on theondiseased breast fwoduce a
symmetrical appearanc€omplications of covered
mastectomy serviceB)cluding lymphedemas, are
covered.

=a —a

Remnstructive breast surgery requires Preauthorization.

After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pag 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Cosmetic services inatling treatment for complications resulting fronsewetic surgery; cosmetic

surgery;complications of notCovered Services

Podiatry

Preferred Provider
Network

Out-of-Network

Medically Necessary foot care.

Routine foot care covered when such care isdlly related
to the treatment of diabetes and other clinical conditions tt
effect sensation and circulation to the feet.

After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: All other routine foot care

Preventive Services

Preferred Provider
Network

Out-of-Network

Preventive srvicesin accordance with the waare schedule
established bKFHPWAO. The well care schedule is
available inKaiser Permanent®medical centersat
www.kp.org/wa or upon request fromlember Services

Screening and testgth A and B recommendations by the
U.S. Preventive Services TaBkrce (USPSTFE)

Services, tests and screening contained in the U.S. Health
Resources and Services Administration Bright Futures
guidelines as set forth by the American Academy of
Pediatriéans.

No charge; Member
pays nothing

After Deducible,
Member pays 30% Plan
Coinsurance

Routine
Mammaography:

After Deductible,
Member pays 30% Plan
Coinsurance
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http://www.kp.org/wa

Services, tests, screening and supplies recommended in {
u. S. Heal th Resources and
preventive and wellness services guidelines.

Immunizations recommended by the Centers for Disease
C o n tsAdvisaly Committee omimunization Practices.
Flu vaccines are covered up to the Allowsdount when
provided by anon-Network Provider.

Preventiveservicednclude but are not limited tayell adult
and well child physical examinatiorisnmunizationsand
vaccinationsfemalesteilization; preferredoverthe-counter
drugs as recommended the U.S. Preventive Services Tas
Force (USPSTF) when obtained with a prescriptap
smearspreventive services related to preconception, pren
and postpartunoare routine mammographscreening
routineprostatescreeningcolorectal cancer screegjfor
Members who are age 50 or older or who are under age §
and at high riskobesity screening/counseling; healthy diet;
and physical activity counselingepresion screening in
adults,including maternal depressippreexposure (PrEP)
for Members at high risk for HIV infection, screening for
physial, mental, sexual,ma reproductive hedltcare needs
arising from a sexual aaslt

Preventive care for chronic dissamanagement incled
treatment plans with regular monitoring, coordination of ca
between multiple providers and settings, medication
management, evidendmsed are, quality of care
measurement and results, and education and tools for pat
sel-manayement supportn theevent preventive, wellness ¢
chronic care management serviees not available from a
PreferredProvider,Out-of-Network Providersmay provide
these services without Cost Shareen Preauthorized.

Services provided duringm@everive serviceisit, including
laboratory servicesyhich are not in accordance withet
KFHPWAO well care schedule are subjéatCost Shares.
Eye refractions areat included undepreventive services

Exclusions: Those parts of an examination and associated reports and immunitatioae not deemed Medically
Necessary bKFHPWAO for early detection of diseasall otherdiagnostt servicesiot otherwise stated above

Rehabilitation and Habilitative Care (massage,
occupational, physical and speech therapyulmonary
and cardiac rehabilitation) and Neurodevelopmental
Therapy

Preferred Provider
Network

Out-of-Network

Rehabilitationservicego restore function followig iliness,
injury or surgery, limited to the following restorative
therapies: occupational thergghysical therapymassage
therapyand speech therapy. Sems are limited to those
necessary to restore or improvedtional abilities when

Hospital - Inpatient:
After Deductible,
Memberpays 10% Plan
Coinsurance

Hospital - In patient:
After Deductible,
Member pays 30% Plan
Coinsurance

37

C496206498700




physical, serari-perceptual and/or communication
impairment exists due to injury, iliness or surgery.

Outpatient services require a prescription or order from a
physician that reflects a written plan of care to restore
functionand must be provided by a rehabilitatiteam that
may include a physician, nurse, physical therapist,
occupational therapisthassage therapist speech therapist.
Preaitharization is notrecuired.

Habilitative careincludes Medically Necessary serviees
devices designed to help a Memkeep, learn, or improve
skills andfunctioning for daily living. Services may include
occupational therapy, physical therappeech therapyhen
prescribedy a physicianExamples include therapy for a
child who isnot walking ortalking at the expectegye. These
servies may includ physical and ocpational trerapy,
speecHanguagepattology and otler sevices for peplewith
disabilitiesin a variety ofinpatient and/or outp&nt settings.

Neurodevelopmental therapy to restore or improve functio
including maintenace in cases where significant
deterioration in the Membe
the services, limited to the follong therapies: occupational
therapy, physical therapy and speech therapy. There is na
visit limit for Neurodevelopmental Theraggrvices.

Limited to a combined total of 60 inpatient days and 60
outpatient visits per calendar year for all Rehabilitation,
Habhilitative care, cardiac and pulmonary rehabilitation
services.

Services with mental health diagnoses are covered with n
limit.

Inpatient rehabitation services requires Preauthorization.

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

EnhancedBenefi
(except for massage
therapy)

After Deductible,
Member pays 5% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Specialty treatment programs; inpatient Residential Treatmentegrgpeciajt rehabilitation programs

ind udi ng fibehavior
implementation of home maintenance programs

; meareatiohal, ifearthandng, refaxatiog or pativee therapy;

38

C496206498700




Reproductive Health

Preferred Provider
Network

Out-of-Network

Medically Ne@ssry medical and surgicarvices for
reproductive health, including consultations, examinations
procedures and dews, including device insertion and
removal.

See Maternity and Pregnancy for termination of pregnanc
services

Reproductive health ihecare necessary to suppthe
reproductive system and the ability to reproduce.
Reproductive health includes contrptien, cancer and
disease screenings, termination of pregnancy, maternity,
prenatal and postpartum care.

Hospital - Inpatient:
No charge; Memér
pays nothing

Hospital - Outpatient:
No charge; Member
pays nothing

Outpatient Services:
No charge; Member
pays nothing

Hospital - Inpatient:
After Deductible,
Memberpays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services:
After Dedctible,
Member pays 30% Plan
Coinsurance

All methods for Medically NecessaRBDA-approved
(includingoverthe-counter)contraceptive drugslevices and
products. Condoms are limited to 120 perddd suply.

Contaceptive drugs may be allowed up to am@nth supply
and, when available, picke

No charge; Member
pays nothing

Not covered; Member
pays 100% of all charge]

Sexual Dysfunction

Preferred Provider
Network

Out-of-Network

One consultation visit to diagnose sexual dysfunction
conditions.

After Deductible,
Member pays 10% Bh
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Specific diagnostic services, treatment and prescription dr

Not coveredMember
pays 100%of all charges

Not coveredMember
pays 100%of all charges

Exclusions: Diagrnosic testing and medical treatment of sexual dysfunctegardless of origin or cause; devices,

equipment and supplies for the treatment of sexual dysfunction

Skilled Nursing Facility

Preferred Provider
Network

Out-of-Network

Skilled nuréng care in a skilled nursing facility when full
time skilled nursing care is necessary in the opinion of the
attending physician, limited to a combined total of 60 dayg
per calendar year.

After Deductible,
Member pays 10% Plan
Coinsuragce

After Deductible,
Member pays 30% Plan
Coinsurance

39

C496206498700



Care may include room anddma; general nursing care;
drugs,biologicals, supplies and equipment ordinarily
provided or arranged by a skilled nursing facility; and shor
termrestorative occupational therapy, physical therapy an
speech therapy.

Skilled nursing car@ a skilled nusing facility requires
Preauthazation.

Exclusions:Personal comfort items such as telephone and teleyigshcuresdomiciliary orConvalescen€are

Sterilization

Preferred Provider
Network

Out-of-Network

FDA-approvedemalesterilization procedureservicesand
supplies SeePreventive Serviceor additional information.

No chargeMember
paysnothing

Hospital - Inpatient:
After Dedudible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Vasectomy.

No chargeMember
paysnothing

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 3% Han
Coinsurance

Exclusions: Procedures and services to reverse a sterilization
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Substance Use Biorder

Preferred Provider
Network

Out-of-Network

Substance use disordggrvices including inpatient
Residentl Treatrert; diagrostic evalation and edud#n;
organizedndividual and group counselingnd/or
pre<ription dugsunlessexcluded undeedions IV.or V.

Substance usdisorcer means an illnessharacterizedya
physiological or psychological depéency, obath, on a
controlledsubstancerad/or alcoholicbeverages, and where
the user's health is ssihntially impaired @ endangered or
their socid or ecanomic furctionis sutstantially disrupted
For the purpees ofthis setion, the definiton of Medcaly
Necesary shall be gpanded to inlude those sefiges
necessary to treatsautstance use disordeondition that is
having a clinicaly significant impacbn a Menterd s
emdional, social,medicaland/or occup#&bnd functioning.

