§% KAISER PERMANENTE.

Kaiser Foundation Health Plan, Inc.
Northern and Southern California Regions

A nonprofit corporation and a Medicare Advantage Organization

Kaiser Permanente Senior Advantage (HMO) with Part D

Evidence of Coverage for
San Francisco Health Service System Fund

January 1, 2019, through December 31, 2019

Member Service Contact Center
Seven days a week, 8 a#®.p.m.
1-800-443-0815(TTY users call711)
kp.org



This document is available for free in Spanish. Please contact our Member Service Contact Center
number atl-800-443-0815for additional information. (TTY users should calll) Hours are 8 a.m.
to 8 p.m., seven days a week.

Este documento esta dispdeilole forma gratuita en espafol. Si desea informacion adicional, por
favor llame al numero de nuestra Central de Llamadas de Servicio a los Miemhir88@#43-0815
(los usuarios de la linea TTY deben llamar al 711 hdthrio es de 8 a.m. a 8 p.m., [bglias de la
semana.




TABLE OF CONTENTS

[T CT T {1 T | o ) 1
T e Yo [0 7o 1o o N PP PPP PPN 1
ADOUL KAISEI PEIMANEINTE. ... .eiiiiii ittt er et e sttt e e e s e e bt e e e e eamt e e s e e et be e e e e e e nnsbbeeeeenteeeeennnrees 1
=] €0 10 1 TS = L PP UPTPPPRPN 2
1= 1010 PP PERRRPRP 2
Premiums, Eligibility, and ENFOIMEIIL..........uuuiiiiiiiieiisceeciieee e eree et e et e e e e e e e e e e s s e s srmmmr e e e e e e e e e e s s e s s e s annnnnes 38
(T 410 TSP PT RPN 8
= To Tor= TE = o (=T 401U o TR 9
WO IS ELGDIE. ...ttt et e e o e et e e e s ab b e et e eamme e e e st e e et e e s s nnnreeeas 10
When You Can Enroll and When Coverage BeGINS..........ccoiicuiiiieeme e ie s e essicciieniiesseeeesssssssnssnsressessneeessennnsnns 12
[ (01T A (o T @ o] =TT g IR =T AV o = SRR PP PUURPPRPTR 14
o011 T O = TP PPPRTPPPRR 14
L0 doT=T o] A G- =TSP PPPPPPT 14
OUI AQVICE NUISB. ...ttt e ettt ettt e oo e e oo oo oo oo oo mt e e e e e e et e e e e e oo e e e e bbb e e ee e e e e e oa s e anaebbbbbbbe e s emnes s nnnnnbbebbeneee e 14
Your Personal Plan PRYSICIBIL. .. ......ciiiiiiiii ettt see e e e s st bb et e e e s aabb e e e eenee s 15
LT T Lo = W =] = o = | PRt 15
ST=Tolo] 0T @] o] 0] [o] 0 £ TP PSSO P PSP TOPPPP 17
TIENEAITN ViISITS ... .ttt ettt et ettt e e e e e e e e saae et ettt e e teeaeeae e e e s s e s aammneaeeeeaeeseeaaaannnnnns 17
CoNtractanith Plan PrOVIAEIS. .......cciiiiiiieieeee s e e et e e et e e eeeessaessesseeeeeeeeeeeeaeaeeeessaanseees 17
Receiving Care Outside Of YOUr HOME REQUON...........oiiiiiiii i ceeiiei s e e et e et reee e e e e s e e e e e s anensaaaeaees 18
B 2o 10T 10 o PR 18
LT T L0 ST £ =T o SRt 18
e = L = Tor 1= PSP 19
e ()Y To [T o B =T oi (o] Y/ TP P PP PPPPP PP 19
L = T =Yoo (o] Y/ 19
Emergency Services and UFgENE CaAlB.........ooiiiiiiiiiiieeeiee ettt e ettt e e e e ettt e e e e e et bt eeee e e e e e s e bbb e e e e e e annbeeas 19
ey =T [T Lo RS Y= Vo = 19
L0 do =T o1 A G- =TSP PPPPPPT 20
Payment antREIMDUISEMENL..........uiiiiiie it r e e e e e e e e e et e e et teeaeeeeeeeeeteab s e s e e e e amannaneas 20
BeNEfitS and YOUF COSt SNAKE........uuuiiiiiiiiiiiitceeeie e e e e e e e e eeeet et e et et e e aeeaeeeeesessamreeeaaeeaeaeeseesaaannnsnnaneeeeeeens 21
Y OUE COSE SAIE. ...ttt ettt ee bbbt b et ettt et e e e e e e e e e e aaae et ettt eeeeeaeeeeeeesaaaaammneaeaeeeeeeesaaaaaannnnns 22
O TN (oL 111 o | A G- T TP RUPR PP PPRPPO 24
L [O LY o= LI ] 0= a1 | A = = 26
N 0] 01U = U Lo ST T =SSP 27
L= L= L o YU o 1= oY /SRS 27
Behavioral Health Treatment for Pervasive Developmental Disorder or AULSM...........eevieiiiiemnniviieee e, 28
Dental Servicefor Radiation Treatment and Dental Anesthesia................uveiiieeiiiiiiiiiiee e 29
(DT 1) ] S O T T PP PEP PP PPPPT 30
Durable Medical Equipment ("DME") fOr HOME USE.........uuiiiiiii et e e e e eeeaaaaees 31
FEITIIEY SEIVIGES. ...eiii ittt ettt e e ettt e e e s s ab b e eet et e e e e o abb et e e e e e sabb e e eneseeeeeesanbbeeeeeenanes 32
[ (o= 1L g I o (W o= 11T o D PP PPPPPPPPTP 33
(oL g1 aTo ST =T oY Tt T PO PPPOPRPPPPR 33
HOME HEAITN CAIE.......eeeeeeiieeeee et e ettt et et aaaaab bbbt e b beeeeeeeeaeas 34
[ [01S] o (o O | = PP T U PP UPUPUPPPRRP S 34
LT o= U L= oY1 TST= T o =PSRRI 35
Ostomy, Urological, and Wound Care SUPPLES. .......ouo ittt e e 37
Outpatient Imaging, Laboratory, and Special PrOCEAUIES........c.uiiviiiii it e e e 37

Outpatient Prescription Drugs, SUppli@Bd SUPPIEMENTS .......uuuiiiiiiiiiiiiiie ettt 37



PrEVENTIVE SEIVICES ... ceui i et e e e et e et ere e s e st e e st s s st s sssnssssmmmtnssstsssessnsessnnssssnssnensernsessnnsessnsens D0

Prosthetic and OrthOtIC DEVICES. .....c.ciiiiiiiiie e ieeeisi ettt ee et e e e s st bbbt e e e s srmees s sbbeeeeessanbbaneeeessnness 47
RECONSITUCTIVE SUIGEELY.. .. eeiiiiiitiiieee e ettt ettt e e ettt e e e et e e eat bbbt e e e e s bbb et e e e e e aa b e e aat b e et e e e e abbb e e e e e e s snbbennsbreeeeeeans 48
Religious Nonmedical Health Care INSttUtION SEIVICES..........cccccuiiiiiieeee et ee e s rrreereeeeeed 49
Routine Services Associated With ClINICAl THAIS .........cuviiiiiiiee e 49
SKilled NUISING FACIHTY CAB.......coiiiiiiiiieiiitieeetie ettt eea et e e s e b et e e s s s s meea s b be e e e e s aaanbb e e e e e s anbeeeannees 49
Substance Use DiSOrAEr TIEAIMEIL ... ....uiiii it ieeeiee e sttt e e s sttt reerte e e s s st be e e e e s sassbbeeaneeeaeessansbaeeaessannreeas 50
TIANSPIANT SEIVICES ... ittt ettt ettt e ettt e ettt e e oo st b ettt e e s s s b e s eeaes s e et e e e e s bbb et e e e e nbe s ennmss e e e e e s annnnneeas 51
Vo ST Y To = PP TP PRRT 51
Exclusions, Limitations, Coordination of Benefits, and RedUCtiONS..............oooiiiiicer e 52
ol 11T o 1 PR 52
[T 1 = Ao £ PEPURPPPPR R 54
(@0 To] (o [TaF=11(o) gl ] 1 =T=T 0 T=] 11 £ T PSSR 55
L= To 11 o3 1T o 1= PSP PPPR PP 55
REQUESES fOF PAYIMEIL..... . eetiiii i eeeer e ereret e e s e e e e eae et e e eaetsmmneeeeeeteasnsaaeseeeeeeeannnseaeeeaaeeeennsnnnes 57
Requests for Payment of Covered Services OrMPEMUQYS.........ccooiiuiriiiieiiieeiiiiet et smees bbb 57
How to Ask Us to Pay You Back or Ray a Bill You Have RecCeivVed.............cccoovvviiiiieeee e 59
We Will Consider Your Request for Payment and BaFOr NO............ueiieiiiiiiiie et 59
Other Situations in Which You Should Save Your Receipts and Send Copiesto.US.........ccccvvvieeeeevevveveeennnns 60
Your Rights and ReSPONSIDIITIES...........uuiiiiiiie ettt e e e e neeneees 60
We must honor your rights as a Member Of PN, ..............cooii it e e ereer e e e e e e e e e e e areeaea———s 60
You have some responsibilities as a Member of OUr.pIaN...........ooiiiiee e 64
Coverage Decisions, Appeals, and COMPIAINTS......cccoiii i eeee e errrrs e e e e e e e e e e e rerrnan s 65
What to Do ifYou Have a Problem OF CONCEIN......ciiiiiiiiiiiiiieees sttt e s essneesreeeeeseeeeeeeeeeaeeeesesnsnnnneeesd 65
You Can Get Help from Government Organizations That Are Not Connected with.Us.............cccceeeiiiiinnnns 66
To Deal with Your Problem, WhicRrocess Should YOU USE2.........uuiiiiiiiiiiiiiieceiiiiiiieieeeee et 67
A Guide to the Basics of Coverage DeciSions and APPEAIS. .......cuuuiiiiiiiiceriiiiete ettt rmmee e 67
Your Medical Care: How to Ask for a Coverage Decision or Make an Appeal..........ccccoeiivieeciiiiinieeeeeeeeeeeeeanns 68
Your PartD Prescription Drugs: How to Ask for a Coverage Decision or Make an Appeal..............ccoccceeenneee 74

How to AskUs to Cover a Longer Inpatient Hospital Stay du Think the Doctor Is Discharging You Too Saai80
How to Ask Us to Keep Covery Certain Medical ServicesYfou Think Your Coverage Is Ending Too Soon....84

Taking Your Appeal to Level 3 and BEeYOINd...........oooveiiiiiiiieieiiis e eeee e sernm e e e e e e e 88
How to Make a Complaint About Quality of Care, Waiting Times, Customer Service, or Other Cancerns....90
You can also tell Medicare about YOUr COMPIAINL. ...........ooiiiiiiiiieee e rer e e e e e e e e e e rrnnnas 91
Yo Lo 11 0T =TI o 1= TSP 92
L7 o [T T AN 1 111 = 11 o IS 92
Termination Of MEMDEISID. .....coi et e ettt e e s st e e e s bbb eenasbaeeee s 94
Termination Due to LOSS Of ENQIDIlItY.........ccooiiiieeee e e e e e e e e aeaeens 94
Termination OFAGIEEIMENT.........oi i ettt et e e e st e e e e s e e e b b et e e e e e e e bb et e e e e e menesnbbeeas 95
[DIET=Taldo] | [TaTe i el a STt a1To] g2V LV7= T = Vo 1= S a5
Termination of Contract with the Centers for Medicare & Medicaid ServiCes...........ccccvivimmmiiiieeeeiiniiieeeeenne a5
TerMINALION FOr CABUSE ... ..ottt ettt e e e b e bbbt b e ettt e et e e e ee s bbb s b e e e et et e e e e e e aeeeessaamneeeeaeaaaaaaans 96
Termination for Nonpayment Of PremiUMS.........oo i rmeee s e e e e 96
Termination of a Product OF all PrOQUCTS.........cooii it e et eeee e bbb e e e e e ee e 96
Payments after TeIMINALION. ..........u i ettt e e e e e et e e e e e e e e e e e e s e baeeee e e e as 96
Review of Membership TeIrMINALION. ..........coiiiiiiie ettt s st eere e e e e e e nbb e e e e e e e neeee 96
Continuation Of MEMBDEISRIP. ........uuiiii e e 96
CoNtiNUALION OF GIOUP COVEIAGE. ... . ueeiiie ettt ieeet et e ettt e e et s bb et ereet et e e s s s bee e et e e s s sbbeeeaeseeeesaanbeeeeeeessnnseeenan 96
Conversion from Group Membershipda Individual Plan...............ooooo e 97
MiSCEIIANEOUS PrOVISIONS. ......iiiiiiieiiietitieees s s s s sttt ee e e eeaassses e te et eeee e et eeeeeaeeaeseseeeeeeaeeaaaeaeeeeeesssaanneneeaeeaaaees 97

AdMINISTration Of AQIEEIMEIL ... ... .. ittt ee bbbttt e e e eeb ettt et ettt e e eaaaaaeaesaaateeeaetaaaeaaeaaesaasaaannnneaeans 97



Agreement Binding 0N MEMDELS.........ooiiiiiiiiiiiieeei it Error! Bookmark not defined.

