
 

  

 

HMO KP PLUS DHMO DKP PLUS HDHP FLEXIBLE CHOICE OOA-PPOADDED CHOICEOverview 

A BETTER WAY TO TAKE CARE OF BUSINESS 

2024 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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Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

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. 
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Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO Overview 

2024 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 

HMO Flexible Choice – Preferred Pairing Flexible Choice – Acceptable Pairing 

HMO/KP Plus Plan 1 Flexible Choice Plan B Flexible Choice Plan C 

HMO/KP Plus Plan 2 Flexible Choice Plan C Flexible Choice Plan G 

HMO/KP Plus Plan 5 Flexible Choice Plan C Flexible Choice Plan G 

HMO/KP Plus Plan 8 Flexible Choice Plan D, Flexible Choice Plan F1A Flexible Choice Plan H, Flexible Choice Plan F1B 

HMO/KP Plus Plan 10 Flexible Choice Plan I Flexible Choice Plan J 

HMO/KP Plus Plan 11 Deductible Flexible Choice Plan S Flexible Choice Plan I 

Deductible HMO Deductible Flexible Choice  – 
Preferred Pairing 

Deductible Flexible Choice  – 
Acceptable Pairing 

DHMO/DKP Plus Plan 2 Deductible Flexible Choice Plan R Deductible Flexible Choice Plan S 

DHMO/DKP Plus Plan 5 Deductible Flexible Choice Plan S Deductible Flexible Choice Plan Q 

DHMO/DKP Plus Plan 7 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T 

DHMO/DKP Plus Plan 9 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T 

DHMO/DKP Plus Plan 10 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T 

DHMO/DKP Plus Plan 11 Deductible Flexible Choice Plan S Deductible Flexible Choice Plan Q 

DHMO/DKP Plus Plan 14 Deductible Flexible Choice Plan T Not applicable 

DHMO/DKP Plus Plan 17 Deductible Flexible Choice Plan T Not applicable 

DHMO/DKP Plus Plan 18 Deductible Flexible Choice Plan T Not applicable 

DHMO/DKP Plus Plan 20 Deductible Flexible Choice Plan S Deductible Flexible Choice Plan Q 

DHMO/DKP Plus Plan 21 Deductible Flexible Choice Plan Q Deductible Flexible Choice Plan T 

DHMO/DKP Plus Plan 22 Deductible Flexible Choice Plan T Not applicable 
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Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO Overview 

2024 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 

HDHP Deductible Flexible Choice  – 
Preferred Pairing 

Deductible Flexible Choice  – 
Acceptable Pairing 

HDHP Plan 1 HSA-Qualified Flexible Choice Plan W HSA-Qualified Flexible Choice Plan V 

HDHP Plan 3 HSA-Qualified Flexible Choice Plan V Not applicable 

HDHP Plan 4 HSA-Qualified Flexible Choice Plan V Not applicable 

HDHP 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 
HMO Plan 1 

Deductible Flexible Choice Plan T HSA-Qualified Flexible Choice Plan V 

Virtual Complete Deductible 
HMO Plan 2 

HSA-Qualified Flexible Choice Plan W HSA-Qualified Flexible Choice Plan V 

Virtual Complete Deductible 
HMO Plan 3 

HSA-Qualified Flexible Choice Plan V Not applicable 

Virtual Forward Deductible 
HMO Plan 1 

HSA-Qualified Flexible Choice Plan V Deductible Flexible Choice Plan T 

Virtual Forward Deductible 
HMO Plan 2 

HSA-Qualified Flexible Choice Plan V HSA-Qualified Flexible Choice Plan W 

Virtual Forward Deductible 
HMO Plan 3 

HSA-Qualified Flexible Choice Plan V HSA-Qualified Flexible Choice Plan W 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO Overview 

2024 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 

HMO Added Choice – Preferred Pairing Added Choice – Acceptable Pairing 

HMO/KP Plus Plan 1 Added Choice Plan 1 Added Choice Plan 2 

HMO/KP Plus Plan 2 Added Choice Plan 1 Added Choice Plan 2 

HMO/KP Plus Plan 5 Added Choice Plan 2 Added Choice Plan 3 

HMO/KP Plus Plan 8 Added Choice Plan 3 Added Choice Plan 4 

HMO/KP Plus Plan 10 Added Choice Plan 5 Added Choice Plan 6 

HMO/KP Plus Plan 11 Added Choice Plan 3 Added Choice Plan 5 
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Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

HMO 
Plan Options Plan 1 Plan 2 Plan 5 

Benefit/Feature Member pays 

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

Not applicable Not applicable 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 $1,300 $1,300 

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 

Well-Child Care and Adult Preventive 
Services 

No charge No charge No charge 

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 
PET scans) 

No charge $50 $75 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

HMO 
Plan Options Plan 8 Plan 10 Plan 11 

Benefit/Feature 

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

Not applicable Not applicable 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 $2,250 $3,000 

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 

Well-Child Care and Adult Preventive 
Services 

No charge No charge No charge 

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 
PET scans) 

$50 $100 $100 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

Kaiser Permanente PLUS 
Plan Options Plan 1 

Benefit/Feature Member pays 

In-Network 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 

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 
Inside service area:  

$40 (applies to 10-visit limit) 
Outside service area: covered in-plan 

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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

Kaiser Permanente PLUS 
Plan Options Plan 2 

Benefit/Feature Member pays 

In-Network 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 

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 
Inside service area:  

$45 (applies to 10-visit limit) 
Outside service area: covered in-plan 

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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

Kaiser Permanente PLUS 
Plan Options Plan 5 Plan 8 

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/Inside service area:  

$50 (applies to 10-visit limit) 
Outside service area: covered in-plan 

$40/Inside service area:  
$60 (applies to 10-visit limit) 

Outside service area: covered in-plan 

Well-Child Care and Adult Preventive Services 
No charge/ 

No charge (applies to 10-visit limit) 
No charge/ 

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 

Diagnostic Labs and X-rays 
No charge/ 

$20 (applies to 10-visit limit) 
No charge/ 

$20 (applies to 10-visit limit) 

Special Diagnostic Procedures (CT, MRI, and PET scans) $75/Not covered $50/Not covered 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

Kaiser Permanente PLUS 
Plan Options Plan 10 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/Inside service area:  

$60 (applies to 10-visit limit) 
Outside service area: covered in-plan 

$30/Inside service area:  
$50 (applies to 10-visit limit) 

Outside service area: covered in-plan 

Well-Child Care and Adult Preventive Services 
No charge/ 

No charge (applies to 10-visit limit) 
No charge/ 

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 

Diagnostic Labs and X-rays 
No charge/ 

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

 (applies to 10-visit limit) 

Special Diagnostic Procedures (CT, MRI, and PET scans) $100/Not covered $100/Not covered 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

DHMO 
Plan Options Plan 2 Plan 5 Plan 7 Plan 9 Plan 10 

Benefit/Feature Member pays 

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

$250 $500 $750 $1,000 $1,000 

Deductible Accumulation Embedded 

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

$2,000 $3,000 $3,000 $3,000 $3,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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  
(facility fee) 

