Cost Share Summary |

This “Cost Share Symmary™ is part of your Evidence of Coverage (£OC) and is meant to explain the amount you will pay for
covered Services unger this plan. It does not provide a full description of your benefits. For a full description of your benefits,
including any limitations and exclusions, please read this entire EOC, including any amendments, carefully. |

Accumulation|Period

The Accumulation Beriod for this plan is January 1 through December 31.

Deductible(s) and Out-of-Pocket Maximum(s)

For Services that apj
Accumulation Peri
For Services that arg
receive during the
toward your deduc
Note: The Plan Ded
deductible required

ply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the re
bd once you have reached the amounts listed below. ;
subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covereh Services you
Accumulation Period until you reach the deductible amounts listed below. All payments you make
ible(s) apply to the Plan Out-of-Pocket Maximum amounts listed below.

ictible amount is subject to increase if the U.S. Department of the Treasury changes the minimum

in High Deductible Health Plans. ‘

st of the

Self-Only Coverage Family Coverage Family Coverage
Amounts Per A¢cumulation Period i ¥ Each Member in a Family | Entire Family of two or
(a Family of one Member) | .
of two or more Members more Members
Plan Deductible $2,500 $2,800 | $5,000
Drug Deductible Not applicable Not applicable Not applicable
Plan Out-of-Pocket [Maximum (“OOPM”) $6,850 $6,850 | $13,700

Cost Share Summary Tables by Benefit

How to read the Gost Share summary tables

Each table below explains the Cost Share for a category of benefits. Specific Services related to the benefit are described in
the first column of epch table. For a detailed description of coverage for a particular benefit, please refer to the same benefit
heading in the “Benéfits” section of this EQC. |

/ Coinsurance. This column describes the Cost Share you will pay for Services after you have met your
Plan Deductible or Drug Deductible, if applicable. (Please see the “Deductible(s) and Out-of-Pocket iMaximum(s)”
section aboye to determine if your plan includes deductibles.) If the Services are not covered in your plan, this
column wil read “Not covered.” If we provide an Allowance that you can use toward the cost of the Services, this
column wil] include the Allowance.

Subject to Deductible. This column explains whether the Cost Share you pay for Services is subject to a Plan
Deductible pr Drug Deductible. If the Services are subject to a deductible, you will pay Charges for those Services
until you hgve met your deductible. If the Services are subject to a deductible, there will be a “v” or “@” in this
column, depending on which deductible applies (“v** for Plan Deductible, “@®” for Drug Deductiblej. If the Services
do not apply to a deductible, or if your plan does not include a deductible, this column will be blank. For a more
detailed explanation of deductibles, please refer to “Plan Deductible” and “Drug Deductible” in the “Benefits”
section of this EOC. |

OOPM, Th
Maximum (
there will by

For a more
“Benefits” ¢

s column explains whether the Cost Share you pay for Services counts toward the Plan Out-of-Pocket
‘O0PM”) after you have met any applicable deductible. If the Services count toward theiPlan OO0PM,
a “v” in this column. If the Services do not count toward the Plan OOPM, this column will be blank.
letailed explanation of the Plan OOPM, please refer to “Plan Out-of-Pocket Maximum” ﬁeading in the
ection of this EOC. |
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Administered drugs and products

