Overview Help

A BETTER WAY TO TAKE CARE OF BUSINESS

2023 PLANS AND PRODUCTS | CALIFORNIA

Complete Suite plan comparison chart

Use this overview of our Complete Suite portfolio to easily explore a wide range of
Kaiser Permanente plans. This interactive tool also enables you to get quick side-by-side
comparisons of the different plans we have to offer.
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Overview HMO DHMO CDHC POS/PPO

Compare. Select. Administer. It's that easy.

With Complete Suite, we've done the work for you. We've compiled our most popular
standard midmarket plans in this interactive plan comparison chart, which allows you
to easily compare core and value-added supplemental plan benefits. And with a single
request, you can get binding quotes in a matter of minutes for up to 1,000 members.

Virtual Complete Plans

With a Kaiser Permanente Virtual Complete™ plan, your employees can get affordable, high-quality,
personalized care in a variety of ways. They have flexibility in how they choose to get care — taking
full advantage of our many no-cost virtual care options while still having access to in-person care
whenever they need it.

Other Changes for 2023

e A new Virtual Complete plan was added to the portfolio. Plan ID 14682/14683 has a $6,000
deductible, a $50 copay for primary care (first 3 visits not subject to deductible), and a $15
copay for generic drugs.

* A new DHMO XD plan was added to the portfolio. Plan ID 14678/14679 has a $5,000 deductible,
a $40 copay for primary care, a $50 copay for specialty care, and a $15 copay for generic drugs.

» Selected plans in our portfolio have a higher copay for a specialist visit. This was done to
maintain affordability and to align with the market.*

¢ HMO Mid plans 10682/10683 and 10684/10685 have been removed from the Complete Suite
portfolio, but are still available for groups to renew on.

» Kaiser Permanente will increase deductibles on six Complete Suite HSA-qualified plans to ensure
compliance with the 2023 IRS minimum deductible requirements for HSA-Qualified plans. Some
deductibles and out-of-pocket maximums also may increase beyond the new IRS requirements to
maintain current proportionality in plan design.

*Impacted groups will be auto-renewed onto plans with the higher specialty visit copay. Groups wishing to remain on their current plan may do so
by notifying their KP Account Representative.
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How to compare plans

With our Complete Suite interactive plan comparison chart, you can choose up to 3 plans at
a time and get as many comparisons as you'd like.

To get a comparison:
1. Click the Overview tab at the top of the page.

2. Check the box next to each plan you'd like to compare, then click the Compare plans
button at the top-right corner of the page.

3. Toremove a plan from your comparison, click the checked box to clear it.
To remove all plans selected, click the Reset button at the bottom of the page.

You can also get more detailed information about each plan type by clicking the tabs at the top of the page
—HMO, DHMO (deductible HMQO), CDHC (consumer-directed health care), or PPO, Point-of-Service.

To go back to the plan comparison page at any time, simply click the Overview tab at the top-left corner

of the page.

Are you viewing this on a mobile device?
The interactive features work best when you download to a desktop or use an application such as Adobe Reader.
The plan summary highlights the most frequently asked-about benefits and is for illustration purposes only. For a complete description,

please refer to the appropriate Evidence of Coverage or Certificate of Insurance booklet, or contact your broker or Kaiser Permanente
account manager.

Information may have changed since date of publication.

Ready to connect?

Check out our 2023 plans and request a quote from your
Kaiser Permanente representative today.

The HMO tier of the point-of-service (POS) plan is underwritten by Kaiser Foundation Health Plan, Inc. (KFHP). Kaiser Permanente Insurance
Company (KPIC) underwrites the participating and nonparticipating provider tiers of the POS plan and the PPO plan. KPIC is a subsidiary of
Kaiser Foundation Health Plan, Inc.
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2023 Complete Suite plans

Select the plans that you want to compare. You can choose up to 3 at a time.

HMO

CDHC

DHMO

POS/PPO

HMO plan families

CDHC POS/PPO

Plans selected:

Compare plans

NCAL/SCAL plan ID - primary care office visit/hospital inpatient/out-of-pocket maximum

HMO High'2

HMO Mid"-2

HMO Low'2

14602/14603 - $20/$250/$3,000

| 9961/9962 - $10/$0/$1,500 | 9983/9984 - $20/$250/$2,000 [ ] (lormerly 9955/9956)
14606/14607 - $30/$250/$3,000

| 9965/9966 - $15/$0/$1,500 | 9989/9990 - $20/$500/$2,500 [ ] formerly 9957/9956)
14610/14611 - $20/$500/$3,000

10003/10004 - $20/$0/$1,500 9930/9931 - $25/$500/$2,500 formerly 9959/9960)
14614/14615 - $30/$500/$3,000

| 10650/106522 - $20/$0/$1,500 | 9987/9988 - $30/$250/$2,000 [] formerly 9967/9969)
14618/14619 - $30/$500/$3,000

" 110011/10012 - $15/$250/$1,500 | | | 9991/9992 - $30/$500/$2,500 [ ] (lormerly 9973/9974)

"1 10015/10016 - $20/$250/$1,500 | 997919980 - $30/$500/$3,500

14622/14623 - $40/$500/$3,000

| 10678/106792 - $20/$250/$1,500 [] formerly 9977/9978)

| 10048/10049 - $25/$250/$1,500 | 9942/9943 - $40/$500/$3,500

" | 10052/10053 - $20/$500/$1,500 | 13058/13059* - $40/30%/$4,000

| 9970/9972 - $25/$500/$1,500

" | 10680/106812 - $25/$500/$1,500

| 9981/9982 - $30/$500/$1,500

Clear all plans selected

1. HMO Low/Mid/High plans—HMO High, Mid, and Low designations are driven by the plans’ out-of-pocket maximum levels. High plans offer the
lowest out-of-pocket maximums. Low plans offer the highest out-of-pocket maximums. 2. Traditional HMO—Pay a simple copay for most covered
services. 3. Available with optical hardware allowance. 4. Coinsurance HMO —Pay office visit copays; coinsurance for most other services.
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2023 Complete Suite plans

HMO

DHMO

Click on the specific plan name to see your options for that plan.

(NN DHMO [EWETe

POS/PPO

CDHC

Deductible HMO (DHMO) plan families

POS/PPO

Plans selected:

Compare plans

NCAL/SCAL plan ID - deductible/primary care office visit/hospital inpatient

Deductible HMO HO'

Deductible HMO XD?

Virtual Complete

| 8776/8777 - $250/$10/10%

8796/8797 - $250/$10/10%

13770/13771 - $2,000/$30/20%

|| 8780/8781 - $500/$20/10%

8800/8801 - $500/$20/20%

13774/13775 - $2,500/$40/20%

|| 8782/8783 - $750/$25/20%

8808/8809 - $750/$25/20%

13778/13779 - $3,000/$40/30%

|| 13872/13873¢ - $750/$25/20%

8804/8805 - $1,000/$20/20%

13782/13783 - $4,000/$50/30%

|| 8784/8785 - $1,000/$20/20%

8810/8811 - $1,000/$30/30%

13786/13787 - $5,000/$50/40%

-$1, A
10690/10691* - $1,000/$20/20%

8814/8815 - $1,500/$20/20%

HEENIEN N

|| 8790/8791 - $1,500/$20/20%

8818/8819 - $2,000/$20/20%

14642/14643 - $1,500/$40/30%

14682/14683 - $6,000/$50/40%

Deductible HMO CDO?