Substance use disisrsewices must be provided an
approvedtreatment écility or treatment program

Substance useghirderservices ardimited to the sevices
rendered by a physian (icensed under W 18.71 aul
RCW 1857), a psycblogist(licensed under RCW 18.83),
subsanceuse disordertreatment prgramlicensed forthe
service being provided by the Washingtoat&tDepartment
of Social and Health &vices pursuant to RCW 708R), a
mast e r & gherdpistdicnsedunder RCWL8.25090), an
advance practice psiy@tric nurse (licensed under RCW
18.79).

Non-Washirgton State alcoholism and/or drug abuse
treatmenm sewice providersmust meet the edualent
licensing and certifiaion requirements dsblished h the
state wherghe povider's practice is locate@ontactMember
Servicesfor additionalinformation on Mn-Washington State
providers.

Residential Tratmentand court-orderedsubstance s
disorde treatment shall be geredonly if determinel to be
Medically Necessgy.

Preauthorization is required for Rdsintal Treatmentind
nonEmergewy inpatient hapital services mvided in outof-
state failities.

Hospital - Inpatient:
After Deductible,
Member pag 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Beefit:

After Deductible,
Member pays 5% Plan
Coinsurance

Group Visits:
No charge; Member
pays nothing

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Acute chengal withdrawal (deto¥ication) services for
alcoholism ad drug abuse. "Acute chemical witladal"
means thdrawal of alcohol ad/or drugs fom a Memter for
whom corsequences of abstinenare so severtha they
require medical/nursingssisance in a hepital settingor
behavioral health agenc(licensed and certified under RCW
71.24.037)which is reededimmediately to preventesious
impairment 6 the Member's héid.

Emergency Services:
After Deductible,
Member pays $150
Copayment and 10%
Plan Coinsurance

Hospital - Inpatient:

Emergency Services:
After PPN Deductible,
Member pays $150
Copayment and 10%
Plan Coinsurance

Hospital - Inpatient:
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Coverag for acute chemical ithdrawal (deoxification) is
providedwithout Preauthorizébn. If a Membe is admitted
as an inpatient dictly from an emergecy departmentany
Emergeacy servicesCopayment is waied. Coverage is
subject to the hospil savices MstShare.Members muis
notify KFHPWAO by wayof theHosptal notification line
within 24 hours bany admission, or as soon theftea as
medically pssible.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Experimentl or investijationaltherapies, suchswildernesgherapy; facilities antreatmenprograms
which are rot cetified by the Deparhent of Social Health Service

Teleheath Services

Preferred Provider
Network

Out-of-Network

Telemedicine

Services provided by the use of rémhe interactive audio
and video canmunication osstore and forwardechnology
betweerthe patient at th ofiginating ste and a providerat
another location Storeand forward techrogy meas
seding a Member 6 s médrahi ao aribiratingn
site to theproviderat adistant site for latereview. The
provider follows upwith amedcal diagnosigor the Member
and helps manage their caBervices musined the
following requremens:

1 BeaCovera Sevice under this EOC.

i The originating site is qualified to provide the
service.

1 If the service is praded thraigh dore am forward
technology, therenust be an asstted office visit
between te Member andhe refering provider

1 IsMedicaly Necesary

No charge; member pay|
nothing

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services:
After Deductible,
Member pays 30% Plan
Coinsurance

Telephone Serviceand Online (E-Visits)
Scheduled teldmne visis with aPPNProvider are covered.

Online (EVisits): A Member logs into the sea@Member
site atwww.kp.org/waand completea questionnaire. A PPN
medical provider reviews the questinaire and provides a
treatmem plan for select conditions, includingrescriptions.
Online visits are not availablto Members during iperson
visits ata KFHPWAO facilty or phamacy. More
information is available at
https://wa.kaiserpermanertey/html/publictervices/evisit.

No chage; member pay
nothing

Not covered; Member
pays 100% of 8 chamges

Exclusions: Fax and email; telehealth services in states where pitwted by law; dl other services not listechave
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Temporomandibular Joint (TMJ)

Preferred Provider
Network

Out-of-Network

Medical and surgical servicasd related hospitaharges for
the treatment ofemporonandibular joint (TMJ) disorders
including:

1 Orthagnahic surgery for the treatment oMD disorders
1 Radiology services

1 TMJ specialist services

1 Fitting/adjustment of glints.

TMJ surgery requires Preauthorization.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsuarce

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30%l&n
Coinsurance

TMJ appliance. See Devices, Equipment and Supplies for
additional information.

After Deductible,
Member pays 10% Plan
Coinsurance

After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Treatment for cosmetic purposéite blocks dental services including orthodtic therapyand braces
for any conditionany orthognathic (jaw) surgery in the absence of a diagnosis of TMJ, severe obstructive sleg

apneahospitalizatons related tathese exclusions

Tobacco Cessation

Preferred Provider
Network

Out-of-Network

Individual/group counseling and educational materials.

No charge; Member
pays nothing

After Deductible,
Member pays 30% Plan
Coinsurance

Approved famacy productsSee Drugs$ Outpatient
Prescriptiorfor additionalpharmacyinformation.

No charge; Member
pays nothing

Not coveredMember
pays 100%of all charges|

Transgender Services

Preferred Provider
Network

Out-of-Network

Medically Necessary medical and surgical sergifer gender

Hospital - Inpatient:

Hospital - Inpatient:
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reassignment.

Prescription drugs are covered the same as for any other
condition (see DrugsOutpatient Prescription for coverage)

Counseling services are covered the same as for any othe
condition(see Mental Health and Wellness forveoage).

Transgender services require Preauthorization.

After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10%lan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

After Deductible,
Member pay80% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 30% Plan
Coinsurance

Exclusions: Cosmetic services includirtgeatment for complications resulting from cosmetic surgery; cosmetic

surgery; complications of ne@overed Services

Transplants

Preferred Provider
Network

Out-of-Network

Transplant services, including heart, hdarg, single lung,
double lung, kidey, pancreas, cornea, intestinal/muilti
visceral, liver transplantsandbone marow and stem cell
support (obtained from allogeneic or autologous peripherg
blood or marrow) with associated high dose chemotherap

Services are limited to the following:

1 Inpaient and outpatient medical expensesdiealuation
testing to determine recipient candidacy, donor matchi
tests, hospital charges, procurement center fees,
professional fees, travel costs for a surgical team and
excision fees. Donor costs for a cosgorgan recipient
are limited to procurenm center feesravel costs for a
surgical team and excision fees.

1 Follow-up services for specialty visits.

1 Rehospitalization.

1 Maintenance medications during an inpatient.stay

Transplant servica®quire Preauthorization.

Hospital - Inpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 10% Plan
Coinsurance

Outpatient Services
After Deductible,
Member pays 10% Plan
Coinsurance

Hospital - Inpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Member pays 30% Plan
Coinsurance

Outpatient Services
After Dedtctible,
Member pays 30% Plan
Coinsurance

Exclusions:Do n o r costs to the

extent

t hat

complicationsliving expensegxcept as covered und8ection J. Utilization Managemst

t h e;yreatment of doror |
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Urgent Care

Preferred Provider
Network

Out-of-Network

Underthe PPNoption, urgent care is covered akKaiser
Permanentenedical centerKaiser Permanentergent care
center oPreferredPr ovi der 6 s of f i

Under theOut-of-Network option, urgent are iscovered at
any medical facility.

See Section K. for adefinition of Urgent Condition.

ce.

Emergency
Department:

After Deductible,
Member pays $150
Copayment and 10%
Plan Coinsurance

Urgent Care Center:
After Deductible,
Memberpays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Member pays 5% Plan
Coinsurance

Provider 6s
After Deductible,
Member pays 10% Plan
Coinsurance

Enhanced Benefit:
After Deductible,
Memberpays 5% Plan
Coinsurance

Emergency
Department:

After PPN Dedutible,
Member pays $150
Copayment and 10%
Plan Coinsurance

Urgent Care Center:
After Deductible,
Member pays 30% Plan
Coinsurance

Provider 6s
After Deductible,
Member pays 30% Plan
Coinsurance

V. General Exclusions

In addition to exclusions listed throughout 8@C, the followingare not covered:

Benefits and relatedesvices supplesanddrugs that areot Medically Necessary for thtreatment of an

illness, injury, or physical disabilifythat are nospecifically listed as covered theEOC, except as required by

Services Related to a NgPovered Servie: Whena service is not covered, all services raldtethe non
covered service (except for the specificeptions described below) are also excluded from coverage. Members

who have received a naovered service, such as bariatric surgery, and deesl@ezue medical complication
(such as band slippadeak or infection) as a result, shall have coveragd/fiedically Necessary intervention
to stabilizethe acute medical complication. Coveragesdoet include complications that occur during or
immedatdy following a norcovered service. Additional sweges or other medical services in addition to
Medically Necessary intervention to resolve acute medical complications resulting froeomered ervices

1.

federalor state law
2.

shall not be covered.
3.