Copayment / Subject|to
Description of Services Coinsurance Deductible | OOPM
Whole blood, red blood cells, plasma, and platelets No charge 7| &
Allergy antigens [including administration) 20% Coinsurance ,/f v
Cancer chemotherapy drugs and adjuncts 20% Coinsurance Y| v
Drugs and produgts that are administered via intravenous therapy or | 20% Coinsurance
injection that are jnot for cancer chemotherapy, including blood factor J 7
products and biological products (“biologics™) derived from tissue,
cells, or blood
All other adminigtered drugs and products No charge i o
|
Drugs and produgts administered to you during a home visit No charge v ]
Ambulance Seryvices
!
Copayment / Subject to
Description of Sgrvices Coinsurance Deductible | OOPM
|
Emergency ambylance Services 20% Coinsurance v v
|
!
Nonemergency ambulance and psychiatric transport van Services 20% Coinsurance V| 4
I
Behavioral health treatment for autism spectrum disorder
l
Copayment / Subjec* to
Description of S¢rvices Coinsurance Dedueﬁible OOPM -
Covered Services 20% Coinsurance v v
Dialysis care
Copayment / Subject to
Description of S¢rvices Coinsurance Deductible | OOPM
Equipment and supplies for home hemodialysis and home peritoneal | No charge |
i v v
dialysis
i
z One routine outpatient visit per month with the multidisciplinary No charge J P
% nephrology team| for a consultation, evaluation, or treatment '
3 !
Group ID: 331407 Khiser Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental
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'r
|
Copayment / Subject tp
Description of Seryices Coinsurance Deductibile OOPM
!
Hemodialysis and peritoneal dialysis treatment at a Plan F acility 20% Coinsurance v | v
|
Durable Medical Equipment (“DME”) for home use |
Copayment / Subject to
Description of Serices Coinsurance Deductible | OOPM
!
Blood glucose mortitors for diabetes blood testing and their supplies | 20% Coinsurance )
Peak flow meters 20% Coinsurance , J
Insulin pumps and $upplies to operate the pump 20% Coinsurance | W
Other Base DME Items as described in this EOC 20% Coinsurance v f
Supplemental DMH items as described in this EQC 20% Coinsurance up to
a $2,000 benefit limit '
s v v
per Accumulation
Period _
Retail-grade breast pumps No charge | v
|
Hospital-grade breast pumps No charge v
Emergency and Urgent Care visits
Copayment / Subject to
Description of Services Coinsurance DeductiblF 0O0OPM
Emergency Department visits 20% Coinsurance 7 | v
Urgent Care visits 20% Coinsurance B | off

Note: If you are adm
Cost Share above dot
stay, if applicable, wi
“Hospital inpatient c3

tted to the hospital as an inpatient from the Emergency Department, the Emergency Department visits

s not apply. Instead, the Services you received in the Emergency Department, including %my observation
Il be considered part of your inpatient hospital stay. For the Cost Share for inpatient care, please refer to
jre” in this “Cost Share Summary.” The Emergency Department Cost Share does apply if you are

admitted for observation but are not admitted as an inpatient.

Group ID: 331407 Kaiser| Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental

Contract: 1 Version: 23
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Family planning(Services |
Copayment / Subject to
Description of Services Coinsurance Deductil?le 00PM
Family planning cpunseling No charge . v
T
Injectable contraceptives, internally implanted time-release No charge
contraceptives or intrauterine devices (“IUDs”) and office visits v
related to their administration and management
Female sterilizatign procedures if performed in an ambulatory No charge | Vi
surgery center or in a hospital operating room :
All other female sferilization procedures No charge v
Male sterilization procedures if performed in an ambulatory surgery | 20% Coinsurance v v
center or in a hospital operating room |
All other male sterilization procedures 20% Coinsurance v : V4
Termination of pregnancy 20% Coinsurance v | v
Fertility Servicei |
Diagnosis and tredtment of infertility
Copayment / Subject L}
Description of Services Coinsurance Deductil?le 0O0PM
|
Services for the diagnosis and treatment of infertility Not covered
|
Artificial insemination
Copayment / Subject to
Description of Serjvices Coinsurance Deductible | OOPM
Services for artifi¢ial insemination Not covered
Assisted reproductive technology (“ART”) Services
Copayment / Subject to
Description of Services Coinsurance Deductible 0O0OPM
Assisted reproductive technology (“ART”) Services such as invitro | Not covered
fertilization (“IVF]"), gamete intra-fallopian transfer (“GIFT"), or |
% zygolte intrafallopian transfer (“ZIFT”) .
‘D |
|
Group ID: 331407 Kaifer Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental
Contract: 1 Version: 2§ EOC# 1 Effective: 10/1/21-9/30/22
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Health education

