Overview

A BETTER WAY TO TAKE CARE OF BUSINESS

2022 PLANS AND PRODUCTS | MID-ATLANTIC STATES

Mid-size and Large Group plan comparison chart

Use this overview of our Mid-size and Large Group 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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Discover the Kaiser Permanente difference

Connected care. Plans that fit your budget.

At Kaiser Permanente, doctors, medical facilities, and health plan all work together to deliver care
that’s coordinated, proactive, and cost-efficient. Your employees get timely preventive screenings
while avoiding unnecessary tests and procedures. You get a more engaged workforce that can help
drive business success. And you can choose from a wide range of competitively priced plans to fit
both your benefits strategy and your budget.

Compare plans quickly and easily

This section overviews an interactive plan comparison chart and time-saving quotes for our most
popular standard Mid-size and Large Group plans—designed to meet your specific needs. With

our Mid-size and Large Group portfolio, they're all at your disposal. You can easily compare core
plan benefits as well as value-added supplemental benefits. And with a single request, you can get
binding quotes in a matter of minutes for up to 1,000 members.

New in 2022-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.

Choice Products Portfolio

The new portfolio includes 6 new Added Choice plans and 2 new Flexible Choice plans.
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2022 MAS plan pairings

To start, choose a single plan from Column 1. To view the entire plan pairing,
choose the plan from Column 1 and check the “See plan pairings” box on the right.

Column 1

Column 2 - Preferred Pairing

Flexible Choice - Preferred Pairing

See plan pairings

Column 3 - Acceptable Pairing

Flexible Choice - Acceptable Pairing

HMO/HMO Plus Plan 1 Flexible Choice Plan B Flexible Choice Plan C
HMO/HMO Plus Plan 2 Flexible Choice Plan C Flexible Choice Plan G
HMO/HMO Plus Plan 5 Flexible Choice Plan C Flexible Choice Plan G
HMO/HMO Plus Plan 8 Flexible Choice Plan D, Flexible Choice Plan F1A | Flexible Choice Plan H, Flexible Choice Plan F1B
HMO/HMO Plus Plan 10 Flexible Choice Plan | Flexible Choice Plan J
HMO/HMO Plus Plan 11 Deductible Flexible Choice Plan S Flexible Choice Plan |
Deductible HMO Deductible FIexibI.e'Choice - Deductible Flexiblg f:hoice -
Preferred Pairing Acceptable Pairing
DHMO/DHMO Plus Plan 1 Deductible Flexible Choice Plan R Deductible Flexible Choice Plan S
DHMO/DHMO Plus Plan 2 Deductible Flexible Choice Plan R Deductible Flexible Choice Plan S
DHMO/DHMO Plus Plan 5 Deductible Flexible Choice Plan S Deductible Flexible Choice Plan Q
DHMO/DHMO Plus Plan 7 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T
DHMO/DHMO Plus Plan 9 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T
DHMO/DHMO Plus Plan 10 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T
DHMO/DHMO Plus Plan 11 Deductible Flexible Choice Plan S Deductible Flexible Choice Plan Q
DHMO/DHMO Plus Plan 14 Deductible Flexible Choice Plan T Not applicable
DHMO/DHMO Plus Plan 17 Deductible Flexible Choice Plan T Not applicable
DHMO/DHMO Plus Plan 18 Deductible Flexible Choice Plan T Not applicable
DHMO/DHMO Plus Plan 20 Deductible Flexible Choice Plan S Deductible Flexible Choice Plan Q
DHMO/DHMO Plus Plan 21 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T
DHMO/DHMO Plus Plan 22 Deductible Flexible Choice Plan T Not applicable
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2022 MAS plan pairings

To start, choose a single plan from Column 1. To view the entire plan pairing,
choose the plan from Column 1 and check the “See plan pairings” box on the right.

See plan pairings

Column 1 Column 2 - Preferred Pairing Column 3 - Acceptable Pairing
HSA-Qualified Deductible HMO Deductible FIeX|bI'e.Ch0|ce - Deductible FIembIg Fhmce -
Preferred Pairing Acceptable Pairing
Aot Doz e HSA-Qualified Flexible Choice Plan U HSA-Qualified Flexible Choice Plan V
HMO Plan 1
H5A-Qualified Deductible HSA-Qualified Flexible Choice Plan U HSA-Qualified Flexible Choice Plan V
HMO Plan 2
HSA-Qualified Deductible . . . .
HMO Plan 3 HSA-Qualified Flexible Choice Plan V Not applicable
HSA-Qualified Deductible . . . .
HMO Plan 4 HSA-Qualified Flexible Choice Plan V Not applicable
H5A-Qualified Deductible HSA-Qualified Flexible Choice Plan U HSA-Qualified Flexible Choice Plan V
HMO Plan 16
HSA-Qualified Deductible . . . .
HMO Plan 17 HSA-Qualified Flexible Choice Plan V Not applicable

Virtual Deductible HMO

Deductible/HSA Flexible Choice -

Preferred Pairing

Deductible/HSA Flexible Choice -
Acceptable Pairing

Virtual Complete Deductible Deductible Flexible Choice Plan T HSA-Qualified Flexible Choice Plan V
HMO Plan 1

Virtual Complete Deductible HSA-Qualified Flexible Choice Plan U HSA-Qualified Flexible Choice Plan V
HMO Plan 2

Virtual Complete Deductible P . . .
HMO Plan 3 HSA-Qualified Flexible Choice Plan V Not applicable

Virtual Forward Deductible HSA-Qualified Flexible Choice Plan V Deductible Flexible Choice Plan T
HMO Plan 1

Vitual Forward Deductble HSA-Qualified Flexible Choice Plan V HSA-Qualified Flexible Choice Plan U
HMO Plan 2

irtual FHO'\r/lvgaIr)(faI?]e;jucnble HSA-Qualified Flexible Choice Plan V HSA-Qualified Flexible Choice Plan U
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2022 MAS plan pairings

To start, choose a single plan from Column 1. To view the entire plan pairing, See ol -
choose the plan from Column 1 and check the “See plan pairings” box on the right.
Column 1 Column 2 - Preferred Pairing Column 3 - Acceptable Pairing
Added Choice - Preferred Pairing Added Choice - Acceptable Pairing
HMO/HMO Plus Plan 1 Added Choice Plan 1 Added Choice Plan 2
HMO/HMO Plus Plan 2 Added Choice Plan 1 Added Choice Plan 2
HMO/HMO Plus Plan 5 Added Choice Plan 2 Added Choice Plan 3
HMO/HMO Plus Plan 8 Added Choice Plan 3 Added Choice Plan 4
HMO/HMO Plus Plan 10 Added Choice Plan 5 Added Choice Plan 6
HMO/HMO Plus Plan 11 Added Choice Plan 3 Added Choice Plan 5
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Plan Options

Plan 2

HMO HMO PLUS DHMO DHMOPLUS HDHP ADDED CHOICE FLEXIBLECHOICE OOA-PPO

Benefit/Feature

Individual Deductible (per plan year)-
family deductible is twice the stated
individual amount

Not applicable

Member pays

Not applicable

Not applicable

Deductible Accumulation

Not applicable

Individual Out-of-Pocket Maximum (per

plan year)-family out-of-pocket maximum is $1,300 $1,300 $1,300
twice the stated individual amount

Out-of-Pocket Maximum Accumulation Embedded

Office Visits—Primary Care $10 $15 $20
Office Visits-Specialty Care $20 $25 $30
Office Visits-Urgent Care $20 $25 $30
WeII:Chlld Care and Adult Preventive No charge No charge No charge
Services

Inpatient Hospital Care (facility fee) No charge $100 $300
Emergency Care

(copay waived if admitted) $100 $100 $100
Outpatient Surgery (facility fee) No charge $50 $75
Diagnostic Labs and X-rays No charge No charge No charge
Special Diagnostic Procedures (CT, MRI, and 5 i $50 §75

PET scans)
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Plan Options

Benefit/Feature

Individual Deductible (per plan year)-
family deductible is twice the stated
individual amount

Not applicable

Plan 10

Not applicable

HMO HMO PLUS DHMO DHMOPLUS HDHP ADDED CHOICE FLEXIBLECHOICE OOA-PPO

Plan 11

Not applicable

Deductible Accumulation

Not applicable

Individual Out-of-Pocket Maximum (per

plan year)-family out-of-pocket maximum is $2,250 $2,250 $3,000
twice the stated individual amount

Out-of-Pocket Maximum Accumulation Embedded

Office Visits—Primary Care $30 $30 $20
Office Visits-Specialty Care $40 $40 $30
Office Visits-Urgent Care $40 $40 $30
WeII:Chlld Care and Adult Preventive No charge No charge No charge
Services

Inpatient Hospital Care (facility fee) $100 $500 20%
Emergency Care

(copay waived if admitted) $100 $250 $250
Outpatient Surgery (facility fee) $50 $100 20%
Diagnostic Labs and X-rays No charge No charge $20
Special Diagnostic Procedures (CT, MRI, and £50 $100 $100

PET scans)
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HMO PLUS
Plan Options Plan 1
Benefit/Feature Member pays

In-Network Out-of-Network
deducible s wic the st mdhdaal amourt el
Deductible Accumulation Not applicable
Individual Out-of-Pocket Maximum (per plan year)-
family out-of-pocket maximum is twice the stated $1,300 Not applicable
individual amount
Out-of-Pocket Maximum Accumulation Embedded Not applicable
Office Visits—Primary Care $10 $30 (applies to 10-visit limit)
Office Visits-Specialty Care $20 $40 (applies to 10-visit limit)
Office Visits-Urgent Care $20 Not covered
Well-Child Care and Adult Preventive Services No charge No charge (applies to 10-visit limit)
Inpatient Hospital Care (facility fee) No charge Not covered
Emergency Care (copay waived if admitted) $100 Covered in-plan
Outpatient Surgery (facility fee) No charge Not covered
Diagnostic Labs and X-rays No charge $20 (applies to 10-visit limit)
Special Diagnostic Procedures (CT, MRI, and PET scans) No charge Not covered
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HMO PLUS
Plan Options Plan 2
Benefit/Feature Member pays

In-Network Out-of-Network
deducible s wic the st mdhdaal amourt el
Deductible Accumulation Not applicable
Individual Out-of-Pocket Maximum (per plan year)-
family out-of-pocket maximum is twice the stated $1,300 Not applicable
individual amount
Out-of-Pocket Maximum Accumulation Embedded Not applicable
Office Visits—Primary Care $15 $35 (applies to 10-visit limit)
Office Visits-Specialty Care $25 $45 (applies to 10-visit limit)
Office Visits-Urgent Care $25 Not covered
Well-Child Care and Adult Preventive Services No charge No charge (applies to 10-visit limit)
Inpatient Hospital Care (facility fee) $100 Not covered
Emergency Care (copay waived if admitted) $100 Covered in-plan
Outpatient Surgery (facility fee) $50 Not covered
Diagnostic Labs and X-rays No charge $20 (applies to 10-visit limit)
Special Diagnostic Procedures (CT, MRI, and PET scans) $50 Not covered
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Plan Options

HMO PLUS

Overview HMO QI [eAZRVEE DHMO DHMO PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO

Benefit/Feature

Member pays

In-Plan/Out-of-Network

In-Plan/Out-of-Network

Individual Deductible (per plan year)-family
deductible is twice the stated individual amount

Not applicable

Deductible Accumulation

Not applicable

Individual Out-of-Pocket Maximum (per plan year)-
family out-of-pocket maximum is twice the stated
individual amount

$1,300/Not applicable

$2,250/Not applicable

Out-of-Pocket Maximum Accumulation

Embedded/Not applicable

Embedded/Not applicable

Office Visits-Primary Care

$20/$40 (applies to 10-visit limit)

$30/$50 (applies to 10-visit limit)

Office Visits-Specialty Care

$30/$50 (applies to 10-visit limit)

$40/$60 (applies to 10-visit limit)

Office Visits-Urgent Care $30/Not covered $40/Not covered
. . . No charge/ No charge/

Well-Child Care and Adult Preventive Services No charge (applies to 10-visit limit) No charge (applies to 10-visit limit)
Inpatient Hospital Care (facility fee) $300/Not covered $100/Not covered
Emergency Care (copay waived if admitted) $100/Covered in-plan $100/Covered in-plan
Outpatient Surgery (facility fee) $75/Not covered $50/Not covered