Services or supplig®r which no charge is made, or for which a chargaildmot have been made if the

Member had no health care evage or for which the Member is not liakdeyvices provided by family

member or sdf-care
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Convalescentare

Services to the egntbendit s ar e fAavail abl e dhekirounderthe teivhe ofang vehickes def i n
home own er Yo gthemnsurapoe poticy, except for individualgpoup healthnsurance, pursuan t

medi cal coverage, meersoral mjury piotectionfcaverdge ab sintilar mmedicad apage

contained in said policy. For the purpose of thisexdluon, benefits shall be deemed
Member if the Membereceives beefits under the policy either as a named insured anassued individual

under the policy definition ahsured

Services or care needed for injuries or cdodg resulting from active or reserve military service, whether such
injuries or conditbns result from war or otherwise. This exclusion wilt applyto conditions or injuries

resulting from preious military service unless the condition has been detemnby the U.S. Secretary of
Veterans Affairs to be a condition or injury incurred dgranperiod of active duty. Further, this exclusion will
not beinterpreted to interfere with or preclude cdimation of benefits under FCare.

Services providetly government agencies, except as required by federal or state law.
Services coverely the national health plan of any other country.
Experimental or investigational services.

KFHPWAO corsults with KFHPWAOG medical directoand then uses the taria described below to decide if
a particular service is experimental or investigation

a. A service is considered experimental or invgestonalfor a Member 6 s conding i on i f a
statements apply to it at the time the service iwithibe provided to the Member:

1) The service cannot be legally marketed in the United Stitbout the approval of the Food and Drug
Administraton ( i R B and such approval has not been granted.

2) The srvice is the subject of a current new drug or new @eapplication on file with the FDA.

3) The service ishe trialed agent or for delivery areasurement of the trialed agent provided as part of a
qudifyi ng Phase | or Phase Il clinical trial, as #erimental or research arm of a Phase Il clinical
trial.

4) The service is provided pursuant to a written protocol or other document that kstslaation of the
servicebds saf eyagamnyisabjectives.y or ef fi cac

5) The service is under contiadscientific testing and research concerning the saf@tjcity or efficacy
of services.

6) The service is provided pursuant to informed conseatichents that describe the service as
experimental orrivestigaional, or in other terms that indicate tha $ervice is being evaluated for its
safety, toxicity or Hicacy.

7) The prevailing opinion among experts, as expressed in the published autteonitatical or scientific
literature, is that (1) the asf such service should be substantially confineddeearch settings, or (2)
further research is necessandetermine the safety, toxicity or efficacy of the service.

b. The following sources dhformation will be exclusively relied upon to determiwhethe a service is
experimental or investigational

1) The Member 6s medical records.
2) The written protocol(s) oother document(s) pursuant to which the smr\fias been or will be
provided.

3) Anyconseh document (s) the Member execute diwilhbe askedt®e r epr es e
executeto receive theewice.
4) The files and records of the Institutional ReviBeard (IRB) or similar body that approves or reviews
research at the institution wheteetservice has been or will be provided, and otherrmdton
concerning the authority or aohs of the IRBor similar body.
5) The published authoritative medical oresttific literature regarding the service, as applied to the
Member 6s il l ness or injury.
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10.

11

12.

13.

VI.

6) Regulations, records, applications and any other deasnoradions issued by, filed with or taken by,
the FDA or other agencies within the United States DepartmEHealth and Human Services, or any
state agency performing similar functions.

AppealsregardingkFHPWAO denial of coverage can be submittedhe Menber Appeal Department, or to
KFHPWAO's medial directorat P.O. Box 34593, Seattle, WA 9812893.

Hypnotherapy and all services related to hypnotherapy.

Directed umbilical cord blod donations.

Prognostic (predictive)anetictestng andrelated servicesTesting for noAMembers.
Autopsy and associated expenses.

Eligibility, Enroliment and Termination

Eligibility.

In order to be accepted for enrollment and continuingiamye, individuals must meet all applicable
requiremerg %t forth below, except for temporary residency agshe Service Area for purposes of attending
school, courordered coverage for Dependents or other unique family arrangements, when appaaiechae
by KFHPWAO. KFHPWAO has the right to verify dibility .

1. Subscribers.
Bona fide emjpyees as established and enforcedhgyGroup shall be eligible for enrollment. Please
contact the Group for more information.

2. Dependents.
The Subscriber may also enroll the following:

a. The Subscriber's legal spouse.

b. The Sub s c wegisteeddbnsestis gardng@s required by Washingicstate layor if
specifically included as eligible ihe Graup, the Subscrib r 6 sstate cegistered domestic partner.
Stateregistered domestic partners will be extended the same rights as spouses

c. Children who are under the age of 26.

"Children" means the children of the Subscriber, spouse or eligible domestic partner, including adopted
children, stepchildren, children for whom the Subscriber has a qualified court order to provide
covera@ and any other children for whom the Subscrilsathe legal guardian.

El'igibility may be extended past the Dependent s
totally incapable of sel§ustaining employment becausfea develpmental or physical disability

incurred prior to attainment of the limiting age, and is chiefly dependent upon the Subscriber for

support and maintenance. Enrollment for such a Dependent may be continued for the duration of the
continuous totaincapacity provided enroliment does not terminate for any other reason. Medical

proof of incapacity and proof of financial dependency must be furnished to KFHPWAO upon request,

but not more frequently than annually after thge2r period following the Om@endent's tiainment of

the limiting age.
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Temporary Coverage for Newborns.

When a Member gives birth, thewborn is entitled to tle benefits set forth in tHeEOCfrom birth through
3 weeks of age. All provisions, limitations and exclusions will apply exogpdeStions F. and G. After 3
weeks of age, no befits are available unless the newborn child qualdis Dgpendent and isrrolled.

B. Application for Enrollment .
Application for enrollment must be made on an application apprové&dbyPWAO. The Group isesponsible
for submitting completed applicatie toKFHPWAO.

KFHPWAOQO reserves the right to refuseretimentto any person twose coverage under any medical coverage
agreement issued §aiser Foundation Health Plan of Washington Optidne or KaiserFoundation Health
Plan of Washingtohas been teninated for cause.

1.

4.

Newly Eligible Subscribers.
Newly eligible Subscribers ahtheir Dependents may apply for enroliment in writiaghe Group within
31 days of becoming eligible.

New Dependents.
A writtenapplication for enrollment of a newly depemi person, other than a newborn or adopted child,
mustbemadeto the Group whin 31 days after the dependency occurs.

A written application for enrollment of a newborn child must be made to the Group &@tfiays
following the date of birth when thelis a change in the monthly premium payment as at refshie
additional Depadent.

A written application for enrollment of an adoptive child must be made to the Group within 60 days from
the day the childs placed with the Subscriber for the purpo$adoptionor the Subscriber assumes total

or partial fnancial support of thechild if there is a change in the monthly premium payment as a result of
the additional Dependent.

When there is no change irethronthly premium payment, it is strongly aduisthat the Subscriber enroll
the newborn or newly addpe child as a Dependentith the Group to avoid delays in the payment of
claims.

Open Enroliment.
KFHPWAO will allow enrollment of Subscribers and Dapkents who did not enroll when newly eligible
as described above during a limited period of time dgetby the Group andKFHPWAOQ.

SpecialEnrollment.

a. KFHPWAO will allow special enrollment for persons:

1) Who initially declined enroliment when otherwisligible because such persons had other health
care coverage and have had such other coverage tezthitug b one of the fdbwing events:
1 Cesation of employer contributions.
1 Exhaustionof COBRA continuation coverage.
1 Loss of eligibility, except fordssof eligibility for cause.

2) Who initially declned enrollment when otherwise eligible because sudopehadother health
cae coverage andho have had such other coverage exhausted because such person reached a
lifetime maximum limit.

KFHPWAO or theGroup may require confirmation that when iniljabffered coverage such persons

submitted a written atementdeclining becaus of other coverage. Application for coverage must be
made within 31 days of the termination of previous coverage.
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b. KFHPWAOwill allow special enrollment for individuals who akgible to be a Subscriber atttkeir

Dependents (otlighan br nonpaymenbr fraud) in the event one of the following occurs:

1) Divorceor Legal SeparationApplication for coverage must be made within 69tz the
divorcdseparation

2) Cessation bDependent status (reaches maximum afypplication for coveage musbe made
within 30 days of thecessation of Dependent status

3) Death of an employee under whose coverage they were a Dependent. Applicatioverfoge
must be made wiin 30 days of th death of an employee.

4) Termination or reduction in the numbarhours worked.Application for coverage must be made
within 30 days of the termination or reduction in number of hours worked.

5) Leaving the service aasd a former plan. Application for covage must be made with89 days
of leaving the service area afforme plan

6) Discortinuation of a former plan. Application for coverage must be made vathaays of the
discontinuation of a former plan

c. KFHPWAOwill allow special enrollment for indivigals who are eligible to be a Subscriber tHrair

Dependentin the event one ofthe following occurs:

1) Marriage Application for coverage must be made within 31 days of the date of marriage.

2) Birth. Application forcoverage for the Subscriber andgamdents other than the newborn child
must be made within 60 daystbie dateof birth.

3) Adoption or placement for adoptioApplication for coverage for the Subscriber and Dependents
other than the adopted child must bedewaithin 60 days of the adoptiawr placement for
adoption.