10% after 
deductible 

20% after 
deductible 

20% after 
deductible 

10% after 
deductible 

20% after 
deductible 

Emergency Care 
(copay waived if admitted) 

$100 $100 $100 $100 $100 

Outpatient Surgery (facility fee) 
10% after 

deductible 
20% after 

deductible 
20% after 

deductible 
10% after 

deductible 
20% after 

deductible 

Diagnostic Labs and X-rays $15 $20 $20 $20 $25 

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

10% after 
deductible 

20% after 
deductible 

20% after 
deductible 

10% after 
deductible 

20% after 
deductible 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

DHMO 
Plan Options Plan 11 Plan 14 Plan 15 Plan 16 Plan 17 

Benefit/Feature Member pays 

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

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

Deductible Accumulation Embedded 

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

$3,000 $3,000 $5,000 $5,000 $4,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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  
(facility fee) 

No charge after 
deductible 

$250 after 
deductible 

$250 after 
deductible 

20% after 
deductible 

$250 after 
deductible 

Emergency Care 
(copay waived if admitted) 

$100 $150 $150 $150 $150 

Outpatient Surgery (facility fee) 
No charge after 

deductible 
No charge after 

deductible 
No charge after 

deductible 
20% after 

deductible 
No charge after 

deductible 

Diagnostic Labs and X-rays No charge No charge No charge $30 No charge 

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

No charge after 
deductible 

$100 after 
deductible 

$100 after 
deductible 

20% after 
deductible 

$100 after 
deductible 

13 

-



  

 

 

  

 
 

  

   

 

 

   

 

A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

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 
the stated individual amount 

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

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 $3,000 $3,000 $4,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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  
(facility fee) 

20% after 
deductible 

$500 after 
deductible 

10% after 
deductible 

$250 after 
deductible 

20% after 
deductible 

Emergency Care 
(copay waived if admitted) 

$150 $150 $100 $100 $100 

Outpatient Surgery (facility fee) 
20% after 

deductible 
No charge after 

deductible 
10% after 

deductible 
No charge after 

deductible 
20% after 

deductible 

Diagnostic Labs and X-rays $25 No charge $20 No charge $20 

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

20% after 
deductible 

$200 after 
deductible 

10% after 
deductible 

$100 after 
deductible 

20% after 
deductible 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

DHMO 

Plan Options Plan 23 Plan 24 Plan 25 Plan 26 MV Plan 
11 

MV Plan 
21 

MV Plan 
31 

MV Plan 
41 

Benefit/Feature Member pays 

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

$4,000 $5,000 $6,000 $6,500 $4,500 $4,500 $5,000 $5,000 

Deductible Accumulation Embedded 

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

$6,000 $8,500 $9,000 $10,000 $6,000 $6,000 $7,000 $8,500 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $25 $50 $50 $50 $50 $50 $50 $50 

Office Visits—Specialty Care $50 $80 $80 $80 $50 $50 $50 $80 

Office Visits—Urgent Care $50 $80 $80 $80 $50 $50 $50 $80 

Well-Child Care and Adult 
Preventive Services 

No charge No charge No charge No charge No charge No charge No charge No charge 

Inpatient Hospital Care  
(facility fee) 

20% after 
deductible 

$500 after 
deductible 

$750 after 
deductible 

$750 after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

Emergency Care 
(copay waived if admitted) 

$100 
No charge 

after 
deductible 

No charge 
after 

deductible 

No charge 
after 

deductible 

40% after 
deductible 

$250 
40% after 
deductible 

40% after 
deductible 

Outpatient Surgery 
(facility fee) 

20% after 
deductible 

$75 after 
deductible 

$75 after 
deductible 

$75 after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

Diagnostic Labs and X-rays $25 
$50 Labs / 

$150 X-rays 
$50 Labs / 

$150 X-rays 
$50 Labs / 

$150 X-rays 
40% after 
deductible 

$50 
40% after 
deductible 

$50 
(labs)/$150 

(X-rays) 

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

20% after 
deductible 

No charge 
after 

deductible 

No charge 
after 

deductible 

No charge 
after 

deductible 

40% after 
deductible 

$150 
40% after 
deductible 

40% after 
deductible 

1MV = Minimum Value 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE -OOA -PPO 

VIRTUAL FORWARD 
Plan Options Plan 1 Plan 2 Plan 3 MV Plan 1 

Benefit/Feature Member pays 

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

$2,000 $3,000 $4,000 $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 
first visit; $50 after 
deductible for each 

visit thereafter 

No charge for the 
first visit; $60 after 
deductible for each 

visit thereafter 

No charge for the 
first visit; $70 after 
deductible for each 

visit thereafter 

No charge for the 
first visit; $70 after 
deductible for each 

visit thereafter 

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  
(facility fee) 

$300 per day up to 3 
days after deductible 

 $400 per day up to 3 
days after deductible 

20% after deductible 40% after deductible 

Emergency Care 
(copay waived if admitted) 

$200 after deductible $250 after deductible $300 after deductible 40% after deductible 

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  
(CT, MRI, and PET scans) 

$150 after deductible $200 after deductible 20% after deductible 40% after deductible 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE -OOA -PPO 

VIRTUAL COMPLETE 
Plan Options Plan 1 Plan 2 Plan 3 

Benefit/Feature Member pays 

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

$2,000 $3,000 $4,000 

Deductible Accumulation Embedded 

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

$5,000 $6,000 $8,000 

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 

Well-Child Care and Adult Preventive 
Services 

No charge No charge No charge 

Inpatient Hospital Care  
(facility fee) 

20% after deductible 30% after deductible 30% after deductible 

Emergency Care 
(copay waived if admitted) 

20% after deductible 30% after deductible 30% after deductible 

Outpatient Surgery (facility fee) 20% after deductible 30% after deductible 30% after deductible 

Diagnostic Labs and X-rays 
$15 (labs)/20% after 
deductible (X-rays) 

$30 (labs)/30% after 
deductible (X-rays) 

$30 (labs)/30% after 
deductible (X-rays) 

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

20% after deductible 30% after deductible 30% after deductible 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

RIGHT CARE PLANS 
Plan Options Plan 1 Plan 2 

Benefit/Feature Member pays 

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

$2,000 $3,000 

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 

Out-of-Pocket Maximum Accumulation Embedded 

Office Visits—Primary Care After allowance $40 after deductible After allowance $50 after deductible 

Office Visits—Specialty Care After allowance $50 after deductible After allowance $60 after deductible 

Office Visits—Urgent Care After allowance $50 after deductible After allowance $60 after deductible 

Well-Child Care and Adult Preventive Services No charge No charge 

Inpatient Hospital Care (facility fee) 40% after deductible 40% after deductible 

Emergency Care (copay waived if admitted) 40% after deductible 40% after deductible 

