Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2025

§\177/}é KAISER PERMANENTE. : KP Cascade Silver Coverage for: Individual/Family | Plan Type: EPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see

https://kp.org/plandocuments or call 1-800-813-2000 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call
1-800-813-2000 (TTY: 711) to request a copy.

important Questions. | Answers | Whythis Matiers

Wh " I bGe}neralrl]y, y<|>u ng)ust pay all of tlr]le coshts fromhpro]yidelrs up tobthe dedtrJ]ctiblle amou}r;t

at is the overa - : efore this plan begins to pay. If you have other family members on the plan, eac

deductible? $2,500 Individual / $5,000 Family family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your

Are there services
covered before you meet

Yes. Preventive care and services indicated in

your deductible? chart starting on page 2. deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for specific  No. You don’t have to meet deductibles for specific services.

services?

: f The out-of-pocket limit is the most you could pay in a year for covered services. If
Yivn?iet‘tf;sl'ttrtl\?soulta:f? ocket $9,200 Individual / $18,400 Family you have other family members in this plan, they have to meet their own out-of-
- pan pocket limits until the overall family out-of-pocket limit has been met.

Premiums; services not covered under this
plan; payments for services under Student Out-
of-Area coverage.

What is not included in

h ot included in Even though you pay these expenses, they don't count toward the out-of-pocket
the out-of-pocket limit?

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you
Will you pay less if you | Yes. See www.kp.org or call 1-800-813-2000 might receive a bill from a provider for the difference between the provider’s charge
use a network provider? | (TTY: 711) for a list of network providers. and what your plan pays (balance billing). Be aware, your network provider might
use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

Do you need a referral to | Yes, but you may self-refer to certain This plan will pay some or all of the costs to see a specialist for covered services but
see a specialist? specialists. only if you have a referral before you see the specialist.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May
Medical Event Need

What You Will Pay
Plan Provider
(You will pay the least)

First two visits: $1 / visit;

What You Will Pay
Non-Plan Provider
(You will pay the most)

Limitations, Exceptions & Other Important
Information

Primary care visit to

' deductible does not apply.
reataninjury of - adgitional visits: $30 /visit; ot covered s
deductible does not apply.
If you visit a health it :
caxe provider's Specialist visit $85 / visit; deductible does not Not covered None
office or clinic apply
Preventive care/ You may have to pay for services that aren’t
el No charge; deductible does not Wt G preventive. Ask your provider if the services
mgtion apply needed are preventive. Then check what your
Plan will pay for.
X-ray: $65 / visit; deductible
does not apply for x-ray %
Diagnostic test (x- | diagnostic imaging. Lab: $40 /
ray, blood work) visit; deductible does not apply Not covered None
If you have a test for laboratory & professional
services.
Isrgaaﬁ]éng']vl(gl"l'sl)lz’ ET 30% coinsurance Not covered Some services may require prior authorization.
Retail: $25 / prescription; Up to a 30-day supply (retail); up to a 90-day
If : deductible does not apply; Mail supply (mail order). No charge, deductible does
trg‘:tuygﬁ?(ijlﬂ?sgssot? Generic drugs Order: $50 / prescription; Not covered not apply for contraceptives. Subject to
condition deductible does not apply formulary guidelines.
information Retail: $75 / prescription;
More informatio Preferred brand deductible does not apply; Mail Up to a 30-day supply retail or 90-day supply
vt Not covered , . ay,
about prescription drugs Order: $150 / prescription; mail order. Subject to formulary guidelines.
dﬂgl %ﬁlﬁ is deductible does not apply
available a
www.kp.org/ Non-preferred brand ' Retail: $250 / prescription; Mail Up to a 30-day supply retail or 90-day supply
waformulary drugs Order: $500 / prescription Not covered mail order. Subject to formulary guidelines.
Specialty drugs $250 / prescription Not covered Up to a 30-day supply.
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Common Services You May wm: %L::\\,’:g ePray m:tp}(:: I‘,’!glnp(g Limitations, Exceptions & Other Important
Medical Event Need : ’ Information
(You will pay the least) (You will pay the most)