F AN 1=t To LT alla ) AV T =T=] 0= o SRR 98
APPIICAtIONS NG STATEIMENTS ...ttt e eeet b e e s e et e e e s e s e b nans b e e e e e e e ab et e e e e e annbbeananreeas 98
=TS o [ ] .= 0 P SPPSN 98
Attorney and Advocate FEES and EXPEIISES.........uuuuuiirrieeieeeiiienrreetueireererrreesaeeettesreererrrraetaeaeeeesimaaerrreereeeeees 98
ClaimS REVIEWAULNOTITY .......eeeeiee ittt ettt me et e e e s kbbbt e e e e s amme e e e bbb e et e e e e annb b et e e e s ammee s e annbnees 98
(=] d ST AN N o) o TSRO PRPT 98
€10}V =T g o] oo I IR U A PO P OO PPOUPPPPPPRTPPPPPPPTN 98
Group and MEMDEIS NOt OUF AQEIILS.......uuuuuiiiiirrieeeeieeeiertuetreererrrrrreeeeeeeearesreerreetaeaaaeeaeessasimnmreaaeaeeeesesssssnnnnnnns a8
[N T T V= 1A= PP PPPR TP 98
[N o o 3 PR PPP ORI 99
Notice about NONAiSCIHIMINALION. ... ....uuuiiiiiiiiieeiieea e e eeeet et e e e e e et e e aeeaeeessaameeeeeeaaaaaaaaaaesesssssaanns 99
Notice about Medicare Secondary Payer Subrogation RIGhtS...........coooiiiiimrci e, 99
OVEIPAYMENT RECOVELY.....cciiiiiieiiie ittt ettt ettt ree s e s e e e e e e eeaaas e a e e e e b e e ss e e e et e et e s sees s nnnneenee e s 99
LU o] [Tl =01 [Ty Y == T 1] o= L1 ] o O 99
I =] o] gloT g1 AN ot ot I PP PP PRSPPI 99
Important Phone NUMDErS and RESOULCES.........uuuuuuii e cceeiiie e et e e e e e eeeeeeeetietmmmeeeeetstaa s s eseaeeaaasaneneaaaeeeeeeesssennnnnn Q9
Kaiser Permanente SENIOr AGVANTAGE ..........coiiiiiiiiiieeeie e e e ettt e et teeer e e e s s abbe e e e e e s st bbeenenseeeeeesanbbeeeeeesanes Q9
[ [T o [Tor= T OO POPO PP P PP PPPPPPPP 101
State Health INS@INCE ASSISTANCE PrOGIaM........uuiiiiiiiiiiii ettt e e et s eerme e e e nenees 102
Quality Improvement OrgaNIZALION...........uuuuuie e eceeeriie s e e e e e e e e e e e e et tate e mmmeeeeeaarraaeeeeaeeesenrneaaaeaeseeesssnnnnnnnnns 102
Lo Tol = TS T=Tol U ] 1 ST T PP P PP OPTPPPPPON 103
[ [=To [ Tor=Y o B P STPO PSP PPPPPPPPPPPPP 103
[ = UL (o T= (o I R e 1] (=T 4 41T 10 = o L= o o PSP 104
Group Insurance or Other Health Insurance from an EMPIOYET.........ooouviiiiiieeciii e 104

[N Lo (oT=o ] il N\ o] aTo [EXod (10 8110 = L o] o N 105






Benefit Highlights

Accumulation Period

The Accumulation Period for this plan is 1/1/19 through 12/31/19 (calendar year).

Plan Out-of-Pocket Maximum

For Services subject to the maximum, you will not pay any more Cost Share for the rest of the caleritiltrey€apayments
and Coinsurance you pay for those Services add apdmfthe following amourd

For any one MembBer.........ccvvvviiiiiiii e, $1,500 per calendar year
Forany one Member in a Family of two or more Members............ $1,500 per calendar year
For an entire Family of two or moMembers...........cccccvveeeeereerieeens $3,000 per calendar year
Plan Deductible None
Professional Services (Plan Provider office visits) You Pay
Most Primary Car&/isits and most NoiPhysician Specialist Visits....... $20 per visit
Most Physician Specialist ViSitS..............coovoiiiiiiieee e, $20 per visit
Annual Wellneswisit and the'Welcome to Medicatepreventive visit... No charge
Routine physical eXamS.............ciiiiiiiiicceeere e No charge
Routine eye exams withRlan Optometrist............cccvveeeeeiiiieeniiiieeeeenns No charge
Urgent care consultations, evaluations, and treatment....................... $20 per visit
Physical, occupational, and speech therapy............cccceevvivieenciiieeeeennns $20 per visit
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures.............. $35 perprocedure
Allergy injections (including allergy serum).............ccccevvvvvvvieeereveeeennnns $3 per visit
Mostimmunizationgincludingthe vaccing............ccccooviiiiiiiiecce e, No charge
Most X-rays andaboratorytests.........ccouveeeviviiieeiiieeer e No charge
Manual manipulation of the Spine...........cccoviiiiiiieee e, $20 per visit
Hospitalization Services You Pay
Room and board, surgery, anesthesiaays, laboratory tests, and drug$100 per admission
Emergency Health Coverage You Pay
Emergency Department ViSItS..........c.ueeeieiiiiiiiresiieecee e $50 per visit
Ambulance Services You Pay
AMDBUIANCE SEIVICES.....ociiiiiciie e No charge
Prescription Drug Coverage You Pay
Covered outpatient items in accord with our drug formulary guideline
Most generic items at a Plan Pharmacy.........cccccoooeveivvieeeneeeeeen, $5 for up to a 3@lay supply, $10 for a 310 60-day
supply, or $15 for a 6o 100day supply
Most generic refills througbur maitorder service........ccccceeeeeeeennnn, $5 for up to a 3@lay supply or $10 for a 310 100
day supply
Mostbrandname items at a Plan Pharmacy............cccccccvvviieeennnns $15 for up to a 3@ay supply, $30 for a 310 60
day supply, or $45 for a 610 106day supply
Most brandname refillsthrough our matorder service...................... $15 for up to a 3@ay supply or $30 for a 310
100-day supply
MOSt SpeCialty ArUgS. .. ..eeeeeeeiiiiiiieee e 20 percent Coinsurance (not to exceed $100) for
to a 100day supply
Durable Medical Equipment (DME) You Pay
Covered durablenedical equipment for home uae described in this
@ PP PPRRTPRN No charge
Mental Health Services You Pay
Inpatient psychiatric hospitalizatian.............cccvveiiiiiccci i, $100 per admission
Individual outpatient mental health evaluation and treatment............. $20 per visit

Kaiser Permanente Senior Advantage (HMM@h PartD for San Francisco Health Service System Fund
Effective: 1/1/1912/31/19
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Mental Health Services You Pay

Group outpatieninental health treatment..............ccccccvviieeeriiciccciinnns $10 per visit
Substance Use Disorder Treatment You Pay

Inpatient detoXifiCatioN..............coiiiiiiiii i $100 per admission
Individual outpatient substance use disorder evaluation and treatme $20 per visit

Group outpatient substance use disotdEatment..............ccoooeeeieiiiceen. $5 per visit

Home Health Services You Pay

Home health care (patitme, intermittent)...........cccccooeeveii i, No charge

Other You Pay

Hearing aid(s) every 36 MONthS............ooooiiiiiiieec e, Amount in excess of $2,500 Allowance per aid
Skilled Nursing Facility care (up to 100 days penefit period)............. No charge

External prosthetic and orthotic devicesdescribed in thiBOC............. No charge

Ostomy urological and wound carsupplies............ccccccviviieeiieeeriiinnnns No charge

This is a summary of the most frequently askbdut benefits. This chart does not explain ben&itst Share, oubf-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share afFmuatsomplete
explanation, please fier to the"Benefits and Your Cost Sharahd"Exclusions, Limitations, Coordination of Benefitgd
Reduction$ sections.

Kaiser Permanente Senior Advantage (HM¥@h PartD for SanFrancisco Health Service System Fund
Effective: 1/1/1912/31/19
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

Introduction

Kaiser Foundation Health Plan, Inc. (Health Plan) has a
contract with he Centers for Medicare & Medicaid
Services as a Medicare Advantage Organization.

This contract provides Medicare Services (including
MedicarePartD prescription drug coverage) through
"Kaiser Permanente Senior Advantage

(HMO) with PartD" (Senior Advardage), except for
hospice care for Members with Medic&artA, which

is covered under Original Medicare. Enrollment in this
Senior Advantage plan means that you are automatically
enrolled in Medicar®artD. Kaiser Permanente is an
HMO plan with a Medicar contract. Enroliment in

Kaiser Permanente depends on contract renewal.

This Evidence of CoveragéEOC") describes our Senior
Advantage health care coverage provided under the
Group Agreement (Agreemebgtween Health Plan
(Kaiser Foundation Health Plan, Inc.) and your Group
(the entity with which Health Plan has entered into the
Agreement TheAgreementontains additional terms
such as Premiums, when coverage can change, the
effective date of coveragand the effective date of
termination. TheAgreementnust be consulted to
determine the exact terms of coverage. A copy of the
Agreemenits available from your Group.

For benefits provided under any other program, refer to
thatotherplan's evidence ofaverage. For benefits
provided under any other program offered by your Group
(for example, workers compensation benefits), refer to
your Group's materials.

In thisEOC, Health Plan is sometimes referred to as
"we" or "us." Members are sometimes referredgso
"you." Some capitalized terms have special meaning in
thisEOC, please see the "Definitions" section for terms
you should know.

It is important to familiarize yourself with your coverage
by reading thi€OC completely, so that you can take full
advantge of your Health Plan benefits. Alsbyou have
special health care needs, please carefully read the
sections that apply to you.

About Kaiser Permanente

PLEASE READ THE FOLLOWING
INFORMATION SO THAT YOU WILL KNOW
FROM WHOM OR WHAT GROUP OF
PROVIDERS YOU MAY GET HEALTH CARE.

When you join Kaiser Permanente, you are enrolling in
one of two Health Plan Regions in California (either our
Northern California Region or Southern California
Region), which we call your "Home Region." The
Service Area of each Reyi is described in the
"Definitions" section of thi€OC. The coverage
information in thisEOCapplies when you obtain care in
your Home Region. When you visit the other California
Region, you may receive care as described in "Receiving
Care Outside of YauHome Region" in the "How to
Obtain Services" section.

Kaiser Permanente provides Services directly to our
Members through an integrated medical care program.
Health Plan, Plan Hospitals, and the Medical Group
work together to provide our Members with quality care.
Our medical care program gives you accesaltof the
covered Services you may need, such as routine care
with your own personal Plan Physician, hospital care,
laboratory and pharmacy Services, Emergency Services,
Urgent Care, and other benefits described inEQE.

Plus, our health education gmams offer you great ways
to protect and improve your health.

We provide covered Services to Members using Plan
Providers located in your Home Region Service Area,
which is described in the "Definitions” section. You must
receive all covered care from RIRroviders inside your
Home Region Service Area, except as described in the
sections listed below for the following Services:

9 Authorized referrals as described under "Getting a
Referral" in the "How to Obtain Services" section

9 Certain care when you vidie service area of
another Region as described under "Receiving Care
Outside of Your Home Region" in the "How to
Obtain Services" section

1 Emergency ambulance Services as described under
"Ambulance Services" in the "Benefits and Your Cost
Share" section

1 Emergency Services, PeStabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

1 Outof-area dialysis care as described under "Dialysis
Care" in the "Benefits and Your Cost Share" section

9 Prescriptiordrugs from NorPlan Pharmacies as
described under "Outpatient Prescription Drugs,
Supplies, and Supplements"” in the "Benefits and Your
Cost Share" section

1 Routine Services associated with Medicapproved
clinical trials as described under "Routine Segsic
Associated with Clinical Trials" in the "Benefits and
Your Cost Share" section

Kaiser Permanente Senior Advantage (HMM@h PartD for San Franciscblealth Service System Fund

Effective: 1/1/1912/31/19
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Term of this EOC

This EOCis for the period January 1, 2019, through
December 31, 2019, unless amended. Benefits,
Copayments, and Coinsurance may change on January 1
of eachyear and at other times in accord with your
Group'sAgreementvith us. Your Group can tell you
whether thiEOCis still in effect and give you a current
oneif thisEOChas been amended.

Definitions

Some terms have special meaning in E@GC. When we
use a term with special meaning in only one section of
thisEOC, we define it in that section. The terms in this
"Definitions” section have special meaning when
capitalized and used in any section of t3C.

Accumulation Period: A period of time no greater than
12 consecutive months for purposes of accumulating
amounts toward any deductiblgsapplicable) and out
of-pocket maximums. The Accumulation Perfod this
EOCis from 1/1/19 through 12/31/19.

Allowance: A specified amount that you caise toward
the purchase price of an itethithe price of the item(s)
you select exceeds the Allowance, you will pay the
amount in excess of the Allowance (and that payment
will not apply toward any deductible or eof-pocket
maximum).

Catastrophic Coveage Stage:The stage in thBartD
Drug Benefit where you pay a low Copayment or
Coinsurance for youPartD drugs after you or other
gualified parties on your behalf have spent $5,100 in
coveredPartD drugs during the covered year. Note: This
amount mayhange every January 1 in accord with
Medicare requirements.

Centers for Medicare & Medicaid Services (CMS):
The federal agency that administers the Medicare
program.

Ancillary Coverage: Optional benefits such as
acupuncture, chiropractic, or dental caage that may be
available to Members enrolled under tB®C.If your
plan includes Ancillary Coverage, this coverage will be
described in an amendment to tRi®Cor a separate
agreement from the issuer of the coverage.

Charges:"Charges" means the follomg:

1 For Services provided by the Medical Group or
Kaiser Foundation Hospitals, the charges in Health
Plan's schedule of Medical Group and Kaiser
Foundation Hospitals charges for Services provided
to Members

1 For Services for which a provider (other thaa th
Medical Group or Kaiser Foundation Hospitals) is
compensated on a capitation basis, the charges in the
schedule of charges that Kaiser Permanente
negotiates with the capitated provider

i For items obtained at a pharmacy owned and operated
by KaiserPermanente, the amount the pharmacy
would charge a Member for the itéfra Member's
benefit plan did not cover the item (this amount is an
estimate of: the cost of acquiring, storing, and
dispensing drugs, the direct and indirect costs of
providing KaisePermanente pharmacy Services to
Members, and the pharmacy program's contribution
to the net revenue requirements of Health Plan)

1 For all other Services, the payments that Kaiser
Permanente makes for the Servioesf Kaiser
Permanente subtracts ydDost Share from its
payment, the amount Kaiser Permanente would have
paidif it did not subtract your Cost Share

Coinsurance: A percentage of Charges that you must
pay when you receive a covered Service undeB0i€.