. . No charge/ No charge/
Diagnostic Labs and X-rays $20 (applies to 10-visit limit) $20 (applies to 10-visit limit)
Special Diagnostic Procedures (CT, MRI, and PET scans) $75/Not covered $50/Not covered
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Plan Options

HMO PLUS

Plan 10

Overview HMO QI [eAZRVEE DHMO DHMO PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO

Plan 11

Benefit/Feature

Member pays

In-Plan/
Out-of-Network

In-Plan/
Out-of-Network

Individual Deductible (per plan year)-family
deductible is twice the stated individual amount

Not applicable

Deductible Accumulation

Not applicable

Individual Out-of-Pocket Maximum (per plan year)-
family out-of-pocket maximum is twice the stated
individual amount

$2,250/Not applicable

$3,000/Not applicable

Out-of-Pocket Maximum Accumulation

Embedded/Not applicable

Embedded/Not applicable

Office Visits—Primary Care

$30/$50 (applies to 10-visit limit)

$20/$40 (applies to 10-visit limit)

Office Visits-Specialty Care

$40/$60 (applies to 10-visit limit)

$30/$50 (applies to 10-visit limit)

Office Visits-Urgent Care $40/Not covered $30/Not covered
. . . No charge/ No charge/

Well-Child Care and Adult Preventive Services No charge (applies to 10-visit limit) No charge (applies to 10-visit limit)
Inpatient Hospital Care (facility fee) $500/Not covered 20%/Not covered
Emergency Care (copay waived if admitted) $250/Covered in-plan $250/Covered in-plan
Outpatient Surgery (facility fee) $100/Not covered 20%/Not covered

. . No charge/ $20/$40
Diagnostic Labs and X-rays $20 (applies to 10-visit limit) (applies to 10-visit limit)
Special Diagnostic Procedures (CT, MRI, and PET scans) $100/Not covered $100/Not covered
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Plan Options Plan 7 Plan 10
Benefit/Feature Member pays

Individual Deductible (per plan
year)-family deductible is twice $250 $500 $750 $1,000 $1,000
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $1,000 $3,000 $3,000 §3,000 $3,000
out-of-pocket maximum is twice
the stated individual amount
0ut-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $15 $20 $20 $20 $25
Office Visits-Specialty Care $25 $30 $30 $30 $35
Office Visits-Urgent Care $25 $30 $30 $30 $35
Well-Child Care and Adult
Preventive Services No charge No charge No charge No charge No charge
Inpatient Hospital Care 10% after 20% after 20% after 10% after 20% after
(facility fee) deductible deductible deductible deductible deductible
Emergency Care
(copay waived if admitted) $100 $100 $100 $100 $100
Outpatient Surgery (facility fee) 10% after 20% after 20% after 10% after 20% after

P gery y deductible deductible deductible deductible deductible
Diagnostic Labs and X-rays $15 $20 $20 $20 $25
Special Diagnostic Procedures 10% after 20% after 20% after 10% after 20% after
(CT, MRI, and PET scans) deductible deductible deductible deductible deductible
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Plan Options

Benefit/Feature

Individual Deductible (per plan

Plan 11

Plan 14

Plan 15

Member pays

Plan 16

Overview HMO HMO PLUS gellY[eR DHMO PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO

Plan 17

year)-family deductible is twice $500 $1,500 $2,500 $2,500 $2,000
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximurn (per plan year)-family $3,000 $3,000 $5,000 $5,000 $4,000
out-of-pocket maximum is twice
the stated individual amount
0ut-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $20 $25 $25 $30 $25
Office Visits-Specialty Care $30 $35 $35 $40 $35
Office Visits-Urgent Care $30 $35 $35 $40 $35
Well-Child Care and Adult
Preventive Services No charge No charge No charge No charge No charge
Inpatient Hospital Care No charge after $250 after $250 after 20% after $250 after
(facility fee) deductible deductible deductible deductible deductible
Emergency Care
(copay waived if admitted) $100 $150 $150 $150 $150

. . No charge after No charge after No charge after 20% after No charge after
Outpatient Surgery (facility fee) deductible deductible deductible deductible deductible
Diagnostic Labs and X-rays No charge No charge No charge $30 No charge
Special Diagnostic Procedures No charge after $100 after $100 after 20% after $100 after
(CT, MRI, and PET scans) deductible deductible deductible deductible deductible

\[7

"Ze
N

KAISER PERMANENTE.
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DHMO
Plan Options Plan 18 Plan 19 Plan 20 Plan 21 Plan 22
Benefit/Feature Member pays

Individual Deductible (per plan
year)-family deductible is twice $2,000 $3,000 $500 $1,000 $1,500
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximu (per plan year)-family $4,000 $6,000 $3,000 $3,000 $4,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $25 $25 $20 $25 $20
Office Visits-Specialty Care $35 $50 $30 $35 $40
Office Visits-Urgent Care $35 $50 $30 $35 $40
Well-Child Care and Adult
Preventive Services No charge No charge No charge No charge No charge
Inpatient Hospital Care 20% after $500 after 10% after $250 after 20% after
(facility fee) deductible deductible deductible deductible deductible
Emergency Care
(copay waived if admitted) $150 $150 $100 $100 $100

. . 20% after No charge after 10% after No charge after 20% after
Outpatient Surgery (faciity fee) deductible deductible deductible deductible deductible
Diagnostic Labs and X-rays $25 No charge $20 No charge $20
Special Diagnostic Procedures 20% after $200 after 10% after $100 after 20% after
(CT, MRI, and PET scans) deductible deductible deductible deductible deductible
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DHMO
Plan Options Plan 23 MV Plan 1 MV Plan 2 MV Plan 3’ MV Plan 4
Benefit/Feature Member pays
Individual Deductible (per plan
year)-family deductible is twice $4,000 $4,500 $4,500 $5,000 $5,000
the stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $6,000 $6,000 $6,000 $7,000 $8,500
out-of-pocket maximum is twice
the stated individual amount
0ut-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care $25 $50 $50 $50 $50
Office Visits-Specialty Care $50 $50 $50 $50 $80
Office Visits-Urgent Care $50 $50 $50 $50 $80
Well-Child Care and Adult
Preventive Services No charge No charge No charge No charge No charge
Inpatient Hospital Care 20% after 40% after 40% after 40% after 40% after
(facility fee) deductible deductible deductible deductible deductible
Emergency Care $100 40% after £250 40% after 40% after
(copay waived if admitted) deductible deductible deductible
Outpatient Surgery (facility fee) 20% after 40% after 40% after 40% after 40% after
P gery y deductible deductible deductible deductible deductible
. . 40% after 40% after $50 (labs)/$150
Diagnostic Labs and X-rays $25 deductible $50 deductible (rays)
Special Diagnostic Procedures 20% after 40% after §150 40% after 40% after
(CT, MRI, and PET scans) deductible deductible deductible deductible
MV = Minimum Value
..
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Plan Options

Benefit/Feature

Individual Deductible (per plan
year)-family deductible is twice
the stated individual amount

VIRTUAL FORWARD

Plan 1

$2,000

Plan 2

Plan 3

Member pays

$3,000

$4,000

Overview HMO HMO PLUS gellY[eR DHMO PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO

MV Plan 1

$5,000

Deductible Accumulation

Embedded

Individual Out-of-Pocket
Maximum (per plan year)-family
out-of-pocket maximum is twice
the stated individual amount

$4,000

$6,000

$6,000

$8,500

Out-of-Pocket Maximum
Accumulation

Embedded

Office Visits—Primary Care

No charge for the
firstvisit; $50 after
deductible for each

visit thereafter

No charge for the
firstvisit; $60 after
deductible for each

visit thereafter

No charge for the
firstvisit; $70 after
deductible for each

visit thereafter

No charge for the
firstvisit; $70 after
deductible for each

visit thereafter

(CT, MRI, and PET scans)

Office Visits-Specialty Care $70 after deductible $75 after deductible $90 after deductible $90 after deductible
Office Visits-Urgent Care $70 after deductible $75 after deductible $90 after deductible $90 after deductible
Well-Child Care and Adult

Preventive Services No charge No charge No charge No charge
Inpatient Hospital Care $300 perdayupto 3 $400 per day upto 3 . . . .
(facility fee) days after deductible days after deductible 20% after deductible 40%after deductible
Emergency Carfe . $200 after deductible | $250 after deductible | $300 after deductible | 40% after deductible
(copay waived if admitted)

Outpatient Surgery (facility fee) $200 after deductible | $250 after deductible | 20% after deductible 40% after deductible
Diagnostic Labs and X-rays $50 after deductible $60 after deductible $70 after deductible | $70 (labs)/$150 (X-rays)
Special Diagnostic Procedures $150 after deductible | $200 after deductible | 20% after deductible 40% after deductible
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Plan Options

VIRTUAL COMPLETE

Plan 1

Plan 2

Benefit/Feature

Individual Deductible (per plan year)-

Member pays

family deductible is twice the stated $2,000 $3,000 $4,000
individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket Maximum

(per.plan yc.ear)—.famlly out-of—Poc!(gt $5.000 $6,.000 §8,000
maximum is twice the stated individual

amount

Out-of-Pocket Maximum Accumulation Embedded

Office Visits—Primary Care

$30 for the first three visits;
$30 after deductible
for each visit thereafter

$40 for the first three visits;
$40 after deductible
for each visit thereafter

$50 for the first three visits;
$50 after deductible
for each visit thereafter

Office Visits-Specialty Care $40 after deductible $50 after deductible $60 after deductible

Office Visits-Urgent Care $40 after deductible $50 after deductible $60 after deductible

WeII:Chlld Care and Adult Preventive No charge No charge o e

Services

Inpgt.lent Hospital Care 20% after deductible 30% after deductible 30% after deductible

(facility fee)

Emergency Carfa . 20% after deductible 30% after deductible 30% after deductible

(copay waived if admitted)

Outpatient Surgery (facility fee) 20% after deductible 30% after deductible 30% after deductible
. . $15 (labs)/20% after $30 (labs)/30% after $30 (labs)/30% after

DI L ali STy deductible (X-rays) deductible (X-rays) deductible (X-rays)

Special Diagnostic Procedures . , . . 0 .

(CT. MRI, and PET scans) 20% after deductible 30% after deductible 30% after deductible
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DEDUCTIBLE HMO PLUS

Plan Options

Benefit/Feature

Plan 5

In-Plan/Out-of-Network

Member pays
In-Plan/Out-of-Network

In-Plan/Out-of-Network

Individual Deductible (per plan year)-family
deductible is twice the stated individual amount

$250/Not applicable

$500/Not applicable

$750/Not applicable

Deductible Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Individual Out-of-Pocket Maximum (per plan
year)-family out-of-pocket maximum is twice
the stated individual amount

$2,000/Not applicable

$3,000/Not applicable

$3,000/Not applicable

Out-of-Pocket Maximum Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Office Visits-Primary Care

$15/$35 (applies to

$20/$40 (applies to

$20/$40 (applies to

10-visit limit) 10-visit limit) 10-visit limit)
e o $25/$45 (applies to $30/$50 (applies to $30/$50 (applies to
Office Visits-Specialty Care 10-visit limit) 10-visit limit) 10-visit limit)
Office Visits-Urgent Care $25/Not covered $30/Not covered $30/Not covered
No charge/ No charge/ No charge/
Well-Child Care and Adult Preventive Services No charge (applies to No charge (applies to No charge (applies to
10-visit limit) 10-visit limit) 10-visit limit)
Inpatient Hospital Care (facility fee) 10% after deductible/ 20% after deductible/ 20% after deductible/
P P y Not covered Not covered Not covered
Emergency Care (copay waived if admitted) $100/Covered in-plan $100/Covered in-plan $100/Covered in-plan
el e 10% after deductible/ 20% after deductible/ 20% after deductible/
P gery y Not covered Not covered Not covered
. . $15/$35 (applies to $20/$40 (applies to $20/$40 (applies to
Diagnostic Labs and X-rays 10-visit limit) 10-visit limit) 10-visit limit)
Special Diagnostic Procedures 10% after deductible/ 20% after deductible/ 20% after deductible/
(CT, MRI, and PET scans) Not covered Not covered Not covered
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DEDUCTIBLE HMO PLUS

Plan Options

Benefit/Feature

In-Plan/Out-of-Network

Plan 10
Member pays

In-Plan/Out-of-Network

Plan 11

In-Plan/Out-of-Network

Individual Deductible (per plan year)-family
deductible is twice the stated individual amount