4) Eligibility for premiumassistancéom Medicaid g astate Ch| dr endés Heal th I nsur a
(CHIP), provided such person is otherwise eligible for coverage undeE®(% The request for
speia enroliment must be made with60 days o€ligibility for such premium assistance

5) Coverage undea Medicad or CHIP pan is terminated as a result of loss of eligibility for such
coverage. Application for coverage must be made within 60 days oatbefdermination under
Medicaidor CHIP.

6) Applicable federal or state law or regulation otherwiseides forspecial enoliment.

C. When Coverage Begins.

1. Effective Date of Enroliment.

1 Enrollment for a newly eligible Subscriber and listed Dependentfeigtigé on the date eligibility
requirements are met, provided the Subscriber's application hasuimeittedto and apprueed by
KFHPWAQ. Please contact the Group for more information.

1 Enroliment for a newly dependent person, other than a newborn onaddritd, is effective on the

dat eligibility requirements are meé®lease contact the Group for raanformation.

Enrollment for newborns is effective from the date of birth.

Enrollment for adoptive children is effective from the date that the adaghilekis placed with the
Subscribe for the purpose of adoptiar the Subscriber assumes total ortidfinancial suppot of
the child.

=a =4

2. Commencement of Benefits for Persons Hospitalized on Effective Date.
Members who are admitted &m inpatient facity prior to their enrollmentvill receive covered benefits
beginning on their effective date, as fm@th in Subsection CL. above.

D. Eligibility for Medicare .
An individual shall be deemed eligible for Medicare witegy havehe option to receive Pa#t Medicare
benefits.Medicare secondarygyer regulations and guidelines will determine primary/séagyrpayerstatus
for individuals covered by Medicare.

A Memberwhois enrolled inMedicare has the option of continuing coverage undeB&®i€while on
Medicare coverageCovernge between thEOCand Medicare will be coordinated as outlined in Sedfion
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E. Termination of Coverage
The Subscriber shall be liable for payment of all charges for services and items provided to the Subscriber and
all Dependertt dter the effective di@ of termination.

Termination of Specific Members.

Individual Member covexge may bderminatedor any of the following reasons:

a. Loss of Eligibility. If a Member no longer meets the eligibility requirementsisindt enrolled for
continuation coverage as described in Subsection G. below, coverage will terminate at the end of the
month during whictthe loss of eligibility occurs, unless otherwise specified by the Group.

b. For Cause. In the event of termimatifor cause KFHPWAO reserves the right to pursue all civil
remedies allowable under federal and state law for the collection of claims, losses or other damages.
Coverage of a Member may be terminated upowdiking days written notice for:

1.) Material misepresentation, fraud or omission of information in order to obtain coverage.
2.) Permitting the use of KFHPWAO identification card or number by another person, or using
another Member ds i testo obiaih cace sotwhich a pecsanrischditie. n u m

c. Premium Payments. Nonpayment of premiums or contribution for a specific Member by the Group.
Individual Member coverage may be retroactively terminated upon 30 days written notice and only in the
caseof fraud or intentional misrepresentationaofraterial fact; or as otherwise allowed under applicable
law or regulation. Notwithstanding the foregoikd;HPWAO reserves the right to retroactively terminate
coverage for nonpayment of premiums or contidng by the Group as described above.

In no event will a Member be terminated solely on the basis of their physical or mental condition provided
they meet all other eligibility requirements set forth in B@C.

Any Member may appeal a termination demisthroughKFHPWAQOb appealgrocess.

F. Continuation of Inpatient Services
A Member who is receiving Covered Services in a hospital on the date of termination shall continue to be
eligible for Covered Services while an inpatient for the condition whiciVigraber was hospitalized, until one
of the folowing events occurs:

f
f
f
f

According toKFHPWAO clinical criteria, it is no longer Medically Necessary for the Member to be an
inpatient at the facility.

The remaining benefits available for the hospitalizatioreahausted, regardless of whether a new
calendryear begins.

The Member becomes covered under another agreement with a group health plan that provides benefits for
the hospitalization.

The Member becomes enrolled under an agreement with another catierobides benefits for the
hospitalization.

This provision will not apply if the Member is covered under another agreement that provides benefits for the
hospitalization at the time coverage would terminate, except as set forth in this sectiore Mdfrber is
eligible for COBRA continuation aerage as set forth iBubsection G. below.

G. Continuation of Coverage Options

1.

Continuation Option.

A Member no longer eligible for coverage (except in the event of termination for cause, as set forth in
SubgctionE.) may ontinue coverage for a periad up to 3 months subject to notification to and -self
payment of premiums to the Group. This provision will not apply if the Member is eligible for the
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continuation coverage provisions of the Consolidated OnsnBudget Reconciliation Act of 1985
(COBRA). This continuation option is not available if the Group no longer has active employees or
otherwise terminates.

Leave of Absence.

While on a Group approved leave of absence, the Subscriber and listed Dependents can continue to be
coveredprovided that:

1 They remain eligible for coverage, as set forth in Subsection A.,

T Such Il eave is in compliance with the Group6s esta

applied to all employees,

1 The Ggleavwepf@bsence policy iscompliance with the Family and Medical Leave Act when
applicable, and

1 The Group continues to remit premiums for the Subscriber and Dependents to KFHPWAO.

Sel-Payments During Labor Disputes.

In the event of suspensian termination of employee cqarsation due to a strike, loabut or other labor
dispute, a Subscriber may continue uninterrupted coverage through payment of monthly premiums directly
to the Group. Coverage may be continued for the lesser of the telnen sifike, lockout or other laor

dispute, or for 6 months after the cessation of work.

If coverage under the EOC is no longer available, the Subscriber shall have the opportunity to apply for an
individual KFHPWAO group conversion plan or, if applicghientinuation coverage (seelection 4.
below), or an individual and family plan at the duly approved rates.

The Group is responsible for immediately notifying each affected Subscriber of their rightspysaknt
under this provision.

Continuation Coverage Under Federal Law.

This section applies only to Groups who must offer continuation coverage under the applicable provisions
of the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), as amended, or the Uniformed
Services Employmdrand Reemployment Rights AAIEERRA) and only applies to grant continuation of
coverage rights to the extent required by federal law. USERRA only applies in certain situations to
employees who are leaving employment to serve in the United States Arnced.Fo

Upon loss of eligibility continuation of Group coverage may be available to a Member for a limited time
after the Member would otherwise lose eligibility, if required by COBRA. The Group shall inform
Members of the COBRA election process and howmthe Member will be requirgd pay directly to the
Group.

Continuation coverage under COBRA or USERRA will terminate when a Member becomes covered by
Medicare or obtains other group coverage, and as set forth under Subsection E.

KFHPWAO Group Conversion Plan.

Members whose eligility for coverage, including continuation coverage, is terminated for any reason

other than cause, as set forth in Subsection E., and who are not eligible for Medicare or covered by another
group health plan, may conveeotan individual KFHPWAO groupanversion plan. If coverage under the

EOC terminates, any Member covered at termination (including spouses and Dependents of a Subscriber
who was terminated for cause) may convert to a KFHPWAO group conversion plan. Covidrbge

retroactive to the datef loss of eligibility.

An application for conversion must be made within 31 days following termination of coverage or within 31
days from the date notice of the termination of coverage is received, whichever is later. A physical
examination or statemeaf health is not requirefbr enrollment in a KFHPWAO group conversion plan.

Persons wishing to purchase KFHPWAOO6s individual
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VII. Grievances

Grievance means a writtem verbalcomplaint submitted by or orehdf of a covered person regarding service
delivery issues other than denial of payment for medical services grnwision of medical services, including
dissatisfaction with medical care, waiting time for medical services, provider or staff attitdelm@nor, or
dissatisfaction with service provided by the health carfiee grievance process is outlined as follows:

Step 1:It is recommended th#éhe Member sbuld contact the person involved the manager of the medical
center/department whetieey arehaving a problemexplaintheir concerns and whaheywould like to have
done to resolve the problem. The Member should be specific andthe&ilgosition clearMost concerns can
be resolved in this way.

Step2: If the Member is still nosatisfed, theyshould callor write toMember Serviceat PO Box 34590,

Seattle, WA 98124.590,206-630-4636 or tolifree 1:888-901-4636. Most concerns are handled by phone

within a few days. In some cases the Member will ke@dso write dowrtheir concerns iad state whatthey

think would be a fair resolution to the problenm Appropriatee pr esent at i ve wi | | investig
concern by consulting with involved staff and their supervisors, and reviewitiggnt records, relevant plan

policies and thaMembea Rights and Responsibilities statement. This process can take up to 30 days to resolve
after receipt o bDrvardalstatembenmber 6s wri tten

If the Member is dissatisfied with the resolution lné tomplaintthey may contacMember Services
Assdstance is available to Members who are limiteuglish speakers, who have literacy problems, or who have
physical or mental disabilities that impede their ability to request review or particightereview process.