Complaint: The formal name for "mak@a complaint"

is "filing a grievance." The complaint process is used for
certain types of problems only. This includes problems
related to quality of care, waiting times, and the customer
service you receive. See also "Grievance."

Comprehensive OutpatientRehabilitation Facility
(CORF): A facility that mainly provides rehabilitation
Services after an illness or injury, and provides a variety
of Services, including physician's Services, physical
therapy, social or psychological Services, and outpatient
rehailitation.

Copayment: A specific dollar amount that you must pay
when you receive a covered Service underEQ<.

Note: The dollar amount of the Copayment can be $0 (no
charge).

Cost Share:Theamount you are required to pay for
covered Services. For ample, your Cost Share may be

a Copayment or CoinsurancH.your coverage includes

a Plan Deductible angbu receive Services that are
subject to the Plan Deductible, your Cost Share for those
Services will be Charges ungibu reach the Plan
Deductible

Coverage Determination:An initial determination we
make about whetherRartD drug prescribed for you is
covered undePartD and the amountf any, you are
required to pay for the prescription. In geneifayou

bring your prescription for RartD drug to a Plan
Pharmacy and the pharmacy tells you the prescription
isn't covered by us, that isn't a Coverage Determination.
You need to call or write us to ask for a formal decision
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

about the coverage. Coverage Determinations are called
"coverage decisits" in thisEOC.

Dependent:A Member who meets the eligibility
requirements as a Dependent (for Dependent eligibility
requirements, see "Who Is Eligible" in the "Premiums,
Eligibility, and Enrollment" section).

Durable Medical Equipment (DME): Certain medial
equipment that is ordered by your doctor for medical
reasons. Examples include walkers, wheelchairs,

crutches, powered mattress systems, diabetic supplies, IV

infusion pumps, speedlenerating devices, oxygen
equipment, nebulizers, or hospital bedseved by a
provider for use in the home.

Emergency Medical Condition: A medical or mental
health condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that a
prudent layperson, with an average knowledge of health
and medicine, could reasonably expect the absence of
immediate medical attention to result in any of the
following:

9 Serious jeopardy to the health of the individual or, in
the case of a pregnant woman, the health of the
woman or her unborn child

1 Seriousmpairment to bodily functions
1 Serious dysfunction of any bodily organ or part

Emergency ServicesCovered Services that are (1)
rendered by a provider qualified to furnish Emergency

Services; and (2) needed to treat, evaluate, or Stabilize an

Emergency Mdical Condition such as

1 A medical screening exam that is within the
capability of the emergency department of a hospital,
including ancillary services (such as imaging and
laboratory Services) routinely available to the
emergency department to evaludte Emergency
Medical Condition

1 Within the capabilities of the staff and facilities
available at the hospital, Medically Necessary
examination and treatment required to Stabilize the
patient (once your condition is Stabilized, Services
you receive are PoStabilization Care and not
Emergency Services)

EOC: This Evidence of Coveraggocument, including
any amendments, which describes the health care
coverage of "Kaiser Permanente Senior Advantage
(HMO) with PartD" under Health Plan’Agreementvith
your Group.

Extra Help: A Medicare program to help people with
limited income and resources pay Medicare prescription

drug program costs, such as premiums, deductibles, and

coinsurance.

Family: A Subscriber and all of his or her Dependents.

Grievance A type of complaint you make about us,
including a complaint concerning the quality of your
care. This type of complaint does not involve coverage
or payment disputes.

Group: The entity with which Health Plan has entered
into theAgreementhat includeghis EOC.

Health Plan: Kaiser Foundation Health Plan, Inc., a
California nonprofit corporation. ThEOC sometimes
refers to Health Plan as "we" or "us."

Home Region:The Region where you enrolled (either
the Northern California Region or the Southern
California Region).

Initial Enrollment Period: When you are first eligible
for Medicare, the period of time when you can sign up
for MedicarePartB. For exampleif you're eligible for
Medicare when you turn 65, your Initial Enrollment
Period is the fmonth geriod that begins 3 months before
the month you turn 65, includes the month you turn 65,
and ends 3 months after the month you turn 65.

Kaiser Permanente:Kaiser Foundation Hospitals (a
California nonprofit corporation), Health Plan, and the
Medical Group.

Medical Group: For Northern California Region
Members, The Permanente Medical Group, Inc., a for
profit professional corporation, and for Southern
California Region Members, the Southern California
Permanente Medical Group, a-ormnofit professional
partrership.

Medically Necessary:A Service is Medically Necessary

if it is medically appropriate and required to prevent,
diagnose, or treat your condition or clinical symptoms in
accord with generally accepted professional standards of
practice that are corsent with a standard of care in the
medical community.

Medicare: The federal health insurance program for
people 65 years of age or older, some people under age
65 with certain disabilities, and people with estdge
renal disease (generally those withimpanent kidney
failure who need dialysis or a kidney transplant). For
purposes of describing Medicare coverage inEQL,
Members who are "eligible for" MedicaRartA or B are
those who would qualify for MedicafeartA or B
coveragef they were to aply for it. Members who
"have" MedicareéPartA or B are those who have been
granted Medicar@artA or B coverage. Also, a person
enrolled in a MedicarPartD plan has MedicarBartD
by virtue of his or her enrollment in tfrartD plan (this
EOCis foraPartD plan).

Medicare Advantage Organization:A public or private
entity organized and licensed by a state as abeésking
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entity that has a contract with the Centers for Medicare
& Medicaid Services to provide Services covered by
Medicare, except fdnospice care covered by Original
Medicare. Kaiser Foundation Health Plan, Inc., is a
Medicare Advantage Organization.

Medicare Advantage Plan:Sometimes called Medicare
PartC. A plan offered by a private company that
contracts with Medicare to provide yavith all your
MedicarePartA (Hospital) andPartB (Medical)

benefits. When you are enrolled in a Medicare
Advantage Plan, Medicare services are covered through
the plan, and are not paid for under Original Medicare.
Medicare Advantage Plans may also offer Medicare
PartD (prescription drug coverage). Bi#OCis for a
MedicarePartD plan.

Medicare Health Plan: A Medicare Health Plan is
offered by a private company that contracts with
Medicare to provid®artA andPartB benefits to people
with Medicare who enroll in the plan. This term includes
all Medicare Advantage plans, Medicare Cost plans,
Demonstration/Pilot Programs, and Programs of All
inclusive Care for the Elderly (PACE).

Medigap (Medicare Supplement Insurance) Policy:
Medicare supplement insurance sold by private insurance
companies to fill "gps" in the Original Medicare plan
coverage. Medigap policies only work with the Original
Medicare plan. (A Medicare Advantage Plan is not a
Medigap policy.)

Member: A person who is eligible and enrolled under
thisEOC, and for whom we have received apabte

Premiums. Thi€OC sometimes refers to a Member as
"you.

Non-Physician Specialist Visits:Consultations,
evaluations, and treatment by Rphysician specialists
(such as nurse practitioners, physician assistants,
optometrists, podiatrists, and audigists).

Noni Plan Hospital: A hospital other than a Plan
Hospital.

Noni Plan Pharmacy: A pharmacy other than a Plan
Pharmacy. These pharmacies are also calleddiut
network pharmacies."

Noni Plan Physician: A physician other than a Plan
Physician.

Noni Plan Provider: A provider other than a Plan
Provider.

Noni Plan Psychiatrist: A psychiatrist who is not a Plan
Physician.

Noni Plan Skilled Nursing Facility: A Skilled Nursing
Facility other than a Plan Skilled Nursing Facility.

Organization Determination: An initial determination
we make about whether we will cover or pay for
Services that you believe you should receive. We also
make an Organization Determination when we provide
you with Services, or refer you to a Nétan Provider
for Services. Organization Berminations are called
"coverage decisions" in thisOC.

Original Medicare ("Traditional Medicare" or "Fee -
for-Service Medicare"): The Original Medicare plan is
the way many people get their health care coverage. It is
the national payervisit program lhat lets you go to any
doctor, hospital, or other health care provittet

accepts Medicareyou must pay a deductible. Medicare
pays its share of the Medicare approved amount, and you
pay your share. Original Medicare has two pdPttA
(Hospital Inswance) andPartB (Medical Insurance), and

is available everywhere in the United States and its
territories.

Out-of-Area Urgent Care: Medically Necessary
Services to prevent serious deterioration of your health
resulting from an unforeseen illness or afoueseen
injury if all of the following are true:

1 You are temporarily outside your Home Region
Service Area

1 Areasonable person would have believed that your
health would seriously deteriorafeyou delayed
treatment until you returned to your Home Region
Service Area

Physician Specialist Visits:Consultations, evaluations,
and treatment by physician specialists, including
personal Plan Physicians who are not Primary Care
Physicians.

Plan Deductible: The amount you must pay in the
calendar year for certa®ervices before we will cover
those Services at the applicable Copayment or
Coinsurance in that calendar year. Please refer to the
"Benefits and Your Cost Share" section to learn whether
your coverage includes a Plan Deductible, the Services
that are sulgct to the Plan Deductible, and the Plan
Deductible amount.

Plan Facility: Any facility listed on our website at
kp.org/facilities for your Home Region Service Area,
except that Plan Facilities are subject to change at any
time without notice. For the cuant locations of Plan
Facilities, please call our Member Service Contact
Center.

Plan Hospital: Any hospital listed on our website at
kp.org/facilities for your Home Region Service Area,
except that Plan Hospitals are subject to change at any
time without notice. For the current locations of Plan
Hospitals, please call our Member Service Contact
Center.
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

Plan Medical Office: Any medical office listed onwr
website akp.org/facilities for your Home Region

Service Area, except that Plan Medical Offices are
subject to change at any time without notice. For the
current locations of Plan Medical Offices, please call our
Member Service Contact Center.

Plan Optical Sales Office:An optical sales office

owned and operated by Kaiser Permanente or another
optical sales office that we designate. Please refer to
Your Guidebookor a list of Plan Optical Sales Offices
in your area, except that Plan Opticale3aDffices are
subject to change at any time without notice. For the
current locations of Plan Optical Sales Offices, please
call our Member Service Contact Center.

Plan Optometrist: An optometrist who is a Plan
Provider.

Plan Out-of-Pocket Maximum: The tdal amount of

Cost Share you must pay under tG3Cin the calendar
year for certain covered Services that you receive in the
same calendar year. Please refer to the "Benefits and
Your Cost Share" section to find your Plan @i

Pocket Maximum amount arnd learn which Services
apply to the Plan Owutf-Pocket Maximum.

Plan Pharmacy: A pharmacy owned and operated by
Kaiser Permanente or another pharmacy that we
designate. Please referXour Guideboolr the facility
directory on our website &p.org/dir ectory for a list of
Plan Pharmacies in your area, except that Plan
Pharmacies are subject to change at any time without
notice. For the current locations of Plan Pharmacies,
please call our Member Service Contact Center.

Plan Physician: Any licensed physian who is a partner
or employee of the Medical Group, or any licensed
physician who contracts to provide Services to Members
(but not including physicians who contract only to
provide referral Services).

Plan Provider: A Plan Hospital, a Plan Physicighg
Medical Group, a Plan Pharmacy, or any other health
care provider that Health Plan designates as a Plan
Provider.

Plan Skilled Nursing Facility: A Skilled Nursing
Facility approved by Health Plan.

PostStabilization Care: Medically Necessary Services
related to your Emergency Medical Condition that you
receive in a hospital (including the Emergency
Department) after your treating physician determines that
this condition is Stabilized.

Premiums: The periodic amounts that your Group is
responsible for pagg for your membership under this
EOC.

Preventive ServicesCovered Services that prevent or
detect illness and do one or more of the following:

1 Protect against disease and disability or further
progression of a disease

1 Detect disease in its earliest stadpefore noticeable
symptoms develop

Primary Care Physicians: Generalists in internal
medicine, pediatrics, and family practice, and specialists
in obstetrics/gynecology whom the Medical Group
designates as Primary Care Physicians. Please refer to
our welsite atkp.org for a directory of Primary Care
Physicians, except that the directory is subject to change
without notice. For the current list of physicians that are
available as Primary Care Physicians, please call the
personal physician selection depagtrhat the phone
number listed irYour Guidebook

Primary Care Visits: Evaluations and treatment
provided by Primary Care Physicians and primary care
Plan Providers who are not physicians (such as nurse
practitioners).

Region: A Kaiser Foundation Health &h organization

or allied plan that conducts a diresgtrvice health care
program. Regions may change on January 1 of each year
and are currently the District of Columbia and parts of
Northern California, Southern California, Colorado,
Georgia, Hawaii, Mafland, Oregon, Virginia, and
Washington. For theurrent list of Region locations,

please visit our website kp.org or call our Member
Service Contact Center.

Serious Emotional Disturbance of a Child Under Age
18: A condition identified as a "mental digter" in the
most recent edition of theiagnostic and Statistical
Manual of Mental Disordersother than a primary
substance use disorder or developmental disorder, that
results in behavior inappropriate to the child's age
according to expectetdkevelopmental norm#, the child
also meets at least one of the following three criteria:

1 As a result of the mental disorder, (1) the child has
substantial impairment in at least two of the following
areas: seitare, school functioning, family
relationslips, or ability to function in the community;
and (2) either (a) the child is at risk of removal from
the home or has already been removed from the
home, or (b) the mental disorder and impairments
have been present for more than six months or are
likely to continue for more than one year without
treatment

9 The child displays psychotic features, or risk of
suicide or violence due to a mental disorder

91 The child meets special education eligibility
requirements under Section 5600.3(a)(2)(C) of the
Welfare and Istitutions Code
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Service Area:The geographic area approved by the
Centers for Medicare & Medicaid Services within which
an eligible person may enroll in Senior Advantage. Note:
Subject to approval by the Centers for Medicare &
Medicaid Services, we may neck or expand your Home
Region Service Area effective any January 1. ZIP codes
are subject to change by the U.S. Postal Service. Health
Plan has two Regions in California. As a Member, you
are enrolled in one of the two Regions (either our
Northern Califonia Region or Southern California
Region), called your Home Region. TE®Cdescribes
the coverage for both California Regions.