Copayment / Subject to
Description of Seryices Coinsurance Deductible | OOPM
Covered health edycation programs, which may include programs No charge | be”
provided online and counseling over the phone '
Individual counseljng during an office visit related to smoking No charge I o,
cessation '
i
Individual counseling during an office visit related to diabetes No charge i J
management |
Other covered indiyidual counseling when the office visit is solely for | No charge | 7
health education !
Covered health edycation materials No charge ! v
|
Hearing Services '
Copayment / Subject to
Description of Seryices Coinsurance Deductible | OOPM
Hearing exams with an audiologist to determine the need for hearing [ 20% Coinsurance v | v
correction i
Physician Specialist Visits to diagnose and treat hearing problems 20% Coinsurance v | o
i
Hearing aid(s), including, fitting, counseling, adjustment, cleaning, Not covered
and inspection
Home health carg
Copayment / Subject to
Description of Serviices Coinsurance Deductible | OOPM
|
Home health care Services (100 visits per Accumulation Period) 20% Coinsurance v | v
Hospice care '
Copayment / Subject ta
Description of Servjces Coinsurance Deductible | OOPM
Hospice Services No charge v v

Group ID: 331407 Kaisef Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental ;

Contract: 1 Version: 23 |[EQC#1 Effective: 10/1/21-9/30/22
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Hospital inpatia]nt care

1

Copayment / Subjectiﬁ to
Description of Sefrvices Coinsurance Deductible | OOPM
Inpatient hospital stays 20% Coinsurance V| v
Injury to teeth
Copayment / Subject to
Description of Sdrvices Coinsurance Deductible | OOPM
Accidental injury to teeth Not covered
|
Mental health Services
Copayment / Subject to
Description of S¢rvices Coinsurance Deductible | OOPM
Inpatient mental health hospital stays 20% Coinsurance \/‘l v
Individual mental health evaluation and treatment 20% Coinsurance il 4
.'
Group mental heplth treatment 20% Coinsurance | i
i
Partial hospitalization 20% Coinsurance v 4
Other intensive psychiatric treatment programs 20% Coinsurance Jl v
Residential mental health treatment Services 20% Coinsurance v v
Office visits |
|
Copayment / Subject to
Description of S¢rvices Coinsurance Ded’ﬂcl}ible 00PM
Primary Care Vigits and Non-Physician Specialist Visits that are not | 20% Coinsurance v v
described elsewhere in this “Cost Share Summary” ‘
Physician Speciglist Visits that are not described elsewhere in this 20% Coinsurance y v
*Cost Share Summary”™ i
|
Group appointments that are not described elsewhere in this “Cost 20% Coinsurance J v
Share Summary’ !
|
Group ID: 331407 Khpiser Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental
Contract: 1 Version:[23 EOC#1 Effective: 10/1/21-9/30/22
Date: October 16, 20211 Page 6
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Copayment / Subject t
Description of Services Coinsurance Deductible | OOPM
i
Acupuncture Serviges 20% Coinsurance o I Vg
i
|
House calls No charge ;
|
Note: Effective January 1, 2022, the Cost Share for house calls will 7 | v
be the Cost Share listed above for Primary Care Visits, Non-
Physician Specialist Visits, or Physician Specialist Visits, as
applicable.
Ostomy and urolggical supplies
Copayment / Subject to
Description of Services Coinsurance Deductible | OOPM
Ostomy and urologjcal supplies as described in this EOC No charge " i v
T
Outpatient imaging, laboratory, and other diagnostic and treatment Services
Copayment / Subject tg
Description of Servjces Coinsurance Deductible | OOPM
Complex imaging (pther than preventive) such as CT scans, MRIs, 20% Coinsurance # v
and PET scans !
Basic imaging Servjces, such as diagnostic and therapeutic X-rays, 20% Coinsurance @ ! i
mammograms, and pltrasounds !
Nuclear medicine 20% Coinsurance 7 ‘ v
i
Routine retinal photography screenings No charge , 7
|
Routine laboratory tests to monitor the effectiveness of dialysis No charge v ; v
i
All other laboratory|tests (including tests for specific genetic 20% Coinsurance v ' v
disorders for which genetic counseling is available)
[
Diagnostic Services|provided by Plan Providers who are not 20% Coinsurance v v
physicians (such as EKGs and EEGs)
Radiation therapy 20% Coinsurance V| ' v
Ultraviolet light treatments No charge v v