D 10692/10693* - $1,500/$20/20% (formerly 8816/8817) D 13860/13861 - $5,000/$50/30%
14626/14627 - $2,000/$20/20% 14646/14647 - $2,500/$40/30%
L] (formerly 13046/13047) (formerly 8820/8821) | 13858/13859 - $5,500/$50/40%
D 14630/14631 - $2,500/$20/20% 14650/14651 - $3,000/$40/30%
(formerly 8794/8795) (formerly 8822/8823)
14634/14635 - $1,500/$40/30% 14654/14655 - $3,500/$40/30%
(formerly 8792/8793) (formerly 13864/13865)
14638/14639 - $3,000/$40/30%
[ ] formety 10206/10209) 13868/13869 - $4,000/$40/30%

L O O O O O O O O

14678/14679 - $5,000/$40/30%

Clear all plans selected

1. Deductible HMO HO-Most services are covered at a copay or coinsurance. A deductible applies to hospital services, such as inpatient
hospital, outpatient surgery, and emergency room services. 2. Deductible HMO XD —Provider office visits and pharmacy are covered at a copay
or coinsurance. A deductible applies to most other services. 3. Deductible HMO CDO —Preventive care is covered at no cost. A deductible applies
to most services, including pharmacy. 4. Available with optical hardware allowance.
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2023 Complete Suite plans

Click on the specific plan name to see your options for that plan. Plans selected:

HMO  DHMO [IaE POS/PPO

Consumer-directed health care (CDHC) plans
NCAL/SCAL plan ID - deductible/primary care office visit/hospital inpatient

HSA-qualified HDHP HMO' Deductible HMO plans with HRA?

D 14831/14832 - $1,500/$20/$250
(formerly 12189/12191)

[] 14833/14834 - $1,500/10%/10%
(formerly 12195/12196)

[] 14830/14829 - $3,000/$0/$0
(formerly 12168/12167)

D 14658/14659 - $2,000/$30/$250
(formerly 12190/12193)

[] 14662/14663 - $2,500/$30/$250
(formerly 11908/11909)

[] 14666/14667 - $3,000/$30/30%
(formerly 12187/12188)

D 14670/14671 - $3,500/$30/30%
(formerly 10426/10427)

D 14674/14675 - $4,500/$40/40%
(formerly 13877/13878)

|| 8759/8760 - $1,000/$20/20%

|| 8761/8762 - $1,500/$20/20%

|| 876318764 - $2,000/$20/20%

|| 8765/8766 - $2,500/$20/20%

|| 7823/7824 - $3,000/30%/30%

"1 13050/13051 - $3,500/30%/30%

| 13822/13823 - $4,000/30%/30%

|| 13854/13855 - $4,500/40%/40%

|| 13850/13851 - $5,500/$50/40%

Clear all plans selected

1. HSA-qualified HDHP HMO—All services, except preventive services, are subject to a deductible. 2. Deductible HMO — Plans with HRA have XP
accumulation, meaning pharmacy is covered at a copay or coinsurance. A deductible applies to most other services.

&EXD Kkp.org/choosebetter S{\w’;é KAISER PERMANENTE.



2023 Complete Suite plans

Click on the specific plan name to see your options for that plan. Plans selected:
HMO  DHMO  CDHC
POS/PPO plans
NCAL/SCAL plan ID - deductible by tier/office visit by tier
POS plans PPO plans
| 13886/13887 - $0/$500/$1,000; $20/$35/40% | 13898/13899 - $500/$1,500; $20/40%
| 13890/13891 - $0/$1,000/$2,000; $25/$50/40% || 13902/13903 - $750/$1,750; $30/40%
| 13894/13895 - $0/$1,500/$3,000; $30/20%/50% | 13906/13907 - $1,000/$2,000; $35/40%

"1 13910/13911 - $1,500/$3,000; $35/40%

1 13914/13915 - $2,000/$4,000; $40/50%

" | HSA Qualified 13918/13919 - $3,000/$5,000; $40/40%

Clear all plans selected

The HMO tier of the point-of-service (POS) plan is underwritten by Kaiser Foundation Health Plan, Inc. (KFHP). Kaiser Permanente Insurance
Company (KPIC) underwrites the participating and nonparticipating provider tiers of the POS plan and the PPO plan. KPIC is a subsidiary of
Kaiser Foundation Health Plan, Inc.
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Complete Suite category

B HMO High'

DHMO

B HMO High'

CDHC

B HMO High'

Compare plans Plans selected:

B HMO High'

POS/PPO

B HMO High'

NCAL/SCALplan ID

9961/9962

9965/9966

10003/10004

10650/10652

10011/10012

Plan deductible
(individual/family)

None

None

None

None

None

Out-of-pocket maximum
(individual/family)

$1,500/$3,000

$1,500/$3,000

$1,500/$3,000

$1,500/$3,000

$1,500/$3,000

Telehealth? No charge No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge No charge
Primary and specialty
care visit $10 $15 $20 $20 $15
Hospital inpatient .
(per admission) No charge No charge No charge No charge $250 per admit
Outpatient surgery
(per procedure) $10 $15 $20 $20 $15
Emergency care $100 $100 $100 $100 $100
Prescription drugs
Generic $10 $10 $10 $10 $10
Brand $20 $20 $20 $20 $30
Specialt 20%, not to 20%, not to 20%, not to 20%, not to 20%, not to

pecialty exceed $250 exceed $250 exceed $250 exceed $250 exceed $250
Emergency ambulance
services (per trip) $50 $50 $50 $50 $50
CT/PET/MRI (per procedure) No charge No charge No charge No charge No charge
Lab/X-ray (per encounter) No charge No charge No charge No charge No charge
Durable medical 20% 20% 20% 20% 20%
equipment
Fertility services Same as medical Same as medical Same as medical Same as medical 509

y benefit benefit benefit benefit °
Prenatal care and
well-baby visits No charge No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered S0 e Not covered
allowance/12 months

Prosthetics and orthotics No charge No charge No charge No charge No charge

1. Traditional HMO—Pay a simple copay for most covered services. 2. Telehealth—Telehealth services include scheduled phone and video visits

when appropriate and available. These features are available when you get care from Kaiser Permanente providers.
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Complete Suite category

DHMO

CDHC

POS/PPO

Compare plans Plans selected:

B HMO High' B HMO High' B HMO High' B HMO High' B HMO High'

NCAL/SCAL plan ID 10015/10016 10678/10679 10048/10049 10052/10053 9970/9972
Plan deductible
(individualffamily) None None None None None
Out-of-pocket maximum
(individual/family) $1,500/$3,000 $1,500/$3,000 $1,500/$3,000 $1,500/$3,000 $1,500/$3,000
Telehealth? No charge No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge No charge
Primary and specialty
care visit $20 $20 $25 $20 $25
Hospital inpatient . . , . .
(per admission) $250 per admit $250 per admit $250 per admit $500 per admit $500 per admit
Outpatient surgery
(per procedure) $20 $20 $25 $100 $100
Emergency care $100 $100 $100 $100 $100
Prescription drugs
Generic $10 $10 $10 $15 $15
Brand $30 $30 $30 $35 $35
Specialt 20%, not to 20%, not to 20%, not to 30%, not to 30%, not to

pecialty exceed $250 exceed $250 exceed $250 exceed $250 exceed $250
Emergency ambulance
services (per trip) $50 $50 $50 $100 $100
CT/PET/MRI (per procedure) No charge No charge No charge $50 $50
Lab/X-ray (per encounter) No charge No charge No charge $10 $10
Durable medica 20% 20% 20% 20% 20%
equipment
Fertility services 50% 50% 50% 50% 50%
Prenatal care and
well-baby visits No charge No charge No charge No charge No charge
Optical hardware Not covered aIIo?/\jasnoc:/?rg \Ar:]aorﬁ ths Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge No charge No charge

1. Traditional HMO—Pay a simple copay for most covered services. 2. Telehealth—Telehealth services include scheduled phone and video visits
when appropriate and available. These features are available when you get care from Kaiser Permanente providers.
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Complete Suite category

B HMO High'

DHMO

HMO High'

CDHC

B HMO Mid’

POS/PPO

Compare plans Plans selected:

B HMO Mid’

NCAL/SCAL plan ID 10680/10681 9981/9982 9983/9984 9989/9990

Plan deductible

(individualffamily) None None None None

Out-of-pocket maximum

(individual/family) $1,500/$3,000 $1,500/$3,000 $2,000/$4,000 $2,500/$5,000

Telehealth? No charge No charge No charge No charge

Preventive care No charge No charge No charge No charge

Primary and specialty

care visit $25 $30 $20 $20

Hospital inpatient . . . .