Northern California Region Service Area

The ZIP codes below for each county are in our Northern
California Service Area:

91 All ZIP codes in Alameda County are inside our
Northern California Service Area: 945@12, 94505,
94514, 9453646, 9455652, 94555, 94557, 94560,
94566, 94568, 945780, 9458688, 9460115,
9461721, 9462224, 94649, 9465%2, 94666,
9470110, 94712, 94720, 953, 95391

1 The following ZIP codes in Amador County are
inside our Northern California Service Area: 95640,
95669

91 All ZIP codes in Contra Costa County are inside our
Northern California Service Area: 945@%, 94509,
94511, 9451314, 9451631, 9454749, 9451,

94553, 94556, 94561, 94583, 9456970, 94572,
94575, 9458283, 9459598, 9470608, 9480108,
94820, 94850

1 The following ZIP codes in El Dorado County are
inside our Northern California Service Area: 95613
14, 95619, 95623, 956335, 95651, 956645667,
95672, 95682, 95762

1 The following ZIP codes in Fresno County are inside
our Northern California Service Area: 93242, 93602,
9360607, 93609, 9361113, 93616, 9361819,
9362427, 93630631, 93646, 9364&%2, 93654,
9365657, 93660, 93662, 936688, 935, 9370+
12, 9371418, 9372630, 93737, 9374841, 93744
45, 93747, 93750, 93755, 93481, 9376465,
9377179, 93786, 93794, 93844, 93888

1 The following ZIP codes in Kings County are inside
our Northern California Service Area: 93230, 93232,
93242, 9363, 93656

1 The following ZIP codes in Madera County are inside
our Northern California Service Area: 93642,
93604, 93614, 93623, 93626, 93636, 9364345,
93653, 93669, 93720

1 All ZIP codes in Marin County are inside our
Northern California Service Are@4901, 9490304,

94912-15, 94920, 949245, 9492930, 94933,
9493742, 9494550, 9495657, 94960, 94963F6,
94970-71, 9497374, 9497679

The following ZIP codes in Mariposa County are
inside our Northern California Service Area: 93601,
93623, 93653

All ZIP codes in Napa County are inside our Northern
California Service Area: 94503, 94508, 94515,
9455859, 94562, 94567, 945734, 94576, 94581,
94599, 95476

The following ZIP codes in Placer County are inside
our Northern California Service Area: 95602,
95610, 95626, 95648, 95650, 95658, 95661, 95663,
95668, 9567%78, 95681, 95703, 95722, 95736,
95746-47, 95765

All ZIP codes in Sacramento County are inside our
Northern California Service Area: 942d®, 94211,
94229-30, 94232, 94234837, 9423940, 94244,
9424750, 94252, 94254, 942569, 9426163,
9426769, 94271, 94274, 9427780, 9428285,
9428791, 9429398, 94571, 9560811, 95615,
95621, 95624, 95626, 95628, 95630, 95632, 95638
39, 95641, 95652, 95655, 95660, 95662, 95610
95673, 95678, 95680, 95688690, 95693, 95741
42, 9575459, 95763, 9581438, 9584643, 95851+
53, 95860, 958647, 95894, 95899

All ZIP codes in San Francisco County are inside our
Northern California Service Area: 9415, 9410+

12, 9411427, 9412934, 94137, 9413917, 94151,
941361, 9416364, 94172, 94177, 94188

All ZIP codes in San Joaquin County are inside our
Northern California Service Area: 94514, 952043,
95219-20, 95227, 9523681, 95234, 952387,
9524042, 95253, 95258, 95267, 95269, 95295,
95304, 95320, 95330, 953387, 95361, 95366,
95376-78, 95385, 95391, 95632, 95686, 95690

All ZIP codes in San Mateo County are inside our
Northern California Service Area: 94002, 94005,
940106-11, 9401421, 9402528, 94030, 9403738,
94044, 9406066, 94070, 94074, 94080, 94083,
94128, 94303, 9440404, 94497

The following ZIP codes in Santa Clara County are
inside our Northern California Service Area: 94622
24, 94035, 9403913, 9408589, 9430106, 94309,
94550, 95002, 950889, 95011, 9501315, 95026
21, 95026, 9503683, 9503538, 95@12, 95044,
95046, 9505656, 9507671, 95076, 95101, 95103,
95106, 9510813, 9511536, 9513841, 95148,
95150-61, 95164, 95170, 951%23, 9519694,
95196

All ZIP codes in Santa Cruz County are insoile
Northern California Service Are@5001, 95003,
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

9500507, 95010, 9501-19, 95033, 95041, 95060
67, 95073, 9507/4G7

All ZIP codes in Solano County are inside our
Northern California Service Area: 94503, 94510,
94512, 9453335, 94571, 94585, 945892, 95616,
95618, 95620, 95625, 956838, 95690, 95694,
95696

The following ZIP codes in Sonoma County are
inside our Northern California Service Area: 94515,
9492223, 9492628, 94931, 9495455, 94972,
94975, 94999, 954607, 95409, 95416, 95419,
95421, 95425, 954331, 95433, 95436, 95439,
9544142, 95444, 95446, 988, 95450, 95452,
95462, 95465, 954 7Y 3, 95476, 954867, 95492

All ZIP codes in Stanislaus County are inside our
Northern California Service Area: 95230, 95304,
95307, 95313, 95316, 95319, 95323, 95326,
95328-29, 95350658, 9536061, 95363, 953668,
95380-82, 9538587, 95397

The following ZIP codes in Sutter County are inside
our Northern California Service Area: 95626, 95645,
95659, 95668, 95674, 95676, 95692, 95836

The following ZIP codes in Tulare County are inside
our Northern California ServicArea: 93238, 93261,
93618, 93631, 93646, 93654, 93666, 93673

The following ZIP codes in Yolo County are inside
our Northern California Service Area: 95605, 95607,
95612, 9561518, 95645, 95691, 956945, 9569+

98, 95776, 957989

The following ZIP codef Yuba County are inside
our Northern California Service Area: 95692, 95903,
95961

Southern California Region Service Area

The ZIP codes below for each county are in our Southern
California Service Area:

1 The following ZIP codes in Kern County are inside

our Southern California Service Area: 93203, 93205
06, 9321516, 93220, 93222, 932226, 93238,
9324041, 93243, 932562, 93263, 93268, 93276,
93280, 93285, 93287, 933@19, 9331+14, 93380,
9338390, 9350102, 9350405, 9351819, 93531,
93536, 9356061,93581

1 The following ZIP codes in Los Angeles County are

inside our Southern California Service Area: 90001
84, 9008691, 9009396, 90099, 90189, 902602,
90209-13, 9022624, 9023633, 9023942, 90245,
9024751, 9025455, 9026667, 90270, 90272,
90274-75,90277%78, 90280, 902986, 9030412,
9040111, 9050310, 9060110, 90623, 9063681,
9063740, 9065052, 9066662, 9067671, 9070+
03, 9070607, 9071617, 90723, 9073434, 90744

49, 90755, 9080410, 9081315, 90822, 9083435,
90840, 90842, 90844, 908448,90853, 90895,
90899, 91001, 91003, 910ar2, 9101617, 91026
21, 9102325, 9103631, 9104643, 91046, 91066,
91077, 9110410, 9111418, 91121, 911226,
91129, 91182, 9118485, 9118889, 91199, 91234
10, 91214, 912222, 9122426, 9130111, 91313,
91316, 932122, 9132431, 9133335, 91337,
9134046, 9135657, 9136162, 9136465, 91367,
9137172, 91376, 91387, 91390, 913926,
9140113, 91416, 91423, 91426, 91436, 91470,
91482, 9149596, 91499, 9156408, 91510, 91521
23, 91526, 9160412, 9161418, 9170291706,
91711, 9171416, 9172224, 9173135, 9174641,
9174450, 9175456, 91759, 9176573, 9177576,
91778, 91780, 917883, 9180104, 91896, 91899,
93243, 93510, 93532, 93536, 93539, 9354314,
93550-53, 93560, 93563, 93584, 93586, 93530,
93599

9 All ZIP codes in Orange County are inside our

Southern California Service Area: 9062@, 90636
33, 90638, 90680, 907201, 90740, 9074243,
9260207, 9260910, 92612, 926140, 9262330,
92637, 9264663, 9267279, 9268385, 92688,
92690-94, 9269798, 9270108, 9271112, 92728,
92735, 92780882, 92799, 9280409, 9281112,
92814-17, 9282123, 92825, 9283438, 92840646,
92850, 9285657, 92859, 9286471, 9288587,
92899

The following ZIP codes in Riverside County are
inside our Southern California Service Area: 927
9220103, 9221611, 92220, 92223, 92230, 92234
36, 9224041, 9224#48, 92253, 92255, 92258,
92260-64, 92270, 92276, 92282, 92320, 92324,
92373, 92399, 925609, 9251314, 9251619,
9252122, 92530832, 9254346, 92548, 9255857,
9256264, 92567, 92572, 9258187, 9258993,
92595-96, 92599, 92860, 928733

The following ZIP codes in San Bernardino County
are inside our Southern California Service Area:
91701, 9170810, 9172930, 91737, 91739, 91743,
9175859, 9176164, 91766, 917846, 91792,
92305,92307408, 9231318, 9232122, 9232425,
92329, 92331, 923337, 9233941, 9234446,
92350, 92352, 92354, 92350, 92369, 9237178,
92382, 9238586, 9239195, 92397, 92399, 92461
08, 9241611, 92413, 92415, 92418, 92423, 92427,
92880

The following ZIP code in San Diego County are
inside our Southern California Service Area: 91901
03, 9190817, 91921, 9193433, 91935, 919446,
91950-51, 9196263, 9197680, 91987, 9200711,
92013-14, 9201827, 9202930, 92033, 920340,
92046, 92049, 920552, 9205458, 92®4-65,
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9206769, 9207172, 9207475, 9207879, 9208%
85, 9209193, 92096, 921084, 9212632, 92134
40, 9214243, 92145, 92147, 921480, 9215255,
9215861, 92163, 921659, 92182, 9218637,
9219193, 9219599

1 The following ZIP codes in Ventura County are
inside our Southern California Service Area: 90265,
91304, 91307, 91311, 913430, 9135862, 91377,
9300107, 9300912, 9301516, 9302622, 93036
36, 9304644, 9306666, 93094, 93099, 93252

For each ZIP code listed for a county, your Home Region
Service Aea includes only the part of that ZIP code that
is in that county. When a ZIP code spans more than one
county, the part of that ZIP code that is in another county
is not inside your Home Region Service Area unless that
other county is listed above and ti@dP code is also

listed for that other countyf you have a question about
whether a ZIP code is in your Home Region Service
Area, please call our Member Service Contact Center.
Also, the ZIP codes listed above may include ZIP codes
for Post Office boxe and commercial rental mailboxes.

A Post Office box or rental mailbox cannot be used to
determine whether you meet the residence eligibility
requirements for Senior Advantage. Your permanent
residence address must be used to determine your Senior
Advantag eligibility.

Services:Health care services or items ("health care”
includes both physical hith care and mental health
care, behavioral health treatment covered under
"Behavioral Health Treatment for Pervasive
Developmental Disorder or Autism" in thBenefits and
Your Cost Share" sectioand services to treat Severe
Mental lliness or Serious Emotional Disturbance of a
Child Under Age 18.

Severe Mental lliness:The following mental disorders:
schizophrenia, schizoaffective disorder, bipolar disorder
(manicdepressive illness), major depressive disorders,
panic disorder, obsessito®mpulsive disorder, pervasive
developmental disorder or autism, anorexia nervosa, or
bulimia nervosa.

Skilled Nursing Facility: A facility that provides

inpatient skilled ntsing care, rehabilitation services, or
other related health services and is licensed by the state
of California. The facility's primary business must be the
provision of 24hour-a-day licensed skilled nursing care.
The term "Skilled Nursing Facility" doemt include
convalescent nursing homes, rest facilities, or facilities
for the agedif those facilities furnish primarily custodial
care, including training in routines of daily living. A
"Skilled Nursing Facility" may also be a unit or section
within arother facility (for example, a hospital) as long
as it continues to meet this definition.

Spouse:The person to whom the Subscriber is legally
married under applicable law. For the purposes of this
EOC the term "Spouse" includes the Subscriber's
domestigpartner. "Domestic partners" are two people
who are registered and legally recognized as domestic
partners by Californi@f your Group allows enroliment

of domestic partners not legally recognized as domestic
partners by California, "Spouse" also incluties
Subscriber's domestic partner who meets your Group's
eligibility requirements for domestic partners).

Stabilize: To provide the medical treatment of the
Emergency Medical Condition that is necessary to
assure, within reasonable medical probabilitgf tho
material deterioration of the condition is likely to result
from or occur during the transfer of the person from the
facility. With respect to a pregnant woman who is having
contractions, when there is inadequate time to safely
transfer her to anothéospital before delivery (or the
transfer may pose a threat to the health or safety of the
woman or unborn child), "Stabilize" means to deliver
(including the placenta).

Subscriber: A Member who is eligible for membership
on his or her own behalf and ot virtue of Dependent
status and who meets the eligibility requirements as a
Subscriber (for Subscriber eligibility requirements, see
"Who Is Eligible" in the "Premiums, Eligibility, and
Enrollment" section).

Telehealth Visits: Interactive video visitsrad scheduled
telephone visits between you and your provider.