Outpatient Surgery (facility fee) 40% after deductible 40% after deductible 

Diagnostic Labs and X-rays 40% after deductible 40% after deductible 

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

EVERYDAY CARE PLANS 
Plan Options Everyday Care Plan 1 Everyday Care Plan 2 

Benefit/Feature Member pays 

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

$5,000 $6,000 

Deductible Accumulation Embedded 

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

$5,000 $6,000 

Out-of-Pocket Maximum Accumulation Embedded 

Office Visits—Primary Care No charge No charge 

Office Visits—Specialty Care No charge No charge 

Office Visits—Urgent Care No charge No charge 

Well-Child Care and Adult Preventive Services No charge No charge 

Inpatient Hospital Care (facility fee) No charge after deductible No charge after deductible 

Emergency Care (copay waived if admitted) $500 $500 

Outpatient Surgery (facility fee) No charge after deductible No charge after deductible 

Diagnostic Labs and X-rays No charge No charge 

Special Diagnostic Procedures (CT, MRI, and PET scans) $500 $500 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

DEDUCTIBLE Kaiser Permanente PLUS 
Plan Options Plan 2 Plan 5 Plan 7 

Benefit/Feature Member pays 

In-Plan/Out-of-Network 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 

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

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

10-visit limit) 

Office Visits—Specialty Care 
$25/$45 (applies to 

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

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

10-visit limit) 

Office Visits—Urgent Care 

$25/Inside service area:  
$45 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

$30/Inside service area:  
$50 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

$30/Inside service area:  
$50 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

Well-Child Care and Adult Preventive 
Services 

No charge/ 
No charge (applies to  

10-visit limit) 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to  

10-visit limit) 

Inpatient Hospital Care (facility fee) 
10% after deductible/ 

Not covered 
20% after deductible/ 

Not covered 
20% after deductible/ 

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/ 

Not covered 
20% after deductible/ 

Not covered 
20% after deductible/ 

Not covered 

Diagnostic Labs and X-rays 
$15/$35 (applies to 

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

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

10-visit limit) 

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

10% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

DEDUCTIBLE Kaiser Permanente PLUS 
Plan Options Plan 9 Plan 10 Plan 10 (15) Plan 11 

Benefit/Feature Member pays 

In-Plan/Out-of-Network In-Plan/Out-of-Network In-Plan/Out-of-Network 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 $1,000/Not applicable $500/Not applicable 

Deductible 
Accumulation 

Embedded/Not applicable 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 $3,000/Not applicable 

Out-of-Pocket Maximum 
Accumulation 

Embedded/Not applicable Embedded/Not applicable Embedded/Not applicable Embedded/Not applicable 

Office Visits—Primary 
Care 

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

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

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

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

Office Visits—Specialty 
Care 

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

$35/ $55 (applies to 
10-visit limit) 

$35/ $55 (applies to 
15-visit limit) 

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

Office Visits—Urgent Care 

$30/Inside service area: 
$50 (applies to 10-visit limit) 

Outside service area: 
Covered in-plan 

$35/Inside service area: 
$55 (applies to 10-visit limit) 

Outside service area: 
Covered in-plan 

$35/Inside service area: 
$55 (applies to 15-visit limit) 

Outside service area: 
Covered in-plan 

$30/Inside service area: 
$50 (applies to 10-visit limit) 

Outside service area: 
Covered in-plan 

Well-Child Care and 
Adult Preventive 
Services 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to 

15-visit limit) 

No charge/ 
No charge (applies to 

10-visit limit) 

Inpatient Hospital Care 
(facility fee) 

10% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

No charge after deductible/ 
Not covered 

Emergency Care (copay 
waived if admitted) 

$100/Covered in-plan $100/Covered in-plan $100/Covered in-plan $100/Covered in-plan 

Outpatient Surgery 
(facility fee) 

10% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

No charge after deductible/ 
Not covered 

Diagnostic Labs and 
X-rays 

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

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

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

No charge/$20 (applies to 
10-visit limit) 

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

10% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

No charge after deductible/ 
Not covered 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

DEDUCTIBLE Kaiser Permanente PLUS 
Plan Options Plan 14 Plan 15 Plan 16 

Benefit/Feature Member pays 

In-Plan/Out-of-Network 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 

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

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

10-visit limit) 

Office Visits—Specialty Care 
$35/ $55 (applies to 

10-visit limit) 
$35/ $55 (applies to 

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

10-visit limit) 

Office Visits—Urgent Care 

$35/Inside service area:  
$55 (applies to 10-visit limit) 

Outside service area: 
Covered in-plan 

$35/Inside service area:  
$55 (applies to 10-visit limit) 

Outside service area: 
Covered in-plan 

$40/Inside service area: 
$60 (applies to 10-visit limit) 

Outside service area: 
Covered in-plan 

Well-Child Care and Adult Preventive 
Services 

No charge/ 
No charge (applies to  

10-visit limit) 

No charge/ 
No charge (applies to  

10-visit limit) 

No charge/ 
No charge (applies to  

10-visit limit) 

Inpatient Hospital Care (facility fee) 
$250 after deductible/ 

Not covered 
$250 after deductible/ 

Not covered 
20% after deductible/ 

Not covered 

Emergency Care (copay waived if admitted) $150/Covered in-plan $150/Covered in-plan $150/Covered in-plan 

Outpatient Surgery (facility fee) 
No charge after deductible/ 

Not covered 
No charge after deductible/ 

Not covered 
20% after deductible/ 

Not covered 

Diagnostic Labs and X-rays 
No charge/$20 (applies to 

10-visit limit) 
No charge/$20 (applies to 

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

10-visit limit) 

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

$100 after deductible/ 
Not covered 

$100 after deductible/ 
Not covered 

20% after deductible/ 
Not covered 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

DEDUCTIBLE Kaiser Permanente PLUS 
Plan Options Plan 17 Plan 18 Plan 19 Plan 19 (15) 

Benefit/Feature Member pays 

In-Plan/Out-of-Network In-Plan/Out-of-Network In-Plan/Out-of-Network 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 $3,000/Not applicable 

Deductible 
Accumulation 

Embedded/Not applicable 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 $6,000/Not applicable 

Out-of-Pocket 
Maximum 
Accumulation 

Embedded/Not applicable Embedded/Not applicable Embedded/Not applicable Embedded/Not applicable 

Office Visits—Primary 
Care 

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

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

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

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

Office Visits—Specialty 
Care 

$35/ $55 (applies to 
10-visit limit) 

$35/ $55 (applies to 
10-visit limit) 

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

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

Office Visits—Urgent Care 

$35/Inside service area: 
$55 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

$35/Inside service area: 
$55 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

$50/Inside service area: 
$70 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

$50/Inside service area: 
$70 (applies to 15-visit limit) 

Outside service area: 
covered in-plan 

Well-Child Care and 
Adult Preventive 
Services 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to 

15-visit limit) 

Inpatient Hospital Care 
(facility fee) 

$250 after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

$500 after deductible/ 
Not covered 

$500 after deductible/ 
Not covered 

Emergency Care (copay 
waived if admitted) 

$150/Covered in-plan $150/Covered in-plan $150/Covered in-plan $150/Covered in-plan 

Outpatient Surgery 
(facility fee) 

No charge after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

No charge after deductible/ 
Not covered 

No charge after deductible/ 
Not covered 

Diagnostic Labs and 
X-rays 

No charge/$20 (applies to 
10-visit limit) 