(per admission) $500 per admit $500 per admit $250 per admit $500 per admit

Outpatient surgery $100 $100 $100 $250

(per procedure)

Emergency care $100 $100 $100 $100

Prescription drugs

Generic $15 $15 $15 $15

Brand $35 $35 $30 $35

Spedialt 30%, notto 30%, not to 30%, not to 30%, not to
pecialty exceed $250 exceed $250 exceed $250 exceed $250

Emergency ambulance

services (per tip) $100 $100 $100 $100

CT/PET/MRI (per procedure) $50 $50 $50 $50

Lab/X-ray (per encounter) $10 $10 $10 $10

Durable medical 20% 20% 20% 20%

equipment

Fertility services 50% 50% 50% 50%

Prenatal care and

well-baby visits No charge No charge No charge No charge

Optical hardware Sl Not covered Not covered Not covered

allowance/24 months
Prosthetics and orthotics No charge No charge No charge No charge

1. Traditional HMO —Pay a simple copay for most covered services. 2. Telehealth—Telehealth services include scheduled phone and video visits
when appropriate and available. These features are available when you get care from Kaiser Permanente providers.
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Complete Suite category

Bl HMO Mid'

DHMO

Bl HMO Mid"

CDHC

Bl HMO Mid'

POS/PPO

Compare plans Plans selected:

Il HMO Low'

NCAL/SCAL plan ID 9930/9931 9987/9988 9991/9992 14602/14603

Plan deductible

(individualffamily) None None None None

Out-of-pocket maximum

(individual/family) $2,500/$5,000 $2,000/$4,000 $2,500/$5,000 $3,000/$6,000

Telehealth? No charge No charge No charge No charge

Preventive care No charge No charge No charge No charge

Primary and specialty

care visit $25 $30 $30 $20/$40

Hospital inpatient . . : $250 per day

(per admission) $500 per admit $250 per admit $500 per admit upto 3 days

Outpatient surgery

(per procedure) $250 $100 $250 $125

Emergency care $100 $100 $100 $100

Prescription drugs

Generic $15 $15 $15 $10

Brand $35 $30 $35 $30

Specialt 30%, not to 30%, not to 30%, not to 20%, not to
p y exceed $250 exceed $250 exceed $250 exceed $250

Emergency ambulance

services (per trip) $100 $100 $100 $100

CT/PET/MRI (per procedure) $50 $50 $50 $100

Lab/X-ray (per encounter) $10 $10 $10 $10

Durable medical 20% 20% 20% 50%

equipment

Fertility services 50% 50% 50% 50%

Prenatal care and

well-baby visits No charge No charge No charge No charge

Optical hardware Not covered Not covered Not covered Not covered

Prosthetics and orthotics No charge No charge No charge No charge

1. Traditional HMO —Pay a simple copay for most covered services. 2. Telehealth—Telehealth services include scheduled phone and video visits
when appropriate and available. These features are available when you get care from Kaiser Permanente providers.
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Complete Suite category

DHMO

CDHC

Compare plans Plans selected:

POS/PPO

Bl HMO Low’ Bl HMO Low’ Bl HMO Low’ Bl HMO Low' Bl HMO Low’

NCAL/SCAL plan ID 14606/14607 14610/14611 14614/14615 14618/14619 997919980
Plan deductible
(individualffamily) None None None None None
Out-of-pocket maximum
(individual/family) $3,000/$6,000 $3,000/$6,000 $3,000/$6,000 $3,000/$6,000 $3,500/$7,000
Telehealth? No charge No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge No charge
Primary and specialty $30/540 §20/$40 §30/$40 §30/$40 $30/$50
care visit
Hospital inpatient $250 per day $500 per day $500 per day
(per admission) up to 3 days up to 3 days up to 3 days ek D)
Outpatient surgery
(per procedure) $125 $250 $250 $250 $250
Emergency care $100 $150 $150 $150 $150
Prescription drugs
Generic $10 $15 $15 $15 $15
Brand $30 $35 $35 $35 $35
Specialt 20%, not to 30%, not to 30%, not to 30%, notto 30%, not to

pecialty exceed $250 exceed $250 exceed $250 exceed $250 exceed $250
Emergency ambulance
services (per trip) $100 $150 $150 $150 $150
CT/PET/MRI (per procedure) $100 $100 $100 $100 $100
Lab/X-ray (per encounter) $10 $10 $10 $10 $10
Durable medical 50% 50% 50% 50% 50%
equipment
Fertility services 50% 50% 50% 50% 50%
Prenatal care and
well-baby visits No charge No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge No charge No charge

1. Traditional HMO—Pay a simple copay for most covered services. 2. Telehealth—Telehealth services include scheduled phone and video visits
when appropriate and available. These features are available when you get care from Kaiser Permanente providers.
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Overview

HMO

DHMO

CDHC

Compare plans Plans selected:

POS/PPO

Complete Suite category

Il HMO Low’ Il HMO Low’ Il HMO Low (Coinsurance)?
NCAL/SCAL plan ID 1462214623 9942/9943 13058/13059
Plan deductible
(individual/family) None None None
Out-of-pocket maximum
(individualffamily) $3,000/$6,000 $3,500/$7,000 $4,000/$8,000
Telehealth® No charge No charge No charge
Preventive care No charge No charge No charge
Primary and specialty
care visit $40/$50 $40/$50 $40/$50
Hospital inpatient
(per admission) $500 per day $500 per day 30%
Outpatient surgery $250 $250 30%
(per procedure)
Emergency care $150 $150 30%
Prescription drugs
Generic $15 $15 $15
Brand $35 $35 $35
Specialty 30%, not to exceed $250 30%, not to exceed $250 30%, not to exceed $250
Emergency ambulance
services (per trip) Al w1 4l
CT/PET/MRI (per procedure) $100 $100 30%, not to exceed $150
Lab/X-ray (per encounter) $10 $10 $15
Durz?ble medical 50% 50% 50%
equipment
Fertility services 50% 50% 50%
Prenatal care and
well-baby visits No charge No charge No charge
Optical hardware Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge

1. Traditional HMO —Pay a simple copay for most covered services. 2. Coinsurance HMO —Pay office visit copays; coinsurance for most other services.
3. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available. These features are available when you
get care from Kaiser Permanente providers.
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Overview

Complete Suite category

HMO

|
Deductible HMO HO'

DHMO

|
Deductible HMO HO'

CDHC POS/PPO
Compare plans

|
Deductible HMO HO'

Plans selected:

|
Deductible HMO HO'

NCAL/SCAL plan ID 877618777 8780/8781 87828783 13872/13873
Plan deductible
(individual/family) $250/$500 $500/$1,000 $750/$1,500 $750/$1,500
Out-of-pocket maximum
(individual/family) $3,000/$6,000 $3,000/$6,000 $3,000/$6,000 $3,000/$6,000
Telehealth? No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge
Primary and specialty
care visit $10 §20 $25 $25
Hospital Inpatient 10% after deductible 10% after deductible 20% after deductible 20% after deductible
(per admission)
Outpatient surgery 10% after deductible 10% after deductible 20% after deductible 20% after deductible
(per procedure)
Emergency care 10% after deductible 10% after deductible 20% after deductible 20% after deductible
Prescription drugs
Generic $10 $10 $10 $10
Brand $30 $30 $30 $30
Specialt 20%, not to 20%, not to 20%, not to 20%, not to

pecialty exceed $250 exceed $250 exceed $250 exceed $250
Emergency ambulance
services (per trip) $150 $150 $150 $150

10%, not to 10%, not to 20%, not to 20%, not to

CT/PET/MRI (per procedure) exceed $150 exceed $150 exceed $150 exceed $150
Lab/X-ray (per encounter) $10 $10 $10 $10
Durable medical 0% 20% 20% 20%
equipment
Fertility services 50% 50% 50% 50%
Prenatal care and
well-baby visits No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered alloﬂ\sf\jaSnocglzrjv:naor?\ th
Prosthetics and orthotics No charge No charge No charge No charge

1. Deductible HMO HO—Most services are covered at a copay or coinsurance. A deductible applies to hospital services, such as inpatient hospital,
outpatient surgery, and emergency room services. 2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate
and available. These features are available when you get care from Kaiser Permanente providers.
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Overview HMO DHMO CDHC POS/PPO
Compare plans Plans selected:

Complete Suite category

| | | | |
Deductible HMO HO"| Deductible HMO HO" | Deductible HMO HO" | Deductible HMO HO" |Deductible HMO HO'

NCAL/SCAL plan ID 8784/8785 10690/10691 8790/8791 10692/10693 14626/14627
Plan deductible
(individualffamily) $1,000/$2,000 $1,000/$2,000 $1,500/$3,000 $1,500/$3,000 $2,000/$4,000
Out-of-pocket maximum
(individualffamily) $3,000/$6,000 $3,000/$6,000 $4,000/$8,000 $4,000/$8,000 $4,500/$9,000
Telehealth? No charge No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge No charge
Primary and specialty
care visit 520 $20 $20 $20 $20/$40
AR |.np'atient 20% after deductible | 20% after deductible | 20% after deductible | 20% after deductible | 20% after deductible
(per admission)
Outpatient surgery 20% after deductible | 20% after deductible | 20% after deductible | 20% after deductible | 20% after deductible
(per procedure)
Emergency care 20% after deductible | 20% after deductible | 20% after deductible | 20% after deductible | 20% after deductible
Prescription drugs
Generic $10 $10 $10 $10 $10
Brand $30 $30 $30 $30 $30
Specialt 20%, not to 20%, not to 20%, not to 20%, not to 20%, not to

pecialty exceed $250 exceed $250 exceed $250 exceed $250 exceed $250
Emergency ambulance
services (per trip) $150 $150 $150 $150 $150

20%, not to 20%, not to 20%, not to 20%, not to 20%, not to
CTIPET/MRI (per procedure) exceed $150 exceed $150 exceed $150 exceed $150 exceed $150
Lab/X-ray (per encounter) $10 $10 $10 $10 $10
Durable medical 20% 20% 20% 20% 20%
equipment
Fertility services 50% 50% 50% 50% 50%
Prenatal care and
well-baby visits No charge No charge No charge No charge No charge
. $150 hardware $130 hardware

Optical hardware Not covered allowance/24 months Not covered allowance/24 months Not covered
Prosthetics and orthotics No charge No charge No charge No charge No charge

1. Deductible HMO HO —Most services are covered at a copay or coinsurance. A deductible applies to hospital services, such as inpatient hospital,
outpatient surgery, and emergency room services. 2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate
and available. These features are available when you get care from Kaiser Permanente providers.
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Overview HMO DHMO

CDHC POS/PPO
Compare plans Plans selected:

Complete Suite category

M Deductible HMO HO'

Il Deductible HMO HO'

Il Deductible HMO HO'

NCAL/SCAL plan ID 14630/14631 14634/14635 14638/14639
Plan deductible

(individual/family) $2,500/$5,000 $1,500/$3,000 $3,000/$6,000
Out-of-pocket maximum

(individual/family) $5,000/$10,000 $4,000/$8,000 $6,000/$12,000
Telehealth? No charge No charge No charge
Preventive care No charge No charge No charge
Primary and specialty

care visit $20/$40 $40/$50 $40/$50
i L 20% after deductible 30% after deductible 30% after deductible
(peradmission)

Outpatient surgery 20% after deductible 30% after deductible 30% after deductible
(per procedure)

Emergency care 20% after deductible 30% after deductible 30% after deductible
Prescription drugs

Generic $10 $10 $10

Brand $30 $30 $30
Specialty 20%, not to exceed $250 20%, not to exceed $250 20%, not to exceed $250
Emergency ambulance

services (per trip) Al b3 Al
CT/PET/MRI (per procedure) 20%, not to exceed $150 30%, not to exceed $150 30%, not to exceed $150
Lab/X-ray (per encounter) $10 $15 $15
Durgble medical 20% 20% 20%
equipment

Fertility services 50% 50% 50%
Prenatal care and

well-baby visits No charge No charge No charge
Optical hardware Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge

1. Deductible HMO HO—Most services are covered at a copay or coinsurance. A deductible applies to hospital services, such as inpatient hospital,
outpatient surgery, and emergency room services. 2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate
and available. These features are available when you get care from Kaiser Permanente providers.
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Overview

Complete Suite category

HMO

I Deductible HMO XD'

DHMO

M Deductible HMO XD!

I Deductible HMO XD*

CDHC POS/PPO
Compare plans

Plans selected:

I Deductible HMO XD*

NCAL/SCAL plan ID 8796/8797 8800/8801 8808/8809 8804/8805
Plan deductible

(individualffamily) $250/$500 $500/$1,000 $750/$1,500 $1,000/$2,000
Out-of-pocket maximum

(individualffamily) $2,500/$5,000 $3,000/$6,000 $3,000/$6,000 $3,000/$6,000
Telehealth? No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge
Primary and specialty

care visit $10 $20 $25 $20
il Inpatient 10% after deductible 20% after deductible 20% after deductible 20% after deductible
(per admission)

Outpatient surgery 10% after deductible 20% after deductible 20% after deductible 20% after deductible
(per procedure)

Emergency care 10% after deductible 20% after deductible 20% after deductible 20% after deductible
Prescription drugs

Generic $10 $10 $10 $10

Brand $30 $30 $30 $30
Specialty 20%, not to exceed $250 | 20%, not to exceed $250 | 20%, not to exceed $250 | 20%, not to exceed $250

Emergency ambulance
services (per trip)

$150 after deductible

$150 after deductible

$150 after deductible

$150 after deductible

CT/PET/MRI (per procedure)

10% not to exceed
$150, after deductible

20% not to exceed
$150, after deductible

20% not to exceed
$150, after deductible

20% not to exceed
$150, after deductible

Lab/X-ray (per encounter) $10 after deductible $10 after deductible $10 after deductible $10 after deductible
Dur;?ble medical 20% 20% 20% 20%
equipment

Fertility services 50% 50% 50% 50%
Prenatal care and

well-baby visits No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge No charge

1. Deductible HMO XD —Provider office visits and pharmacy are covered at a copay or coinsurance. A deductible applies to most other services.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available. These features are available when you
get care from Kaiser Permanente providers.
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Overview HMO DHMO

CDHC POS/PPO
Compare plans

Plans selected:

Complete Suite category ‘

B Deductible HMO XD!

B Deductible HMO XD!

B Deductible HMO XD’

B Deductible HMO XD'

NCAL/SCAL plan ID 8810/8811 8814/8815 8818/8819 14642/14643
Plan deductible

(individualffamily) $1,000/$2,000 $1,500/$3,000 $2,000/$4,000 $1,500/$3,000
Out-of-pocket maximum

(individualffamily) $3,000/$6,000 $4,000/$8,000 $4,000/$8,000 $4,000/$8,000
Telehealth? No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge
Primary and specialty

care visit $30 $20 $20 $40/$50
Hospital Inpatient 30% after deductible 20% after deductible 20% after deductible 30% after deductible
(per admission)

Outpatient surgery 30% after deductible 20% after deductible 20% after deductible 30% after deductible
(per procedure)

Emergency care 30% after deductible 20% after deductible 20% after deductible 30% after deductible
Prescription drugs

Generic $10 $10 $10 $10

Brand $30 $30 $30 $30
Specialty 20%, not to exceed $250 | 20%, notto exceed $250 | 20%, not to exceed $250 | 20%, not to exceed $250

Emergency ambulance
services (per trip)

$150 after deductible

$150 after deductible

$150 after deductible

$150 after deductible

CT/PET/MRI (per procedure)

30% not to exceed
$150, after deductible

20% not to exceed
$150, after deductible

20% not to exceed
$150, after deductible

30% not to exceed
$150, after deductible

Lab/X-ray (per encounter) $10 after deductible $10 after deductible $10 after deductible $15 after deductible
Durzj\ble medical 20% 20% 20% 20%
equipment

Fertility services 50% 50% 50% 50%
Prenatal care and

wellbaby visits No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge No charge

1. Deductible HMO XD —Provider office visits and pharmacy are covered at a copay or coinsurance. A deductible applies to most other services.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available. These features are available when you
get care from Kaiser Permanente providers.
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Overview HMO DHMO

CDHC POS/PPO
Compare plans

Plans selected:

Complete Suite category ‘

Il Deductible HMO XD'

Il Deductible HMO XD’