Urgent Care: Medically Necessary Services for a
condition that requires prompt medical attention but is
not an Emergency Medical Condition.

Premiums, Eligibility, and
Enroliment

Premiums

Your Graup is responsible for paying Premiurtfsyou

are responsible for any contribution to the Premiums that
your Group pays, your Group will tell you the amount,
when Premiums are effective, and how to pay your
Group. In addition to any amount you must payryou
Group, you must also continue to pay Medicare your
monthly Medicare premium.

If you do not have MedicareartA, you may be eligible
to purchase MedicafeartA from Social Security. Please
contact Social Security for more informatidhyou get
Medicae PartA, this may reduce the amount you would
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be expected to pay to your Group, please check with
your Group's benefits administrator.

Medicare Premiums

Medicare Part D premium due to income

Some people payRartD premium directly to Medicare
because of their yearly incomé.your income is

$85,000 or above for an individual (or married
individuals filing separately) or $170,000 or above for
married couples, you must pay an extra amount for your
MedicarePartD coverage.

If you have to pay an extra amount, Social Security, not
your Medicare plan, will send you a letter telling you
what that extra amount will be and how to pay it. The
extra amounwill be withheld from yourSocial Security,
Railroad Retirement Boayadr Office of Personnel
Management benefit checko matter how you usually
pay your plan premiumynless youmonthly benefit isn't
enough to covethe extra amount owedf your benefit
check isn't enough to cover the extra ampyot will

get a bill fom MedicareThe extra amount must be paid
separately and cannot be paid with your monthly plan
premium.

If you disagree about paying an extra amount because of
your income, you can ask Social Security to review the
decision. To find out more about howdo this, contact

the Social Security Office 8800-7721213(TTY users

call 1-800-325-0778, 7 a.m. to 7 p.m., Monday through
Friday:.

The extra amount is paid directly to the government (not
your Medicare plan) for your MedicaRartD coverage.

If youare required to pay the extra amount and you do
not pay it, you will be disenrolled from Kaiser
Permanente Senior Advantage and BaeD

prescription drug coverage.

Medicare Part D late enrollment penalty

The late enroliment penalty is an amount that is added to
your PartD premium. You may owe BartD late

enrollment penaltyf at any time after your Initial
Enrollment Period is over, there is a period of 63 days or
more in a row when you did not haRat D or other
creditable prescription drug coverage. "Creditable
prescription drug coverage" is coverage that meets
Medicare's minimum standards since it is expected to
pay, on average, at least as much as Medicare's standard
prescription drug coverage. Thenount of the penalty
depends on how long you waited to enroll in a creditable
prescription drug coverage plan any time after the end of
your Initial Enrollment Period or how many full calendar
months you went without creditable prescription drug
coveraggthis EOCis for aPartD plan). You will have

to pay this penalty for as long as you h&zetD
coverageYour Group will inform youf the penalty
applies to you.

If you disagree with youPartD late enroliment penalty,
you can ask us to review the decision about your late
enrollment penalty. Call our Member Service Contact
Center at the number on the front of this booklet to find
out more about how to do this.

Note:If you receive Extra Help fra Medicare to pay for
your PartD prescription drugs, you will not pay a late
enrollment penalty.

Medicare's "Extra Help" Program

Medicare provides "Extra Help" to pay prescription drug
costs for people who have limited income and resources.
Resources inalde your savings and stocks, but not your
home or carlf you qualify, you get help paying for any
Medicare drug plan's monthly premium, and prescription
Copayments. This "Extra Help" also counts toward your
out-of-pocket costs.

People with limited incomand resources may qualify
for "Extra Help." Some people automatically qualify for
"Extra Help" and don't need to apply. Medicare mails a
letter to people who automatically qualify for "Extra
Help."

You may be able to get "Extra Help" to pay for your
presciption drug premiums and costs. To $iegou
qualify for getting "Extra Help," call:

1 1-800MEDICARE (1-800-6334227 (TTY users
call 1-877-486-2048, 24 hours a day, seven days a
week;

9 The Social Security Office 4800-7721213(TTY
users calll-800-325-0778, 7 a.m. to 7 p.m., Monday
through Fridayapplications); or

1 Your state Medicaid office (applications). See the
"Important Phone Numbers and Resources" section
for contact information

If you qualify for "Extra Help," we will send you an
Eviderce of Coverage Rider for People Who Get Extra
Help Paying for Prescription Drug&lso known as the
Low Income Subsidy Rider theLIS Ride), that

explains your costs as a Member of our plathe

amount of your "Extra Help" changes during the year, we
will also mail you an updatefvidence of Coverage

Rider for People Who Get Extra Help Paying for
Prescription Drugs
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Who Is Eligible

To enroll and to continue enrollment, you must meet all
of the eligibility requirements described in this "Who Is
Eligible" section, including your Group's eligibility
requirements and our Service Area eligibility
requirements.

Group eligibility requirements

You must meet your Group's eligibility requirements.
Your Group is required to inform Subscribers of its
eligibility requirements.

Senior Advantage eligibility requirements
1 You must have MedicareartB

1 You must be a United States citizen or lawfully
present in the United States

1 Your Medicare coverage must be primary and your
Group's health care plan must be secondary

1 You may not be enrolled in another Medicare Health
Plan or Medicare prescription drug plan

1 You may enroll in Senior Advantage regardless of
health status, except that you may not erifglbu
have enestage renal disease. This restriction does not
apply to yuif you are currently a Health Plan
Northern California or Southern California Region
member and you developed estdge renal disease
while a member

1 You may not be able to enrdfl Senior Advantage
has reached a capacity limit that the Centers for
Medicare & Medicaid Services has approved. This
limitation does not applif you are currently a Health
Plan Northern California or Southern California
Region member who is eligible for Medicare (for
example, when you turn age 65)

Note:If you are enrolled i Medicare plan and lose

Medicare eligibility, you may be able to enroll under
your Group's notMedicare planf that is permitted by
your Group (please ask your Group for details).

Service Area eligibility requirements

When you join Kaiser Permanente, yame enrolling in
one of two Health Plan Regions in California (either our
Northern California Region or Southern California
Region), which we call your "Home Region." The
Service Area of each Region is described in the
"Definitions" section.

You must livein your Home Region Service Area,
unlessyou have been continuously enrolled in Senior
Advantage since December 31, 1998, and lived outside
your Home Region Service Area during that entire time.

In which case, you may continue your membership
unless you rave and are still outside our Service Area.
The "Definitions" section describes your Home Region
Service Area and how it may change.

Moving from your Home Region Service Area to our
other California Region Service Area.You must
complete a new Senior Adviage Election Form to
continue Senior Advantage coverafjgou move from
your Home Region Service Area to the Service Area of
our other California Region (the Service Area of both
Regions are described in the "Definitions" section). To
get a Senior Advaage Election Form, please call our
Member Service Contact Center toll freeleé800-443
0815(TTY users callr11) every day 8 a.m. to 8 p.m.

Moving outside our Northern and Southern

California Regions' Service Areaslf you permanently
move outside our Ndinern and Southern California
Regions' Service Areas, or you are temporarily absent
from your Home Region Service Area for a period of
more than six months in a row, you must notify us and
you cannot continue your Senior Advantage membership
under thisEOC.

Send your notice to:

For Northern California Members:
Kaiser Foundation Health Plan, Inc.
California Service Center

P.O. Box 232400

San Diego, CA 92193

For Southern California Members:
Kaiser Foundation Health Plan, Inc.
California Service Center

P.O. Box 232407

San Diego, CA 92193

Itis in your best interest to notify us as soon as possible
because until your Senior Advantage coverage is
officially terminated by the Centers for Medicare &
Medicaid Services, you will not be covered by us or
Original Medtare for any care you receive from Non
Plan Providers, except as described in the sections listed
below for the following Services:

9 Authorized referrals as described under "Getting a
Referral" in the "How to Obtain Services" section

9 Certain care when yolusit the service area of
another Region as described under "Receiving Care
Outside of Your Home Region" in the "How to
Obtain Services" section

1 Emergency ambulance Services as described under
"Ambulance Services" in the "Benefits and Your Cost
Share" sectin
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1 Emergency Services, PeStabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

1 Outof-area dialysis care as described under "Dialysis
Care" in the "Benefits and Your Cost Share" section

1 Prescription drugs from Ne#lan Pharmacies as
described under "Outpatient Prescription Drugs,
Supplies, and Supplements"” in the "Benefits and Your
Cost Share" section

1 Routine Services associated with Medicapproved
clinical trials as described underdiine Services
Associated with Clinical Trials" in the "Benefits and
Your Cost Share" section

If you are not eligible to continue enrollment because
you move to the service area of another Region, please
contact your Group to learn about your Group hecite
options You may be able to enroll in the service area of
another Region ifhere is an agreement between your
Group and that Region, but the plan, including coverage,
premiums, and eligibility requirements, might not be the
same as under thiSOC,

For more information about the service areas of the other

Regions, please call our Member Service Contact Center.

Eligibility as a Subscriber

You may be eligible to enroll and continue enrollment as
a Subscribeif you are:

1 An employee of your Group
1 A proprietor or partner of your Group

1 Otherwise entitled to coverage under a trust
agreement, retirement benefit program, or
employment contract (unless the Internal Revenue
Service considers you samployed)

Eligibility as a Dependent

Enrolling a Dependent.Dependent eligibility is subject
to your Group's eligibility requirements, which are not
described in thi€OC. You can obtain your Group's
eligibility requirements directly from your Groul§.you

are a Subscriber under tit©Cand ifyour Group

allows emollment of Dependents, Health Plan allows the
following persons to enroll as your Dependents under
thisEOC.

1 Your Spouse

1 Your or your Spouse's Dependent children, who meet
the requirements described under "Age limit of
Dependent children," they are anyf the following:

§ sons, daughters, or stepchildren
§ adopted children

§ children placed with you for adoption, but not
including children placed with you for foster care

§ children for whom you or your Spouse is the
courtappointed guardian (or was when thdahi
reached age 18)

Age limit of Dependent children Children must be

under age 26 to enroll as a Dependent under your plan.
Dependent children are eligible to remain on the plan
through the end of the month in which they reach the age
limit. Dependent chilren of the Subscriber or Spouse
(including adopted children and children placed with you
for adoption, but not including children placed with you
for foster care) who reach the age limit may continue
coverage under thisOCif all of the following

conditions are met:

1 They meet all requirements to be a Dependent except
for the age limit

9 Your Group permits enroliment of Dependents

I They are incapable of sedfistaining employment
because of a physicallpr mentallydisabling injury,
iliness, or conditionthat occurred before they reached
the age limit for Dependents

I They receive 50 percent or more of their support and
maintenance from you or your Spouse

9 You give us proof of their incapacity and dependency
within 60 days after we request it (see "Disabled
Dependent certification” below in this "Eligibility as
a Dependent" section)

9 Certain Dependents may continue their memberships
for a limited time after membership would otherwise
terminate as a result of the Subscriber's death
if permitted by your Group (phse ask your Group
for detail9

Disabled Dependent certificationOne of the
requirements for a Dependent to be eligible to continue
coverage as a disabled Dependent is that the Subscriber
must provide us documentation of the dependent's
incapacity and deendency as follows:

1 If the child is a Member, we will send the Subscriber
a notice of the Dependent's membership termination
due to loss of eligibility at least 90 days before the
date coverage will end due to reaching the age limit.
The Dependent's memisaip will terminate as
described in our notice unless the Subscriber provides
us documentation of the Dependent's incapacity and
dependency within 60 days of receipt of our notice
and we determine that the Dependent is eligible as a
disabled dependerif.the Subscriber provides us this
documentation in the specified time period and we do
not make a determination about eligibility before the
termination date, coverage will continue until we
make a determinatiofif. we determine that the
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Dependent does nateet the eligibility requirements
as a disabled dependent, we will notify the Subscriber
that the Dependent is not eligible and let the
Subscriber know the membership termination date.
If we determine that the Dependent is eligible as a
disabled dependerthere will be no lapse in
coverage. Also, starting two years after the date that
the Dependent reached the age limit, the Subscriber
must provide us documentation of the Dependent's
incapacity and dependency annually within 60 days
after we request it sthat we can determiriethe
Dependent continues to be eligible as a disabled
dependent

1 If the child is not a Member because you are
changing coverages, you must give us proof, within
60 days after we request it, of the child's incapacity
and dependency agell as proof of the child's
coverage under your prior coverage. In the future,
you must provide proof of the child's continued
incapacity and dependency within 60 days after you
receive our request, but not more frequently than
annually

Dependents not agible to enroll under a Senior
Advantage plan.If you have dependents who do not
have MedicaréartB coverage or for some other reason
are not eligible to enroll under tHiOC, you may be

able to enroll them as your dependents under a hon
Medicare plaroffered by your Group. Please contact
your Group for details, including eligibility and benefit
information, and to request a copy of the #Medicare
plan document.

When You Can Enroll and When
Coverage Begins

Your Group is required to inform you when yare
eligible to enroll and what your effective date of
coverage islf you are eligible to enroll as described
under "Who Is Eligible" in this "Premiums, Eligibility,
and Enrollment" section, enrollment is permitted as
described below and membership begah the beginning
(12:00 a.m.) of the effective date of coverage indicated
below, except that:

1 Your Group may have additional requirements, which
allow enrollment in other situations

1 The effective date of your Senior Advantage coverage
under thiEEOC mustbe confirmed by the Centers for
Medicare & Medicaid Services, as described under
"Effective date of Senior Advantage coverage" in this
"When You Can Enroll and When Coverage Begins"
section

If you are a Subscriber under tlE®OCand youhave
dependents who do not have MedicBestB coverage or
for some other reason are not eligible to enroll under this
EOC, you may be able to enroll them as your dependents
under a norMedicare plan offered by your Group. Please
contact your Group foretails, including eligibility and
benefit information, and to request a copy of the-non
Medicare plan document.