Group 1D: 331407 Kaiser
Contract: 1 Version: 23
Date: October 16, 2021

FOC#1 Effective: 10/1/21-9/30/22
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Outpatient presd

ription drugs, supplies, and supplements

If the “Cost Share dt a Plan Pharmacy” column in this section provides Cost Share for a 30-day supply and yi-.)ur Plan

Physician prescribe
limit for that drug.
60-day prescription

s more than this, you may be able to obtain more than a 30-day supply at one time up to tbe day supply
Applicable Cost Share will apply. For example, two 30-day copayments may be due whel? picking up a

, three copayments may be due when picking up a 100-day prescription at the pharmacy. |
Most items |
i
Cost Share Cost Share Subject to
Description at a Plan Pharmacy by Mail Deductible | OOPM
Items on the genefic tier not described 20% Coinsurance (not to | 20% Coinsurance (not to :
elsewhere in this ‘|Cost Share Summary” | exceed $250) forup to a | exceed $250) for up to a v v
30-day supply 30-day supply
I
Items on the brand tier not described 20% Coinsurance (not to | 20% Coinsurance (not to |
elsewhere in this *|Cost Share Summary” | exceed $250) for up to a | exceed $250) for up to a v v
30-day supply 30-day supply .
Items on the speciplty tier not described 20% Coinsurance (not to | Availability for mail
elsewhere in this ‘{Cost Share Summary” | exceed $250) for up to a | order varies by item. |
v v
30-day supply Talk to your local |
pharmacy :
Base drugs, supplips, and supplements
Cost Share Cost Share Subject to
Description at a Plan Pharmacy by Mail Dedu‘ctil?le 0OOPM
|
Hematopoietic ag¢nts for dialysis No charge for up to a Not available v ! 7
30-day supply i
|
i
Elemental dietary [enteral formula when No charge forup to a Not available _
used as a primary [therapy for regional 30-day supply v v
enteritis i
|
All other items on|the generic tier as 20% Coinsurance (not to | Availability for mail |
described in this JOC exceed $250) for up to a | order varies by item. ;
v | v
30-day supply Talk to your local :
pharmacy
All other items on|the brand tier as 20% Coinsurance (not to | Availability for mail
described in this JOC exceed $250) for up to a | order varies by item. !
v | v
30-day supply Talk to your local !
pharmacy |
!
All other items on|the specialty tier as 20% Coinsurance (not to | Availability for mail |
described in this HOC exceed $250) for up to a | order varies by item. |
v | v
e 30-day supply Talk to your local
g ' pharmacy a
Group 1D: 331407 Kaiger Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental
Contract: 1 Version: 2§ EOQC# 1 Effective: 10/1/21-9/30/22 .
Date: October 16, 2021 | Page 8

TRAZ-D-000079/000036 VGOCE9 S1-E

F-M1-C00009




Anticancer drugs Jml certain critical adjuncts following a diagnosis o,

f cancer
Cost Share Cost Share Subject to
Description at a Plan Pharmacy by Mail Deductible | OOPM
Oral anticancer dryigs on the generic tier | 20% Coinsurance (not to | Availability for mail i
exceed $200) for up to a | order varies by item. v ! 7
30-day supply Talk to your local !
pharmacy i
Oral anticancer drygs on the brand tier 20% Coinsurance (not to | Availability for mail
exceed $200) for up to a | order varies by item. v | "
30-day supply Talk to your local i
pharmacy
|
Oral anticancer drygs on the specialty tier | 20% Coinsurance (not to | Availability for mail i
exceed $200) for up to a | order varies by item. v | v
30-day supply Talk to your local
pharmacy
Non-oral anticancer drugs on the generic | 20% Coinsurance (not to Availability for mail :
tier exceed $250) for up to a | order varies by item. v f ”
30-day supply Talk to your local .
pharmacy .
!
Non-oral anticancey drugs on the brand 20% Coinsurance (not to | Availability for mail |
tier exceed $250) for up to a | order varies by item. v ; v
30-day supply Talk to your local I
pharmacy ;
|
Non-oral anticancef drugs on the specialty | 20% Coinsurance (not to | Availability for mail
tier exceed $250) for up to a | order varies by item. v i v
30-day supply Talk to your local '
pharmacy I
Home infusion drugs
Cost Share Cost Share Subject to
Description at a Plan Pharmacy by Mail Deductible | OOPM
Home infusion drugs No charge forup to a Not available !
v v
30-day supply
|
Supplies necessary for administration of | No charge No charge v | F
home infusion drugp |
i
Home infusion drugq are self-administered intravenous drugs, fluids, additives, and nutrients that require specFﬁc types of