Il Deductible HMO XD’

Il Deductible HMO XD’

NCAL/SCAL plan ID 14646/14647 14650/14651 14654/14655 13868/13869
Plan deductible

(individualffamily) $2,500/$5,000 $3,000/$6,000 $3,500/$7,000 $4,000/$8,000
Out-of-pocket maximum

(individualffamily) $5,000/$10,000 $6,000/$12,000 $6,500/$13,000 $7,000/$14,000
Telehealth? No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge
Primary and specialty

care visit $40/$50 $40/$50 $40/$50 $40/$50
il Inpatient 30% after deductible 30% after deductible 30% after deductible 30% after deductible
(per admission)

Outpatient surgery 30% after deductible 30% after deductible 30% after deductible 30% after deductible
(per procedure)

Emergency care 30% after deductible 30% after deductible 30% after deductible 30% after deductible
Prescription drugs

Generic $10 $10 $10 $15

Brand $30 $30 $30 $40
Specialty 20%, not to exceed $250 | 20%, notto exceed $250 | 20%, not to exceed $250 | 30%, not to exceed $250

Emergency ambulance
services (per trip)

$150 after deductible

$150 after deductible

$150 after deductible

$150 after deductible

CT/PET/MRI (per procedure)

30% not to exceed
$150, after deductible

30% not to exceed
$150, after deductible

30% not to exceed
$150, after deductible

30% not to exceed
$150, after deductible

Lab/X-ray (per encounter) $15 after deductible $15 after deductible $15 after deductible $15 after deductible
Durgble medical 20% 20% 20% 30%
equipment

Fertility services 50% 50% 50% 50%
Prenatal care and

wellbaby visits No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge No charge

1. Deductible HMO XD —Provider office visits and pharmacy are covered at a copay or coinsurance. A deductible applies to most other services.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available. These features are available when you
get care from Kaiser Permanente providers.
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Overview HMO DHMO

CDHC POS/PPO

Plans selected:

Complete Suite category

Compare plans

|| || || || ||
Deductible HMO XD |  Virtual Complete Virtual Complete Virtual Complete Virtual Complete
NCAL/SCAL plan ID 14678/14679 13770/13771 1377413775 13778113779 13782/13783
Plan deductible
(individualffamily) $5,000/$10,000 $2,000/$4,000 $2,500/$5,000 $3,000/$6,000 $4,000/$8,000
Out-of-pocket maximum
Ry $8,000/$16,000 $5,000/$10,000 $5,500/$11,000 $6,000/$12,000 $7,000/$14,000
Telehealth? No charge No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge No charge
cP:r?sgifnd specialty $40/$50 $30 after deductible® | $40 after deductible® | $40 after deductible® | $50 after deductible?
Hospital |‘np.at|ent 30% after deductible | 20% after deductible | 20% after deductible | 30% after deductible | 30% after deductible
(per admission)
Outpatient surgery 30% after deductible | 20% after deductible | 20% after deductible | 30% after deductible | 30% after deductible
(per procedure)
Emergency care 30% after deductible | 20% after deductible | 20% after deductible | 30% after deductible | 30% after deductible
Prescription drugs
Generic $15 $15 $15 $15 $15
Brand $40 $30 after deductible | $40 after deductible | $40 after deductible | $50 after deductible
30%, not to 20% not to 20% not to 30% not to 30% not to
Specialty exceed $250 exceed $250, exceed $250, exceed $250, exceed $250,
after deductible after deductible after deductible after deductible
Emergency ambulance $150 after 20% after 20% after 30% after 30% after
services (per trip) deductible deductible deductible deductible deductible
30% not to exceed 20% after 20% after 30% after 30% after
CTIPET/MRI (per procedure) | ¢154 wter deductible|  deductible deductible deductible deductible

Lab: $15 no ded

Lab: $15 no ded

Lab: $15 no ded

Lab: $15 no ded

Lab/X-ray (per encounter) | $15 after deductible |  X-ray: 20% after X-Ray: 20% after X-Ray: 30% after X-Ray: 30% after
deductible deductible deductible deductible

Durable medical 30% 20% 20% 30% 30%

equipment

Fertility services 50% 50% 50% 50% 50%

Prenatal care and

well-baby visits No charge No charge No charge No charge No charge

Optical hardware Not covered Not covered Not covered Not covered Not covered

Prosthetics and orthotics No charge No charge No charge No charge No charge

1. Deductible HMO XD -Provider office visits and pharmacy are covered at a copay or coinsurance. A deductible applies to most other services.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available. These features are available when
you get care from Kaiser Permanente providers. 3. Plan deductible doesn't apply to the first 3 visits combined for primary care, urgent care, mental
health, and substance use disorder treatment.
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Overview

Complete Suite category

HMO

I Virtual Complete

DHMO

H Virtual Complete

B Deductible
HMO CDO'’

CDHC POS/PPO
Compare plans

Plans selected:

B Deductible
HMO CDO!

NCAL/SCAL plan ID 13786/13787 14682/14683 13860/13861 13858/13859

Plan deductible

(individual/family) $5,000/$10,000 $6,000/$12,000 $5,000/$10,000 $5,500/$11,000

Out-of-pocket maximum

(individual/family) $8,000/$16,000 $8,000/$16,000 $7,000/$14,000 $7,500/$15,000

Telehealth? No charge No charge No charge No charge

Preventive care No charge No charge No charge No charge

Primary and specialty care visit $50 after deductible? $50 after deductible® $50 after deductible? $50 after deductible?®

sl Inpatient 40% after deductible 40% after deductible 30% after deductible 40% after deductible

(per admission)

Outpatient surgery 40% after deductible 40% after deductible 30% after deductible 40% after deductible

(per procedure)

Emergency care 40% after deductible 40% after deductible 30% after deductible 40% after deductible

Prescription drugs

Generic $15 $15 $15 after deductible* $15 after deductible’
. . . 40% not to exceed

Brand $50 after deductible $50 after deductible $50 after deductible §100, after deductible

Specialt 40% not to exceed $250, | 40% not to exceed $250, | 30% not to exceed $250, | 40% not to exceed $250,

pedally after deductible after deductible after deductible after deductible

Eme_rgencyam‘bulance 40% after deductible 40% after deductible 30% after deductible 40% after deductible

services (per trip)

CT/PET/MRI (per procedure) 40% after deductible 40% after deductible 30% after deductible 40% after deductible

Lab: $15 no ded Lab: $15 no ded
Lab/X-ray (per encounter) X-Ray: 40% after X-Ray: 40% after 30% after deductible 40% after deductible
deductible deductible

Durable medical equipment 40% 40% 30% 40%

Fertility services 50% 50% Not covered Not covered

Prenatal care and

well-baby visits No charge No charge No charge No charge

Optical hardware Not covered Not covered Not covered Not covered

Prosthetics and orthotics No charge No charge No charge No charge

1. Deductible HMO CDO-Preventive care is covered at no cost. A deductible applies to most services, including pharmacy. 2. Telehealth—
Telehealth services include scheduled phone and video visits when appropriate and available. These features are available when you get care
from Kaiser Permanente providers. 3. Plan deductible doesn't apply to the first 3 visits combined for primary care, urgent care, mental health,
and substance use disorder treatment. 4. Supplemental preventive drugs available at a lower cost share and before plan deductible. All other
prescriptions are subject to plan deductible.
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Overview

Complete Suite category

HMO

M HSA-qualified HDHP HMO'

DHMO

CDHC

M HSA-qualified HDHP HMO'

POS/PPO
Compare plans Plans selected:

M HSA-qualified HDHP HMO'