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

No charge/$20 (applies to 
10-visit limit) 

No charge/$20 (applies to 
15-visit limit) 

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

$100 after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

$200 after deductible/ 
Not covered 

$200 after deductible/ 
Not covered 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

DEDUCTIBLE Kaiser Permanente PLUS 
Plan Options Plan 20 Plan 21 Plan 22 

Benefit/Feature Member pays 

In-Plan/Out-of-Network In-Plan/Out-of-Network 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 

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

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

10-visit limit) 

Office Visits—Specialty Care 
$30/$50 (applies to 

10-visit limit) 
$35/$55 (applies to 

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

10-visit limit) 

Office Visits—Urgent Care 

$30/Inside service area:  
$50 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

$35/Inside service area:  
$55 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

$40/Inside service area:  
$60 (applies to 10-visit limit) 

Outside service area: 
covered in-plan 

Well-Child Care and Adult  
Preventive Services 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to 

10-visit limit) 

No charge/ 
No charge (applies to 

10-visit limit) 

Inpatient Hospital Care (facility fee) 
10% after deductible/ 

Not covered 
$250 after deductible/ 

Not covered 
20% after deductible/ 

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/ 

Not covered 
No charge after deductible/ 

Not covered 
20% after deductible/ 

Not covered 

Diagnostic Labs and X-rays 
$20/$40 (applies to 

10-visit limit) 
No charge/$20 (applies to 

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

10-visit limit) 

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

10% after deductible/ 
Not covered 

$100 after deductible/ 
Not covered 

20% after deductible/ 
Not covered 

23 



  

 

 

 

A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

DEDUCTIBLE Kaiser Permanente PLUS 
Plan Options Plan 23 MV Plan 4 

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 

$4,000/Not applicable $5,000/Not applicable 

Deductible Accumulation 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 

$6,000/Not applicable $8,500/Not applicable 

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

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/Inside service area:  

$70 (applies to 10-visit limit) 
Outside service area: covered in-plan 

$80/Inside service area:  
$100 (applies to 10-visit limit) 

Outside service area: covered in-plan 

Well-Child Care and Adult  
Preventive Services 

No charge/No charge (applies to 
10-visit limit) 

No charge/No charge (applies to  
10-visit limit) 

Inpatient Hospital Care (facility fee) 
20% after deductible/  

Not covered 
40% after deductible/ 

Not covered 

Emergency Care  
(copay waived if admitted) 

$150/Covered in-plan 
40% after deductible/ 

Covered in-plan 

Outpatient Surgery (facility fee) 
20% after deductible/ 

Not covered 
40% after deductible/ 

Not covered 

Diagnostic Labs and X-rays 
$25/$45 

(applies to 10-visit limit) 
Labs $50/$70; X-rays $150/$170 

(applies to 10-visit limit) 

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

20% after deductible/ 
Not covered 

40% after deductible/ 
Not covered 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

All listed services, except preventive, are subject to the deductible. 

HDHP 
Plan Options Plan 1 Plan 3 Plan 4 Plan 7 Plan 10 

Benefit/Feature Member pays 

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

$1,600 $1,600 $1,600 $2,000 $2,500 

Deductible Accumulation Aggregate 

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

$3,200 $3,500 $3,500 $4,500 $5,000 

Out-of-Pocket Maximum Accumulation Embedded 

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% 

Well-Child Care and Adult Preventive Services No charge No charge No charge No charge No charge 

Inpatient Hospital Care  
(facility fee) 

No charge 10% 20% 20% 30% 

Emergency Care 
(copay waived if admitted) 

No charge 10% 20% 20% 30% 

Outpatient Surgery (facility fee) No charge 10% 20% 20% 30% 

Diagnostic Labs and X-rays No charge 10% 20% 20% 30% 

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

No charge 10% 20% 20% 30% 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -  

HDHP 
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 
the stated individual amount 

$2,500 $2,500 $4,000 $5,000 $3,000 $1,600 

Deductible Accumulation Aggregate Embedded Aggregate 

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

$5,000 $6,000 $5,000 $6,000 $6,550 $3,500 

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 

Well-Child Care and Adult 
Preventive Services 

No charge No charge No charge No charge No charge No charge 

Inpatient Hospital Care 
(facility fee) 

$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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

HDHP 
Plan Options Plan 18 MV Plan 11 MV Plan 21 MV Plan 31 MV Plan 41 

Benefit/Feature Member pays 

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

$2,000 $4,500 $4,500 $4,500 $5,500 

Deductible Accumulation Aggregate Embedded 

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

$4,000 $6,250 $6,250 $6,350 $6,550 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $20 $50 40% $20 30% 

Office Visits—Specialty Care $30 $50 40% $30 30% 

Office Visits—Urgent Care 
Applicable office 

visit cost share  
will apply 

$50 40% $30 30% 

Well-Child Care and Adult 
Preventive Services 

No charge No charge No charge No charge No charge 

Inpatient Hospital Care  
(facility fee) 

$300/day up to 
3 days 

40% 40% 30% 30% 

Emergency Care 
(copay waived if admitted) 

$200 $250 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  
(CT, MRI, and PET scans) 

$150 40% 40% 30% 30% 

1MV = Minimum Value 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICEADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

ADDED CHOICE 
Plan Options Plan 1 Plan 2 

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 

Not applicable $500 Not applicable $500 

Deductible Accumulation Not applicable Embedded Not applicable Embedded 

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

$2,250 $5,000 $2,250 $5,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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 

Well-Child Care and Adult 
Preventive Services 

No charge 20% after deductible No charge 30% after deductible 

Inpatient Hospital Care 
(facility fee) 

$300 20% after deductible $300 30% after deductible 

Emergency Care 
(copay waived if admitted) 

$100 Covered in-network $100 Covered in-network 

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 
(CT, MRI, and PET scans) 

$100 20% after deductible $100 30% after deductible 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICEADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

ADDED CHOICE 
Plan Options Plan 3 Plan 4 

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 

Not applicable $1,500 Not applicable $1,500 

Deductible Accumulation Not applicable Embedded Not applicable Embedded 

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

$2,250 $5,000 $2,250 $5,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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 

Well-Child Care and Adult 
Preventive Services 

No charge 20% after deductible No charge 30% after deductible 

Inpatient Hospital Care 
(facility fee) 

$400 20% after deductible $400 30% after deductible 

Emergency Care 
(copay waived if admitted) 

$100 Covered in-network $100 Covered in-network 

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 
(CT, MRI, and PET scans) 

$100 20% after deductible $100 30% after deductible 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICEADDED CHOICE FLEXIBLE CHOICE OOA -PPO -

ADDED CHOICE 
Plan Options Plan 5 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 

Not applicable $2,500 Not applicable $2,500 

Deductible Accumulation Not applicable Embedded Not applicable Embedded 

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

$3,000 $6,000 $3,000 $6,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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 

Well-Child Care and Adult 
Preventive Services 

No charge 20% after deductible No charge 30% after deductible 

Inpatient Hospital Care 
(facility fee) 