parenteral-infusion, §

Group ID: 331407 Kaisel

Contract: 1 Version: 23
Date: October 16, 2021
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Diabetes supplies gnd amino acid-modified products 3
[
Cost Share Cost Share Subjectlto
Description at a Plan Pharmacy by Mail Deducti1 le | OOPM
N , |
Amino acid-modjfied products used to No charge for up to a Not available \
treat congenital efrors of amino acid 30-day supply v v
metabolism (such as phenylketonuria)
Ketone test strips|and sugar or acetone test | No charge for up to a Not available ‘/ e
tablets or tapes fgr diabetes urine testing 30-day supply ‘
Insulin-administrption devices: pen 20% Coinsurance (not to | Availability for mail ‘
delivery devices, |disposable needles and | exceed $250) for up to a | order varies by item. !
i : : 3 v v
syringes, and v1s$al aids required to 30-day supply Talk to your local |
ensure proper dogage (except eyewear) pharmacy ;

|

For drugs related fo the treatment of diabetes (for example, insulin), and for continuous insulin delivery devices that use

disposable items §|
“Durable Medical

Contraceptive drugs and devices

uch as patches or pods, please refer to the *“Most items™ table above. For insulin pumps, pjlease refer to the
Equipment (“*DME”) for home use” table above. ‘

Cost Share Cost Share Subject to
Description at a Plan Pharmacy by Mail Deductible | OOPM
The following hqrmonal contraceptive No charge for up to a No charge forup to a
items for women{on the generic tier when | 365-day supply 365-day supply
prescribed by a Hlan Provider: Rings are not available
* Rings for mail order v
e Patches
¢ Oral contraceptives |
!
The following cdntraceptive items for No charge for up to a Not available i
women on the ggneric tier when 30-day supply
prescribed by a Blan Provider: i
¢ [emale condgms | v
.2 !
e Spermicide \
e Sponges |
The following hgrmonal contraceptive No charge forup to a No charge for up to a \
items for women on the brand tier when 365-day supply 365-day supply |
prescribed by a Rlan Provider: Rings are not available ‘
e Rings for mail order | ~'¢
e Patches 1
e Oral contraceptives ‘
|
Group 1D: 331407 Khaiser Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental
Contract: 1 Version:[23 EOQC# 1 Effective: 10/1/21-9/30/22
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Cost Share Cost Share Subject tp
Description at a Plan Pharmacy by Mail Deductible | OOPM
The following coniraceptive items for No charge for upto a Not available '
women on the brand tier when prescribed | 30-day supply
by a Plan Provider;
¢ Female condomis &
¢ Spermicide
* Sponges
Emergency contraception No charge Not available v
Diaphragms and cepvical caps No charge Not available ' B
Certain preventive ifems |
i
Cost Share Cost Share Subject t¢
Description at a Plan Pharmacy by Mail Deductib]e OOPM
|
Items on our Preventive Services list on No charge for up to a Not available
our website at kp.ofg/prevention when 30-day supply v
prescribed by a Plan Provider
Fertility and sexual dysfunction drugs .
T
|
Cost Share Cost Share Subject tq’
Description at a Plan Pharmacy by Mail 0O0OPM

Deductible

Drugs on the generi
treat infertility or in
covered artificial in

c tier prescribed to
connection with
semination Services

Not covered

Not covered

prescribed to treat i
connection with coy
insemination Servic

Drugs on the brand lEmd specialty tiers

fertility or in
ered artificial
£s

Not covered

Not covered

Drugs on the generi
connection with coy
reproductive techno

C tier prescribed in
ered assisted
ogy (“ART”) Services

Not covered

Not covered

Drugs on the brand
prescribed in conne
assisted reproductiv
Services

ind specialty tiers
tion with covered
e technology (“ART”)