$1,000/Not applicable

$1,000/Not applicable

$500/Not applicable

Deductible Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Individual Out-of-Pocket Maximum (per plan
year)-family out-of-pocket maximum is twice
the stated individual amount

$3,000/Not applicable

$3,000/Not applicable

$3,000/Not applicable

Out-of-Pocket Maximum Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Office Visits-Primary Care

$20/$40 (applies to

$25/$45 (applies to

$20/$40 (applies to

10-visit limit) 10-visit limit) 10-visit limit)
U . $30/ $50 (applies to $35/$55 (applies to $30/$50 (applies to
Office Visits-Specialty Care 10-visit limit) 10-visit limit) 10-visit limit)
Office Visits-Urgent Care $30/Not covered $35/Not covered $30/Not covered
No charge/ No charge/ No charge/
Well-Child Care and Adult Preventive Services No charge (applies to No charge (applies to No charge (applies to
10-visit limit) 10-visit limit) 10-visit limit)
. . - 10% after deductible/ 20% after deductible/ No charge after deductible/
IR B e eV (TG ) Not covered Not covered Not covered
Emergency Care (copay waived if admitted) $100/Covered in-plan $100/Covered in-plan $100/Covered in-plan
et it ee 10% after deductible/ 20% after deductible/ No charge after deductible/
P gety y Not covered Not covered Not covered
. . $20/$40 (applies to $25/$45 (applies to No charge/$20 (applies to
Diagnostic Labs and X-rays 10-visit limit) 10-visit limit) 10-visit limit)
Special Diagnostic Procedures 10% after deductible/ 20% after deductible/ No charge after deductible/
(CT, MRI, and PET scans) Not covered Not covered Not covered
...
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DEDUCTIBLE HMO PLUS

Plan Options

Benefit/Feature

Plan 14

Plan 15

In-Plan/Out-of-Network

Member pays

In-Plan/Out-of-Network

In-Plan/Out-of-Network

Individual Deductible (per plan year)-family
deductible is twice the stated individual amount

$1,500/Not applicable

$2,500/Not applicable

$2,500/Not applicable

Deductible Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Individual Out-of-Pocket Maximum (per plan
year)-family out-of-pocket maximum is twice
the stated individual amount

$3,000/Not applicable

$5,000/Not applicable

$5,000/Not applicable

Out-of-Pocket Maximum Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Office Visits-Primary Care

$25/$45 (applies to

$25/$45 (applies to

$30/$50 (applies to

10-visit limit) 10-visit limit) 10-visit limit)
\rcite Gt $35/ $55 (applies to $35/$55 (applies to $40/$60 (applies to
Office Visits-Spedialty Care 10-visit limit) 10-visit limit) 10-visit limit)
Office Visits-Urgent Care $35/Not covered $35/Not covered $40/Not covered
No charge/ No charge/ No charge/
Well-Child Care and Adult Preventive Services No charge (applies to No charge (applies to No charge (applies to
10-visit limit) 10-visit limit) 10-visit limit)
[npatient Hospital Gare (facilityfee) $250 after deductible/ $250 after deductible/ 20% after deductible/
P P y Not covered Not covered Not covered
Emergency Care (copay waived if admitted) $150/Covered in-plan $150/Covered in-plan $150/Covered in-plan
. - No charge after deductible/ | No charge after deductible/ 20% after deductible/
A FREEEE B el 1CE, Not covered Not covered Not covered
. . No charge/$20 (appliesto | No charge/$20 (applies to $30/$50 (applies to
Diagnostic Labs and X-rays 10-visit limit) 10-visit limit) 10-visit limit)
Special Diagnostic Procedures $100 after deductible/ $100 after deductible/ 20% after deductible/
(CT, MRI, and PET scans) Not covered Not covered Not covered
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DEDUCTIBLE HMO PLUS

Plan Options

Benefit/Feature

Plan 17

In-Plan/Out-of-Network

Plan 18
Member pays

In-Plan/Out-of-Network

Plan 19

In-Plan/Out-of-Network

Individual Deductible (per plan year)-family
deductible is twice the stated individual amount

$2,000/Not applicable

$2,000/Not applicable

$3,000/Not applicable

Deductible Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Individual Out-of-Pocket Maximum (per plan
year)-family out-of-pocket maximum is twice
the stated individual amount

$4,000/Not applicable

$4,000/Not applicable

$6,000/Not applicable

Out-of-Pocket Maximum Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Office Visits-Primary Care

$25/$45 (applies to

$25/$45 (applies to

$25/$45 (applies to

10-visit limit) 10-visit limit) 10-visit limit)
U . $35/ $55 (applies to $35/$55 (applies to $50/$70 (applies to
Office Visits-Spedialty Care 10-visit limit) 10-visit limit) 10-visit limit)
Office Visits-Urgent Care $35/Not covered $35/Not covered $50/Not covered
No charge/ No charge/ No charge/
Well-Child Care and Adult Preventive Services No charge (applies to No charge (applies to No charge (applies to
10-visit limit) 10-visit limit) 10-visit limit)
T eridan el Era iR s $250 after deductible/ 20% after deductible/ $500 after deductible/
P P y Not covered Not covered Not covered
Emergency Care (copay waived if admitted) $150/Covered in-plan $150/Covered in-plan $150/Covered in-plan
. - No charge after deductible/ 20% after deductible/ No charge after deductible/
A FREEEE B el Ce) Not covered Not covered Not covered
. . No charge/$20 (applies to $25/$45 (applies to No charge/$20 (applies to
Diagnostic Labs and X-rays 10-visit limit) 10-visit limit) 10-visit limit)
Special Diagnostic Procedures $100 after deductible/ 20% after deductible/ $200 after deductible/
(CT, MRI, and PET scans) Not covered Not covered Not covered
..
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DEDUCTIBLE HMO PLUS

Plan Options

Benefit/Feature

In-Plan/Out-of-Network

Plan 21
Member pays

In-Plan/Out-of-Network

Plan 22

In-Plan/Out-of-Network

Individual Deductible (per plan year)-family
deductible is twice the stated individual amount

$500/Not applicable

$1,000/Not applicable

$1,500/Not applicable

Deductible Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Individual Out-of-Pocket Maximum (per plan
year)-family out-of-pocket maximum is twice
the stated individual amount

$3,000/Not applicable

$3,000/Not applicable

$4,000/Not applicable

Out-of-Pocket Maximum Accumulation

Embedded/Not applicable

Embedded/Not applicable

Embedded/Not applicable

Office Visits-Primary Care

$20/40 (applies to

$25/$45 (applies to

$20/$40 (applies to

10-visit limit) 10-visit limit) 10-visit limit)
\rcie Coact $30/$50 (applies to $35/$55 (applies to $40/$60 (applies to

Offce Visits-Spedialty Care 10-visit limit) 10-visit limit) 10-visit limit)
Office Visits-Urgent Care $30/Not covered $35/Not covered $40/Not covered
Well-Child Care and Adult No charge/. No charge/. No charge/.
Preventive Services No charge (applies to No charge (applies to No charge (applies to

10-visit limit) 10-visit limit) 10-visit limit)
e e Gl 10% after deductible/ $250 after deductible/ 20% after deductible/

P P y Not covered Not covered Not covered

Emergency Care . . .

(copay waived if admitted) $100/Covered in-plan $100/Covered in-plan $100/Covered in-plan

Outpatient Surgery (facility fee) 10% after deductible/ No charge after deductible/ 20% after deductible/
P gery y Not covered Not covered Not covered

. . $20/$40 (applies to No charge/$20 (applies to $20/$40 (applies to

iagnostic Labs and X-rays 10-visit imit) 10-visit limit) 10-visit imit)

Special Diagnostic Procedures 10% after deductible/ $100 after deductible/ 20% after deductible/

(CT, MRI, and PET scans) Not covered Not covered Not covered

&% KAISER PERMANENTE.
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DEDUCTIBLE HMO PLUS

Plan Options

Benefit/Feature

MV Plan 4

Member pays

In-Plan/Out-of-Network

In-Plan/Out-of-Network

Individual Deductible (per plan year)-family

deductible is twice the stated individual amount ATt Eole U
Deductible Accumulation Embedded/Not applicable Embedded
Individual Out-of-Pocket Maximum (per plan

year)-family out-of-pocket maximum is twice $6,000/Not applicable $8,500
the stated individual amount

Out-of-Pocket Maximum Accumulation Embedded/Not applicable Embedded

Office Visits-Primary Care

$25/$45 (applies to 10-visit limit)

$50/$70 (applies to 10-visit limit)

Office Visits-Specialty Care

$50/$70 (applies to 10-visit limit)

$80/$100 (applies to 10-visit limit)

Office Visits-Urgent Care $50/Not covered $80/Not covered
Well-Child Care and Adult No charge/No charge (applies to

. . o No charge
Preventive Services 10-visit limit)

. . . 20% after deductible/ 40% after deductible/
Inpatient Hospital Care (facility fee) Not covered Not covered
Emergency Care . 40% after deductible/
(copay waived if admitted) $150/Covered in-plan Covered in-plan

. - 20% after deductible/ 40% after deductible/
Outpatient Surgery (facility fee) Not covered Not covered
. . $25/$45 Labs $50/$70; X-rays $150/$170
Diagnostic Labs and X-rays (applies to 10-visit limit) (applies to 10-visit limit)
Special Diagnostic Procedures 20% after deductible/ 40% after deductible/
(CT, MRI, and PET scans) Not covered Not covered

&% KAISER PERMANENTE.
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All listed services, except preventive, are subject to the deductible.

Plan Options Plan 4 Plan 10

Benefit/Feature Member pays

Individual Deductible (per plan

year)-family deductible is twice $1,400 $1,500 $1,500 $2,000 $2,500
the stated individual amount

Deductible Accumulation Aggregate

Individual Out-of-Pocket

Maximum (per plan year)-family $2,800 $3,500 §3,500 $4,500 $5,000
out-of-pocket maximum is twice

the stated individual amount

Out-of-Pocket Maximum Embedded

Accumulation

Office Visits—Primary Care No charge 10% 20% 20% 30%
Office Visits-Specialty Care No charge 10% 20% 20% 30%
Office Visits-Urgent Care No charge 10% 20% 20% 30%
‘;\::::e?t‘:‘li (S::I:\eliizg gout No charge No charge No charge No charge No charge
:;‘a‘:?lti't?“fte:)“p“a' Care No charge 10% 20% 20% 30%
Emergency Care 0 0 0 0
(copay waived if admitted) NOBIEYs L AU Al Slic
Outpatient Surgery (facility fee) No charge 10% 20% 20% 30%
Diagnostic Labs and X-rays No charge 10% 20% 20% 30%
Special Diagnostic Procedures 0 0 0 0
(CT, MRI, and PET scans) No charge 10% 20% 20% 30%
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Plan Options Plan 11 Plan 12 Plan 13 Plan 14 Plan 15 Plan 17
Benefit/Feature Member pays
Individual Deductible (per plan
year)-family deductible is twice $2,500 $2,500 $4,000 $5,000 $3,000 $1,500
the stated individual amount
Deductible Accumulation Aggregate Embedded Aggregate
Individual Out-of-Pocket
Maximum (per plan year)-family
out-of-pocket maximum is twice $5,000 $6,000 $5,000 $6,000 $6,550 $3,500
the stated individual amount
Out-of-Pocket Maximum
Accumulation Embedded
Office Visits-Primary Care $20 20% $20 $20 No charge $20
Office Visits-Specialty Care $30 20% $30 $30 $30 $30
Office Visits-Urgent Care $30 20% $30 $30 $30 $30
‘;\::’Iei}::‘li gzl:lii:g el No charge No charge No charge No charge No charge No charge
:;‘a'ifltl't‘;"fg)"s pital Care $250 0% $250 §250 $250 $500
Emergency Care >
(copay waived if admitted) $200 20% $200 $200 $150 $200
Outpatient Surgery (facility fee) $100 20% $100 $100 $125 $250
Diagnostic Labs and X-rays $20 20% $20 $20 $30 $20
Special Diagnostic Procedures .
(CT. MRI, and PET scans) $150 20% $150 $150 $250 $150
...
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Plan Options MV Plan 1' MV Plan 2 MV Plan 3' MV Plan 4

Benefit/Feature Member pays

Individual Deductible (per plan
year)-family deductible is twice $2,000 $4,500 $4,500 $4,500 $5,500
the stated individual amount

Deductible Accumulation Aggregate Embedded

Individual Out-of-Pocket
Maximum (per plan year)-family

. - $4,000 $6,250 $6,250 $6,350 $6,550
out-of-pocket maximum is twice
the stated individual amount
Out-of-Pocl.(et Maximum Embedded
Accumulation
Office Visits—Primary Care $20 $50 40% $20 30%
Office Visits-Specialty Care $30 $50 40% $30 30%
Applicable office
Office Visits-Urgent Care visit cost share $50 40% $30 30%
will apply
‘Ii\ll'::llegt‘:\li (S:z:(\elii:g L No charge No charge No charge No charge No charge
Inp{at.lent Hospital Care $300/day up to 0% 0% 30% 30%
(facility fee) 3 days
Emergency Care 9 0 9
(copay waived if admitted) AU 7 40% 30% 30%
Outpatient Surgery (facility fee) $200 40% 40% 30% 30%
Diagnostic Labs and X-rays $20 40% 40% 30% 30%
Special Diagnostic Procedures $150 0% 10% 30% 30%

(CT, MRI, and PET scans)

MV = Minimum Value

[ ]
W
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N

[ <26> KAISER PERMANENTE.