NCAL/SCAL plan ID 14831/14832 14833/14834 14830/14829
Plan deductible
Self-only $1,500 $1,500 $3,000
Family member/family $3,000/$3,000 $3,000/$3,000 $3,000/$6,000
Out-of-pocket maximum
Self-only $3,000 $3,000 $3,000
Family member/family $3,000/$6,000 $3,000/$6,000 $3,000/$6,000
Telehealth? $0 after deductible $0 after deductible $0 after deductible
Preventive care No charge No charge No charge
ana‘ry' and specialty $20 after deductible 10% after deductible $0 after deductible
care visit
Hospital i'np_atient $250 after deductible 10% after deductible $0 after deductible
(per admission)
Outpatient surgery $150 after deductible 10% after deductible $0 after deductible
(per procedure)
Emergency care $100 after deductible 10% after deductible $0 after deductible
Prescription drugs
Generic $10 after deductible $10 after deductible $0 after deductible
Brand $30 after deductible $30 after deductible $0 after deductible
. 20% not to exceed $250, 20% not to exceed $250, .
Specialty after deductible after deductible $0after deductible
fg?;?i:?cy HlWGS SeiIEES $100 after deductible 10% after deductible $0 after deductible
CT/PET/MRI (per procedure) $150 after deductible 10% after deductible $0 after deductible
Lab/X-ray (per encounter) $10 after deductible 10% after deductible $0 after deductible
Durgble medical 20% after deductible 10% after deductible $0 after deductible
equipment
Fertility services Not covered Not covered Not covered
Prenatal care and
well-baby visits No charge No charge No charge
Optical hardware Not covered Not covered Not covered
Prosthetics and orthotics No charge after deductible No charge after deductible No charge after deductible

1. HSA-qualified HDHP HMO - All services, except preventive services, are subject to a deductible. 2. Telehealth—Telehealth services include
scheduled phone and video visits when appropriate and available. These features are available when you get care from Kaiser Permanente

providers.
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Overview

Complete Suite category

HMO

M HSA-qualified HDHP HMO'

DHMO

CDHC

B HSA-qualified HDHP HMO'

POS/PPO
Compare plans Plans selected:

M HSA-qualified HDHP HMO'

NCAL/SCAL plan ID 14658/14659 14662/14663 14666/14667
Plan deductible
Self-only $2,000 $2,500 $3,000
Family member/family $3,000/$4,000 $3,000/$5,000 $3,000/$6,000
Out-of-pocket maximum
Self-only $3,500 $4,500 $5,250
Family member/family $3,500/$7,000 $4,500/$9,000 $5,250/$10,500
Telehealth? $0 after deductible $0 after deductible $0 after deductible
Preventive care No charge No charge No charge
E’:rr:\éllirsyifnd specialty $30/$50 after deductible $30/$50 after deductible $30/$50 after deductible
ool e $250 after deductible $250 after deductible 30% after deductible
(per admission)
Outpatient surgery $150 after deductible $150 after deductible 30% after deductible
(per procedure)
Emergency care $100 after deductible $100 after deductible 30% after deductible
Prescription drugs
Generic $10 after deductible $10 after deductible $15 after deductible
Brand $30 after deductible $30 after deductible $30 after deductible
Specialt 20% not to exceed $250, 20% not to exceed $250, 20% not to exceed $250,
P y after deductible after deductible after deductible
a::;(:;?i;r;cy S $100 after deductible $100 after deductible $100 after deductible
CT/PET/MRI (per procedure) $150 after deductible $150 after deductible 30 not o exceed
$150, after deductible
Lab/X-ray (per encounter) $10 after deductible $10 after deductible $10 after deductible
D””f‘b'e medical 20% after deductible 20% after deductible 20% after deductible
equipment
Fertility services Not covered Not covered Not covered
Prenatal care and
well-baby visits No charge No charge No charge
Optical hardware Not covered Not covered Not covered

Prosthetics and orthotics

No charge after deductible

No charge after deductible

No charge after deductible

1. HSA-qualified HDHP HMO-All services, except preventive services, are subject to a deductible. 2. Telehealth—Telehealth services include
scheduled phone and video visits when appropriate and available. These features are available when you get care from Kaiser Permanente

providers.

kp.org/choosebetter

8% KAISER PERMANENTE.




Overview

Complete Suite category

HMO

B HSA-qualified
HDHP HMO'

DHMO

B HSA-qualified
HDHP HMO'

CDHC

Compare plans Plans selected:

B HSA-qualified
HDHP HMO'

POS/PPO

B HSA-qualified
HDHP HMO'

NCAL/SCAL plan ID 14670/14671 14674114675 13854/13855 13850/13851
Plan deductible
Self-only $3,500 $4,500 $4,500 $5,500
Family member/family $3,500/$7,000 $4,500/$9,000 $4,500/$9,000 $5,500/$11,000
Out-of-pocket maximum
Self-only $6,000 $6,250 $6,500 $7,000
Family member/family $6,000/$12,000 $6,250/$12,500 $6,500/$13,000 $7,000/$14,000
Telehealth? $0 after deductible $0 after deductible $0 after deductible $0 after deductible
Preventive care No charge No charge No charge No charge
E;L':S&fnd spedialty $30/$50 after deductible | $40/$50 after deductible |  40% after deductible $50 after deductible
E-;I)(:asrpai;arlniirslspiz:()ent 30% after deductible 40% after deductible 40% after deductible 40% after deductible
&Ztrpsrtéizgil:gery 30% after deductible 40% after deductible 40% after deductible 40% after deductible
Emergency care 30% after deductible $250 after deductible 40% after deductible 40% after deductible
Prescription drugs
0,
Generic $15 after deductible $15 after deductible 30 /;EZEBOEZECS?SESO’ $15 after deductible?®
. . 40% not to exceed 40% not to exceed

Brand $35 after deductible $35 after deductible $100, after deductible §100, after deductible
Specialt 30% not to exceed 30% not to exceed 40% not to exceed 40% not to exceed

P y $250, after deductible $250, after deductible $250, after deductible $250, after deductible
Er:rc‘al?gc;:sn(cgearr?r?:)lance 30% after deductible 40% after deductible 40% after deductible 40% after deductible

0,
CT/PET/MRI (per procedure) 30% after deductible 40 A)a?f;tg:éﬁgglzwo’ 40% after deductible 40% after deductible
Lab/X-ray (per encounter) $10 after deductible 40% after deductible 40% after deductible 40% after deductible
E:L?;)Jserzfdical 30% after deductible 40% after deductible 40% after deductible 40% after deductible
Fertility services Not covered Not covered Not covered Not covered
\F/)vflrl]-?)t:tl);?/riii?snd No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered Not covered
. . No charge after No charge after No charge after No charge after

Prosthetics and orthotics deductible deductible deductible deductible

1. HSA-qualified HDHP HMO - All services, except preventive services, are subject to a deductible. 2. Telehealth—Telehealth services include
scheduled phone and video visits when appropriate and available. These features are available when you get care from Kaiser Permanente
providers. 3. Supplemental preventive drugs available at a lower cost share and before plan deductible.
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Overview

Complete Suite category ‘

HMO

Il DHMO with HRA

DHMO

Il DHMO with HRA

CDHC

Compare plans Plans selected:

Il DHMO with HRA

POS/PPO

Il DHMO with HRA'

NCAL/SCAL plan ID 8759/8760 8761/8762 8763/8764 876518766
Plan deductible
(individualffamily) $1,000/$2,000 $1,500/$3,000 $2,000/$4,000 $2,500/$5,000
Out-of-pocket maximum
(individualffamily) $2,000/$4,000 $3,000/$6,000 $4,000/$8,000 $5,000/$10,000
Telehealth? No charge No charge No charge No charge
Preventive care No charge No charge No charge No charge
cPa”rr:\?irsyitand specialty $20 after deductible $20 after deductible $20 after deductible $20 after deductible
Hospital Inpatient 20% after deductible 20% after deductible 20% after deductible 20% after deductible
(per admission)
Outpatient surgery 20% after deductible 20% after deductible 20% after deductible 20% after deductible
(per procedure)
Emergency care 20% after deductible 20% after deductible 20% after deductible 20% after deductible
Prescription drugs
Generic $10 $10 $10 $10
Brand $30 $30 $30 $30
Specialty 20%, not to exceed $250 | 20%, not to exceed $250 | 20%, not to exceed $250 | 20%, not to exceed $250
AEYET AT B §150 after deductible | $150 after deductible | $150afterdeductible | $150 after deductible
services (per trip)