VIII. Appeals

Membersare entitled tapped through the appeals process if/when coverage for an item or service is denied
due to an adverse determination made byiREPWAO medical directorThe appeals process is available for
a Membelto seek reconsideration of an adversaddit determiation (action). Adverse benefit determination
(action) means any of the following: a denial, reduction, or termination of, or a failure to provide or make
payment (in whole or in part) for, a benefitciuding any such denial, reduction;nténation, or &ilureto
provide or make payment that is based on a ,mlter mi nat
including, a denial, reductiorgr termindion of, or a failure & provice or make paymenin whole orin part, for

a benefit resuiihg from the applicationof any utilization review,as well as a failurgo cove anitem or servie

for which the benféts are dberwise provided becaugids detemined to be experimeat or investigational or

not Medicaly Necesal or appppriate KFHPWAO will comply with any new requirements as necessary
under federal laws anegulationsAssistance is available tdembers who arbmited-English speakers, who
have literacy problems, or who have physical or mental disabilities that impede thajrtalbédguest review or
participate in the review procesthe most current infonation about your appeals processvigilable by
conactingKFHPWAQOS BMember Appeal Department at the address or telephone number below.

1. Initial Appeal
If the Member oanyrepresentativeauthorized in writing by the Bhberwishes to appeal kFHPWAO
decision to deny, modif reduce or terminate coveragieoo payment for hedh care serviceshey must
submit a request for an appeal either orally or in writingE6IPWAOG s emiter Appeal Department,
specifying whytheydisagreeawith the decision. The appeal mis submitted within 180 daysom the
date ofthe initialdenial rotice. KFHPWAO will notify the Memberof its receipt of the request within 72
hours of receiving itAppeak should be directed FHPWAOO s Me mber AppeaBoxDepart me
34593, Seattle, WA 98124593, tolifree 1866-4585479.

A partynot involved n the initial coverage determination and not a subordinate of the party making the

initial coverage dtemination will review the appeal requeKiFHPWAO will then notify the Member of

its determination or need for an extension of timinin 14 days of reeiving the request for appeal. Under

no circumstances will the review timeframe exceed 30 dayswitheMe mber 6 s wr i tten per mi
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For appeals involving experimehtar investigational servicdsFHPWAO will make a decisiomnd
communiate the decisinto theMemberin writing within 20 days of receipt of the appeal.

There is arexpedited/urgent ageds processin place for cases which meet criteria or where delaygus

the standard appeal review process will aesfp jeopardizéhe Manb e r 6 sealth or &bdity to tegain

maximum function or subject the Member to severe pain that cannot beedadaguately without the

requested care or treatment. The Memberreguest an expedited/urgent appeal in writing to the above

address, orby calingKkFHPWAOS6 s Me mber Ap p e affee 1B6545854T79nTdenntiture o | |

the patient beevdeatedby a physician andiif thé request is not accepted ast uttge

member will be notified in writing of the decision notéxpedte and givera description on how to grieve

the decisionlf the request is made by the treating physician whigéedt he member 6s condi ti o
the definition of expedited, thegeest will be processed as expedited.

Therequest for an expeaeid/urgent appeal wilbe processed and a decision issued no later than 72 hours
after receipt ofhe request

TheMembe may alsorequestan external review at the same time as the intexpéals processiifis an
urgent care situation dihe Membeliis in an ongoing corse of treatment.

If the Member requests an appeal (€HPWAO decision denying benefits for carerenty being
received KFHPWAO will continue to provide coverage ftire disputed benefit pending the outcome of
the appeal. If th&KFHPWAO determinatiorstands, the Member may be responsible for the cost of
coverage received during the review period.

TheU.S. Department of Health and Human Services has designated siingtan State Office of the

I nsurance Commi s teaton Rivisiors ashe diadtls insarance céhsumer ombudsman.
The Consumer Protection Division Office can be reacheddiyat\Washington State Insurance
Commissioner, Consumer ProtectiornviBion, P.O. Box 40256, Olympia, WA 9850256 or at tolfree
1-800-562-6900. More mformation about requesting assistance from the Consumer Protection Division
Office can be found dittp://www.insurance.wa.goydur-insurance/healtinsurancéappeal/

2. Next Level of Appeal
If the Member is not satisfied with the decision regardireglicalnecessity, medal appropriateness,
health care setting, level of care, or if theuested service is not efficacious or otherwise unjustified under
eviderce-based medal criterig or if KFHPWAO fails to adhere to the requirements of the appeals
process, the Member magquest a second level review by an external independent reviewipagjannot
legally affiliated with or controlled bitFHPWAO. KFHPWAO will notify the Memberof the name of the
external independent review organizatamd its contact informatiomhe exterral independent review
organizationwill accept additional writte information for up to five business days after it receives the
assigmert for the gpeal. Theexternal independent reviemill be conducted at no cost to the Member
Once a decision imadethrough an independent review organization, the decision isdlivthcannot be
appealed througk FHPWAO.

If theMember requestan appeal of a KFHRAO decision daying benefits fa carecurrenly being
recaved, KFHPWAO will continue to preide coeragefor the disputedbenefit pending the outcome of
the appeh If the KFHPWAOQO determiration stands the Membermay ke responsibledr the cost of
coverage received dimg the review paod.

A request for a review by @ndependent review organizatiomug be made within 180 days after the date
of the initial appeal désion notice.

IX. Claims

Claims for benefits may be made beforafter services arebtained KFHPWAO recommends that the provider
requests Preauthoriza. In most instances, contradteroviders submit claims directly t§dFHPWAO. If your
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provider doesiot submit a claima make a claim for benefjita Membemust catactMember Servicesor submit a
claim for reimbursement as described bel@ther inguries, such as asking a healthreeprovider about care or
coverage, or submitting a prescription tpharmacy, will not be considered a claim for benefits.

If a Member receives a billdr services the Member believes are covered, the Member must, 9ftlkiays of the
date of servicegr assoon thereafter as reasonably possible, either (1) cdvitanber Serviceso make a claim or
(2) pay the bill and submit a cfaifor reimbursementfadCovered Servicesr (3) for outof-country claims
(Emergency carenly) i submit the claim and argssodated medical recorgéncluding the type of service,
chargesand proof of traveio KFHPWAOQ, P.O. Box 8766 Salt Lake City UT 841300766 In no e/ent, except in
the absence of legal capacity, shall a claim be accepted later than 1 year framedhsetvice.

KFHPWAO will generally process claims for benefits within the following timeframes Ki#tPWAO receives
the claims:

1 Immediate requesttsiaionsi within 1 business day.

1 Concurrent urgent requestsvithin 24 hours.

1 Urgent care review mpiestsi within 48 hours.

1 Nonurgent preservice review requebtwithin 5 calendar days.

1 Postservice review requestswithin 30 caéndar days.

Timeframes for preservice and postervice claims can be extendedKkiyHPWAO for up to an additional 15 days
Menbers will be notified in writing of such extension prior to the expiration of the initial timeframe.

X. Coordination of Benefits

The coordination of breefits (COB) provision applies when a Member has health care coverage under more than one
plan. Plans defined below.

The order of benefit determination rules govern the order in which each plan willggngor benefits. The pra

that pays first igalled the primary plan. The primary plan must pay benefits according to its policy terms without
regardto the possibility that another plan may cover some expenses. The plan that pays after the primary plan is the
secondary plan. Ino event will a secatary plan be required to pay an amount in excess of its maximum benefit

plus accrued savings.

If the Member is covered by more than one health benefit plan, and the Member does not know which is the primary
plan, the Member orthe Méme r 6 s p r o ecoitadtamy one bf tha health plans to verify which plan is

primary. The health plan the Member caetsis responsible for working with the other plan to determine which is
primary and will let the Member know within 30 calendar days

All health plans havetimely claim filing requirements. the Membewort h e M e pndvider failsto submitthe

Membe s@ ai m to a secondary health plan within that plano:c
the Membeexperienes delays in the prassshg oftheclaim by the primary health plathe Membeior the

Me mb erovider will need to subinthe claim to the secondary health plan within its claim filing time limit to

prevent a denial of the claim.

If the Member is coved by more thanoneshlth benef it plan, the Member or the N
the Member 6s pldnat mshevi $§ ame atcihme . I f Medicare is the Mer
submit the Memberds cl aimes. to the Memberds secondary c.

Definitions.

A. A plan is any of the following that provides benefits or services for medical or dental cegdroert. If
separate contracts are used to provide coordinated coverage for Members of a Group, the separate contracts
are consideregarts of the same @ and there is no COB among those separate contracts. However, if
COB rules do not apply to all coatts, or to all benefits in the same contract, the contract or benefit to
which COB does not apply is treated as a separate plan.
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1. Plan includes: grouypndividual or blanket disability insurance contracts and group or individual
contracts issued by hkh care service contractors or health maintenance organizations (HMO), closed
panel plans or other forms of group coverage; mediaa components of ig-term care contracts,
such as skilled nursing care; and Medicare or any other federal governpiamtak permitted by
law.