Overview HMO HMOPLUS DHMO DHMO PLUS HDHP paslslasXe[ol[l6=l FLEXIBLE CHOICE OOA-PPO

Plan Options

Benefit/Feature

Individual Deductible (per plan

ADDED CHOICE

In-Network

Member pays

Out-of-Network

In-Network

Out-of-Network

year)-family deductible is twice Not applicable $500 Not applicable $500
the stated individual amount
Deductible Accumulation Not applicable Embedded Not applicable Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $2,250 $5,000 $2,250 $5,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-Poclfet Maximum Embedded
Accumulation
Office Visits-Primary Care $20 20% after deductible $20 30% after deductible
Office Visits-Specialty Care $40 20% after deductible $40 30% after deductible
Office Visits-Urgent Care $40 20% after deductible $40 30% after deductible
We"'Ch.lld Care.and LUl No charge 20% after deductible No charge 30% after deductible
Preventive Services
Inp:f\t.lent Hospital Care $300 20% after deductible $300 30% after deductible
(facility fee)
Emergency Carfz . $100 Covered in-network $100 Covered in-network
(copay waived if admitted)
Outpatient Surgery (facility fee) $100 20% after deductible $100 30% after deductible
Diagnostic Labs and X-rays No charge 20% after deductible No charge 30% after deductible
Special Diagnostic Procedures . , 0 .
(CT. MRI, and PET scans) $100 20% after deductible $100 30% after deductible
..
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Plan Options

Benefit/Feature

Individual Deductible (per plan

ADDED CHOICE

In-Network

Member pays

Out-of-Network

In-Network

Out-of-Network

year)-family deductible is twice Not applicable $1,500 Not applicable $1,500
the stated individual amount
Deductible Accumulation Not applicable Embedded Not applicable Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $2,250 $5,000 $2,250 $5,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-Poclfet Maximum Embedded
Accumulation
Office Visits-Primary Care $25 20% after deductible $25 30% after deductible
Office Visits-Specialty Care $50 20% after deductible $50 30% after deductible
Office Visits-Urgent Care $50 $75 $50 $75
We"'Ch.lld Care.and LUl No charge 20% after deductible No charge 30% after deductible
Preventive Services
Inp:f\t.lent Hospital Care $400 20% after deductible $400 30% after deductible
(facility fee)
Emergency Carf; . $100 Covered in-network $100 Covered in-network
(copay waived if admitted)
Outpatient Surgery (facility fee) $100 20% after deductible $100 30% after deductible
Diagnostic Labs and X-rays No charge 20% after deductible No charge 30% after deductible
Special Diagnostic Procedures . . 0 .
(CT. MRI, and PET scans) $100 20% after deductible $100 30% after deductible
...
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Plan Options

Benefit/Feature

Individual Deductible (per plan

ADDED CHOICE

In-Network

Member pays

Out-of-Network

In-Network

Out-of-Network

year)-family deductible is twice Not applicable $2,500 Not applicable $2,500
the stated individual amount
Deductible Accumulation Not applicable Embedded Not applicable Embedded
Individual Out-of-Pocket
Maximum (per plan year)-family $3,000 $6,000 $3,000 $6,000
out-of-pocket maximum is twice
the stated individual amount
Out-of-Poclfet Maximum Embedded
Accumulation
Office Visits—Primary Care $30 20% after deductible $30 30% after deductible
Office Visits-Specialty Care $40 20% after deductible $40 30% after deductible
Office Visits-Urgent Care $40 $65 $40 $65
We"'Ch.lld Care'and il No charge 20% after deductible No charge 30% after deductible
Preventive Services
Inp:f\t.lent Hospital Care $500 20% after deductible $500 30% after deductible
(facility fee)
Emergency Carf: . $100 Covered in-network $100 Covered in-network
(copay waived if admitted)
Outpatient Surgery (facility fee) $100 20% after deductible $100 30% after deductible
Diagnostic Labs and X-rays No charge 20% after deductible No charge 30% after deductible
Special Diagnostic Procedures . . 0 .
(CT. MR, and PET scans) $100 20% after deductible $100 30% after deductible
...
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Plan Options

Benefit/Feature

Option 1

FLEXIBLE CHOICE

Plan B

Option 2

Member pays

Option 3

Option 1

Plan C

Option 2

Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDED CHOICE RINSd|:]iXei;[e]le(z} OOA-PPO

Option 3

Individual Deductible

(per plan year)-family

deductible is twice the None None $600 None $300 $600

stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket

Maximum (per plan

year)-family out-of- $2,250 $3,000 $6,000 $2,250 $3,000 $6,000

pocket maximum is twice

the stated individual

amount

Out-of-PocI.(et Maximum Embedded

Accumulation

. . . 30% after . 30% after

Office Visits—Primary Care $15 $30 per visit deductible $20 $35 per visit deductible

Office Visits-Specialty - 30% after . 30% after

Care $25 $40 per visit deductible $30 $45 per visit deductible

Office Visits-Urgent Care $25 $45 per visit $65 per visit $30 $50 per visit $70 per visit
30% (in DC 30% (in DC

Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%

Preventive Services 9 9 (in MD)' after 9 9 (in MD)' after
deductible deductible

Inpatient Hospital Care ) 30% after 10% after 30% after

(facility fee) No charge 10% deductible $100 deductible | deductible

Emergency Carfa Covered under | Covered under Covered under | Covered under

(copay waived if $100 Option 1 Option 1 $100 Option 1 Option 1

admitted) P P P P

Outpatient Surgery . 30% after 10% after 30% after

(facility fee) $50 10% deductible 575 deductible | deductible

Diagnostic Labs and ) 30% after 10% after 30% after

Xerays HOGIEYs 105 Fdgie | UM edieie | kel

Special Diagnostic 0 0 0

Procedures (CT, MRI, and $100 10% 30&;after $100 10A)after 30&;after
deductible deductible deductible

PET scans)

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In

Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.



Plan Options

Benefit/Feature

Option 1

FLEXIBLE CHOICE

Plan D

Option 2

Member pays

Option 3

Option 1

Plan E

Option 2

Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDED CHOICE RINSd|:]iXei;[e]le(z} OOA-PPO

Option 3

Individual Deductible
(per plan year)-family
deductible is twice the None $500 $1,000 None $1,000 $2,000
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of- $2,250 $3,000 $6,000 $2,250 $3,000 $6,000
pocket maximum is twice
the stated individual
amount
Out-of-Pocket Maximum Embedded
Accumulation
0, 0

Office Visits—Primary Care $30 $45 per visit cfeodﬁ:tfitbelz $30 $45 per visit cfeodﬁftfitbelz
Office Visits-Specialty . 30% after . 30% after
Care e 10 e deductible e 10 e deductible
Office Visits-Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit

30%(in DC 30%(in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)" after 9 9 (in MD)' after

deductible deductible
Inpatient Hospital Care $100 10% after 30% after $250 10% after 30% after
(facility fee) deductible deductible deductible deductible
Emergency Carf: Covered under | Covered under Covered under | Covered under
dpey e A Option 1 Option 1 e Option 1 Option 1
admitted) P P P P
Outpatient Surgery §75 10% after 30% after $100 10% after 30% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charde 10% after 30% after No charge 10% after 30% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic

10% after 30% after 10% after 30% after

EE.C::::SS (CT. MRI, and $100 deductible deductible $100 deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In

Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.




Plan Options

Benefit/Feature

Option 1

FLEXIBLE CHOICE

Plan F

Option 2

Member pays

Option 3

Option 1

Plan G

Option 2

Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDED CHOICE RINSd|:]iXei;[e]le(z} OOA-PPO

Option 3

Individual Deductible
(per plan year)-family
deductible is twice the None $1,500 $3,000 None $300 $600
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of- $2,250 $3,000 $6,000 $2,250 $3,000 $6,000
pocket maximum is twice
the stated individual
amount
Out-of-Pocket Maximum Embedded
Accumulation
0, 0

Office Visits—Primary Care $30 $45 per visit jeodﬁftfit[j; $20 $35 per visit Jle(:jﬁcatfitj;
Office Visits-Specialty . 30% after . 40% after
Care AL e deductible ol e deductible
Office Visits-Urgent Care $40 $55 per visit $75 per visit $30 $50 per visit $70 per visit

30% (in DC 40% (in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)' after 9 9 (in MD)' after

deductible deductible
Inpatient Hospital Care $250 10% after 30% after $100 20% after 40% after
(facility fee) deductible deductible deductible deductible
Emergency Carf: Covered under | Covered under Covered under | Covered under
(e S Option 1 Option 1 I Option 1 Option 1
admitted) P P P P
Outpatient Surgery $100 10% after 30% after 675 20% after 40% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charde 10% after 30% after No charde 20% after 40% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic

10% after 30% after 20% after 40% after

EE.C:::::;S (CT, MRI, and $100 deductible deductible $100 deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In

Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.



FLEXIBLE CHOICE
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Plan Options Plan H Plan|
Benefit/Feature Member pays
Option 1 Option 2 Option 3 Option 1 Option 2 Option 3
Individual Deductible
(per plan year)-family
deductible is twice the None $500 $1,000 None $1,000 $2,000
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family outof- §2,250 $3,000 $6,000 §2,250 $3,000 $6,000
pocket maximum is twice
the stated individual
amount
Out-of-PocI.(et Maximum Embedded
Accumulation
T . - 40% after - 40% after
Office Visits—Primary Care $30 $45 per visit deductible $30 $45 per visit deductible
Office Visits-Specialty . 40% after . 40% after
Care AL e deductible AL e deductible
Office Visits-Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit
40% (in DC 40% (in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)" after 9 9 (in MD)' after
deductible deductible
Inpatient Hospital Care $100 20% after 40% after $250 20% after 40% after
(facility fee) deductible deductible deductible deductible
Emergency Care
(s
admitted) P P P P
Outpatient Surgery §75 20% after 40% after $100 20% after 40% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charge 20% after 40% after No charde 20% after 40% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic
20% after 40% after 20% after 40% after
EE.C:::::;S (CT, MRI, and $100 deductible deductible $100 deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In
Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.