20% not to exceed $150, | 20% not to exceed $150, | 20% not to exceed $150, | 20% not to exceed $150,
C/PET/MRI (per procedure) after deductible after deductible after deductible after deductible
Lab/X-ray (per encounter) $10 after deductible $10 after deductible $10 after deductible $10 after deductible
Durgble medical 20% 20% 20% 20%
equipment
Fertility services 50% 50% 50% 50%
Prenatal care and
well-baby visits No charge No charge No charge No charge
Optical hardware Not covered Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge No charge

1. Deductible HMO — Plans with HRA have XP accumulation, meaning pharmacy is covered at a copay or coinsurance. A deductible applies to most
other services. 2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available. These features are
available when you get care from Kaiser Permanente providers.
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Overview

Complete Suite category ‘

HMO

Il DHMO with HRA'

DHMO CDHC

CDHC

Il DHMO with HRA'

POS/PPO
Compare plans Plans selected:

Il DHMO with HRA

NCAL/SCAL plan ID 7823/7824 13050/13051 13822/13823
Plan deductible

(individual family) $3,000/$6,000 $3,500/$7,000 $4,000/$8,000
Out-of-pocket maximum

(individual/family) $6,000/$12,000 $6,500/$13,000 $7,000/$14,000
Telehealth? No charge No charge No charge
Preventive care No charge No charge No charge
Prima'ryand spedialty 30% after deductible 30% after deductible 30% after deductible
care visit

ORI i T 30% after deductible 30% after deductible 30% after deductible
(per admission)

Outpatient surgery 30% after deductible 30% after deductible 30% after deductible
(per procedure)

Emergency care 30% after deductible 30% after deductible 30% after deductible

Prescription drugs

Generic 30%, not to exceed $50 30%, not to exceed $50 30%, not to exceed $50
Brand 30%, not to exceed $100 30%, not to exceed $100 30%, not to exceed $100
Specialty 30%, not to exceed $250 30%, not to exceed $250 30%, not to exceed $250
Eme.rgencyam'bulance 30% after deductible 30% after deductible 30% after deductible
services (per trip)

CT/PET/MRI (per procedure) 30% after deductible 30% after deductible 30% after deductible
Lab/X-ray (per encounter) 30% after deductible 30% after deductible 30% after deductible
Durgble medical 30% 30% 30%
equipment

Fertility services 50% 50% 50%

Prenatal care and

well-baby visits No charge No charge No charge
Optical hardware Not covered Not covered Not covered
Prosthetics and orthotics No charge No charge No charge

1. Deductible HMO — Plans with HRA have XP accumulation, meaning pharmacy is covered at a copay or coinsurance. A deductible applies to most
other services. 2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available. These features are

available when you get care from Kaiser Permanente providers.

&P kp.org/choosebetter S{\w’;é KAISER PERMANENTE.



Overview HMO DHMO CDHC
Compare plans Plans selected:
Complete Suite category ‘ POST
NCAL/SCAL plan ID | 113886/13887
Tier HMO Tier Participating Provider Tier Nonparticipating Provider Tier
Plan deductible $0/50 $500/$1,000 $1,000/52,000

(individual/family)

Out-of-pocket maximum

(individualffamily) $1,500/$3,000 $3,000/$6,000 $6,000/$12,000
Telehealth? No charge $35 40% after deductible
Preventive care No charge No charge 40%
E’;ir?sirsyifnd specialy $20 $35 40% after deductible
&Lﬁf?ggg?’:‘;m $250 $250 + 20% after deductible $500 + 40% after deductible
&itrp;rt(i)i:;ﬂ:gery $100 20% after deductible 40% after deductible
Emergency care $150 Covered under the HMO tier Covered under the HMO tier
Prescription drugs

Generic $10 $20 preferred, $50 nonpreferred Not covered

Brand $30 $40 preferred, $50 nonpreferred Not covered
Specialty 20%, not to exceed $250 30%, not to exceed $250 Not covered

Emergency ambulance

services (per trip) $150 Covered under the HMO tier Covered under the HMO tier
CT/PET/MRI (per procedure) No charge $35 40% after deductible
Lab/X-ray (per encounter) No charge $35 40% after deductible
E:L?s:r?en;fdical 30% 30% after deductible 50% after deductible
Fertility services $20 20% 40%
‘F;’flrllj)t:tl);?;;i?:d No charge No charge 40%

Optical hardware Not covered Not covered Not covered
Prosthetics and orthotics No charge 20% after deductible 40% after deductible

1. The HMO tier of the point-of-service (POS) plan is underwritten by Kaiser Foundation Health Plan, Inc. (KFHP), while the participating provider
and nonparticipating provider tiers of the POS plan are underwritten by Kaiser Permanente Insurance Company (KPIC). KPIC is a subsidiary of KFHP.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available.
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Overview HMO DHMO CDHC

Compare plans Plans selected:
Complete Suite category ‘ POST
NCAL/SCAL plan ID | 113890/13891
Tier HMO Tier Participating Provider Tier Nonparticipating Provider Tier
Plan deductible
(individualffamily) $0/$0 $1,000/$2,000 $2,000/$4,000
Out-of-pocket maximum
(individual/family) $2,000/$4,000 $3,500/$7,000 $7,000/$14,000
Telehealth? No charge $50 40% after deductible
Preventive care No charge No charge 40%
TG e $25 $50 40% after deductible
care visit
Hospital Inpatient $250 $250 + 20% after deductible $500 + 40% after deductible
(per admission)
GRSy $100 20% after deductible 40% after deductible
(per procedure)
Emergency care $150 Covered under the HMO tier Covered under the HMO tier
Prescription drugs
Generic $10 $20 preferred, $50 nonpreferred Not covered
Brand $30 $40 preferred, $50 nonpreferred Not covered
Specialty 20%, not to exceed $250 30%, not to exceed $250 Not covered
Eme'rgency am.bulance $150 Covered under the HMO tier Covered under the HMO tier
services (per trip)
CT/PET/MRI (per procedure) $10 $50 40% after deductible
Lab/X-ray (per encounter) $10 $50 40% after deductible
Durgble el 30% 30% after deductible 50% after deductible
equipment
Fertility services $25 20% 40%
Prenatal care and 0
well-baby visits No charge No charge 40%
Optical hardware Not covered Not covered Not covered
Prosthetics and orthotics No charge 20% after deductible 40% after deductible

1. The HMO tier of the point-of-service (POS) plan is underwritten by Kaiser Foundation Health Plan, Inc. (KFHP), while the participating provider
and nonparticipating provider tiers of the POS plan are underwritten by Kaiser Permanente Insurance Company (KPIC). KPIC is a subsidiary of KFHP.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available.
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Overview HMO DHMO CDHC

Compare plans Plans selected:
Complete Suite category ‘ POST
NCAL/SCAL plan ID [ 113894/13895
Tier HMO Tier Participating Provider Tier Nonparticipating Provider Tier
Plan deductible
(individualffamily) $0/$0 $1,500/$3,000 $3,000/$6,000
Out-of-pocket maximum
(individualffamily) $2,500/$5,000 $4,500/$9,000 $9,000/$18,000
Telehealth? No charge 20% after deductible 50% after deductible
Preventive care No charge No charge 50%
e S SR $30 20% after deductible 50% after deductible
care visit
Hospital inpatient $500 $500 + 20% after deductible $1,000 + 50% after deductible
(per admission)
IOl $250 20% after deductible 50% after deductible
(per procedure)
Emergency care $150 Covered under the HMO tier Covered under the HMO tier
Prescription drugs
Generic $10 $20 preferred, $50 nonpreferred Not covered
Brand $30 $40 preferred, $50 nonpreferred Not covered
Specialty 20%, not to exceed $250 30%, not to exceed $250 Not covered
Emergency am.bulance $150 Covered under the HMO tier Covered under the HMO tier
services (per trip)
CT/PET/MRI (per procedure) $100 20% after deductible 50% after deductible
Lab/X-ray (per encounter) $10 20% after deductible 50% after deductible
Durgble el 30% 30% after deductible 50% after deductible
equipment
Fertility services $30 20% 50%
Prenatal care and
wellbaby visits No charge No charge 50%
Optical hardware Not covered Not covered Not covered
Prosthetics and orthotics No charge 20% after deductible 50% after deductible