Not covered

Not covered

Group ID: 331407 Kaise

Contract: 1 Version; 23
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Cost Share Cost Share Subject to
Description at a Plan Pharmacy by Mail Deductit}le 0O0PM
]
Drugs on the generic tier prescribed for 20% Coinsurance (not to | 20% Coinsurance (not to |
sexual dysfunction disorders exceed $250) for up to a | exceed $250) for up to a v | v
30-day supply 30-day supply |
[
Drugs on the brangd and specialty tiers 20% Coinsurance (not to | 20% Coinsurance (not to 5
prescribed for sexpal dysfunction exceed $250) forup to a | exceed $250) for up to a v ! v
disorders 30-day supply 30-day supply 5
Outpatient surgery and outpatient procedures i
Copayment / Subject to
Description of Setvices Coinsurance Deductible | OOPM
Outpatient surgery and outpatient procedures (including imaging and | 20% Coinsurance
diagnostic Servicgs) when provided in an ambulatory surgery center |
or in a hospital opgrating room, or any setting where a licensed staff v | v
member monitors [your vital signs as you regain sensation after :
receiving drugs to|reduce sensation or minimize discomfort i
|
[
Any other outpati¢nt surgery that does not require a licensed staff 20% Coinsurance v ' v
member to monitdr your vital signs as described above ll
i
Preventive Services
Copayment / Subject to
Description of Services Coinsurance Deductible | OOPM
Routine physical ¢xams, including well-woman and preventive No charge '
. . v
exams for Members age 2 and older |
i
|
Well-child preventive exams for Members through age 23 months No charge l o
]
Normal series of regularly scheduled preventive prenatal care exams | No charge ! v
after confirmation|of pregnancy I
i
¥ First postpartum fpllow-up consultation and exam No charge v | o
|
Immunizations (including the vaccine) administered to you in a Plan | No charge 7
Medical Office '
Tuberculosis skin tests No charge : v
|
|
|
|
|
Group 1D: 331407 Kaiger Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental
Contract: | Version: 2§ EOCH# 1 Effective: 10/1/21-9/30/22
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Copayment / Subject to
Description of Seryices Coinsurance Deductible | OOPM
Screening and counseling Services when provided during a routine No charge !
physical exam or g well-child preventive exam, such as obesity |
counseling, routing vision and hearing screenings, alcohol and i v
substance abuse sqreenings, health education, depression screening, !
and developmenta| screenings to diagnose and assess potential ‘
developmental delpys |
Screening colonosgopies No charge i v
Screening flexible sigmoidoscopies No charge ' Vv
!
|
Routine imaging s¢reenings such as mammograms No charge I v
|
Bone density CT s¢ans No charge v
|
Bone density DEXJA scans No charge I v
i
Routine laboratory|tests and screenings, such as cancer screening No charge |
tests, sexually trangmitted infection (“STI”) tests, cholesterol ‘ v
screening tests, and glucose tolerance tests |
Other laboratory sdreening tests, such as fecal occult blood tests and | No charge l v
hepatitis B screenirlg tests |
i
Prosthetic and offthotic devices ’
Copayment / Subject to
Description of Serices Coinsurance Deductible | OOPM
|
Internally implanteg] prosthetic and orthotic devices as described in No charge :
§ v | v
this EOC .
!
External prosthetic pnd orthotic devices as described in this EQC No charge o | v
|
Supplemental prosthetic and orthotic devices as described in this No charge i
v v
EOC !
i
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Rehabilitative and habilitative Services

TRA3-D-000079/000039 VGOCE2 S1

Copayment / Subject to
Description of Sdrvices Coinsurance Deductible | OOPM
Individual outpatient physical, occupational, and speech therapy 20% Coinsurance v v
Group outpatient|physical, occupational, and speech therapy 20% Coinsurance | v
Physical, occupational, and speech therapy provided in an organized, | 20% Coinsurance Jl Y
multidisciplinary|rehabilitation day-treatment program

Skilled nursing|facility care

Copayment / Subj;eci to
Description of S¢rvices Coinsurance Dedluctl}ble OOPM
Skilled nursing facility Services up to 100 days per benefit period* 20% Coinsurance v v

*A benefit period
benefit period end
level of care, for §

three-day stay in gn acute care hospital is not required.