Plan Options

Benefit/Feature

Option 1

FLEXIBLE CHOICE

PlanJ

Option 2

Member pays

Option 3

Option 1

MET

Option 2

Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDED CHOICE RINSd|:]iXei;[e]le(z} OOA-PPO

Option 3

Individual Deductible
(per plan year)-family
deductible is twice the None $1,500 $3,000 None $1,500 $3,000
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of- $2,250 $3,000 $6,000 $2,250 $3,000 $6,000
pocket maximum is twice
the stated individual
amount
Out-of-Pocket Maximum Embedded
Accumulation
0 0,

Office Visits—Primary Care $30 $45 per visit Jle(:jﬁcatttj; $30 $45 per visit dseodﬁftfitbelg
Office Visits-Specialty - 40% after - 50% after
Care AL e deductible AL e deductible
Office Visits-Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit

40% (in DC 50% (in DC
Well-Child Care and Adult No charge No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)" after 9 9 (in MD)' after

deductible deductible
Inpatient Hospital Care $250 20% after 40% after $250 30% after 50% after
(facility fee) deductible deductible deductible deductible
Emergency Carfa Covered under | Covered under Covered under | Covered under
Ay e e Option 1 Option 1 e Option 1 Option 1
admitted) P P P P
Outpatient Surgery $100 20% after 40% after $100 30% after 50% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charge 20% after 40% after No charde 30% after 50% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic

20% after 40% after 30% after 50% after

EE.C::::SS (CT. MRI, and $100 deductible deductible $100 deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In
Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.
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Benefit/Feature

Option 1

FLEXIBLE CHOICE

Option 2

Member pays

Option 3

Option 1

Option 2

Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDED CHOICE RINSd|:]iXei;[e]le(z} OOA-PPO

Option 3

Individual Deductible
(per plan year)-family ‘ ‘
deductible is twice the Not applicable $3,000 $5,000 Not applicable $5,000 $6,000
stated individual amount
Deductible Accumulation | Notapplicable Embedded Embedded Not applicable Embedded Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of- $2,250 $6,000 $8,000 $2,250 $6,000 $12,000
pocket maximum is twice
the stated individual
amount
Out-of-PocIfet Maximum Embedded
Accumulation
e . . 30% after - 50% after
Office Visits—Primary Care $30 $45 per visit deductible $30 $45 per visit deductible
Office Visits-Specialty . 30% after . 50% after
Care Al e deductible A e deductible
Office Visits-Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit
30%(in DC 50% (in DC
Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%
Preventive Services 9 9 (in MD)" after 9 9 (in MD)' after
deductible deductible
Inpatient Hospital Care $100 $250 after 30% after $250 $200 after 50% after
(facility fee) deductible deductible deductible deductible
Emergency Care
o
admitted) P P P P
Outpatient Surgery §75 $100 after 30% after $100 $150 after 50% after
(facility fee) deductible deductible deductible deductible
Diagnostic Labs and No charde $20 after 30% after No charge $20 after 50% after
X-rays g deductible deductible g deductible deductible
Special Diagnostic
$200 after 30% after $200 after 50% after
EE.C:::[:‘SS (CT, MRI, and $100 deductible deductible $100 deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In
Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points

8% KAISER PERMANENTE.
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Benefit/Feature

DEDUCTIBLE FLEXIBLE CHOICE

Option 1

Plan Q

Option 2

Member pays

Option 3

Option 1

PlanR

Option 2
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Option 3

Individual Deductible

(per plan year)-family $1,000 $2,000 $4,000 $250 $500 §2,000

deductible is twice the

stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket

Maximum (per plan

year)-family out-of- $3,000 $3,850 $8,000 §2,000 $3,000 $6,000

pocket maximum is twice

the stated individual

amount

Out-of-PocI.(et Maximum Embedded

Accumulation

s . - - 40% after - i, 40% after

Office Visits—Primary Care | $20 per visit $30 per visit deductible $15 per visit $25 per visit deductible

Office Visits-Specialty - - 40% after . . 40% after

Care $30 per visit $40 per visit deductible $25 per visit $35 per visit deductible

Office Visits-Urgent Care $30 per visit $40 per visit $60 per visit $25 per visit $35 per visit $55 per visit
40% (in DC 40% (in DC

Well-Child Care and Adult No charge No charde and VA); 20% No charge No charde and VA); 20%

Preventive Services 9 9 (in MD)" after 9 9 (in MD)' after
deductible deductible

Inpatient Hospital Care 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

fﬂ:;%:‘:iyvg:r; $200 after Covered under | Covered under $150 after Covered under | Covered under

admitted) deductible Option 1 Option 1 deductible Option 1 Option 1

Outpatient Surgery 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

Diagnostic Labs and . . 40% after - - 40% after

Xerays $20 per visit $30 per visit deductible $15 per visit $25 per visit deductible

ﬁf::;lu[:z%gsaal and 10% after 20% after 40% after 10% after 20% after 40% after

PET scans) e deductible deductible deductible deductible deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In
Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.
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Benefit/Feature

Option 1

Plan S

Option 2

DEDUCTIBLE FLEXIBLE CHOICE

Member pays

Option 3

Option 1

PlanT

Option 2

Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDED CHOICE RINSd|:]iXei;[e]le(z} OOA-PPO

Option 3

Individual Deductible

(per plan year)-family $500 $1,000 $4,000 $2,000 $3,500 $6,000

deductible is twice the

stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket

Maximum (per plan

year)-family out-of- §2,000 $3,000 $8,000 $3,000 $4,000 $8,000

pocket maximum is twice

the stated individual

amount

Out-of-PocIfet Maximum Embedded

Accumulation

e . i, . 40% after . . 40% after

Office Visits—Primary Care | $20 per visit $30 per visit deductible $20 per visit $30 per visit deductible

Office Visits-Specialty - - 40% after . i, 40% after

Care $30 per visit $40 per visit deductible $30 per visit $40 per visit deductible

Office Visits-Urgent Care $30 per visit $40 per visit $60 per visit $30 per visit $40 per visit $60 per visit
40% (in DC 40% (in DC

Well-Child Care and Adult No charde No charde and VA); 20% No charge No charde and VA); 20%

Preventive Services 9 9 (in MD)! after 9 9 (in MD)' after
deductible deductible

Inpatient Hospital Care 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

fﬂ:;%:‘:iyvg:r; $200 after Covered under | Covered under 10% after Covered under | Covered under

admitted) deductible Option 1 Option 1 deductible Option 1 Option 1

Outpatient Surgery 10% after 20% after 40% after 10% after 20% after 40% after

(facility fee) deductible deductible deductible deductible deductible deductible

Diagnostic Labs and . . 40% after . . 40% after

rans $20 per visit $30 per visit deductible $20 per visit $30 per visit deductible

ﬁf::;lu[::%s% and 10% after 20% after 40% after 10% after 20% after 40% after

PET scans) S deductible deductible deductible deductible deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In
Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.
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Plan Options Plan U PlanV
Benefit/Feature Member pays
Option 1 Option 2 Option 3 Option 1 Option 2 Option 3
Self-Only Deductible $1,400 $2,000 $4,000 $1,500 $3,000 $4,000
Individual Deductible
(per individual Family Not applicable $2,800 $4,000 Not applicable $3,000 $4,000
Member)
Family Deductible $2,800 $4,000 $8,000 $3,000 $6,000 $8,000
Deductible Accumulation Aggregate Embedded Embedded Aggregate Embedded Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-
pocket maximum s twice $2,800 $3,950 $8,000 $3,000 $3,650 $8,000
the stated individual
amount
Out-of-PocIfet Maximum Embedded
Accumulation
Office Visits—Primary Care 10% after 20% after 40% after 10% after 20% after 40% after
"y deductible deductible deductible deductible deductible deductible
Office Visits-Specialty 10% after 20% after 40% after 10% after 20% after 40% after
Care deductible deductible deductible deductible deductible deductible
Office Visits—Uraent Care 10% after 20% after 40% after 10% after 20% after 40% after
9 deductible deductible deductible deductible deductible deductible
40% (in DC 40% (in DC
Well-Child Care and Adult No charae No charae and VA); 20% No charae No charae and VA); 20%
Preventive Services 9 9 (in MD)" after 9 9 (in MD)" after
deductible deductible
Inpatient Hospital Care 10% after 20% after 40% after 10% after 20% after 40% after
(facility fee) deductible deductible deductible deductible deductible deductible
:Ecr:e;g?:xlgzr; $100 after Covered under | Covered under $250 after Covered under | Covered under
pay deductible Option 1 Option 1 deductible Option 1 Option 1
admitted)
Outpatient Surgery 10% after 20% after 40% after 10% after 20% after 40% after
(facility fee) deductible deductible deductible deductible deductible deductible
Diagnostic Labs and 10% after 20% after 40% after 10% after 20% after 40% after
X-rays deductible deductible deductible deductible deductible deductible
Igf:ccézlu?;%gslt\;lclkl and 10% after 20% after 40% after 10% after 20% after 40% after
PET scans) S deductible deductible deductible deductible deductible deductible

This table is a limited summary of benefits (and applicable member cost shares)-Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), underwrites
the In-Network HMO Tier (Option 1), and Kaiser Permanente Insurance Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP), underwrites the
In-Network PPO Tier (Option 2) and Out-of-Network Tier (Option 3). Not all services and procedures are covered by your KFHP-MAS benefits contract or the KPIC Group
Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including exclusions and limitations, please
review the applicable KFHP-MAS Evidence of Coverage (EOC) for Option 1 and the applicable KPIC Group Policy and Certificate of Insurance (COI) for Options 2 and 3. In
Option 3, most services are subject to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be

greater than 20 percentage points.

8% KAISER PERMANENTE.
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OUT-OF-AREA PPO
Plan Options
Benefit/Feature Member pays
In-Network Out-of-Network In-Network Out-of-Network

Individual Deductible
(per plan year)-family
deductible is twice the AU AL A S
stated individual amount
Deductible Accumulation Embedded
Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $2,000 $4,000 $4,000 $8,000
maximum is twice the
stated individual amount
0ut-of-PocIfet Maximum Embedded
Accumulation
Office Visits-Primary Care $10 per visit 20% after deductible $15 per visit 20% after deductible
Office Visits-Specialty Care $20 per visit 20% after deductible $25 per visit 20% after deductible
Office Visits-Urgent Care $20 per visit $40 per visit $25 per visit $45 per visit
WeII-Ch!Id Care.and Adult No charge 20% after deductible No charge 20% after deductible
Preventive Services
Inpatient Hospital Care No charge after . . No charge after o :
(facility fee) deductible 20% after deductible deductible 20% after deductible
Emergency Care . . . i,
(copay waived if admitted) $100 per visit $100 per visit $100 per visit $100 per visit
Outpatient Surgery No charge after 0 . No charge after 0 .
(facility fee) deductible 20% after deductible deductible 20% after deductible

. . No charge after . . No charge after 0 .
Diagnostic Labs and X-rays deductible 20% after deductible deductible 20% after deductible
Special Diagnostic
Procedures (CT, MRI, and $50 per test 20% after deductible $50 per test 20% after deductible
PET scans)

Out-of-Area PPO plans are only available to employers who have membership out of area.
..
& KAISER PERMANENTE.




Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPOI

OUT-OF-AREA PPO

Plan Options Plan 6 ‘

Benefit/Feature Member pays

In-Network Out-of-Network In-Network Out-of-Network

Individual Deductible
(per plan year)-family
deductible is twice the
stated individual amount

$300 $600 $300 $600

Deductible Accumulation Embedded

Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $3,000 $6,000 $3,000 $6,000
maximum is twice the
stated individual amount

Out-of-Pocket Maximum

Accumulation Embedded
Office Visits—Primary Care $15 per visit 30% after deductible $15 per visit 40% after deductible
Office Visits-Specialty Care $25 per visit 30% after deductible $25 per visit 40% after deductible
Office Visits-Urgent Care $25 per visit $45 per visit $25 per visit $45 per visit
. S . G
‘;\:‘::’Ieﬂt‘:‘li g::siac:g Adult No charge 3[?CA) aif;e\;/:j)?d;(g‘;b;?tgrn No charge 4I§)CA) aif;e\;ﬁ)?dggib;?tgrn
deductible (in MD)’ deductible (in MD)!

Inpatient Hospital Care 10% after deductible 30% after deductible 20% after deductible 40% after deductible

(facility fee)
fcr::;i(::g’ggr; admitted) $100 per visit $100 per visit $100 per visit $100 per visit
3::5;§;$::)Surgery 10% after deductible 30% after deductible 20% after deductible 40% after deductible

Diagnostic Labs and X-rays 10% after deductible 30% after deductible 20% after deductible 40% after deductible

Special Diagnostic
Procedures (CT, MRI, and $50 per test 30% after deductible $50 per test 40% after deductible
PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of
Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-Network PPO Tier (Option 1) and Out-of-Network Tier (Option 2). Not all services and procedures
are covered under the KPIC Group Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan.
These plans are standard, "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-Network benefits, most services are subject
to the deductible.

'"For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be
greater than 20 percentage points.