2. Plan does not include: hospital indemnity or fixed payment coverage or other fixed indemnity or fixed
payment coverage; adgntonly coverage; specified disease or specified accident coverage; limited
benefit health coverages defined by state law; school accident type coverage; benefits fer non
medical components of lorgrm care policies; automobilesurance policies reqed by statute to
provide medical benefits; Medicare supplement policies; Medicaid coverage;evegmunder other
federal governmental plans; unless permitted by law.

Each contract for coveragmder Subsectioh. or2. is a sepateplan. If a plarhastwo parts and COB
rules apply only to one of the two, each of the parts is treated as a separate

This plan means, in a COB provision, the part of the contract providing the health care benefits to which
the COB provisiorapplies and which mayereduced because of the benefits of other plans. Any other part
of the contract providing healttarebenefits is separate from this plan. A contract may apply one COB
provision to certain benefits, such as dental benefits, codirtinanly with simila benefits, and may apply
another COB provision to coordinate other benefits.

The order of bendfidetermination rules determine whether this plan is a primary plan or secondary plan
when the Member has health care coverage undeg than one plan.

Whenthis plan is primary, it determines payment for its benefits first before those of any othetthtart
considering any other planbds benefits. When this pl
another plan ahmust make paymermnt anamount so that, when combined with the amount paid by the

primary plan, the total benefits paidd provided by all plans for the claim equal 100% of the total allowable

expense for that claim. This means that when this plan @mdacy, it must payhe anount which, when

combined with what the primary plan paid, totals 100% of the allowable experaseition, if this plan is

secondary, it must calculate its savings (its amount paid subtracted from the amount it would haae paid

it been the primg plan) and record these savings as a benefit reserve for the covered Member. This

reserve must besedby the secondary plan to pay any allowable expenses not otherwise paid, that are

incurred by the covered person during the clagtednination period.

Allowable Expense. Allowable expense is a health care expense, coinsurance or copayments@nd with
reduction for any applicable deductible, that is covered at least in part by any plan covering the person.
When a plan provides hefits in the form ofewices, the reasonable cash value of each service will be
considered an allowable expense andreefitepaid. An expense that is not covered by any plan covering
the Member is not an allowable expense.

The following are examples ekpenses that are talowable expenses:

1. The difference between the cost of a s@nivate hospital room and a prieghospital room is not an
allowable expense, unless one of the plans provides coverage for private hospital room expenses.

2. If a Member is covered byb or more plans that compute their benefit payments on the basis of usual
and customary fees or rélee value schedule reimbursement method or other similar reimbursement
method, any amount in excess of the highest reimbursemennafooa specific begfit is not an
allowable expense.

3. If a Member is covered by two or more plans that provide bisrmefservices on the basis of
negotiated fees, an amount in excess of the highest of the negotiated fees is not an allowable expense.
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4. An expense or portion of an expense that is not covered by any of the plans covering the person is
not an allowablexpense.

E. Closed panel plan is a plan that provides health care benefits to covered persons in the form of services
through a parlef providers who a primarily employed by the plan, and that excludes coverage for
services provided by other provideezcept in cases of Emergency or referral by a panel member.

F. Custodidparent is the parent awarded custody by a court decraethg absence of@urt decree, is the
parent with whom the child resides more than one half of the calendar yeatimxehy tempaary
visitation.

Order of Benefit Determination Rules.
Whena Member is covered by two or more plans, the rules farohiriing the order dbenefit payments are as
follows:

A. The primary plan pays or provides its benefits according teritss of coveage and without regard to the
benefits under any other plan

B. (1) Except as provided belogubsection 2)a plan tlat does not contain@ordination of benefits
provision that is consistent with this chapter is always primary unlegsdtisions ofboth plans state that
the complying plan is primary.

(2) Coverage that is obtained by virtue of membership in a Gifatyis designed taupplement a part of a
basic package of benefits and provides that this supplementary coveragesgceany otler parts of the
plan provided by theontract holderExampés include major medical coverages that are superimposed
over hospital and surgit®enefits, and insurance type coverages that are written in connection with a
closed panel plan tprovide outof-network benefits.

C. A plan may consider the benefits paidprovided by another plan in calculating payment of its benefits
only when it  secondary to that other plan.

D. Each plan determines its order of benefits using the firsteobltowing rdes that apply:

1. Non-Dependent or Dependent. The plant tt@vers the Member other than as a Dependent, for
example as an employee, memigerdjcyholder, Subscriber or retie is the primary plan and the plan
that covers the Member as ag2edent is thesecondary plan. However, if the person is a Medicare
beneftiary and, as a result of federal law, Medicare is secondary to the plan cdlerigmber as a
Dependent, and priary to the plan covering the Member as other than a Dependgnéaetired
employee), then the order of benefits between the two Eaesersed so that the plan covering the
Member as an employee, member, policgleo] Subscriber or retiree is thecondary plan and the
other plan is the primary plan.

2. Dependat child coveed under more than one plan. Unless there is a court detategy otherwise,
when a dependent child is covered by more than one plan teedardenefits is determined as
follows:

a) For a dependent child whose parents are married oivamg together whether or not they have

ever been married:

1 The plan of tle parent whose birthday falls earlier in the calendar year is the primary plan; or

1 If both parents have the samethdtay, the plan that has covered the parent the longest is the
primaty plan.

b) For a dependent child whose parents are divorced or separatet living together, whether or

not they have ever been married:

i. If acourt cecree states that one ofthepéren i s responsible for the de
care expenseg hedth carecoverage and the plan of that parent has actual knowledge of
those terms, that plan is primary. This rule applies to claim determinationiperio
commencing after the plan isvgin notice of the court decree;
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ii. If acourtdecree states one pdnasrto assum@rimary financial responsibility for the
dependent child Huwloes not mention responsibility for health care expenses, the plan of the
parentassuming financial responsibility primary;

ii. If a court decree states that both parents are redpoforthed e pendent chil dés he
expenses or health care coygathe provisions of a) above determine the order of benefits;

iv. If a court decrestates that the parents have janstody without specifying that one parent
has responsibility fothe health cae expenses or health care coverage of the dependent child,
the provisions of Subsection a) above determine the order of benefits; or

v. |If thereis no court decree allocatngpe® nsi bi Il ity for the dependent
expenses or helcare coverge, the order of benefits for the child are as follows:
1 Theplan covering the custodial parent, first;
1 The plan covering the spouse of thetodgl parent, second;
1 The plan cwering the norcustodial parent, third; and then
1 The plan coveringhe spouse othe noncustodial parent, last.

c) For a dependent child eered under more than one plan of individuals who are not the parents of
the child the provisions oBubsection apr b) above determine the order of benefits as if those
individuals were the paents of the child.

3. Active employee or retired or laioff employee. The plan that covers a Member as an active
employee, that is, an empiee who is neither laid off nortieed, is the primary plan. The plan
covering that same Member asetired or hid off employee is the secondary plan. The same would
holdtrue if a Member is a Dependent of an active employee and that same Membepéndd of a
retired or laidoff employee. If the other plan does not have this rule, and as 4 teeplans @ not
agree on the order of benefits, this rule is ignofdds rule does not apply if the rule undgsction
D(1) can determine the order bénefits.

4, COBRA or State Coirtuation Coverage. If a Member whose coverage is provided unde@RBOr
under aight of continuation provided by state or other fedenal imcovered under another plan, the
plan covering the Member as an employee, mamBubscriber or retiree or cowreg the Member as a
Dependent of an employee, member, Subscribegtioee is he primary plan and the COBRA or state
or other federal coirtuation coverage is the secondary plan. If the other plan does not have this rule
and as a result, the plans dd agree on the order of benefits, this rule is ignored. Thisdadenot
applyif the rule undeSectionD.1. can determine the order ofhefits.

5. Longer or shorter length of coverage. The plan that covered the Mambhe employee, member,
Subscriler or retiree longer is the primary plan and the plan that cotleeddember tie shorter
period of time is the secondary plan.

6. If the preceding rules do not determine the order of benefits, the allowable expenség ishested
equally between the pla meeting the definition of plan. In addition, this plan will pat more thanit
would have paid had it been the primary plan.

Effect on the Benefits of this Plan.
When this plan is secondary, it must make payment ianaount so that, when combinediwihe amount paid
by the primary plan, the total benefits paicpapvided by # plans for the claim equal one hundred percent of
the totd allowable expense for that claim. However, in no event shall the secondabepiaquired to pay an
amount in egess of its maximum benefit plus accrued savings. In no evertsheiemberbe responsible
for a deductible amount greater than liighest of the two deductibles.

Right to Receive and Release Needed Information.
Certin facts about health care covggaand services are needed to apply these COB rules and to determi
benefits pgyable under this plan and other plakBEHPWAO may get thedcts it needs from or give them to
other organizations or persons for the purpafsgpplying these rules and deténing benefits payable under
this plan and other plans covering thlember claining benefits KFHPWAO need not tell, or get the consent
of, any Member to do this. Each Member claiming benefits under this plan mustlfHRWAO any facts it
needs to apphhbse rules and determine benefits payable.
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Facility of Payment.
If payments thashould have been made under this plan are made by apathg(FHPWAO has the right, at
its discretion, to remit to the other plan the aimioit determines appropriate tatisfy the intent of this
provision. The amounts paid to the otph&anare conglered benefits paid under this plan. To the extent of such
paymentsKFHPWAOQ is fully discharged from liability under this plan.