$500 20% after deductible $500 30% after deductible 

Emergency Care 
(copay waived if admitted) 

$100 Covered in-network $100 Covered in-network 

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 
(CT, MRI, and PET scans) 

$100 20% after deductible $100 30% after deductible 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

FLEXIBLE CHOICE 
Plan Options Plan B Plan C 

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 
stated individual amount 

None None $600 None $300 $600 

Deductible Accumulation Embedded 

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

$2,250 $3,000 $6,000 $2,250 $3,000 $6,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $15 $30 per visit 
30% after 

deductible 
$20 $35 per visit 

30% after 
deductible 

Office Visits—Specialty 
Care 

$25 $40 per visit 
30% after 

deductible 
$30 $45 per visit 

30% after 
deductible 

Office Visits—Urgent Care $25 $45 per visit $65 per visit $30 $50 per visit $70 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

30% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

30% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

No charge 10% 
30% after 

deductible 
$100 

10% after 
deductible 

30% after 
deductible 

Emergency Care 
(copay waived if 
admitted) 

$100 
Covered under 

Option 1 
Covered under 

Option 1 
$100 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

$50 10% 
30% after 

deductible 
$75 

10% after 
deductible 

30% after 
deductible 

Diagnostic Labs and 
X-rays 

No charge 10% 
30% after 

deductible 
No charge 

10% after 
deductible 

30% after 
deductible 

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

$100 10% 
30% after 

deductible 
$100 

10% after 
deductible 

30% after 
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. 

1For 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. 

*Pending Regulatory Approval 
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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

FLEXIBLE CHOICE 
Plan Options Plan D Plan E 

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 
stated individual amount 

None $500 $1,000 None $1,000 $2,000 

Deductible Accumulation Embedded 

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

$2,250 $3,000 $6,000 $2,250 $3,000 $6,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $30 $45 per visit 
30% after 

deductible 
$30 $45 per visit 

30% after 
deductible 

Office Visits—Specialty 
Care 

$40 $55 per visit 
30% after 

deductible 
$40 $55 per visit 

30% after 
deductible 

Office Visits—Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

30% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

30% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

$100 
10% after 

deductible 
30% after 

deductible 
$250 

10% after 
deductible 

30% after 
deductible 

Emergency Care 
(copay waived if 
admitted) 

$100 
Covered under 

Option 1 
Covered under 

Option 1 
$100 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

$75 
10% after 

deductible 
30% after 

deductible 
$100 

10% after 
deductible 

30% after 
deductible 

Diagnostic Labs and 
X-rays 

No charge 
10% after 

deductible 
30% after 

deductible 
No charge 

10% after 
deductible 

30% after 
deductible 

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

$100 
10% after 

deductible 
30% after 

deductible 
$100 

10% after 
deductible 

30% after 
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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

FLEXIBLE CHOICE 
Plan Options Plan F Plan G 

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 
stated individual amount 

None $1,500 $3,000 None $300 $600 

Deductible Accumulation Embedded 

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

$2,250 $3,000 $6,000 $2,250 $3,000 $6,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $30 $45 per visit 
30% after 

deductible 
$20 $35 per visit 

40% after 
deductible 

Office Visits—Specialty 
Care 

$40 $55 per visit 
30% after 

deductible 
$30 $45 per visit 

40% after 
deductible 

Office Visits—Urgent Care $40 $55 per visit $75 per visit $30 $50 per visit $70 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

30% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

$250 
10% after 

deductible 
30% after 

deductible 
$100 

20% after 
deductible 

40% after 
deductible 

Emergency Care 
(copay waived if 
admitted) 

$100 
Covered under 

Option 1 
Covered under 

Option 1 
$100 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

$100 
10% after 

deductible 
30% after 

deductible 
$75 

20% after 
deductible 

40% after 
deductible 

Diagnostic Labs and 
X-rays 

No charge 
10% after 

deductible 
30% after 

deductible 
No charge 

20% after 
deductible 

40% after 
deductible 

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

$100 
10% after 

deductible 
30% after 

deductible 
$100 

20% after 
deductible 

40% after 
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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

FLEXIBLE CHOICE 
Plan Options Plan H Plan I 

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 
stated individual amount 

None $500 $1,000 None $1,000 $2,000 

Deductible Accumulation Embedded 

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

$2,250 $3,000 $6,000 $2,250 $3,000 $6,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $30 $45 per visit 
40% after 
deductible 

$30 $45 per visit 
40% after 
deductible 

Office Visits—Specialty 
Care 

$40 $55 per visit 
40% after 
deductible 

$40 $55 per visit 
40% after 
deductible 

Office Visits—Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

$100 
20% after 

deductible 
40% after 
deductible 

$250 
20% after 

deductible 
40% after 
deductible 

Emergency Care 
(copay waived if 
admitted) 

$100 
Covered under 

Option 1 
Covered under 

Option 1 
$100 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

$75 
20% after 

deductible 
40% after 
deductible 

$100 
20% after 

deductible 
40% after 
deductible 

Diagnostic Labs and 
X-rays 

No charge 
20% after 

deductible 
40% after 
deductible 

No charge 
20% after 

deductible 
40% after 
deductible 

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

$100 
20% after 

deductible 
40% after 
deductible 

$100 
20% after 

deductible 
40% after 
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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

FLEXIBLE CHOICE 
Plan Options Plan J Plan N 

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 
stated individual amount 

None $1,500 $3,000 None $1,500 $3,000 

Deductible Accumulation Embedded 

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

$2,250 $3,000 $6,000 $2,250 $3,000 $6,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $30 $45 per visit 
40% after 
deductible 

$30 $45 per visit 
50% after 

deductible 

Office Visits—Specialty 
Care 

$40 $55 per visit 
40% after 
deductible 

$40 $55 per visit 
50% after 

deductible 

Office Visits—Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

50% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

$250 
20% after 

deductible 
40% after 
deductible 

$250 
30% after 

deductible 
50% after 

deductible 

Emergency Care 
(copay waived if 
admitted) 

$100 
Covered under 

Option 1 
Covered under 

Option 1 
$100 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

$100 
20% after 

deductible 
40% after 
deductible 

$100 
30% after 

deductible 
50% after 

deductible 

Diagnostic Labs and 
X-rays 

No charge 
20% after 

deductible 
40% after 
deductible 

No charge 
30% after 

deductible 
50% after 

deductible 

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

$100 
20% after 

deductible 
40% after 
deductible 

$100 
30% after 

deductible 
50% after 

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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

FLEXIBLE CHOICE 
Plan Options F1A F1B 

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 
stated individual amount 

Not applicable $3,000 $5,000 Not applicable $5,000 $6,000 

Deductible Accumulation Not applicable Embedded Embedded Not applicable Embedded Embedded 

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

$2,250 $6,000 $8,000 $2,250 $6,000 $12,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $30 $45 per visit 
30% after 

deductible 
$30 $45 per visit 

50% after 
deductible 

Office Visits—Specialty 
Care 

$40 $55 per visit 
30% after 

deductible 
$40 $55 per visit 

50% after 
deductible 

Office Visits—Urgent Care $40 $55 per visit $75 per visit $40 $55 per visit $75 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