(420> &% KAISER PERMANENTE.
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OUT-OF-AREA PPO

Plan Options Plan 10

Benefit/Feature Member pays

In-Network Out-of-Network In-Network Out-of-Network

Individual Deductible
(per plan year)-family
deductible is twice the
stated individual amount

$500 $1,000 $500 $1,000

Deductible Accumulation Embedded

Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $4,000 $8,000 $4,000 $8,000
maximum is twice the
stated individual amount

Out-of-Pocket Maximum

Accumulation Embedded
Office Visits-Primary Care $20 per visit 30% after deductible $20 per visit 40% after deductible
Office Visits-Specialty Care $30 per visit 30% after deductible $30 per visit 40% after deductible
Office Visits-Urgent Care $30 per visit $50 per visit $30 per visit $50 per visit
. I . S
‘::::’Ieﬂ::‘li (S::I:\alii:g Adult No charge 3I;)CA) aif;e\;/g)?d;(;‘;)bal?tgrn No charge 4[())CA) aanf(;e\r/:)fd;(;;ba'?tt(;rn
deductible (in MD)’ deductible (in MD)!

Inpatient Hospital Care

- 10% after deductible 30% after deductible 20% after deductible 40% after deductible
(facility fee)

Emergency Care

(copay waived if admitted) $100 per visit $100 per visit $100 per visit $100 per visit

Outpatient Surgery

i 10% after deductible 30% after deductible 20% after deductible 40% after deductible
(facility fee)

Diagnostic Labs and X-rays $20 per visit 30% after deductible $20 per visit 40% after deductible

Special Diagnostic
Procedures (CT, MRI, and 10% after deductible 30% after deductible 20% after deductible 40% after deductible
PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of
Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-Network PPO Tier (Option 1) and Out-of-Network Tier (Option 2). Not all services and procedures
are covered under the KPIC Group Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan.
These plans are standard, "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-Network benefits, most services are subject
to the deductible.

'For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be
greater than 20 percentage points.

&% KAISER PERMANENTE.
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OUT-OF-AREA PPO

Plan Options Plan 11 Plan 12

Benefit/Feature Member pays

In-Network Out-of-Network In-Network Out-of-Network

Individual Deductible
(per plan year)-family
deductible is twice the
stated individual amount

$1,000 $2,000 $1,500 $3,000

Deductible Accumulation Embedded

Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket $4,000 $8,000 $5,000 $10,000
maximum is twice the
stated individual amount

Out-of-Pocket Maximum

Accumulation Embedded
Office Visits—Primary Care $30 per visit 40% after deductible $30 per visit 40% after deductible
Office Visits-Specialty Care $40 per visit 40% after deductible $40 per visit 40% after deductible
Office Visits-Urgent Care $40 per visit $60 per visit $40 per visit $60 per visit
. S . G
‘Ii\::::eg’::\li g::sii:sd Adult No charge 4[())CA) ailf;e\;:)?d;(;;b;?tgrn No charge 4[())CA) ailf;e\;ﬁ)?d;(;‘;ba'?tt(;rn
deductible (in MD)! deductible (in MD)!

Inpatient Hospital Care

- 20% after deductible 40% after deductible 20% after deductible 40% after deductible
(facility fee)

Emergency Care

(copay waived if admitted) $100 per visit $100 per visit $100 per visit $100 per visit

Outpatient Surgery

i 20% after deductible 40% after deductible 20% after deductible 40% after deductible
(facility fee)

Diagnostic Labs and X-rays $30 per visit 40% after deductible $40 per visit 40% after deductible

Special Diagnostic
Procedures (CT, MRI, and 20% after deductible 40% after deductible 20% after deductible 40% after deductible
PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance Company (KPIC), a subsidiary of
Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-Network PPO Tier (Option 1) and Out-of-Network Tier (Option 2). Not all services and procedures
are covered under the KPIC Group Policy. This summary of benefits is for comparison purposes only and does not create rights not given through the benefit plan.
These plans are standard, "non-grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-Network benefits, most services are subject
to the deductible.

For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2 (Participating Providers) will not be
greater than 20 percentage points.
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Overview HMO HMOPLUS DHMO DHMOPLUS HDHP ADDEDCHOICE FLEXIBLE CHOICE OOA-PPOI

OUT-OF-AREA PPO

Plan Options MV Plan 1’

Benefit/Feature Member pays

In-Network Out-of-Network

Individual Deductible (per plan
year)-family deductible is twice $4,000 $6,000
the stated individual amount

Deductible Accumulation Embedded

Individual Out-of-Pocket
Maximum (per plan year)-family

out-of-pocket maximum is twice S0 AT

the stated individual amount

Out-of-PocIfet Maximum Embedded

Accumulation

Office Visits—Primary Care $50 per visit 50% after deductible
Office Visits-Specialty Care $60 per visit 50% after deductible
Office Visits-Urgent Care $60 per visit $80 per visit
Well-Child Care and Adult No charge 50% after deductible (in DC and
Preventive Services 9 VA); 20% after deductible (in MD)?
Inpatient Hospital Care (facility fee) 30% after deductible 50% after deductible
Emergency Care $100 per visit $100 per visit

(copay waived if admitted) P P

Outp?tlent Surgery 30% after deductible 50% after deductible
(facility fee)

Diagnostic Labs and X-rays 30% after deductible 50% after deductible
J0CHEl MR B R B 30% after deductible 50% after deductible

MRI, and PET scans)

This table is a limited summary of benefits (and applicable member cost shares) underwritten by Kaiser Permanente Insurance
Company (KPIC), a subsidiary of Kaiser Foundation Health Plan, Inc. (KFHP). KPIC underwrites the In-Network PPO Tier (Option 1) and
Out-of-Network Tier (Option 2). Not all services and procedures are covered under the KPIC Group Policy. This summary of benefits

is for comparison purposes only and does not create rights not given through the benefit plan. These plans are standard, "non-
grandfathered health plans” under the Patient Protection and Affordable Care Act. For details about the terms of coverage, including
exclusions and limitations, please review the applicable KPIC Group Policy and Certificate of Insurance (COI). For Out-of-Network
benefits, most services are subject to the deductible.

"MV = Minimum Value
2For Maryland plans, the difference between the coinsurance percentage for Option 3 (Non-Participating Providers) and Option 2
(Participating Providers) will not be greater than 20 percentage points.
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Overview HMO HMO PLUS DHMO DHMO PLUS HDHP ADDED CHOICE FLEXIBLECHOICE = OOA-PPO

A BETTER WAY TO TAKE CARE OF BUSINESS

Compare plans

Self-Only Deductible

Individual Deductible
(per individual Family
Member)

Family Deductible

Individual Deductible
(per plan year)-family
deductible is twice the
stated individual amount

Deductible Accumulation

Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket
maximum is twice the
stated individual amount

Out-of-Pocket Maximum
Accumulation

Office Visits—Primary Care

Office Visits-Specialty Care

Office Visits-Urgent Care

Well-Child Care and Adult
Preventive Services

Inpatient Hospital Care
(facility fee)

Emergency Care
(copay waived if admitted)

Outpatient Surgery
(facility fee)

Diagnostic Labs and X-rays

Special Diagnostic
Procedures (CT, MRI, and
PET scans)
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Overview HMO

Compare plans

HMO PLUS

DHMO

DHMO PLUS HDHP

ADDED CHOICE

FLEXIBLE CHOICE

OOA-PPO

Self-Only Deductible

Individual Deductible
(per individual Family
Member)

Family Deductible

Individual Deductible
(per plan year)-family
deductible is twice the
stated individual amount

Deductible Accumulation

Individual Out-of-Pocket
Maximum (per plan
year)-family out-of-pocket
maximum is twice the
stated individual amount

Out-of-Pocket Maximum
Accumulation

Office Visits-Primary Care

Office Visits-Specialty Care

Office Visits-Urgent Care

Well-Child Care and Adult
Preventive Services

Inpatient Hospital Care
(facility fee)

Emergency Care
(copay waived if admitted)

Outpatient Surgery
(facility fee)

Diagnostic Labs and X-rays

Special Diagnostic
Procedures
(CT, MRI, and PET scans)
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DEFINITIONS

Embedded deductible

If you have coverage for yourself plus one or more family members, each person has an individual
deductible and there is a separate family deductible. When one family member meets his or her
deductible before the family deductible is met, that family member pays only the applicable copays or
coinsurance for covered services for the rest of the plan year, or until the out-of-pocket maximum is met
(see definitions for out-of-pocket maximum below). Amounts paid toward individual deductibles are also
applied toward the family deductible. The family deductible can be met by two or more family members.
Once the family deductible is met, you begin paying only the applicable copays or coinsurance for
everyone who is covered under your plan, no matter if each family member’s individual deductible has
not been met.

Example: Sarah’s family has an embedded deductible. Each family member's individual deductible
amount is $4,500, and their family deductible amount is $9,000. Sarah has a medical procedure and she
pays an allowable charge of $2,000. This amount is applied toward her individual deductible and the
family deductible. Later that year, her son, John, has an inpatient hospital stay that cost $5,500. The family
pays $4,500 to meet John's individual deductible. The remaining $1,000 is subject to a 40% coinsurance
for inpatient hospital services, according to the family’s plan, so Sarah’s family also pays for the $400
coinsurance charge while the health plan pays $600.

Now that John has met his individual deductible, he will only be responsible for paying the applicable
copays and coinsurance for covered services for the rest of the plan year. Meanwhile, the family has paid
$6,500 toward their family deductible of $9,000, so everyone else will continue paying the allowable
charges for covered services until the individual or family deductible is met. Once the family deductible
is met, the whole family will only be responsible for paying the applicable copays or coinsurance for
covered services for the rest of the plan year, or until the out-of-pocket maximum is met (see definitions
for out-of-pocket maximum below).

Embedded out-of-pocket maximum

An out-of-pocket maximum (OOPM) is a limit on health care expenses you and your family pay
in a plan year.

If you have coverage for yourself plus one or more family members, each person has an individual OOPM
and there is a separate family OOPM. When one family member reaches his or her OOPM, the health
plan will pay for that individual's covered health care expenses for the rest of the plan year. Amounts paid
toward individual OOPMs, such as deductible, copay, and coinsurance amounts, are also applied toward
the family OOPM. The family OOPM can be met by two or more family members. Once the family OOPM
is met, your health plan will pay for covered health care expenses for the rest of the plan year, even for
those family members who have not met their individual OOPM.

Example: Sarah’s family has an embedded OOPM. Each family member’s individual OOPM amount is
$3,000, and their family OOPM amount is $6,000. Sarah has a medical procedure and she pays $1,500 in
allowable charges. This amount is applied toward her individual OOPM and the family OOPM. Later that
year, her son, John, has several covered medical procedures totaling $4,000 of allowable charges. The
family pays $3,000 and meets John's OOPM. The remaining $1,000 is paid for by the health plan.
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Now that John has met his individual OOPM, he will pay nothing for covered services for the rest of the
plan year. Meanwhile, the family has paid $4,500 toward their family OOPM of $6,000, so everyone else
will continue paying for covered health care expenses until their individual or family OOPM is met. Once
the family OOPM is met, the whole family will pay nothing for covered services for the rest of the plan year.

Aggregate deductible

If you have coverage for yourself plus one or more family members, the whole family has one aggregate
deductible for the plan year; there is no individual member deductible in family plans. When one or more
family members have paid enough in applicable health care expenses to meet the family’s deductible, the
health plan will begin to pay its share of the charges for the rest of the plan year, or until the out-of-pocket
maximum is met (see definitions for out-of-pocket maximum below).

Example: Sarah's family has an aggregate deductible of $2,800 and 10% plan coinsurance after her
deductible for all covered services. Sarah has a medical procedure and she pays an allowable charge

of $1,800, which is applied to the family deductible. Later that year, her son, John, has an inpatient
hospital stay that cost $1,500. The family pays $1,000 to meet their plan year deductible of $2,800. The
remaining $500 is subject to a 10% coinsurance for inpatient hospital services, according to the family’s
plan, so Sarah's family also pays for the $50 coinsurance charge while the health plan pays $450. Now
that the family deductible has been met, everyone in the family will pay only the applicable copays and
coinsurance for covered services for the rest of the plan year, until the out-of-pocket maximum is met (see
definitions for out-of-pocket maximum).

Aggregate out-of-pocket maximum

An out-of-pocket maximum (OOPM) is a limit on health care expenses you and your family pay
in a plan year.

If you have coverage for yourself plus one or more family members, the whole family has one OOPM

for the plan year. That means all covered family members’ applicable health care expenses, such

as deductible, copay, and coinsurance amounts, accumulate toward one family OOPM. There is no
individual OOPM for each family member. Once the family OOPM is met by one or more family members,
your health plan will pay for covered health care expenses for the rest of the plan year, even for those
family members who did not contribute to the family OOPM.