If you are eligible to be a Dependent under E@C but the
subscriber in your family is enrolled undenonrMedicare
plan offered by your Guap, the subscriber must follow the
rules applicable to Subscribers who are enrolling
Dependents in this "When You Can Enroll and When
Coverage Begins" section.

Effective date of Senior Advantage coverage

After we receive your completed Senior Advantage
Election Form, we will submit your enrollment request to
the Centers for Medicare & Medicaid Services for
confirmation and send you a notice indicating the
proposed effective date of your Senior Advantage
coverage under thiEOC.

If the Centers for Medicare &ledicaid Services
confirms your Senior Advantage enrollment and
effective date, we will send you a notice that confirms
your enrollment and effective daté the Centers for
Medicare & Medicaid Services tells us that you do not
have Medicard@artB covelage, we will notify you that
you will be disenrolled from Senior Advantage.

New employees

When your Group informs you that you are eligible to
enroll as a Subscriber, you may enroll yourself and any
eligible Dependents by submitting a Health Plan
approvedenrollment application, and a Senior

Advantage Election Form for each person, to your Group
within 31 days.

Effective date of Senior Advantage coveragd.he
effective date of Senior Advantage coverage for new
employees and their eligible family Dependemtsiewly
acquired Dependents, is determined by your Group,
subject to confirmation by the Centers for Medicare &
Medicaid Services.

Group open enrollment

You may enroll as a Subscriber (along with any eligible
Dependents), and existing Subscribers mayedidéble
Dependents, by submitting a Health Plapproved
enrollment application, and a Senior Advantage Election
Form for each person to your Group during your Group's
open enrollment period. Your Group will let you know
when the open enrollment perioddies and ends and the
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effective date of coverage, which is subject to
confirmation by the Centers for Medicare & Medicaid
Services.

Special enroliment

If you do not enroll when you are first eligible and later
want to enroll, you can enroll only during ape
enrollment unless one of the following is true:

1 You become eligible as described in this "Special
enroliment” section

1 You did not enrolin any coverage offered by your
Groupwhen you were first eligible and your Group
does not give us a written staterh#rat verifies you
signed a document that explained restrictions about
enrolling in the future. Subject to confirmation tine
Centers for Medicare & Medicaid Servicéise
effective date of an enrollment resulting from this
provision is no later than tHest day of the month
following the date your Group receives a Health
Plar-approved enroliment or change of enroliment
application, ané Senior Advantage Election Form
for each persorfrom the Subscriber

Special enrollment due to new Dependent¥.ou may

enroll as a Subscriber (along with eligible Dependents),
and existing Subscribers may add eligible Dependents,
within 30 days after marriage, establishment of domestic
partnership, birth, adoption, or placement for adoption by
submitting to your Group Health Plarapproved
enrollmentapplication,and a Senior Advantage Election
Formfor each person.

Subject to confirmation bthe Centers for Medicare &
Medicaid Serviceghe effective date of an enroliment
resulting from marriage or establishment of domestic
partnership is no later than the first day of the month
following the date your Group receives an enrollment
application, and a Senior Advantage Election Form for
eachperson, from the Subscrib&ubject to

confirmation bythe Centers for Medicare & Medicaid
Servicesenrollments due to birth, adoption, or
placement for adoption are effective on the date of birth,
date of adoption, or the date you or your Spouse have
newly assumed a legal right to control health care in
anticipation of adoption.

Special enrollment due to loss of other coverag¥ou
may enroll as a Subscriber (along with any eligible
Dependents), and existing Subscribers may add eligible
Dependentsf all of the following are true:

1 The Subscriber or at least one of the Dependents had
other coverage when he or she previously declined all
coverage through your Group

9 The loss of the other coverage is due to one of the
following:

§ exhaustion of COBRA coverag

§ termination of employer contributions for non
COBRA coverage

§ loss of eligibility for nonACOBRA coverage, but

not termination for cause or termination from an
individual (nongroup) plan for nonpayment. For
example, this loss of eligibility may be due ¢nél
separation or divorce, moving out of the plan's
service area, reaching the age limit for dependent
children, or the subscriber's death, termination of
employment, or reduction in hours of employment

§ loss of eligibility (but not termination for cause)
for coverage through Covered California,
Medicaid coverage (known as Me@al in
California), Children's Health Insurance Program
coverage, or MedeCal Access Program coverage

§ reaching a lifetime maximum on all benefits

Note:If you are enrolling yourseHs a Subscriber along
with at least one eligible Dependent, only one of you
must meet the requirements stated above.

To request enrollment, the Subscriber must submit a
Health Plarapprovedenrollment or change of

enrollment applicatiomand a Senior Advaage Election
Formfor each person, to your Group within 30 days after
loss of other coverage, except that the timeframe for
submitting the application is 60 daifs/ou are

requesting enrollment due to loss of eligibility for
coverage through Covered Gatnia, Medicaid,

Children's Health Insurance Program, or MEadi

Access Program coverage. Subject to confirmation by
the Centers for Medicare & Medicaid Services, the
effective date of an enroliment resulting from loss of
other coverage is no later thene first day of the month
following the date your Group receives an enroliment or
change of enroliment application, and Senior Advantage
Election Form for each person, from the Subscriber.

Special enroliment due to court or administrative

order. Within 31 days after the date of a court or
administrative order requiring a Subscriber to provide
health care coverage for a Spouse or child who meets the
eligibility requirements as a Dependent, the Subscriber
may add the Spouse or child as a Dependent by
submiting to your Group &lealth Plarapproved

enrollment or change of enrollment applicatiand a

Senior Advantage Election Forior each person.

Subject to confirmation by the Centers for Medicare &
Medicaid Services, the effective date of coverage
resultingfrom a court or administrative order is the first
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of the month following the date we receive the
enrollment request, unless your Group specifies a
different effective datéif your Group specifies a
different effective date, the effective date cannot be
earlier than the date of the order).

Special enrollment dueto eligibility for premium
assistanceYou may enroll as a Subscriber (along with
eligible Dependents), and existing Subscribers may add
eligible Dependentsf you or a dependent become
eligible for premium assistance through the Mé&ail
program. Premium assistance is when the Mzl
program pays all or part of premiums for employer group
coverage for a MedCal beneficiary. To request
enrollment in your Group's health care coverage, the
Subscrber must submit a Health Plapproved

enrollment or change of enrollment application, and a
Senior Advantage Election Form for each person, to your
Group within 60 days after you or a dependent become
eligible for premium assistance. Please contact the
Cdifornia Department of Health Care Services to find
outif premium assistance is available and the eligibility
requirements.

Special enrollment due to reemployment after
military service. If you terminated your health care
coverage because you were caliedctive duty in the
military service, you may be able to reenroll in your
Group's health plaif required by state or federal law.
Please ask your Group for more information.

How to Obtain Services

As a Member, you are selecting our medical care
programto provide your health care. You must receive

all covered care from Plan Providers inside your Home
Region Service Area, except as described in the sections
listed below for the following Services:

1 Authorized referrals as described under "Getting a
Referrd" in this "How to Obtain Services" section

9 Certain care when you visit the service area of
another Region as described under "Receiving Care
Outside of Your Home Region" in this "How to
Obtain Services" section

1 Emergency ambulance Services as describddrun
"Ambulance Services" in the "Benefits and Your Cost
Share" section

1 Emergency Services, PeStabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

1 Outof-area dialysis care as described undaaRBis
Care" in the "Benefits and Your Cost Share" section

9 Prescription drugs from Ne#lan Pharmacies as
described under "Outpatient Prescription Drugs,
Supplies, and Supplements"” in the "Benefits and Your
Cost Share" section

1 Routine Services associateith Medicareapproved
clinical trials as described under "Routine Services
Associated with Clinical Trials" in the "Benefits and
Your Cost Share" section

As a Member, you are enrolled in one of two Health Plan
Regions in California (either our Northernli@arnia

Region or Southern California Region), called your
Home Region. The coverage information in #G3C
applies when you obtain care in your Home Region.

Our medical care program gives you access to all of the
covered Services you may need, suchoasime care

with your own personal Plan Physician, hospital care,
laboratory and pharmacy Services, Emergency Services,
Urgent Care, and other benefits described inEQE.

Routine Care

To request a neargent appointment, you can call your
local Plan Faility or request the appointment online. For
appointment phone numbers, please reféfdor
Guideboolor the facility directory on our website at
kp.org/directory. To request an appointment online, go
to our website &kp.org.

Urgent Care

An Urgent Care need is one that requires prompt medical
attention but is not an Emergency Medical Condition.

If you think you may need Urgent Care, call the
appropriate appointment or advice telephone number at a
Plan Facility. Please refer ¥ourGuideboolor the

facility directory on our website &p.org/directory for
appointment and advice telephone numbers.

Forinformation about Oubf-Area Urgent Care, please

refer to "Urgent Care" in the "Emergency Services and
Urgent Care" section.

Our Advice Nurses

We know that sometimes it's difficult to know what type

of care you need. That's why we have telephone advice
nurses available to assist you. Our advice nurses are
registered nurses specially trained to help assess medical
symptoms and provide advice ovhe phone, when
medically appropriate. Whether you are calling for

advice or to make an appointment, you can speak to an
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advice nurse. They can often answer questions about a
minor concern, tell you what to dba Plan Medical

Office is closed, or advisgou about what to do next,
including making a sameay Urgent Care appointment
for youif it's medically appropriate. To reach an advice
nurse, please refer ¥our Guideboolor the facility
directory on our website &p.org/directory for the
telephone nmbers.

Your Personal Plan Physician

Personal Plan Physicians provide primary care and play
an important role in coordinating care, including hospital
stays and referrals to specialists.

We encourage you to choose a personal Plan Physician.
You may choosergy available personal Plan Physician.
Parents may choose a pediatrician as the personal Plan
Physician for their child. Most personal Plan Physicians
are Primary Care Physicians (generalists in internal
medicine, pediatrics, or family practice, or spesialin
obstetrics/gynecology whom the Medical Group
designates as Primary Care Physicians). Some specialists
who are not designated as Primary Care Physicians but
who also provide primary care may be available as
personal Plan Physicians. For example, sepeialists

in internal medicine and obstetrics/gynecology who are
not designated as Primary Care Physicians may be
available as personal Plan Physicians. Howef/gqu
choose a specialist who is not designated as a Primary
Care Physician as your persd®lan Physician, the Cost
Share for a Physician Specialist Visit will apply to all
visits with the specialist except for Preventive Services
listed in the "Benefits and Your Cost Share" section.

To learn how to select or change to a different personal
Plan Physician, please referYour Guidebookyisit our
website akp.org, or call our Member Service Contact
Center. You can find a directory of our Plan Physicians
on our website dtp.org. For the current list of

physicians that are available as Prim@are Physicians,
please call the personal physician selection department at
the phone number listed ¥our GuidebookYou can

change your personal Plan Physician at any time for any
reason.

Getting a Referral

Referrals to Plan Providers

A Plan Physiciamust refer you before you can receive
care from specialists, such as specialists in surgery,
orthopedics, cardiology, oncology, dermatology, and
physical, occupational, and speech therapgiéso, a

Plan Physician must refer you before you can get care

from Quialified Autism Service Providers covered under
"Behavioral Health Treatment for Pervasive
Developmental Disorder or Autism" in the "Benefits and
Your Cost Share" sectiorlowever, you do not need a
referral or prior authorization to receive most cawoarf

any of the following Plan Providers:

1 Your personal Plan Physician

1 Generalists in internal medicine, pediatrics, and
family practice

1 Specialists in optometry, mental health Services,
substance use disorder treatment, and
obstetrics/gynecology

A Plan Phsgician must refer you before you can get care
from a specialist in urology except that you do not need a
referral to receive Services related to sexual or
reproductive health, such as a vasectomy.

Although a referral or prior authorization is not required
to receive most care from these providers, a referral may
be required in the following situations:

1 The provider may have to get prior authorization for
certain Services in accord with "Medical Group
authorization procedure for certain referrals” in this
"Getting a Referral" section

1 The provider may have to refer you to a specialist
who has a clinical background related to your illness
or condition

Standing referrals

If a Plan Physician refers you to a specialist, the referral
will be for a specifidreatment plan. Your treatment plan
may include a standing referiflongoing care from the
specialist is prescribed. For exampfeyou have a life
threatening, degenerative, or disabling condition, you can
get a standing referral to a specialfistngoing care from

the specialist is required.

Medical Group authorization procedure for
certain referrals

The following are examples of Services that require prior
authorization by the Medical Group for the Services to
be covered ("prior authorization" meathst the Medical
Group must approve the Services in advance):

91 Durable medical equipment

9 Ostomy and urological supplies

9 Services not available from Plan Providers
i Transplants

Utilization Management'UM") is a process that
determines whether a Service recommended by your
treating provider is Medically Necessary for you. Prior
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authorization is a UM process that determines whether
the requested services are Medically Necessary before
care is providedf it is Medically Necessary, then you
will receive authorization to obtain that care in a
clinically appropriate place consistent with the terms of
your health coverage. Decisions regarding requests for
authorization will be made only by licensed physicians
or other appropriately licensed medical professionals.

For the complete list of Services that require prior
authorization, and the criteria that are used to make
authorization decisions, please visit our website at
kp.org/UM or call our Member Service ContaEenter

to request a printed copy. Please refer to "“Post
Stabilization Care" under "Emergency Services" in the
"Emergency Services and Urgent Care" section for
authorization requirements that apply to Post
Stabilization Care from Ne#Plan Providers.

Additional information about prior authorization for
durable medical equipment, ostomy, urological, and
wound care suppliesThe prior authorization process

for durable medical equipment, ostomy, urological, and
wound care supplies includes the use of formulary
guidelines. These guidelines were developed by a
multidisciplinary clinical and operational work group
with review and input from Plan Physicians and medical
professionals with clinical expertise. The formulary
guidelines are periodically updated to kgeee with
changes in medical technology, Medicare guidelines, and
clinical practice.