30% (in DC 
and VA); 20% 
(in MD)1 after 

deductible  

No charge No charge 

50% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

$100 
$250 after 
deductible 

30% after 
deductible 

$250 
$200 after 
deductible 

50% after 
deductible 

Emergency Care 
(copay waived if 
admitted) 

$100 
Covered under 

Option 1 
Covered under 

Option 1 
$100 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

$75 
$100 after 
deductible 

30% after 
deductible 

$100 
$150 after 
deductible 

50% after 
deductible 

Diagnostic Labs and 
X-rays 

No charge 
$20 after 

deductible 
30% after 

deductible 
No charge 

$20 after 
deductible 

50% after 
deductible 

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

$100 
$200 after 
deductible 

30% after 
deductible 

$100 
$200 after 
deductible 

50% after 
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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

DEDUCTIBLE FLEXIBLE CHOICE 
Plan Options Plan Q Plan R 

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 
stated individual amount 

$1,000 $2,000 $4,000 $250 $500 $2,000 

Deductible Accumulation Embedded 

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

$3,000 $3,850 $8,000 $2,000 $3,000 $6,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $20 per visit $30 per visit 
40% after 
deductible 

$15 per visit $25 per visit 
40% after 
deductible 

Office Visits—Specialty 
Care 

$30 per visit $40 per visit 
40% after 
deductible 

$25 per visit $35 per visit 
40% after 
deductible 

Office Visits—Urgent Care $30 per visit $40 per visit $60 per visit $25 per visit $35 per visit $55 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

40% (in DC 
and VA);  20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Emergency Care 
(copay waived if 
admitted) 

$200 after 
deductible 

Covered under 
Option 1 

Covered under 
Option 1 

$150 after 
deductible 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Diagnostic Labs and 
X-rays 

$20 per visit $30 per visit 
40% after 
deductible 

$15 per visit $25 per visit 
40% after 
deductible 

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

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

DEDUCTIBLE FLEXIBLE CHOICE 
Plan Options Plan S Plan T 

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 
stated individual amount 

$500 $1,000 $4,000 $2,000 $3,500 $6,000 

Deductible Accumulation Embedded 

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

$2,000 $3,000 $8,000 $3,000 $4,000 $8,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care $20 per visit $30 per visit 
40% after 
deductible 

$20 per visit $30 per visit 
40% after 
deductible 

Office Visits—Specialty 
Care 

$30 per visit $40 per visit 
40% after 
deductible 

$30 per visit $40 per visit 
40% after 
deductible 

Office Visits—Urgent Care $30 per visit $40 per visit $60 per visit $30 per visit $40 per visit $60 per visit 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

40% (in DC 
and VA);  20% 
(in MD)1 after 

deductible 

Inpatient Hospital Care 
(facility fee) 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Emergency Care 
(copay waived if 
admitted) 

$200 after 
deductible 

Covered under 
Option 1 

Covered under 
Option 1 

10% after 
deductible 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery 
(facility fee) 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Diagnostic Labs and 
X-rays 

$20 per visit $30 per visit 
40% after 
deductible 

$20 per visit $30 per visit 
40% after 
deductible 

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

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

HSA-QUALIFIED FLEXIBLE CHOICE 
Plan Options Plan V Plan W 

Benefit/Feature Member pays 

Option 1 Option 2 Option 3 Option 1 Option 2 Option 3 

Self-Only Deductible $1,600 $3,000 $4,000 $2,000 $3,500 $6,000 

Individual Deductible 
(per individual 
Family Member) 

Not applicable $3,000 $4,000 Not Applicable $4,000 $6,500 

Family Deductible $3,200 $6,000 $8,000 $3,000 $4,500 $13,000 

Deductible Accumulation Aggregate Embedded Embedded Aggregate Embedded Embedded 

Self-Only Out-of-Pocket 
Maximum 

$3,200 $3,650 $8,000 $3,000 $4,000 $6,500 

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

$3,200 $3,650 $8,000 $3,000 $4,500 $7,500 

Family Out-of-Pocket Maximum $6,400 $7,300 $16,000 $6,000 $8,000 $15,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

Office Visits—Primary Care 
10% after 

deductible 
20% after 

deductible 
40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Office Visits—Specialty Care 
10% after 

deductible 
20% after 

deductible 
40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Office Visits—Urgent Care 
10% after 

deductible 
20% after 

deductible 
40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Well-Child Care and Adult 
Preventive Services 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)1 after 

deductible 

No charge No charge 

40% (in DC 
and VA); 20% 
(in MD)2 after 

deductible 

Inpatient Hospital Care  
(facility fee) 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Emergency Care 
(copay waived if admitted) 

$250 after 
deductible 

Covered under 
Option 1 

Covered under 
Option 1 

$100 after 
deductible 

Covered under 
Option 1 

Covered under 
Option 1 

Outpatient Surgery (facility fee) 
10% after 

deductible 
20% after 

deductible 
40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

Diagnostic Labs and X-rays 
10% after 

deductible 
20% after 

deductible 
40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

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

10% after 
deductible 

20% after 
deductible 

40% after 
deductible 

10% after 
deductible 

20% after 
deductible 

40% after 
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. 

1For 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. 

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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO 

OUT-OF-AREA PPO 
Plan Options Plan 1 Plan 2 

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 

$200 $400 $400 $800 

Deductible Accumulation Embedded 

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

$2,000 $4,000 $4,000 $8,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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 

Well-Child Care and Adult 
Preventive Services 

No charge 20% after deductible No charge 20% after deductible 

Inpatient Hospital Care 
(facility fee) 

No charge after 
deductible 

20% after deductible 
No charge after 

deductible 
20% after deductible 

Emergency Care 
(copay waived if admitted) 

$100 per visit $100 per visit $100 per visit $100 per visit 

Outpatient Surgery  
(facility fee) 

No charge after 
deductible 

20% after deductible 
No charge after 

deductible 
20% after deductible 

Diagnostic Labs and X-rays 
No charge after 

deductible 
20% after deductible 

No charge after 
deductible 

20% after deductible 

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

$50 per test 20% after deductible $50 per test 20% after deductible 

Out-of-Area PPO plans are only available to employers who have membership out of area. 
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. 
* Pending Regulatory Approval 

40 



  

 

 

  

A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO 

OUT-OF-AREA PPO 
Plan Options Plan 6 Plan 8 

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 
maximum is twice the 
stated individual amount 

$3,000 $6,000 $3,000 $6,000 

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 

Well-Child Care and Adult 
Preventive Services 

No charge 
30% after deductible (in 
DC and VA);  20% after 

deductible (in MD)1 

No charge 
40% after deductible (in 
DC and VA);  20% after 

deductible (in MD)1 

Inpatient Hospital Care 
(facility fee) 

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

Emergency Care 
(copay waived if admitted) 

$100 per visit $100 per visit $100 per visit $100 per visit 

Outpatient Surgery  
(facility fee) 

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 
PET scans) 

$50 per test 30% after deductible $50 per test 40% after deductible 

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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO 