Right of Recovery.
KFHPWAO has the right toacover excess payment whenever it has paid allowable expensessisioé the
maximum amount of payment necessary to satisfy the intahtsoprovision KFHPWAO may recover excess
payment from any person to whom or fanom payment was made or any otfssuers or plans.

Questions about Coordination of Benefits? @gtithe Statdnsurance Department.

Effect of Medicare.
Medicare primangecondary payer guidelines and regulations will determine primary/secondariadysy
and will be adjudicated b(FHPWAO as set forth in this sectioKFHPWAO will pay primary toMedicare
whenrequired by federal lawwhen Medicare, Part A and Part BRart C are primary, Medicare's allowable
amount is the highest allowable expense

Whena PreferredProviderrendes care to a Member who is eligible for Medicare benefits, andddeds
deemd to be the primary bill payer under Medicare secondaryrpgayidelines and regulationsFHPWAO
will seek Medicare reimbursement for all Meare covered services.

When a Menber, who is a Medicare beneficiary and for whom Medicare hasdsemined tobe the primary
bill payer under Medicare secondary payeidglines and regulations, seeks care fOotof-Network
Providers KFHPWAO has noobligation to provide any benediexcept as specifically outlined in t@eit-of-
Networkoption unetr Section V.

XI. Subrogation and Reimbursement Rights

The benefits undehis EOCwill be available to a Member for injury or illness caused by anothey,mabject to
the exclupns andimitations of thisEOC. If KFHPWAOQ provides benefits under thiSOC for the treément of the
injury or illness KFHPWAO will be subrogatedat any rights that the Member may have to recover compensation or
damages related theinjury or illness and the Maber shall reimburs& FHPWAO for all benefits provided, from
any anowntsthe Menber received or is entitled to receive from any source oawt of such injury or illness,
whether by suit, settlement or otherwiseluding but not limited to:
1 Payments nmde by a third party or any insurance company on behalf of thoepuiy;

1 Any payments or awards under an uninsured or underinsured st@ovierage policy;

T Any Workersdé6 Compensation or disability award or se

1 Medical payments coverageundera aut omobil e policy, premises or ho
coverggeorprems es or homeowners® insurance coverage,; and

1 Any other paymets from a source intended to compensate an Injured Person for injuries resattingnf
accident or alleged negligee.
This section more fully describésHPWAOS s s u b r o gimbursementigater d r

"Injured Person" under this section means a Membeered by th&aOCwho sustains an injury or illness and any
spouse, dependent ather person or entity that may mer on behdlof such Member including the estate of the
Member ad, if the Menber is a minor, the guardian or parent of the Member. Wéienred to in this section,
"KFHPWAO's Medical Expenses" means the expenses iadwand the value of the benefitopided by
KFHPWAOQO under thisEOCfor the care or treatment of tihgury or illness sustained by the Injured Person.

If the Injured Persohs i nj uri es were caused by a t hiagadsttpeahird y gi vi n
party and/or pgment bythe third party to the Injured Person and/or a settleingwnteen the hird party and the

Injured PersonKFHPWAO shall have the ght to recoveKFHPWAOQO's Medical Expenses from any source

available to the InjureBerson as a result of the evecasising the injuryThis right is commonly referred to as

58 C496206498700



"subrogaion." KFHPWAO shall be subrogated to and may enforce all rights of fiueeldt Person to the full extent
of KFHPWAO's Medical Expenses.

By accepting bends under this plan, the Injurde r son al so specifically acknowl edg
reimburserent This right of reimbursement attaches when this KFHPWAO has providedftis for injuries or
illnesses caused by ather party and the Injured Persasnot he | nj ur e d tive leas recover@cksanyr e pr e s en

amounts from a third party or any other seof recovery KFHPWAOG6s right of rei mbursen
and na exclusive of its subrogation right and KFHRW may choose to exercise eitherbath rights of recovery.

Inordaet o secure KFHPWAOG6s r ecover yasigi KFHRWAO any berefitdonj ur ed Pe
claims or rights of recoverhey may haveunder any automobile policy or otheoverage, to the full extent of the

p | a mbdogaticen and reimbuesentclaims. This assignment allows KFHPWAO to pursue any claim the Injured

Peason may hae, whether or naheychooseto pursue the claim.

KFHPWAGG s subr ogat i ontrightsshall beclimitadto thesercess of the ant@aquired to fily
compensate #lnjured Person for the loss sustained, including general damages

Sulject tothe above provisions, if the Injured Person is ewtittea does receive money from asgurce as a result
of the events causing the injuoy illness, inclding but not limted to any liability insurance or
uninsured/underinsured motorfsnds, KFHPWAO6 s Me di c a l Expenses are secondary.

The InjuredPerson antheir agens shall cooperate fully witKFHPWAOQ in its efforts to cokctKFHPWAO's

Medicd Expenses. Tis cooperation includes, but is not limited to, suppiHPWAO with information abot

the cause of injury or illness, any poterigidiable third parties, defedants and/or insurers related to the Injured

Person's clan. The Injured Perso shall notifyfKFHPWAO within 30 days of any claim that may give rise to a

claimfor subrogaton or reimbursement. The Injured Person shall propatéodc updates about anydss that may
impactKkKFHPWAO6 s r i ght t o r mgatiob & requestils KRHPWAO angl shhllinform

KFHPWAO of any settlement or other payments relgtothe Injr ed Per sonds i njurtheir The 1 n
agants shl permit KFHPWAO, atKFHPWAQO's option, to associate with the Injured Person ontiervene in any

legal, quasiegal, agency or any other action or claim filed.

The Injured Persoand theiragents shall do nothing to prejudittFHPWAOS s s udn armrgiraburiement

rights. The Injured Person shall promptly notfifHPWAO of anytentative settlemetwith a third parg andshall

not settle a claim without protectikg-HPWAQOS s istnTheenjuedd Person shall provide 21 days advance notice

to KFHPWAO before thee is a disbursement of proceeds from any settlement with a thiydtbartay give rise

to a claim for sutbgation or reimbursemerif.the Injured Person fails to coopegdtlly with KFHPWAOQIn

recovery ofKFHPWAOGS s Me di ¢ adndskch pileremps e pudi ces KFHPWAOG6s subrogati
reimbursement rightshe Injured Rerson shall beesponsible fodirectly reimbursindKFHPWAO for 100% of

KFHPWAO6 s Medi c al Expenses.

To the extenthat the Injured Person recovers funds from anyctiratin anymanner relate to the injury or iliness

giving rise toKFHPWAQOG s  ofiregmiibursement asubrogationthe hjured Person agrees to hold such monies in

trust orin a separat@lenifiable account untiKFHPWAO6 s s ubr ogat i o nrigateack fulyei mbur s e men
determined and th&a¢dFHPWAO has an equitable lien over such morngethe full extenof KFHPWAO6 s ME di c a
Expenses and/or the Injured Person agrees to serve as covstrustee ovethe monies to the extent of

KFHPWAOS s Me d i eseslhthdeexat that such monies are not so held, the funds are recoverabld even i

they have been coimgled with other asets, without the need to trace the source of the fukilg paty who

distributes funds without regard KFHPWAOS s r i g hogationoo reinbsirsenent will be personally liable to

KFHPWAOQ for the amounts so dributed.

If reasorable collections csts have been incurred by an attorney for the Injured Personmaotion with obtaining

recovery KFHPWAO will reduce the amount akimbusemento KFHPWAO by the amount of an equitable

apportionment of such colléan costs betweeK FHPWAO and the Injued Person. This reduction will be made

only if each of the followng conditionshas been met: (KFHPWAOQO receives a list of the feeand asociatd costs

before settlement and (i tiohswerehdeectiyrelgted to sedurirpeavesydonthes at t or n
Injured Party.
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To the extent the provisions tifis Sibrogaton and Reimbursement section are deemed governeRISA,
implemenation of this section shall be deemed a part of claims administetdkdFHPWAOQO shall herefore have
discretion to interpret its terms.

Xll. Definitions

Allowance

The maximunmamaunt payableby KFHPWAO for certain Covered Services.

Allowed Amount

The amountthat is reimbursable to the provider and includes payments by
KFHPWAQO, the Memberand dher third party pgers, as applicable

(1) For providers who have contracted WitRHPWAQ: the anount these providers
have agreed to accept as paytrierull for a service.

(2) For providers who have not contracted iEBHPWAO: (a) an anount equal to
125% of the fee s@uule determined by the Centers for Medicare and Medicaid
ServicegMedicare feeschedule) for facility or physician professionahdegs ad
105%o0f the Medicare fee schedule for aphysician professional services (b)
KFHPWAQO s ekt oeinbursable apunt for the same or similar service from a
Preferred Provider gud srvice 5 not included in the Medicare fee schedule.