If your Plan Physician prescribes one of these items, he
or she will submit a written referral in accord with the
UM process described in this "Medical Group
authorizatiorprocedure for certain referrals” section.
If the formulary guidelines do not specify that the
prescribed item is appropriate for your medical
condition, the referral will be submitted to the Medical
Group's designee Plan Physician, who will make an
authoization decision as described under "Medical
Group's decision time frames" in this "Medical Group
authorization procedure for certain referrals” section.

Medical Group's decision time framesThe applicable
Medical Group designee will make the authorizatio
decision within the time frame appropriate for your
condition, but no later than five business days after
receiving all of the information (including additional
examination and test results) reasonably necessary to
make the decision, except that decisiabout urgent
Services will be made no later than 72 hours after receipt
of the information reasonably necessary to make the
decision.If the Medical Group needs more time to make
the decision because it doesn't have information
reasonably necessary to keahe decision, or because it

has requested consultation by a particular specialist, you
and your treating physician will be informed about the
additional information, testing, or specialist that is
needed, and the date that the Medical Group expects to
make a decision.

Your treating physician will be informed of the decision
within 24 hours after the decision is matfehe Services
are authorized, your physician will be informed of the
scope of the authorized ServicHsthe Medical Group

does not autbrize all of the Services, Health Plan will
send you a written decision and explanation within two
business days after the decision is made. Any written
criteria that the Medical Group uses to make the decision
to authorize, modify, delay, or deny the regtifor
authorization will be made available to you upon request.

If the Medical Group does not authorize all of the
Services requested and you want to appeal the decision,
you can file a grievance as described in the "Coverage
Decisions, Appeals, and Colapts" section.

Your Cost Share.For these referral Services, you pay
the Cost Share required for Services provided by a
Plan Provider as described in thEOC.

Travel and lodging for certain referrals

The following are examples of when we will arrange or
provide reimbursement for certain travel and lodging
expenses in accord with our Travel and Lodging
Program Description:

9 If Medical Group refers you to a provider that is more
than 50 miles from where you live for certain
specialty Services such as bati@surgery, complex
thoracic surgery, transplant nephrectomy, or inpatient
chemotherapy for leukemia and lymphoma

9 If Medical Group refers you to a provider that is
outside your Home Region Service Area for certain
specialty Services such as a transplantansgender
surgery

For the complete list of specialty Services for which we
will arrange or provide reimbursement for travel and
lodging expenses, the amount of reimbursement,
limitations and exclusions, and how to request
reimbursement, please refertte Travel and Lodging
Program Description. The Travel and Lodging Program
Description is available online kp.org/specialty-
care/travel-reimbursementsor by calling our Member
Service Contact Center.
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Second Opinions

If you want a second opinion, yourcask Member
Services to help you arrange one with a Plan Physician
who is an appropriately qualified medical professional
for your conditionlf there isn't a Plan Physician who is
an appropriately qualified medical professional for your
condition, MembeServices will help you arrange a
consultation with a NofPlan Physician for a second
opinion. For purposes of this "Second Opinions"
provision, an "appropriately qualified medical
professional” is a physician who is acting within his or
her scope of praicie and who possesses a clinical
background, including training and expertise, related to
the illness or condition associated with the request for a
second medical opinion.

Here are some examples of when a second opinion may
be provided or authorized:

9 Your Plan Physician has recommended a procedure
and you are unsure about whether the procedure is
reasonable or necessary

1 You question a diagnosis or plan of care for a
condition that threatens substantial impairment or loss
of life, limb, or bodily functions

91 The clinical indications are not clear or are complex
and confusing

1 Adiagnosis is in doubt due to conflicting test results

I The Plan Physician is unable to diagnose the
condition

1 The treatment plan in progress is not improving your
medical condition withiran appropriate period of
time, given the diagnosis and plan of care

1 You have concerns about the diagnosis or plan of care

An authorization or denial of your request for a second
opinion will be provided in an expeditious manner, as
appropriate for youcondition.If your request for a
second opinion is denied, you will be notified in writing
of the reasons for the denial and of your rigHiileoa
grievance as described in the "Coverage Decisions,
Appeals, and Complaints" section.

Your Cost Share.For these referral Services, you pay

the Cost Share required for Services provided by a
Plan Provider asdescribed in thi€EOC.,

Telehealth Visits

Telehealth Visits between you and your provider are
intended to make it more convenient for you to receive
coveredServices, when a Plan Provider determines it is
medically appropriate for your medical condition. You

may receive covered Services via Telehealth Visits,
when available anid the Services would have been
covered under thiEOCIf provided in personYou ae
not required to use Telehealth Visits.

Your Cost Share.Please refer to "Outpatient Care" in

the "Benefits and Your Cost Share" section for your Cost
Share for Telehealth Visits.

Contracts with Plan Providers

How Plan Providers are paid

Health Plan and Plan Providers are independent
contractors. Plan Providers are paid in a number of ways,
such as salary, capitation, per diem rates, case rates, fee
for service, and incentive payments. To learn more about
how Plan Physicians are paid tapide or arrange

medical and hospital care for Members, please visit our
website akp.org or call our Member Service Contact
Center.

Financial liability

Our contracts with Plan Providers provide that you are
not liable for any amounts we owe. However, yoay
have to pay the full price of noncovered Services you
obtain from Plan Providers or NeRlan Providers.

Your Cost Share When you are referred to a Plan
Provider for covered Services, you gag Cost Share
required for Services from that provider asdescribed
in thisEOC.

Termination of a Plan Provider's contract and
completion of Services

If our contract with any Plan Provider terminates while
you are under the care of that provider, we will retain
financial responsibility for covered care you reeefrom
that provider until we make arrangements for the
Services to be provided by another Plan Provider and
notify you of the arrangements.

Completion of Serviceslf you are undergoing
treatment for specific conditions from a Plan Physician
(or certain ¢her providers) when the contract with him
or her ends (for reasons other than medical disciplinary
cause, criminal activity, or the provider's voluntary
termination), you may be eligible to continue receiving
covered care from the terminated provideryfour
condition. The conditions that are subject to this
continuation of care provision are:

1 Certain conditions that are either acute, or serious and
chronic. We may cover these Services for up to 90
days, or longeif necessary for a safe transfer of care
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to a Plan Physician or other contracting provider as
determined by the Medical Group

1 A high-risk pregnancyr a pregnancy in its second or
third trimester. We may cover these Services through
postpartum care related to the delivery, or longer
if Medically Necessary for a safe transfer of care to a
Plan Physician as determined by the Medical Group

The Services must be otherwise covered undeEDIS.
Also, the terminated provider must agree in writing to
our contractual terms and conditions and comply with
them for Services to be covered by us.

Your Cost Share.For the Services of a terminated
provider, you payhe Cost Share required for Services
provided by a Plan Provideras described in thiEOC.

More information. For more information about this
provigon, or to request the Services, please call our
Member Service Contact Center.

Receiving Care Outside of Your Home
Reqgion

If you have questions about your coverage when you are
away from homegall the Away from Home Travel line
at1-951-268-390024 hours a day, seven days a week
(except closed holidaysFor example, call this number

for the following concerns:

1 What you should do to prepare for your trip

1 What Services are covered when you are outside our
Service Area

How to get care in anoth&egion

How to request reimbursementyifu paid for
covered Services outside our Service Area

You can also get information on our website at
kp.org/travel.

Receiving Care in the Service Area of another
Region

If you visit the service area of another Region
temporarily, you can receive certain care covered under
this EOCfrom designated providers in that service area.

Please call our Member Service Contact Center or our
away from home travel line 4t951-268-3900(TTY

users callf11), 24 hours a day, sevelays a week except
holidays, for more information about getting care when
visiting another Kaiser Permanente Region's service area,
including coverage information and facility locations in

the service area of another Region.

Your ID Card

Each Member's Kaer Permanente ID card has a medical
record number on it, which you will need when you call
for advice, make an appointment, or go to a provider for
covered care. When you get care, please bring your
Kaiser Permanente ID card and a photo ID. Your
medical ecord number is used to identify your medical
records and membership information. Your medical
record number should never change. Please call our
Member Service Contact Ceniéme ever inadvertently
issue you more than one medical record numbérymu
need to replace your Kaiser Permanente ID card.

Your ID card is for identification only. To receive

covered Services, you must be a current Member.
Anyone who is not a Member will be billed as a hon
Member for any Services he or she receilfegou let
someone else use your ID card, we may keep your ID
card and terminate your membership as described under
"Termination for Cause" in the "Termination of
Membership" section.

Your Medicare card

As a Member, you will not need your red, white, and
blue Medicarecard to get covered Services, but do keep
it in a safe place in case you need it later.

Getting Assistance

We want you to be satisfied with the health care you
receive from Kaiser Permanenteyou have any
questions or concerns, please discuss themywith
personal Plan Physician or with other Plan Providers
who are treating you. They are committed to your
satisfaction and want to help you with your questions.

Member Services

Member Services representatives can answer any
questions you have about ychenefits, available
Services, and the facilities where you can receive care.
For example, they can explain the following:

1 Your Health Plan benefits

1 How to make your first medical appointment
1 What to daf you move

1 How to replace youKaiser Permanent® card

Many Plan Facilities have an office staffed with
representatives who can provide assistafngeu need
help obtaining Services. At different locations, these
offices may be called Member Services, Patient
Assistance, or Customer Service. In additimun,
Member Service Contact Center representatives are
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available to assist you seven days a week from 8 a.m. to
8 p.m. toll free afl-800-443-08150r 711 (TTY for the

deaf, hard of hearing, or speech impaired). For your
convenience, you can also contacthusugh our website
atkp.org.

Cost Share estimates

For information about estimates, see "Getting an estimate
of your Cost Share" under "Your Cost Share" in the
"Benefits and Your Cost Share" section.

Plan Facilities

Plan Medical Offices and Plan Hospitals for your area
are listed invour Guidebook to Kaiser Permanente
Services (Your Guideboo#ihd on our website &p.org.
Your Guidebooklescribes the types of covered Services
that are available from each Plan Fagilit your area,
because some facilities provide only specific types of
covered Services. Also, it explains how to use our
Services and make appointments, lists hours of
operation, and includes a detailed telephone directory for
appointments and advick.you have any questions
about the current locations of Plan Medical Offices
and/or Plan Hospitals, please call our Member Service
Contact Center.

At most of our Plan Facilities, you can usually receive all
of the covered Services you need, including spicial

care, pharmacy, and lab work. You are not restricted to a
particular Plan Facility, and we encourage you to use the
facility that will be most convenient for you:

9 All Plan Hospitals provide inpatient Services and are
open 24 hours a day, seven days akve

1 Emergency Services are available from Plan Hospital
Emergency Departments as describedonr
Guidebookplease refer t&/our Guideboolr the
facility directory on our website &p.org/directory
for Emergency Department locations in your area)

1 Sameday Urgent Care appointments are available at
many locationgplease refer t&our Guideboolor
the facility directory on our website at
kp.org/directory for Urgent Care locations in your
area)

1 Many Plan Medical Offices have evening and
weekend appointments

1 Many Plan Facilities have a Member Services
Department (refer t¥our Guideboolor the facility
directory on our website &p.org/directory for
locations in your area)

9 Plan Pharmacies are located at most Plan Medical
Offices (refer takaiser Permanente&rmacy
Directory for pharmacy locations)

Provider Directory

The Provider Directorylists our Plan Providers. It is
subject to change and periodically updatégou don't
have ourProvider Directory you can get a copy by
calling our Member Service ComtaCenter or by
visiting our website akp.org/directory .

Pharmacy Directory

TheKaiser Permanente Pharmacy Directdists the
locations of Plan Pharmacies, which are also called
"network pharmacies."” The pharmacy directory provides
additional informatiorabout obtaining prescription

drugs. It is subject to change and periodically updated.
If you don't have thKaiser Permanent®harmacy
Directory, you can get a copy by calling our Member
Service Contact Center or by visiting our website at
kp.org/directory.

Emergency Services and Urgent
Care

Emergency Services

If you have an Emergency Medical Condition, call 911
(where available) or go to the nearest hospital
Emergency Department. You do not need prior
authorization for Emergency Services. When you have
anEmergency Medical Condition, we cover Emergency
Services you receive from Plan Providers or Nelan
Providers anywhere in the world.

Emergency Services are available from Plan Hospital
Emergency Departments 24 hours a day, seven days a
week.

Post-Stabilization Care

PostStabilization Care is Medically Necessary Services
related to your Emergency Medical Condition that you
receive in a hospital (including the Emergency
Department) after your treating physician determines that
your condition is Stabilized.

To request prior authorization, the Ndétian Provider
must call the notification telephone number on your
Kaiser Permanente ID cab@&foreyou receive the care.
We will discuss your condition with the NeRlan
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Provider.If we determine that you requiRost
Stabilization Care and that this care is part of your
covered benefits, we will authorize your care from the
Non-Plan Provider or arrange to have a Plan Provider (or
other designated provider) provide the care with the
treating physician's concurrendéewe decide to have a
Plan Hospital, Plan Skilled Nursing Facility, or
designated NoPlan Provider provide your care, we
may authorize special transportation services that are
medically required to get you to the provider. This may
include transportatin that is otherwise not covered.

Be sure to ask the NeRlan Provider to tell you what

care (including any transportation) we have authorized
because we will not cover unauthorized Post
Stabilization Care or related transportation provided by
Non-Plan Praiders.If you receive care from a Nen

Plan Provider that we have not authorized, you may have
to pay the full cost of that caieyou are notified by the
Non-Plan Provider or us about your potential liability.