1. The HMO tier of the point-of-service (POS) plan is underwritten by Kaiser Foundation Health Plan, Inc. (KFHP), while the participating provider
and nonparticipating provider tiers of the POS plan are underwritten by Kaiser Permanente Insurance Company (KPIC). KPIC is a subsidiary of KFHP.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available.
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Overview

Complete Suite category ’

NCAL/SCAL plan ID

HMO

DHMO

Compare plans Plans selected:

CDHC

PPO’

[ 113898/13899

[ 113902/13903

Tier

Participating Provider

Nonparticipating Provider

Participating Provider

Nonparticipating Provider

Plan deductible
(individual/family)

$500/$1,000

$1,500/$3,000

$750/$1,500

$1,750/$3,500

Out-of-pocket maximum

(individual/family) $3,500/$7,000 $7,000/$14,000 $5,000/$10,000 $10,000/$20,000
Telehealth? $20 40% after deductible $30 40% after deductible
Preventive care $0 40% $0 40%
Prima_r){ and specialty $20 40% after deductible $30 40% after deductible
care visit

Hospital inpatient

$250, then 20% after

$500, then 40% after

$250, then 20% after

$500, then 40% after

(per admission) deductible deductible deductible deductible

Outpatient surgery $100, then 20% after $150, then 40% after $100, then 20% after $150, then 40% after

(per procedure) deductible deductible deductible deductible

Emergency care $150 copay per visit, then Covered under the $150 copay per visit, then Covered under the

geny 20% after deductible participating provider tier 20% after deductible participating provider tier

Prescription drugs

Generic ALSE g e Sy Not covered S i Not covered
supply supply

Brand $40 for up to a 30-day Not covered $40 for up to a 30-day Not covered
supply supply

Specialty 30%, not to exceed $250 Not covered 30%, not to exceed $250 Not covered

Eme.rgency am'bulance 40% after deductible Covered as.preferred 40% after deductible Covered as.preferred

services (per trip) provider provider

CT/PET/MRI (per procedure) 20% after deductible 40% after deductible 20% after deductible 40% after deductible

Lab/X-ray (per encounter) 20% after deductible 40% after deductible 20% after deductible 40% after deductible

Durgble el 30% after deductible 50% after deductible 30% after deductible 50% after deductible

equipment

Fertility services 20% 40% 20% 40%

Prenatal care and

well-baby visits 50 40% 50 40%

Optical hardware Not covered Not covered Not covered Not covered

Prosthetics and orthotics 20% after deductible 40% after deductible 20% after deductible 40% after deductible

1. The Kaiser Permanente PPO Plan is underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available.
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Overview

Complete Suite category ’

NCAL/SCAL plan ID

HMO

DHMO

Compare plans Plans selected:

CDHC

PPO’

[ 113906/13907

[ 113910/13911

care visit

Tier Participating Provider Nonparticipating Provider Participating Provider Nonparticipating Provider
Plan deductible

(individualifamily) $1,000/$2,000 $2,000/$4,000 $1,500/$3,000 $3,000/$6,000
Out-of-pocket maximum

(individual/family) $5,000/$10,000 $10,000/$20,000 $5,000/$10,000 $10,000/$20,000
Telehealth? $35 40% after deductible $35 40% after deductible
Preventive care $0 40% $0 40%

AL RIS ) $35 40% after deductible $35 40% after deductible

Hospital inpatient

$250, then 20% after

$500, then 40% after

$250, then 20% after

$500, then 40% after

(per admission) deductible deductible deductible deductible

Outpatient surgery $100, then 20% after $150, then 40% after $100, then 20% after $150, then 40% after

(per procedure) deductible deductible deductible deductible

Emergency care $150 copay per visit, then Covered under the $150 copay per visit, then Covered under the

gendy 20% after deductible participating provider tier 20% after deductible participating provider tier

Prescription drugs

Generic L i Hidl; Not covered ALl e Sy Not covered
supply supply

Brand $40 for up to a 30-day Not covered $40 for up to a 30-day Not covered
supply supply

Specialty 30%, not to exceed $250 Not covered 30%, not to exceed $250 Not covered

Eme'rgency am'bulance 10% after deductible Covered as.preferred 40% after deductible Covered as_preferred

services (per trip) provider provider

CT/PET/MRI (per procedure) | 20% after deductible 40% after deductible 20% after deductible 40% after deductible

Lab/X-ray (per encounter) 20% after deductible 40% after deductible 20% after deductible 40% after deductible

Durgble G 30% after deductible 50% after deductible 30% after deductible 50% after deductible

equipment

Fertility services 20% 40% 20% 40%

Prenatal care and

well-baby visits $0 Ui i A

Optical hardware Not covered Not covered Not covered Not covered

Prosthetics and orthotics 20% after deductible 40% after deductible 20% after deductible 40% after deductible

1. The Kaiser Permanente PPO Plan is underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available.
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Overview

Complete Suite category ’

NCAL/SCAL plan ID

HMO

DHMO

Compare plans Plans selected:

CDHC

PPO’

L 113914/13915

|| HSA Qualified 13918/13919

Tier Participating Provider Nonparticipating Provider Participating Provider Nonparticipating Provider
Plan deductible
(individualffamily) $2,000/$4,000 $4,000/$8,000 $3,000/$6,000 $5,000/$10,000
Out-of-pocket maximum
(individualffamily) $5,000/$10,000 $10,000/$20,000 $6,000/$12,000 $12,000/$24,000
Telehealth? $40 50% after deductible $40 after deductible 40% after deductible
Preventive care $0 50% $0 40%
cPs:Ir':\?iré\,(i:nd oty $40 50% after deductible $40 after deductible 40% after deductible
Hospital inpatient $500, then 30% after $1,000, then.50% after 20% after deductible 10% after deductible
(per admission) deductible deductible
Outpatient surgery $100, then 30% after $150, then 50% after 20% after deductible 10% after deductible
(per procedure) deductible deductible
Emergency care $150 copay per visit, then Covered under the $150 copay per visit, then Covered under the
gency 30% after deductible participating provider tier 20% after deductible participating provider tier
Prescription drugs
Generic $15 for up to a 30-day Not covered $15 after ded forup to a Not covered
supply 30-day supply
Brand $40 for up to a 30-day Not covered $40 after ded foruptoa Not covered
supply 30-day supply
. ) 30%, not to exceed $250,
Specialty 30%, not to exceed $250 Not covered Jfier deductible Not covered
Eme'rgency am‘bulance 50% after deductible Covered as.preferred 40% after deductible Covered as'preferred
services (per trip) provider provider
CT/PET/MRI (per procedure) | 30% after deductible 50% after deductible 20% after deductible 40% after deductible
Lab/X-ray (per encounter) 30% after deductible 50% after deductible 20% after deductible 40% after deductible
Dur§ble g 30% after deductible 50% after deductible 20% after deductible 40% after deductible
equipment
Fertility services 30% 50% 20% after deductible 40% after deductible
Prenatal care and
well-baby visits $0 50% $0 40%
Optical hardware Not covered Not covered Not covered Not covered
Prosthetics and orthotics 30% after deductible 50% after deductible 20% after deductible 40% after deductible

1. The Kaiser Permanente PPO Plan is underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc.
2. Telehealth—Telehealth services include scheduled phone and video visits when appropriate and available.
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Overview HMO DHMO CDHC POS/PPO

Compare plans Plans selected:

Complete Suite category

NCAL/SCALplan ID

Plan deductible
Individual (Self-only)/
Family member/Family

Out-of-pocket maximum
Individual (Self-only)/
Family member/Family

Telehealth

Preventive care

Primary and specialty
care visit

Hospital inpatient
(per admission)

Outpatient surgery
(per procedure)

Emergency care

Prescription drugs

Generic

Brand

Specialty

Emergency ambulance
services (per trip)

CT/PET/MRI (per procedure)

Lab/X-ray (per encounter)

Durable medical
equipment

Fertility services

Prenatal care and
well-baby visits

Optical hardware

Prosthetics and orthotics

The plan summary highlights the most frequently asked-about benefits and is for illustration purposes only. For a complete description, please
refer to the appropriate Evidence of Coverage or Certificate of Insurance booklet, or contact your broker or Kaiser Permanente account manager.

Information may have changed since publication.
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