Substance use

disorder treatment

begins on the date you are admitted to a hospital or Skilled Nursing Facility at a skilled ]ével of care. A
s on the date you have not been an inpatient in a hospital or Skilled Nursing Facility, receiving a skilled
0 consecutive days. A new benefit period can begin only after any existing benefit penod ends. A prior

Copayment / Subject to
Description of S¢rvices Coinsurance Deductible | OOPM
Inpatient detoxifjcation 20% Coinsurance v v
Individual substance use disorder evaluation and treatment 20% Coinsurance V! J
Group substance|use disorder treatment 20% Coinsurance vl v
I
Intensive outpatignt and day-treatment programs 20% Coinsurance v Vv
Residential substance use disorder treatment 20% Coinsurance v s
Telehealth visits
Interactive video visits :
(
Copayment / Subj‘eci o
Description of S¢rvices Coinsurance Dedjucﬂ ble | OOPM
Primary Care Visits and Non-Physician Specialist Visits No charge i v
Group 1D: 331407 Kaiser Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% + Child Dental
Contract: 1 Version: 23 EOC# 1 Effective: 10/1/21-9/30/22
Date: October 16, 202 Page 14
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Copayment / Subject to
Description of Services Coinsurance Deductible | OOPM
Physician Specialist Visits No charge v | 4
i
|
Scheduled telephong visits '
Copayment / Subject to
Description of Services Coinsurance Deductible | OOPM
Primary Care Visit§ and Non-Physician Specialist Visits No charge v | v 4
Physician Specialis} Visits No charge v f
Vision Services for Adult Members
Copayment / Subject tq
Description of Services Coinsurance Deductible | OOPM
Routine eye exams with a Plan Optometrist to determine the need for | No charge v
vision correction and to provide a prescription for eyeglass lenses i
|
I
Physician Specialis{ Visits to diagnose and treat injuries or diseases | 20% Coinsurance Y | v
of the eye !
!
Non-Physician Spegialist Visits to diagnose and treat injuries or 20% Coinsurance Y ! v
diseases of the eye ;
2 158 : i
Aniridia lenses: up fo two Medically Necessary contact lenses per eye | No charge v ' v
(including fitting and dispensing) in any 12-month period
i
Aphakia lenses: up fo six Medically Necessary aphakic contact lenses | No charge ’
: : : . g : v | v
per eye (including fitting and dispensing) in any 12-month period ,
|
|
Low vision devices (including fitting and dispensing) Not covered I
Vision Services fgr Pediatric Members
Copayment / Subject to
Description of Services Coinsurance Deductible | OOPM
|
Routine eye exams with a Plan Optometrist to determine the need for | No charge | 7
vision correction angl to provide a prescription for eyeglass lenses I
I
Physician Specialist|Visits to diagnose and treat injuries or diseases | 20% Coinsurance . ‘ v
of the eye i
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Subject IL

Copayment / :
Description of Seryices Coinsurance Dcductit?]e 00oPM
Non-Physician Spgcialist Visits to diagnose and treat injuries or 20% Coinsurance v } 7
diseases of the eyd ’
|
Aniridia lenses: up to two Medically Necessary contact lenses per eye | No charge
: . ; f ke ; v v
(including fitting gnd dispensing) in any 12-month period ‘
Aphakia lenses: up to six Medically Necessary aphakic contact lenses | No charge Iy \ v
per eye (including|fitting and dispensing) in any 12-month period ‘
Other contact lensgs that will provide a significant improvement in No charge |
vision that eyeglags lenses cannot provide: either one pair of contact w
lenses (including fiitting and dispensing) or an initial supply of }
disposable contact| lenses (including fitting and dispensing) in any 12- !
month period !
|
One complete pairf of eyeglasses in any 12-month period, or contact | No charge v
lenses as described in this £OC, in any 12-month period
One low vision deyice (including fitting and dispensing) per No charge v
Accumulation Perjod
|
\
\
\
!
\
|
i
|
;
Group 1D: 331407 Kai$er Permanente for Small Business Kaiser Permanente Silver 70 HDHP HMO 2500/20% -+ Child Dental ‘
Contract: 1 Version: 23 EOC#1 FEffective: 10/1/21-9/30/22 ‘
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