Example: Sarah’s family has an aggregate OOPM of $5,000. Sarah has a medical procedure and she pays
$2,500 in allowable charges, which is applied toward the family OOPM. Later that year, her son, John, has
an inpatient hospital stay that costs $3,000 of allowable charges. The family pays $2,500 and meets their
plan year OOPM. The remaining $500 is paid for by the health plan. Now that the family OOPM has been
met, everyone in the family will pay nothing for covered services for the rest of the plan year.

Flexible Choice plans—provider networks
Flexible Choice allows members to receive care from:

Option 1: Permanente physicians in the Mid-Atlantic Permanente
Medical Group, P.C. (HMO).

Option 2: Providers in an extensive Participating Provider
Organization (PPO) using PHCS™ and MultiPlan™ networks for KPIC.

Option 3: Any other licensed, non-contracted provider not in Options 1 or 2.
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Kaiser Permanente Signature®" provider network

With the Kaiser Permanente Signature provider network, members receive quality care provided by our
physicians—a network of physicians who practice exclusively in our medical centers conveniently located
throughout the covered Maryland, Virginia, and Washington, DC, service areas. You can choose a doctor
at any time, for any reason, ensuring that your physician meets your needs. Our medical centers offer a
range of services in one location, including primary care, lab, X-ray, and pharmacy. For inpatient services,
members have convenient access to contracted hospitals located throughout the service area. When
members receive care, tests, and screenings in our medical centers, they can use My Health Manager on
kp.org to email their doctor’s office, check most lab results, schedule and cancel appointments, order
prescription refills for mail delivery or pickup, and much more.

Video visits' are available with a Permanente emergency medicine physician who is connected to a
member’s personal doctor and can access a member’s medical history. Members can visit kp.org or use
our mobile app to schedule a video visit. Members can also call the advice nurse anytime for a video
appointment.

Kaiser Permanente Select*" provider network

Building on our Signature physician network, Select adds access to contracted community physicians in
private practice. Members may choose a Permanente physician in the Mid-Atlantic Permanente Medical
Group, P.C., or a community physician and also have access to contracted hospitals located throughout
the service area.

Preventive services
Kaiser Permanente covers preventive care services at no cost to you. These preventive services include:
¢ Blood pressure screening for all adults
e Cholesterol screening
e Colorectal cancer screening for adults over 50
e Type 2 diabetes screening for adults with high blood pressure
¢ Mammograms every 1 to 2 years for women over 40
e Cervical cancer screening for sexually active women
e Osteoporosis screening for women over 60, depending on risk factors
¢ Immunizations for children from birth to 18 years
e Obesity screening and counseling for children

For a comprehensive list of preventive services, visit account.kp.org/broker-employer/resources/broker
and click on resource library.

"If you travel out of state, phone appointments and video visits may not be available due to state laws that may prevent doctors and
health care providers from providing care across state lines. Laws differ by state.
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DISTRICT OF COLUMBIA ASSOCIATED
EXCLUSIONS AND LIMITATIONS'

Health plan (HMO, DHMO, and HDHP plans)

1.

Deductible:

The Deductible applies to all covered services except Preventive Health Care Services (HDHP only).

. Out-of-Pocket Maximum:

The following Services do not apply toward your Out-of-Pocket Maximum:

e Adult eyeglass lenses and frames and contact lenses that are available with a discount only

Adult dental Services, if included by Rider attached to this plan
Adult routine eye exams (HMO and DHMO only)
In vitro fertilization (HMO and DHMO only)

e Inpatient and outpatient infertility Services and drugs

. Emergency Services Limitations:

¢ Notification: If you receive care at a hospital emergency room or are admitted to a non-Plan
Hospital, you, or someone on your behalf, must notify us as soon as possible, but not later than
48 hours or the next business day, whichever is later, of the emergency room visit or hospital
admission, unless it was not reasonably possible to notify us. If you are admitted to a hospital,
we will decide whether to make arrangements for necessary continued care where you are or to
transfer you to a facility we designate. If you do not notify us as provided herein, we will not cover
the emergency room visit or hospital care you receive after transfer would have been possible.

¢ Continuing or Follow-up Treatment: We do not cover continuing or follow-up treatment after
Emergency Services unless authorized by Health Plan. We cover only the out-of-Plan emergency
Services that are required before you could, without medically harmful results, have been moved
to a facility we designate either inside or outside our Service Area or in another Kaiser Foundation
Health Plan or allied plan service area.

¢ Hospital Observation: Transfer to an observation bed or observation status does not qualify
as an admission to a hospital, and your emergency room visit copayment will not be waived.
Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

e Monitoring a chronic disease
¢ Follow-up Services after you have been diagnosed with a disease

¢ Testing and diagnosis for specific diseases for which you have been determined
to be at high risk for contracting based on factors determined by national standards

e Services provided when you show signs or symptoms of a specific disease or disease process

'For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC).
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¢ Non-routine gynecological visits

¢ Treatment of a medical condition or problem identified during the course of a preventive screening exam

. Urgent Care Limitations:

We do not cover Services outside of our Service Area for conditions that, before leaving the Service
Area, you should have known might require Services while outside of our Service Area, such as dialysis for
ESRD, post-operative care following surgery, and treatment for continuing infections, unless we determine
that you were temporarily outside of our Service Area because of an extreme personal emergency.

Urgent Care Exclusions:

Urgent Care Services within our Service Area that were not provided by a Plan Provider or Plan Facility.

KPIC (Flexible Choice [Options 2 and 3 only] and Out-of-Area PPO Plans)’

1.

Deductible:

The Deductible applies to all covered services except Preventive Health Care Services in Option 2
and visits subject to a per-visit copay.

. Out-of-Area:

Prudent layperson standard applies to Emergency Services, as does the general exclusions and
limitations applicable to covered services generally.

. Emergency Services Limitations:

Flexible Choice—Please refer to KFHP-MAS Option 1 coverage.

Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

e Monitoring a chronic disease

Follow-up Services after you have been diagnosed with a disease
e Diagnostic testing for specific diseases
e Services provided when you show signs or symptoms of a specific disease or disease process

¢ Non-routine gynecological visits

. Urgent Care Limitations:

Limited to Medically Necessary covered services required to diagnose and treat an urgent, but
non-life-threatening, covered sickness or injury. The standard limitations applicable to covered services
generally apply to care received in an urgent care setting.

Urgent Care Exclusions:

The standard exclusions applicable to covered services generally apply to care received in an
urgent care setting.

'For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI).
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MARYLAND ASSOCIATED EXCLUSIONS
AND LIMITATIONS'

Health plan (HMO, DHMO, and HDHP plans)

1.

Deductible:

The Deductible applies to all covered services except Preventive Health Care Services (HDHP only).

. Out-of-Pocket Maximum:

The following Services do not apply toward your Out-of-Pocket Maximum:

e Adult eyeglass lenses and frames and contact lenses that are available with a discount only
e Adult dental Services, if included by Rider attached to this plan

e Adult routine eye exams (HMO and DHMO only)

. Emergency Services Limitations:

¢ Notification: If you are admitted to a non-Plan hospital, you, or someone on your behalf, should
notify us as soon as possible, but not later than forty-eight (48) hours or the end of the first (1st)
business day, whichever is later, after the hospital admission unless it was not reasonably possible
to notify us. If you are admitted to a hospital, we will decide whether to make arrangements for
necessary continued care where you are or to transfer you to a facility we designate. If you do not
notify us as provided herein, we will not cover the hospital care you receive after transfer would
have been possible. If possible, we urge you or your authorized representative to notify us of any
emergency room visits to assist you in coordinating any necessary follow-up care.

¢ Continuing or Follow-up Treatment: Except as provided for under “Continuing Treatment Following
Emergency Surgery,” we do not cover continuing or follow-up treatment after Emergency Services
unless authorized by Health Plan. We cover only the out-of-Plan emergency Services that are
required before you could, without medically harmful results, have been moved to a facility we
designate either inside or outside our Service Area or in another Kaiser Permanente Region or
Group Health Cooperative service area.

¢ Hospital Observation: Transfer to an observation bed or observation status does not qualify
as an admission to a hospital, and your emergency room visit copayment will not be waived.
Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

e Monitoring a chronic disease
¢ Follow-up Services after you have been diagnosed with a disease
e Services provided when you show signs or symptoms of a specific disease or disease process

¢ Non-routine gynecological visits

'For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC).
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5. Urgent Care Limitations:

We do not cover Services outside our Service Area for conditions that, before leaving the Service Area,
you should have known might require Services while outside our Service Area, such as dialysis for ESRD,
post-operative care following surgery, and treatment for continuing infections, unless we determine that
you were temporarily outside our Service Area because of extreme personal emergency.

Urgent Care Exclusions:

Urgent Care Services within our Service Area that were not provided by a Plan Provider or Plan Facility.

KPIC (Flexible Choice [Options 2 and 3 only] and Out-of-Area PPO Plans)’

1.

Deductible:

The Deductible applies to all covered services except Preventive Health Care Services in Option 2 and
visits subject to the per-visit copay.

. Out-of-Area:

Prudent layperson standard applies to Emergency Services, as do the general exclusions and
limitations applicable to covered services generally.

. Emergency Services Limitations:

Flexible Choice—Please refer to KFHP-MAS's Option 1 coverage.

Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

e Monitoring a chronic disease

¢ Follow-up Services after you have been diagnosed with a disease

¢ Diagnostic testing for specific diseases

e Services provided when you show signs or symptoms of a specific disease or disease process

e Non-routine gynecological visits

. Urgent Care Limitations:

Limited to Medically Necessary covered services required to diagnose and treat an urgent, but non-
life-threatening, covered sickness or injury. The standard limitations applicable to covered services
generally apply to care received in an urgent care setting.

Urgent Care Exclusions:

The standard exclusions applicable to covered services generally apply to care received
in an urgent care setting.

'For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI).
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Vi

RGINIA ASSOCIATED EXCLUSIONS
AND LIMITATIONS'

Health plan (HMO, DHMO, and HDHP plans)

1. Deductible:

The Deductible applies to all covered services except Preventive Health Care Services (HDHP only).

2. Out-of-Pocket Maximum:

The following Services do not apply toward your Out-of-Pocket Maximum:

Adult eyeglass lenses and frames and contact lenses that are available with a discount only
Adult dental Services, ifincluded by Rider attached to this plan

Adult routine eye exams (HMO and DHMO only)

In vitro fertilization (HMO and DHMO only)

Inpatient and outpatient infertility Services and drugs

3. Emergency Services Limitations:

Notification: If you receive care at a hospital emergency room or are admitted to a non-Plan
hospital, you, or someone on your behalf, must notify us as soon as possible, but not later

than 48 hours after the emergency room visit or hospital admission, or the next business day,
whichever is later, unless it was not reasonably possible to notify us. If you are admitted to a
hospital, we will decide whether to make arrangements for necessary continued care where
you are, or to transfer you to a facility we designate. Once your emergency condition has been
stabilized, all continuing and follow-up treatment must be authorized by us. If you do not notify
us and obtain authorization for a continued hospital stay once your condition has stabilized, we
will not cover the inpatient hospital charges you incur after transfer would have been possible.

Continuing or Follow-up Treatment: Except as provided for under “Continuing Treatment
Following Emergency Surgery,” we do not cover continuing or follow-up treatment after
Emergency Services unless authorized by the Health Plan. We cover only the out-of-Plan
emergency Services that are required before you could, without medically harmful results, have
been moved to a facility we designate either inside or outside of our Service Area or in another
Kaiser Foundation Health Plan or allied plan service area.

Hospital Observation: Transfer to an observation bed or observation status does not qualify as an
admission to a hospital. Your emergency room visit copayment, if applicable, will not be waived.

4. Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

Monitoring chronic disease

Follow-up Services after you have been diagnosed with a disease

'For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC).
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e Testing and diagnosis for specific diseases for which you have been determined to be at high risk
for contracting based on factors determined by national standards

e Services provided when you show signs or symptoms of a specific disease or disease process

¢ Non-routine gynecological visits

. Urgent Care Limitations:

We do not cover Services outside of our Service Area for conditions that, before leaving the Service
Area, you should have known might require Services while outside of our Service Area, such as
dialysis for ESRD, post-operative care following surgery, and treatment for continuing infections,
unless we determine that you were temporarily outside of our Service Area because of an extreme
personal emergency.