Facility fee (e.g.,

I vou have ambulatory surgery | $600 / visit Not covered Prior authorization required.
you hav center
outpatient surgery Phvsi ) |
o e’;S'C'an Surgeon 6200 / visit Not covered Prior authorization required.
EIEIGeNCY 100 500 / visit $800 / visit Waived if admitted.
::nyr:gdr;:fedmedi cal aarqencv medical | $375/ trip; deductible does not | $375 / trip; deductible does not None
attention transportation apply apply
$65 / visit; deductible does not | $65 / visit; deductible does not | Non-plan providers are not covered inside the
Urgent care apply apply service area.
if you have a Egggﬁ’&f?goﬁ)g” 22&%&? , up to $4,000 for each Not covered Prior authorization required.
hospital sta ici
- 4 Fer;ysmlan/ SUTGEON  1hcluded in facility fee Not covered None
First two visits: $1 / visit; , . L
. ’ The first two visits can be any combination of
IlreyacI,tuhng:ﬂam%':'Lall Outpatient services %ﬂgﬁ; %(goa/p\%;[. Not covered mental/behavioral health, substance abuse
, Vi , - , i ified visi
health, or substance deductible does not apply. services, and other qualified visits.
abuse services
Inpatient services gg?nois/s(ijc?r%/ , up to $4,000 for each Not covered Prior authorization required.
Depending on the type of services, a
. ; copayment, coinsurance, or deductible may
Office visits 2‘0 (lzharge, deductible does not Not covered apply. Maternity care may include tests and
PPy services described elsewhere in the SBC (i.e.
If you are pregnant — . [HEETL)L
grrg}gglsritgrllg(leg\é?\?ilces Included in facility fee Not covered None
Childbirth/delivery | $800 / day, up to $4,000 for each Not covered None

facility services admission
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Common Services You May wm: %L::\\I’:ﬂ ePray ‘rflv::tPT:: I‘Dlgg!/igﬁ Limitations, Exceptions & Other Important
Medical Event Need : ’ Information
(You will pay the least) (You will pay the most)

$30 / day; deductible does not

Home health care apply Not covered 130 visit / year
Inpatient: $800 / day, up to
Rehabilitation $4,000 for each admission; Nt e Inpatient: 30 day limit / year. Prior authorization
services Outpatient: $40 / visit; deductible required. Outpatient: 25 visit limit / year.
does not apply
If you need help [$npatient: $800 / day, up to Inpatient: 30 day limit / year. Prior authorization
recovering or have e , 4,000 for each admission; required. Outpatient: 25 visit limit / year.
other spegia| health Habilitation services Outpatient: $40 / visit; deductible Not covered Services with mental health diagnoses are
needs does not apply covered with no limit.
Skilled nursing care | $800 / day Not covered 60 days per calendar year.
Durable medical . , - .
cquipment 30% coinsurance Not covered Prior authorization required.
. ; Inpatient or outpatient respite care limited to a
Hospice service 2‘0 (lzharge, deductible does not Not covered maximum of 14 days per lifetime. Prior
PPy authorization required.
Children's eye exam la\lgplcyarge; deduciible does not Not covered Limited to one exam / year.
If your child needs T No charge; deductible does not o :
dental or eye care Children's glasses apply Not covered Limited to one pair / year.
Children's dental Not covered Not covered None

check-up

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

® Bariatric Surgery ® |nfertility Treatment ® Routine Eye Care (Adult)
® Cosmetic Surgery ® |ong-Term Care ® Routine Foot Care
®Dental Care (Adult and child) ® Non-Emergency Care when Traveling Outside ® Weight Loss Programs
®Hearing Aids the U.S.

® Private-Duty Nursing
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

® Abortion ® Acupuncture (12 visits / year) ® Chiropractic Care (10 visits / year)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agency in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-813-2000 (TTY: 711) or www.kp.org/memberservices

Washington Office of the Insurance Commissioner 1-800-562-6900 or www.insurance.wa.gov

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax
credit.

Does this plan meet the Minimum Value Standards? Not Applicable.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-813-2000 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-813-2000 (TTY: 711)

TRADITIONAL CHINESE (HF32): AR FRZE AR » 168k TX 1515 1-800-813-2000 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-813-2000 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-813-2000 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-813-2000 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-813-2000 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-800-813-2000 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under
different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital

delivery)
B The plan's overall deductible $2,500
B Specialist copayment $65
B Hospital (facility) copayment $800
B Other (blood work) copayment $40

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)

B The plan's overall deductible $2,500
B Specialist copayment $65
B Hospital (facility) copayment $800
B Other (blood work) copayment $40

This EXAMPLE event includes services like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture
(in-network emergency room visit and follow up care)

B The plan's overall deductible $2,500
M Specialist copayment $65
B Hospital (facility) copayment $800
M Other (x-ray) copayment $65

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,500 Deductibles $0 Deductibles $1,000
Copayments $1,100 Copayments $1,200 Copayments $900
Coinsurance $0 Coinsurance $20 Coinsurance $0