OUT-OF-AREA PPO 
Plan Options Plan 9 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 
maximum is twice the 
stated individual amount 

$4,000 $8,000 $4,000 $8,000 

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 

Well-Child Care and Adult 
Preventive Services 

No charge 
30% after deductible (in 
DC and VA);  20% after 

deductible (in MD)1 

No charge 
40% after deductible (in 
DC and VA);  20% after 

deductible (in MD)1 

Inpatient Hospital Care 
(facility fee) 

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

Emergency Care 
(copay waived if admitted) 

$100 per visit $100 per visit $100 per visit $100 per visit 

Outpatient Surgery  
(facility fee) 

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

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

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

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

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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO 

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 
maximum is twice the 
stated individual amount 

$4,000 $8,000 $5,000 $10,000 

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 

Well-Child Care and Adult 
Preventive Services 

No charge 
40% after deductible (in 
DC and VA);  20% after 

deductible (in MD)1 

No charge 
40% after deductible (in 
DC and VA);  20% after 

deductible (in MD)1 

Inpatient Hospital Care 
(facility fee) 

20% after deductible 40% after deductible 20% after deductible 40% after deductible 

Emergency Care 
(copay waived if admitted) 

$100 per visit $100 per visit $100 per visit $100 per visit 

Outpatient Surgery  
(facility fee) 

20% after deductible 40% after deductible 20% after deductible 40% after deductible 

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

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

20% after deductible 40% after deductible 20% after deductible 40% after deductible 

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. 

1For 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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A BETTER WAY TO TAKE CARE OF BUSINESS

Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO 

OUT-OF-AREA PPO 
Plan Options MV Plan 11 

Benefit/Feature Member pays 

In-Network Out-of-Network 

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

$4,000 $6,000 

Deductible Accumulation Embedded 

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

$7,000 $10,000 

Out-of-Pocket Maximum 
Accumulation 

Embedded 

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 
Preventive Services 

No charge 
50% after deductible (in DC and 

VA); 20% after deductible (in MD)2 

Inpatient Hospital Care (facility fee) 30% after deductible 50% after deductible 

Emergency Care 
(copay waived if admitted) 

$100 per visit $100 per visit 

Outpatient Surgery  
(facility fee) 

30% after deductible 50% after deductible 

Diagnostic Labs and X-rays 30% after deductible 50% after deductible 

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

30% after deductible 50% after deductible 

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. 

1MV = 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 KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA -PPO 

A BETTER WAY TO TAKE CARE OF BUSINESS 

Compare plans 

Plan 

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) 

Start over 
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Overview HMO KP PLUS DHMO DKP PLUS HDHP ADDED CHOICE FLEXIBLE CHOICE OOA-PPO 

Compare plans 

Plan 

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) 

Start over 
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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 contracted networks 
(Participating Provider Organization [PPO]). 

Option 3: Any other licensed, non-contracted provider not in Options 1 or 2. 
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Kaiser Permanente SignatureSM 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 visits1 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 SelectSM 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 

• Cholesterol screening 

• Colorectal cancer screening for adults over 50 

• Type 2 diabetes screening for adults with high blood pressure 

• Mammograms every 1 to 2 years for women over 40 

• Cervical cancer screening for sexually active women 

• Osteoporosis screening for women over 60, depending on risk factors 

• Immunizations for children from birth to 18 years 

• 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. 

1 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 LIMITATIONS1 

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, if included by Rider attached to this plan 

• In vitro fertilization (HMO and DHMO only) 

• Inpatient and outpatient infertility Services and drugs (HMO and DHMO only) 

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 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. 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: 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. 

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 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

1 For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC). 
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• Services provided when you show signs or symptoms of a specific disease or disease process 

• Non-routine gynecological visits 

5. 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. 

6. 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 

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. 

2. Out-of-Area: 

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

3. Emergency Services Limitations: 

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

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 a chronic disease 

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

• Diagnostic testing for specific diseases 

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

• Non-routine gynecological visits 

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. 

1 For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI). 
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MARYLAND ASSOCIATED EXCLUSIONS 
AND LIMITATIONS1 

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, if included by Rider attached to this plan 

3. 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. 

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 a chronic disease 

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

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

• Non-routine gynecological visits

1 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. 

6. 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 

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. 

2. Out-of-Area: 

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

3. Emergency Services Limitations: 

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

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 a chronic disease 

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

• Diagnostic testing for specific diseases 

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

• Non-routine gynecological visits 

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. 

1 For applicable exclusions and limitations, please review the applicable Certificate of Insurance (COI). 
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VIRGINIA ASSOCIATED EXCLUSIONS 
AND LIMITATIONS1 

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, if included by Rider attached to this plan 

• In vitro fertilization (HMO and DHMO only) 

• Inpatient and outpatient infertility Services and drugs (HMO and DHMO only) 

3. Emergency Services Limitations: 

• Notification: If you 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: 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

1 For applicable exclusions and limitations, please review the applicable Evidence of Coverage (EOC). 
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• 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 

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

• Non-routine gynecological visits 

5. 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. 

6. 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 

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. 

2. Out-of-Area: 

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

3. Emergency Services Limitations: 

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

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 

• Diagnostic testing for specific diseases 

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

• Non-routine gynecological visits

1 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.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.
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). 

ማ

中文 注意：

ርኛ ማስታወሻአ

াাংলা লক্ষ্য করনুঃব

አማርኛ (Amharic) ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት 
ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 1-800-777-7902 (TTY: 711). 

 قمبرل صتا. ن لك بالمجافرتواتة يغولل اعدةمساالات مخدن  فإ،ةربيعلاتتحدث نت كا إذ :ةظوملح (Arabic) ةربيلعا
7902-777-800-1 (YTT :171.) 

Ɓǎ sɔ́ɔ̀ Wùɖù (Bassa) Dè ɖɛ nìà kɛ dyéɖé gbo: Ɔ jǔ ké m̀ Ɓàsɔ́ɔ̀-wùɖù-po-nyɔ̀ jǔ ní, 
nìí, à wuɖu kà kò ɖò po-poɔ̀ ɓɛ́ìn m̀ gbo kpáa. Ɖá 1-800-777-7902 (TTY: 711) 

বাাংলা (Bengali) লক্ষ্য করনুঃ যদি আপদন বাাংলা, কথা বলতে পাতরন, োহতল দনঃখরচায় ভাষা সহায়ো পদরতষবা উপলব্ধ আতে। 
ফ ান করনু 1-800-777-7902 (TTY: 711)। 

中文 (Chinese) 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電
1-800-777-7902（TTY：711）。
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જુરાતી સચુના:ગ

हिन्दी ध्यान दें

日本語 注意事項：

국어 주의:

 ماهفرا می شرابن گايراانی بصورت ب زتيلاهست، نيدکی مگو تفگی فارسن  زباهبر گا :جهوت (Farsi) یارسف
 د.يريگبتماس  )Y)TT: 711 1-080-777-0279 د. باباشی م

Français (French) ATTENTION: Si vous parlez français, 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 Verfügung.  
Rufnummer: 1-800-777-7902 (TTY: 711). 