Urgent Care Exclusions:

Urgent Care Services within our Service Area that were not provided by a Plan Provider or Plan Facility.

KPIC (Flexible Choice [Options 2 and 3 only] and Out-of-Area PPO Plans)’

1.

Deductible:

The Deductible applies to all covered services except Preventive Health Care Services in Option 2
and visits subject to the per-visit copay.

. Out-of-Area:

Prudent layperson standard applies to emergency Services, as do the general exclusions and
limitations applicable to covered services generally.

. Emergency Services Limitations:

Flexible Choice—Please refer to KFHP-MAS's Option 1 coverage.

Preventive Health Services Limitation:

While treatment may be provided in the following situations, the following Services are not considered
Preventive Care Services. Applicable Cost Shares will apply.

® Monitoring chronic disease

Follow-up Services after you have been diagnosed with a disease
¢ Diagnostic testing for specific diseases
e Services provided when you show signs or symptoms of a specific disease or disease process

¢ Non-routine gynecological visits

'For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI).
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5. Urgent Care Limitations:

Limited to Medically Necessary covered services required to diagnose and treat an urgent, but
non-life-threatening, covered sickness or injury. The standard limitations applicable to covered
services generally apply to care received in an urgent care setting.

6. Urgent Care Exclusions:

The standard exclusions applicable to covered services generally apply to care received in
an urgent care setting.

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (KFHP-MAS), is not bound by the exclusions and
limitations listed here; instead, the benefits, services, exclusions, and limitations that apply are listed in the Group
Agreement and Evidence of Coverage provided in a separate document. Consult the Group Agreement and
Evidence of Coverage to determine governing contractual provisions including detailed benefits, exclusions,

and limitations related to the group benefit plan. The Group Agreement and Evidence of Coverage are the legally
binding document between KFHP-MAS and groups. In the event of ambiguity, or a conflict between this summary
and the Group Agreement and Evidence of Coverage, the Group Agreement and Evidence of Coverage shall control.
Members enrolled with KFHP-MAS will also receive a copy of the Evidence of Coverage. In the event of ambiguity, or
a conflict between this summary and the member’s Evidence of Coverage, the Evidence of Coverage shall control.

Kaiser Permanente Insurance Company (KPIC) will be bound by the exclusions and limitations listed in the
applicable Group Policy, which includes the Certificate of Insurance. Consult the actual Group Policy to determine
the governing contractual provisions, including detailed benefits, exclusions, and limitations related to the group
benefit plan. The Group Policy is a legally binding document between KPIC and the group. In the event of ambiguity
or a conflict between this summary and the Group Policy, the Group Policy shall control. Members enrolled with
KPIC will also receive a copy of the Certificate of Insurance and Schedule of Coverage. In the event of ambiguity, or

a conflict between this summary and the member’s Certificate of Insurance and Schedule of Coverage, the Group
Policy shall control.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan)
complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Kaiser Health Plan does
not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex. We also:

* Provide no cost aids and services to people with disabilities to communicate
effectively with us, such as:
» Qualified sign language interpreters
«  Written information in other formats, such as large print, audio, and
accessible electronic formats

* Provide no cost language services to people whose primary language is not
English, such as:
* Qualified interpreters
» Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711)

If you believe that Kaiser Health Plan has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability,
or sex, you can file a grievance by mail or phone at: Kaiser Permanente, Appeals and
Correspondence Department, Attn: Kaiser Civil Rights Coordinator, 2101 East
Jefferson St., Rockville, MD 20852, telephone number: 1-800-777-7902.

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.nhs.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, 1-800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

In the event of dispute, the provisions of the approved English version of the form will
control.

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-800-777-7902 (TTY: 711).

A7ICE (Amharic) “0q: 0915145+ £ ATICE WPt SHCHI° ACSF LCP-RTE N1 AL TN T
THOETPA: ML TLntAD- ¢ Lo 1-800-777-7902 (TTY: 711).

oy Joail laally Al ) 555 By alll Baelisall CHladi G el jall Caaati i€ 13) 1Ak gala (Arabic) s sl
(711 :TTY) 1-800-777-7902

‘Basdd Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké m Basdd-wudu-po-nyd ju ni,
nii, a wudu ka ko do po-pod béin m gbo kpaa. Ba 1-800-777-7902 (TTY: 711)

axen (Bengali) 785 #ga: 3G arfd ke, 331 3@ NES, ORE FAwey OF WRFel A€ T anwl
& 59 1-800-777-7902 (TTY: 711))

13X (Chinese) XK : AR B TSC > LTI BEGRE S RIS - S
1-800-777-7902 (TTY : 711) -

8% KAISER PERMANENTE.


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

ol Lk (55 Q)5 oy samy ) gt i€ e SR i L) 4 &) t4a 55 (Farsi) e
Ao oS (711 :TTY) 1-800-777-7902 L 230

Francgais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique
vous sont proposés gratuitement. Appelez le 1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfugung.
Rufnummer: 1-800-777-7902 (TTY: 711).

a1%R1cll (Gujarati) % all: %1 A 9%RAcl el &, Al [(l:gles eunl Ustal Al
AHRL 12 Guaod 8. $lot 53U 1-800-777-7902 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd
pou lang ki disponib gratis pou ou. Rele 1-800-777-7902 (TTY: 711).

=8 (Hindi) &2 &: afe 3ma RS dierd § oY 3mas forw Iy 3 HIWT HerRIdT ard 3ueey
€1 1-800-777-7902 (TTY: 711) UX &icl |

Igbo (Igbo) NRUBAMA: O buru na i na asu Igbo, oru enyemaka asusu, n’efu, diiri gi.
Kpoo 1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili
servizi di assistenza linguistica gratuiti. Chiamare il numero 1-800-777-7902 (TTY: 711).

BAEE (Japanese) EEFH : HAGEZai S o HE . BEOSHERE TRV
JE9, 1-800-777-7902 (TTY:711) £ T, BEFHICTIHERKIZIW,

§=0] (Korean) F-9]: gt=ro] & AL8-5HA| = 7, o] Al Mu|As FRE o] &84
T 54T} 1-800-777-7902 (TTY: 711) HO 2 H3lel T4 L.

Naabeeho (Navajo) Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee
aka’anida’awo’déé’, t’aa jiik’eh, éi na holo, koji’ hodiilnih 1-800-777-7902 (TTY: 711).
Portugués (Portuguese) ATENGCAO: Se fala portugués, encontram-se disponiveis
servigos linguisticos, gratis. Ligue para 1-800-777-7902 (TTY: 711).

Pyccknn (Russian) BHUMAHME: ecnu Bbl roBOpUTE Ha PYCCKOM S3bIKE, TO BaMm
AOCTYNHbl 6ecnnaTHble ycnyrn nepesoga. 3soHunte 1-800-777-7902 (TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al 1-800-777-7902 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit
ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-777-7902 (TTY: 711).

‘Ing (Thai) Bau: daayaa’ing aaugusalausnishamndaniea e laws Tns
1-800-777-7902 (TTY: 711).

IS+ i (e e Gladd (S 230 (S ) S 5 om s 53,0 I 81138 (Urdu) s
(711 :TTY) 1-800-777-7902 L S

Tiéng Viét (Vietnamese) CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd trg ngon
nglr mién phi danh cho ban. Goi s6 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin
o. E pe ero ibanisoro yi 1-800-777-7902 (TTY: 711).

8% KAISER PERMANENTE.



NONDISCRIMINATION NOTICE

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal civil
rights law and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. KPIC does not exclude people or treat them differently because of
race, color, national origin, age, disability or sex. We also:

e Provide no cost aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats, such as large print, audio, and
accessible electronic formats

e Provide no cost language services to people whose primary language is not
English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711)

If you believe that Kaiser Permanente Insurance Company has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance by mail or phone at: KPIC Civil
Rights Coordinator, Grievance 1557, 5855 Copley Drive, Suite 250, San Diego, CA
92111, telephone number 1-888-251-7052.

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, 1-800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call 1-800-777-7902 (TTY: 711).

A91CS (Amharic) “10J-0a: 2715145 £1% A7ICE P ¢HCTHI® ACS T £CEPTT M1R ALINPT
THOEHPA: @L “LntAD- &7C LD 1-800-777-7902 (TTY: 711).

ol Sl ja) o1 4 gall) 3aclisall Chledd 8 Ay yall Ghaati i€ 1)) 4% 9;1,4 (Arabic) 4-\-:):.“
(711 :TTY) 1-800-777-7902 a8 Juail

‘Bas3dd Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké m Basdd-wudu-po-nyd ju
ni, nii, a wudu ka ko do po-pod béin m gbo kpaa. Ba 1-800-777-7902 (TTY: 711)

$¥TT (Bengali) T FFa3 IW A RN, FYT T©@ TN, S
oSO O] NTe] MA@ SHTd | T PPN 1-800-777-7902
(TTY: 711)|

13X (Chinese) /X : WAREEMEHE PoC > ] LR BEERGE S RIS - FHEE
1-800-777-7902 (TTY : 711) -

KPIC-ND-17-007-MD-VA-DC

8% KAISER PERMANENTE.
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L;\)Jul.i_a\)u)}w@b)&_\)u@_uu cJ.\.\SL;A}S\_\sSL;u)\Au\_UMJS\ My(Farsnu.uJu
2,50 O (711 TTY) 1-800-777-7902 L 2130 (e adl i e

Francais (French) ATTENTION: Si vous parlez frangais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-800-777-7902 (TTY: 711).

oyl (Gujarati) YAsil: S AR Al lAdl &, Al [R:Yes el Usl2A At
AHRL He Buaed 8. $lot 52 1-800-777-7902 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis
ed pou lang ki disponib gratis pou ou. Rele 1-800-777-7902 (TTY: 711).

f&=eY (Hindi) &: Ifg 3ma B Srerd § af 3maes fow e 7 H1T WETIdm fard
3UTsY § | 1-800-777-7902 (TTY: 711) TR HleT Y|

Igbo (Igbo) NRUBAMA: O buru na i na asu Igbo, oru enyemaka asusu, n’efu, diiri gi.
Kpoo 1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili
servizi di assistenza linguistica gratuiti. Chiamare il numero 1-800-777-7902 (TTY: 711).

7% (Japanese) HEEEH : HAGELZ G SN H%H, BEIOSHEXEL TR
7171 Ti'ﬁ— 1-800-777-7902 (TTY:711) £ T, BEMITIHEEZE I Z W,

@=o] (Korean) 5.9): gh= o] & AFS 3k = 4, 2lc] Xl% B v‘?‘ii
°]-&3% el 4 54t} 1-800-777-7902 (TTY: 711) H O 2 A 3}a] FAHA &

Naabeeho (Navajo) D77 baa ak0 n7n7zin: D77 saad bee yIn7[ti’go Diné Bizaad, saad bee
1k1’1n7da’Iwo’d66’, t’11 jiik’eh, 47 n1 hOl=, koj8” h0d77Inih 1-800-777-7902 (TTY:
711))

Portugués (Portuguese) ATENGAO: Se fala portugués, encontram-se disponiveis
servicos linguisticos, gratis. Ligue para 1-800-777-7902 (TTY: 711).

Pycckui (Russian) BHUMAHME: ecnv Bbl roBopute Ha pyccKoM sA3blke, TO BaM
AocTynHbl 6ecnnatHble yenyrn nepesoa. 3soHuTte 1-800-777-7902 (TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espafriol, tiene a su disposicién servicios
gratuitos de asistencia linguistica. Llame al 1-800-777-7902 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-777-7902 (TTY: 711).

Ing (Thai) BBau: daayan = ng aaduisaldusnistiatndananlens Ins
1-800-777-7902 (TTY: 711).

uuuuuuhéaaéuhjﬁu\ycuuc\]yjd‘)\ u_a\ JS\ J“J—‘A(UTdU)J-‘J\
(711 :TTY) 1-800-777-7902 LS JIS - G aliiand

T|eng Viét (Vletnamese) CHU Y: Néu ban noi Tiéng Viét, cé cac dich vu hé tro
ngdn ng mién phi danh cho ban. Goi s 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun
yin o. E pe ero ibanisoro yi 1-800-777-7902 (TTY: 711).

KPIC-ND-17-007-MD-VA-DC
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