What isn't covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $100 Limits or exclusions $0
The total Peg would pay is $3,660 The total Joe would pay is $1,320 The total Mia would pay is $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services.
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and state civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Kaiser Health Plan does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. 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 Member Services at 1-800-813-2000 (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, sex, gender identity, or sexual orientation, you can file a grievance with our Civil Rights Coordinator, by mail, phone, or fax. If you need help filing
a grievance, our Civil Rights Coordinator is available to help you. You may contact our Civil Rights Coordinator at: Member Relations Department, Attention:
Kaiser Civil Rights Coordinator, 500 NE Multnomah St. Ste 100, Portland, OR 97232-2099, Phone: 1 800-813-2000 (TTY: 711), Fax: 1-855-347-7239.

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, Phone: 1-800-368-1019, TDD: 1-800-537-7697. Complaint
forms are available at www.hhs.gov/ocr/office/file/index.html.

For Washington Members

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance
Commissioner Complaint portal, available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 1-800-562-6900,
or 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call 1-800-813-2000 (TTY: 711).

A7ICE (Amharic) T03-08: 291574 £7% ATICE WP ©TCTH° hCAF LCE-RFE 12 ALINPF
THOETPA: OL T tAD- ¢ SL@-( 1-800-813-2000 (TTY: 711).

ol laally @l ) 555 4 sl acbisall Ciladd b ¢y pad) Caaas <€ 1) 14 gake (Arabic) dundl
(711 :TTY) 1-800-813-2000 A »

132 (Chinese) JER, s Fgas tisr » 0] DL B (2B S 1R AR -
533 1-800-813-2000 ( TTY : 711) -

Al Lad (sl I8 &y gy Ay Ol A e KK i by 40 R 14 g (Farsi) o
3585 GLE(T11 TTY) 1-800-813-2000 L 5L

Francgais (French) ATTENTION: Si vous parlez frangais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-800-813-2000 (TTY :
711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen
lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer:
1-800-813-2000 (TTY: 711).

HAZE (Japanese) VEEIIH : AAEAFSNLEE, WEOSELE
TRV £9, 1-800-813-2000 (TTY:711) £ T, BEFFICTIEKEL 72
W,

i1 (Khmer ) Wtt3 WesthynSunw manigs, iuhdgwignmean hwss
ARAY AHNGHISAINUUIHAT G §I60E) 1-800-813-2000 (TTY: 711)

g=ro] (Korean) 9 d50] 2 A gahal= A5, ddo] g Hu =g 7
T&2 o] &3k = dHFUth 1-800-813-2000 (TTY: 711)H 0.2 A 3513 F414] Q..

99 (Laotian) TUO&‘]U mm nauSawaga 290, naudEnavgosfienay
waR, Tmauzagm couSwaulmmay. Tos 1-800-813-2000 (TTY: 711).

Afaan Oromoo (Oromo) XIYYEEFFANNAA:Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-813-2000 (TTY:
711).

UAER (Punjabi) fimis fe€: 7 3AT Uarst 98 I, 3t 37 9 Aafes A 393 59
He3 GuUsET J| 1-800-813-2000 (TTY: 711) '3 IS 3|

Roména (Romanian) ATENTIE: Daca vorbiti limba roméana, va stau la dispozitie
servicii de asistenta lingvistica, gratuit. Sunati la 1-800-813-2000 (TTY: 711).

Pycckuin (Russian) BHUMAHME: ecnu Bbl roBopute Ha pycckoM Si3bIke, TO Bam
pocTynHel 6ecnnartHble ycnyrn nepesoga. 3soHuTe 1-800-813-2000 (TTY: 711).

Espafiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al 1-800-813-2000 (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
1-800-813-2000 (TTY: 711).

g (Thai) Bau: diaanan e ing aasusalduiniszhamdanienslans Tns
1-800-813-2000 (TTY: 711).

YkpaiHcbka (Ukrainian) YBAIA! Akwio B po3MOBMSIETE YKPAiHCBKO MOBOO, BY
MOXeTe 3BepHyTUCsA 0 6e3KoLTOBHOI CnyX0bu MOBHOI niaTpumkn. TenedoHyiTe 3a
Homepom 1-800-813-2000 (TTY: 711).

Tiéng Viét (Vietnamese) CHU Y: Néu ban noi Tiéng Viét, cé cac dich vu hd tro
ngdn nglr mién phi danh cho ban. Goi s 1-800-813-2000 (TTY: 711).