ગજુરાતી (Gujarati) સચુના: જો તમે ગજુરાતી બોલતા હો, તો નન:શલુ્ક ભાષા સહાય સેવાઓ 
તમારા માટે ઉપલબ્ધ છે. ફોન કરો 1-800-777-7902 (TTY: 711). 

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

हिन्दी (Hindi) ध्यान दें: यहद आप हििंदी बोलत ेिैं तो आपके ललए मफु्त में भाषा सिायता सेवाएिं उपलब्ध 
िैं। 1-800-777-7902 (TTY: 711) पर कॉल करें। 
Igbo (Igbo) NRỤBAMA: Ọ bụrụ na ị na asụ Igbo, ọrụ enyemaka asụsụ, n’efu, dịịrị gị. 
Kpọọ 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). 

한

日本語 (Japanese) 注意事項：日本語を話される場合、無料の言語支援をご利用いただ 
けます。1-800-777-7902（TTY: 711）まで、お電話にてご連絡ください。 

한국어 (Korean) 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 
수 있습니다. 1-800-777-7902 (TTY: 711) 번으로 전화해 주십시오. 

Naabeehó (Navajo) Díí baa akó nínízin: Díí saad bee yáníłti’go Diné Bizaad, saad bee 
áká’ánída’áwo’dé̖ é̖ ’, t’áá jiik’eh, éí ná hóló̖ , koji̖’ hódíílnih 1-800-777-7902 (TTY: 711). 

Português (Portuguese) ATENÇÃO: Se fala português, encontram-se disponíveis 
serviços linguísticos, grátis. Ligue para 1-800-777-7902 (TTY: 711). 

Pусский (Russian) ВНИМАНИЕ: eсли вы говорите на русском языке, то вам 
доступны бесплатные услуги перевода. Звоните 1-800-777-7902 (TTY: 711). 

Español (Spanish) ATENCIÓN: si habla español, tiene a su disposición servicios 
gratuitos de asistencia lingüística. 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). 

ไทย (Thai) เรยีน: ถา้คณุพดูภาษาไทย คณุสามารถใชบ้รกิารชว่ยเหลอืทางภาษาไดฟ้ร ีโทร 
1-800-777-7902 (TTY: 711). 

ُ  ل کا۔ ں يہياب ت دسںيمفت ممات خدی کد ن کی مداب زکو آپ تو، ںيہتے بولردو  اپ آگرا :ررداخب (Urdu) ودرا
 .)Y)TT: 711 1-800-777-7902ں يکر

Tiếng Việt (Vietnamese) CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn 
ngữ miễn phí dành cho bạn. Gọi số 1-800-777-7902 (TTY: 711). 

Yorùbá (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). 
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አማርኛ ማስታወሻ

中文 注意：

KPIC‐ND‐17‐007‐MD‐VA‐DC 
 

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: 

• 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 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). 
አማርኛ (Amharic) ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት 
ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 1-800-777-7902 (TTY: 711). 

 .بالمجان لك تتوافر اللغوية عدةمساال خدمات فإن ،العربية تتحدث تكن إذا :ةظوحلم  (Arabic)العربية
 ).YTT :711( -1-777800-0297 برقم اتصل

Ɓǎsɔ́ɔ̀ Wùɖù (Bassa) Dè ɖɛ nìà kɛ dyéɖé gbo: Ɔ jǔ ké m̀ Ɓàsɔ́ɔ̀-wùɖù-po-nyɔ̀ jǔ 
ní, nìí, à wuɖu kà kò ɖò po-poɔ̀ ɓɛ́ìn m̀ gbo kpáa. Ɖá 1-800-777-7902 (TTY: 711) 
বাংলা (Bengali) লkয্      যিদ আপিন বাংলা, কথা বলেত পােরন, তাহেল 
িনঃখরচায় ভাষা সহায়তা পিরেষবা uপলb আেছ। েফান ক ন 1-800-777-7902 
(TTY: 711)। 
中文 (Chinese) 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 
1-800-777-7902（TTY：711）。 
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日

 

本語 注意事項：

한국어 주의:

 یابر رايگان رتبصو زبانی تسھيلات کنيد، می گفتگو فارسی زبان به گرا :توجه  (Farsi)فارسی
  .بگيريد استم) TTY) 711: 8-71-00-207977 با. شدبا می فراھم امش

Français (French) ATTENTION: Si vous parlez français, 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 Verfügung.  
Rufnummer: 1-800-777-7902 (TTY: 711). 

  ુરાતી (Gujarati)  ચુના: જો તમે ગજુરાતી બોલતા હો, તો િન:શ ુક ભાષા સહાય સેવાઓ 
તમારા માટે   લ   છે. ફોન કરો 1-800-777-7902 (TTY: 711). 

Kreyòl Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis 
èd pou lang ki disponib gratis pou ou. Rele 1-800-777-7902 (TTY: 711). 
   द  (Hindi)    ध्यान द : यिद आप िहदंी बोलते ह  तो आपके िलए मु त म  भाषा सहायता सेवाएं
उपल   ह । 1-800-777-7902 (TTY: 711) पर कॉल कर ।
Igbo (Igbo) NRỤBAMA: Ọ bụrụ na ị na asụ Igbo, ọrụ enyemaka asụsụ, n’efu, dịịrị gị.  
Kpọọ 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). 
日本語 (Japanese) 注意事項：日本語を話される場合、無料の言語支援をご利用い 
ただけます。1-800-777-7902（TTY: 711）まで、お電話にてご連絡ください。

한국어 (Korean) 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로
이용하실 수 있습니다. 1-800-777-7902 (TTY: 711) 번으로 전화해 주십시오.

Naabeehó (Navajo) D77 baa ak0 n7n7zin: D77 saad bee y1n7[ti’go Diné Bizaad, saad bee 
1k1’1n7da’1wo’d66’, t’11 jiik’eh, 47 n1 h0l=, koj8’ h0d77lnih 1-800-777-7902 (TTY: 
711.) 
Português (Portuguese) ATENÇÃO: Se fala português, encontram-se disponíveis 
serviços linguísticos, grátis. Ligue para 1-800-777-7902 (TTY: 711). 
Pусский (Russian) ВНИМАНИЕ: eсли вы говорите на русском языке, то вам 
доступны бесплатные услуги перевода. Звоните 1-800-777-7902 (TTY: 711). 
Español (Spanish) ATENCIÓN: si habla español, tiene a su disposición servicios 
gratuitos de asistencia lingüística. 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). 
ไทย (Thai) เรยีน: ถา้คณุพดูภาษาไทย คณุสามารถใชบ้รกิารชว่ยเหลอืทางภาษาไดฟ้ร ีโทร  
1-800-777-7902 (TTY: 711).

ُ  يںم تفم خدمات یک مدد کی زبان کو آپ تو ہيں، تےبول اردو آپ اگر :رادربخ (Urdu) ردوا
 .)TTY) 117: 8-71-00-207977 کريں کال ۔ ہيں دستياب

Tiếng Việt (Vietnamese) CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ 
ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800-777-7902 (TTY: 711). 
Yorùbá (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). 
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