There isan exeption b the above definition of Allowed Amount for eaf-network
Emergencysenices. For such services, the All@d Amount is defined as at least
equal to the greatest of the fmNing: (i) the median anount reimbursed for the sam
or similar sevice from a provider whinas contracted witKFHPWAQ, (ii) the
amount generally payable providers who have not contragteith KFHPWAO (see
methodologies above), or (iii) 100% of the Niale fee schdule.

For all charges from providers who have nottractel with KFHPWAO under
Access PPO, Members may be requiegay any difference beten the charge for
services andhe Allowed Amountexcept folEmergencyservices or services
providedby a nonNetwork provide at a Network Facility

Convalescent Care

Care furnided for he purpose of meeting nonedically necessgmpersmal needs
which cauld be provided by persons without professional skills or tngirgich as
assistance in walkp, dressing, bathing, eating, preparation of special diets, and
taking medication

Copayment The specific dollar amourat Member isequiredto pay at the tira of service for
certain Covered Services.
Cost Share The porton ofthe cost of Covered Sepdsfor which the Member is liableCost

Share includes Copayments, coinsurancesaductbles.

Covered Services

The sevices for whch a Menber is entitledd coveragén the Evidence ofCoverage

Creditable Coverage

Cowerageis creditable if the acarial value of the coverage equals or exceeds the
actuarial value of standard Medie presgption drug coverage, as demonstrated

through theuse of generallyaepted actuarial principles and in accordance with

CMS actuaribguidelines. In general, thetarial determination measures whether
the expected amount of paid claims undEHPWAQOGS sresgription drug coverage
at least as murcas tle expected amounf paid claims under the standard Medicarg
prescription drug besfit.
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Deductible

A specific anourt aMember is required to pay for certain Covered Services befo
benefits are ayable.

Dependent Any member of a Subscriber's fagnivho meets all applicalkel eligibility
requrements, is enrolled hereunder and for whbmpgemium has been paid.
Emergercy The emergent and acute onset of@licd, mental healtlor substancese disrder

symptom or symptoms, includinigut not limitedto sevae painor emotioral distess
that would lead a prudent lperson acting reasoblg to beleve that a health
condition exists that requires immediate medical attention, lififaito provide
medcal attention would result in serious impairmentkodily function or serioa
dysfunction of a bodily organ or part, or would placethe Memb6 s heal t
Member & pregnant, the health of her unborn child, in serious jeopardgny other
situaions which would be considered an emergency undpliegble federal or state
law.

Essential Health Benefits

Benefits set forth under the it Protection and Affordablgare Act of 2010,
including the categories of ambulatory patiservicesEmergery servies,
hospitalization, maternity and newborare, matal health and distance use disorde
services, including behavioral health treaht, prescription drugs, rehiktative and
habilitative services and devices, laboratory e prevemte ard wellnes services
and chronic disease managemert padidric services, inlkeiding oral and vision
care.

Evidence of Coverage

The Evidencef Coverage is a statement ar#it, exclusions and other provisions
as set forth in the Grgumedical coveragagreemenbetween KFHPWAO and the
Group.

Family Unit A Subgriber and altheir Dependents.

Group An employer, union, welfare trust or befide association which has ergdinto a
Group medical coveraggeeement wittKFHPWAO.

Hospital Care Those Medidly Necessary services generally provided by agetgerahospitalsfor

admitted patients.

Medical Condition

A disease, illness or injury.

Medically Necessary

Presservice,concurrent or posservice reviews may be conducted. Oac®rvice has
been rgiewed, additional reviews may be conducted. Membdtbe notified in
writing when a determination has been malgoropriate and clinicajl necessar
services, as deteimed by KFHPWAQOGS medical directoaccording to generally
acceted principles of god medical practice, which are rendered to a Membette
diagnosisgcare or treatment of a Medical Condition and which meet the standard
forth below In order to bévledically Necessary, services and supplies must meet
following requirements: {jaare not solely for the convenience of the Membregir
family memberor the provider of the services or supplies; (b) are the most
approprate level of service or supplyhich can be safely provided to the Member;
(c) are for the diagn@sor treamentof an actual or existing Medical Condition unlg
being provdedunderKFHPWAO6 s schedul e for prevenr
recreationh life-enhancing, relaxationr galliative therapy, except for treatment of
terminal conditions(e) are apppriate and consistent with the diagnosis and whic
in accordarce with accepted medical standards in the State of Washington, could

have beemmmitted without adversely afféingt he Me mber 6 s c o n g

61 C496206498700



of health services reeded; (f) & toinpatient care, could not have been provided if
prov i d efficé, the outpatient department of a hospital or anesidential facility
without af f ect i n dlitiohdrqualiy efdalthrseévices ceadered; (g)
are not primarif for reseech and data accumulation; and (h) are not experimental
invesigatonal. The length and type of the treatment program and the frequency
moddity of visits covered shall bdetermined byKFHPWAQOO medical directarin
addition to being madally necessary to be covered, services and supplies must b
otherwise induded as a Covered Service and not excluded from coverage.

Medicare The federal balth insurance program fpegle who are age 65 or older, certain
younger people with disabilés, and pgae with End-Stage Renal Disease
(permanent kidney failuneequiiing dialysis or a transplant, sometimes called ESR
Member Any enrolledSubscriber or Dependent.

Out-of-Network Provider

Physicians licensed under 18.71 or 18.57 RCW, registaneses kense under
18.79 RCW, midwives licensed under 18RBW, naturgatts licensed under
18.36A RCW, acupuncturists licensed under 18.06 RCW, patiaticensed under
18.22 RCW orin the case of noftVashington State providees outof-country
providers thoseproviders meeting equivalent licensing and certif@ateqiirements
established in th&erritorieswhere the provider's practice is locatEdr purposes of
the EOC, Out-of-Network Providers do not include individuals employed by or un(
contract vith KFHPWAQS Preferred ProvideNetworkor who provide aerviceor
treat Membersutside the scope of their licenses.

Out-of-pocket Expenses

Those Cost Shares paid by the Seitrer or Member for Covered Servicasich are
applied to the Oubf-pocketLimit.

Out-of-pocket Limit

The maximum amount of Owtf-pocketExperses incurred and paid during the
calendar year for Covered Services receiwethie Subscriber anttheir Dependents
within the same calendar yedhe Out-of-pocketExpensesvhich apply towardhe
Out-of-pocketLimit are set forth in Section IV.

Plan Coinsurance

The percentage amount the Memlsaequired to pay for Covered Sergireceived.

PPN Facility

A faclity (hospital, medical center or health care center) ovenegerded by Kaise
Foundation Health Plan of Washingtonotherwise dsignated byKFHPWAOQOS s
Preferred Provideetwork

Preauthorization

An approval byKFHPWAQO that entitles a Member t@céve Covered Services from
aspecified health care provide&avicesshall not &ceed the limits of the
Preauthorization and are sabjto all terms and conditions of tHeOC. Benefits do
not require Preauthorization, et as noted under Section IMembers who have a
complex or serious medical or psychiatric citind may receivea standing
Preauthorization for specialty care prostidervices.

Preferred Provider

A provider who is employed biaiser Foundation Healthldh of Washingtoror
WashingtorPemanente Medical Group, P.Qr contracted with thBreferred
Provider Networkto provide primary care services to Members and dingrbealth
care professional or provider with whom tReeferred Provider Netwothas
contracted to provide health casevices to Members enrolled, including, but not
limited to, phyiciars, podiatrits, nurses, physician assistants, social workers,
optometists, psychologists, physical therapists and other professionals engaged
delivery of healthcare services whee licensed or certified to practice in accordan
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with Title 18 Revsed Code oWashington.

Preferred Provider
Network

The participéing providers with which KFHPWAO has entered into a written
participating provider agresent for the provision of Coved Sewices.

Residential Treatment

A term used to define facilitbasa treatmentywhich includes 24 hours per day, 7
days per week rettilitation. Residential Treatment services are provided in a fac
specifically licersed in the state where it pries & a residential treatment center.
Residential treatment cems povide actie treatment of patients in a controlled
environment equring at least weekly physician visits and offering treatment by a
multi-disciplinaryteam of licensed professionals.

Service Area Washington counties of Benton, Columbia, FranKitand, King, Kitsap, Kittitas,
Lewis, Mason, Pierce&kagit,Snohomid, Spolane, Thurston, Walla Walla,
Whatcom, Whitman and Yakima

Subscriber A person empulyed by or belonging to the Grpwho meets alapplicable eligibility

requiremert, is enrolled and for whom thpgemium tas been paid.

Urgent Condition

The suddenynexpeted onset of a Medical Condition that is of sufficient severity
require medicalreatment within 24 hours ofsionset.
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Kaiser Permanente Nondiscrimination Notice
and Language Access Services #4 kaiser PERMANENTE.

KAISER PERMANENTE 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:

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

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

e Qualified interpreters
e 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. Enrollment in
Kaiser Permanente depends on contract renewal.

© 2018 Kaiser Foundation Health Plan of Washington H5050 XB0001444 56 18 accepted
2018-XB-7_ACA_Notice Taglines
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