Your Cost Share

Your Cost Share for coverdtimergency Services and
PostStabilization Care is described in the "Benefits and
Your Cost Share" section. Your Cost Share is the same
whether you receive the Services from a Plan Provider or
a Non-Plan Provider. For example:

1 If you receive Emergency Secés in the Emergency
Department of a Ne#Plan Hospital, you pay the Cost
Share for an Emergency Department visit as
described under "Outpatient Care"

9 If we gave prior authorization for inpatient Post
Stabilization Care in a Net#lan Hospital, you pay
the Cost Share for hospital inpatient care as described
under "Hospital Inpatient Care"

Urgent Care

Inside the Service Area

An Urgent Care need is one that requires prompt medical
attention but is not an Emergency Medical Condition.

If you think you may need Urgent Care, call the
appropriate appointment or advice telephone number at a
Plan Facility. Please refer ¥ourGuideboolor the

facility directory on our website &p.org/directory for
appointment and advice telephone numbers.

In the event of unusual circumstances that delay or
render impractical the provision of Services under this
EOC (such as a major disaster, epidemic, war, riot, and
civil insurrection), we cover Urgent Care inside your
Home Region Service Area from a NétHanProvider.

Out-of-Area Urgent Care

If you need Urgent Care due to an unforeseen iliness or
unforeseen injury, we cover Medically Necessary
Services to prevent serious deterioration of your health
from a Nor-Plan Provideif all of the following are true:

1 You receive the Services from Ndrlan Providers
while you are temporarily outside your Home Region
Service Area

1 Areasonable person would have believed that your
health would seriously deteriorafeyou delayed
treatment until you returned to your Homegia
Service Area

You do not need prior authorization for GaftArea
Urgent Care. We cover OGof-Area Urgent Care you
receive from NorPlan Provider# the Services would
have been covered under tE®Cif you had received
them from Plan Providers.

We do not cover followup care from NoaPlan
Providers after you no longer need Urgent Care. To
obtain followup care from a Plan Provider, call the
appointment or advice telephone number listedanr
Guidebook

Your Cost Share

Your Cost Share for covered Urgent Care is the Cost
Share required for Services provided by Plan Providers
as described in thEOC. For example:

1 If you receive an Urgent Care evaluation as part of
covered Oubf-Area Urgent Care from a NeRlan
Provider,you pay the Cost Share for Urgent Care
consultations, evaluations, and treatment as described
under "Outpatient Care"

1 If the Outof-Area Urgent Care you receive includes
an X-ray, you pay the Cost Share for afra§ as
described under "Outpatient Imagingboratory, and
Special Procedures" in addition to the Cost Share for
the Urgent Care evaluation

Note:If you receive Urgent Care in an Emergency

Department, you pay the Cost Share for an Emergency
Department visit as described under "Outpatient Care."

Payment and Reimbursement

If you receive Emergency Services, P8stbilization

Care, or Urgent Care from a Ndplan Provider as
described in this "Emergency Services and Urgent Care"
section, or emergency ambulance Services described
under "Ambulance Serws" in the "Benefits and Your
Cost Share" section, ask the N&tan Provider to

submit a claim to us within 60 days or as soon as
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possible, but no later than 15 months after receiving the
care (or up to 27 months according to Medicare rules, in
some cases)f the provider refuses to bill us, send us the
unpaid bill with a claim form. Alsdf you receive

Services from a Plan Provider that are prescribed by a
Non-Plan Provider as part of covered Emergency
Services, Posbtabilization Care, and Urgent Cafer(
example, drugs), you may be required to pay for the
Services and file a claim. To request payment or
reimbursement, you must file a claim as described in the
"Requests for Payment" section.

We will reduce any payment we make to you or the
Non-Plan Proider by the applicable Cost Share. Also,

in accord with applicable law, we will reduce our
payment by any amounts paid or payable (or that in the
absence of this plan would have been payable) for the
Services under any insurance policy, or any other
contract or coverage, or any government program except
Medicaid.

Benefits and Your Cost Share

We cover the Services described in this "Benefits and
Your Cost Share" section, subject to the "Exclusions,
Limitations, Coordination of Benefits, and Reductions"
secton, onlyif all of the following conditions are
satisfied:

1 You are a Member on the date that you receive the
Services

9 The Services are Medically Necessary

1 The Services are one of the following:
§ Preventive Services

§ health care items and services daggnosis,
assessment, or treatment

§ health education covered under "Health
Education" in this "Benefits and Your Cost Share"
section

§ other health care items and services

§ other services to treat Severe Mental lllness and
Serious Emotional Disturbance of &ifd Under
Age 18

1 The Services are provided, prescribed, authorized, or
directed by a Plan Physician except where
specifically noted to the contrary in the sections listed
below for the following Services:

§ certain care when you visit the service area of
amther Region as described under "Receiving
Care Outside of Your Home Region" in the "How
to Obtain Services" section

§ drugs prescribed by dentists as described under
"Outpatient Prescription Drugs, Supplies, and
Supplements" in this "Benefits and Your Cost
Share" section

§ emergency ambulance Services as described under
"Ambulance Services" in this "Benefits and Your
Cost Share" section

§ Emergency Services, PeStabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgerdr€" section

§ eyeglasses and contact lenses after cataract surgery
prescribed by No#Plan Providers as described
under "Vision Services" in this "Benefits and Your
Cost Share" section

§ out-of-area dialysis care as described under
"Dialysis Care" in this "Begfits and Your Cost
Share" section

§ routine Services associated with Medicare
approved clinical trials as described under
"Routine Services Associated with Clinical Trials"
in this "Benefits and Your Cost Share" section

You receive the Services from Plaroiders inside
your Home Region Service Area, except where
specifically noted to the contrary in the sections listed
below for the following Services:

§ authorized referrals as described under "Getting a
Referral” in the "How to Obtain Services" section

§ ceriin care when you visit the service area of
another Region as described under "Receiving
Care Outside of Your Home Region" in the "How
to Obtain Services" section

§ emergency ambulance Services as described under
"Ambulance Services" in this "Benefits andufo
Cost Share" section

§ Emergency Services, PeStabilization Care, and
Out-of-Area Urgent Care as described in the
"Emergency Services and Urgent Care" section

§ outof-area dialysis care as described under
"Dialysis Care" in this "Benefits and Your Cost
Share" section

§ prescription drugs from Ne#lan Pharmacies as
described under "Outpatient Prescription Drugs,
Supplies, and Supplements" in this "Benefits and
Your Cost Share" section

§ routine Services associated with Medicare
approved clinical trials agescribed under
"Routine Services Associated with Clinical Trials
in this "Benefits and Your Cost Share" section

The Medical Group has given prior authorization for
the Service#f required under "Medical Group
authorization procedure for certain refestah the
"How to Obtain Services" section
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The only Services we cover under tBi®Care those
that thisEOC says that we cover, subject to exclusions
and limitationsdescribed irthisEOCand to all
provisions in the Exclusions, Limitations, Coordination
of Benefits, and Reductionséction The "Exclusions,
Limitations, Coordination of Benefits, and Reductions"
section describes exclusions, limitations, reductions, and
coordination of benefits provisions that apply to all
Services that would otherwise bevered When an
exclusion or limitation applies only to a particular
benefit, it is listed in the description of that benefittiis
EOC. Also, please refer to:

1 The "Emergency Services and Urgent Care" section
for information about how to obtain covered
Emergency Services, PeStabilization Care, and
Out-of-Area Urgent Care

1 Your Guideboolr the facility directory on our
website akp.org/directory for the types of covered
Services that are available from each Plan Facility in
your area, because someilidies provide only
specific types of covered Services

Your Cost Share

Your Cost Share is the amount you are required to pay
for covered Services. The Cost Share for covered
Services is listed in thiEOC. For example, your Cost
Share may be a CopaymemtCoinsurancef your
coverage includes a Plan Deductible and you receive
Services that are subject to the Plan Deductible, your
Cost Share for those Services will be Charges vatil
reach the Plan Deductible.

General rules, examples, and exceptions

Your Cost Share for covered Services will be the Cost
Sharein effect on the datgou receive the Services
except as follows:

9 If you are receiving covered inpatient hospital
Services on the effective date of tRi®C, you pay
the Cost Share in effect onyoadmission date until
you are dischargeifl the Services were covered under
your prior Health Plan evidence of coverage and there
has been no break in coverage. Howeifehe
Services were not covered under your prior Health
Plan evidence of coveragay,if there has been a
break in coverage, you pay the Cost Share in effect on
the date you receive the Services

1 For items ordered in advance, you pay the Cost Share
in effect on the order date (although we will not cover
the item unless you still have caage for it on the
date you receive it) and you may be required to pay
the Cost Share when the item is ordered. For
outpatient prescription drugs, the order date is the
date that the pharmacy processes the order after

receiving all of the information theyeed to fill the
prescription

Payment toward your Cost Share (and when you may
be billed). In most cases, your provider will ask you to
make a payment toward your Cost Share at the time you
receive Servicedf you receive more than one type of
Serviceqsuch as primary care treatment and laboratory
tests), you may be required to pay separate Cost Shares
for each of those Services. Keep in mind that your
payment toward your Cost Share may cover only a
portion of your total Cost Share for the Services you
receive, and you will be billed for any additional

amounts that are due. The following are examples of
when you may be asked to pay (or you may be billed for)
Cost Share amounts in addition to the amount you pay at
checkin:

1 You receive nofpreventive Serges during a
preventive visit. For example, you go in for a routine
physical exam, and at cheakyou pay your Cost
Share for the preventive exam (your Cost Share may
be "no charge"). However, during your preventive
exam your provider finds a problem tiyour health
and orders nopreventive Services to diagnose your
problem (such as laboratory tests). You may be asked
to pay (or you will be billed for) your Cost Share for
these additional nepreventive diagnostic Services

1 You receive diagnostic Servieeluring a treatment
visit. For example, you go in for treatment of an
existing health condition, and at cheickyou pay
your Cost Share for a treatment visit. However,
during the visit your provider finds a hew problem
with your health and performs ordars diagnostic
Services (such as laboratory tests). You may be asked
to pay (or you will be billed for) your Cost Share for
these additional diagnostic Services

1 You receive treatment Services during a diagnostic
visit. For example, you go in for a diagtioeexam,
and at checlin you pay your Cost Share for a
diagnostic exam. However, during the diagnostic
exam your provider confirms a problem with your
health and performs treatment Services (such as an
outpatient procedure). You may be asked to pay (or
you will be billed for) your Cost Share for these
additional treatment Services

1 You receive Services from a second provider during
your visit. For example, you go in for a diagnostic
exam, and at cheek you pay your Cost Share for a
diagnostic exam. Howeveduring the diagnostic
exam your provider requests a consultation with a
specialist. You may be asked to pay (or you will be
billed for) your Cost Share for the consultation with
the specialist
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In some cases, your provider will not ask you to make a
paynent at the time you receive Services, and you will
be billed for your Cost Share. The following are
examples of when you will be billed:

1 A Plan Provider is not able to collect Cost Share at
the time you receive Services (for example, some
Laboratory Deparhents are not able to collect Cost
Shares)

1 You ask to be billed for some or all of your Cost
Share

1 Medical Group authorizes a referral to a NBtan
Provider and that provider does not collect your Cost
Share at the time you receive Services

1 You receive coered Emergency Services or @it
Area Urgent Care from a NeRlan Provider and that
provider does not collect your Cost Share at the time
you receive Services

When we send you a bill, it will list Charges for the
Services you received, payments and dsealdplied to

your account, and any amounts you still owe. Your
current bill may not always reflect your most recent
Charges and payments. Any Charges and payments that
are not on the current bill will appear on a future bill.
Sometimes, you may see a panhbut not the related
Charges for Services. That could be because your
payment was recorded before the Charges for the
Services were processdfiso, the Charges will appear

on a future bill. Also, you may receive more than one bill
for a single outpagint visit or inpatient stay. For

example, you may receive a bill for physician services
and a separate bill for hospital servidésiou don't see

all the Charges for Services on one bill, they will appear
on a future billIf we determine that you overgaand

are due a refund, then we will send a refund to you
within 4 weeks after we make that determinatiéryou

have questions about a bill, please call the phone number
on the bill.

In some cases, a NaRlan Provider may be involved in
the provision ofovered Services at a Plan Facility or a
contracted facility where we have authorized you to
receive care. You are not responsible for any amounts
beyond your Cost Share for the covered Services you
receive at Plan Facilities or at contracted facilitidere
we have authorized you to receive care. Howafi¢he
provider does not agree to bill us, you may have to pay
for the Services and file a claim for reimbursement. For
information on how to file a claim, please see the
"Requests for Payment" section.

Primary Care Visits, Non-Physician Specialist Visits,
and Physician Specialist VisitsThe Cost Share for a
Primary Care Visit applies to evaluations and treatment

provided by generalists in internal medicine, pediatrics,
or family practice, and by spet&ts in
obstetrics/gynecology whom the Medical Group
designates as Primary Care Physicians. Some physician
specialists provide primary care in addition to specialty
care but are not designated as Primary Care Physicians.
If you receive Services from onétbese specialists, the
Cost Share for a Physician Specialist Visit will apply to
all consultations, evaluations, and treatment provided by
the specialist except for routine preventive counseling
and exams listed under "Preventive Services" in this
"Benefts and Your Cost Share" section. For example,

if your personal Plan Physician is a specialist in internal
medicine or obstetrics/gynecology who is not a Primary
Care Physician, you will pay the Cost Share for a
Physician Specialist Visit for all consuiiaats,

evaluations, and treatment by the specialist except
routine preventive counseling and exams listed under
"Preventive Services" in this "Benefits and Your Cost
Share" section. The NeRhysician Specialist Visit Cost
Share applies to consultations, kenadions, and treatment
provided by norphysician specialists (such as nurse
practitioners, physician assistants, optometrists,
podiatrists, and audiologists).

Noncovered Servicedlf you receive Services that are
not covered under thiEOC, you may haved pay the

full price of those Services. Payments you make for
noncovered Services do not apply to any deductible or
out-of-pocket maximum.

Getting an estimate of your Cost Share

If you have questions about the Cost Share for specific
Services that you expeto receive or that your provider
orders during a visit or procedure, please visit our
website akp.org/memberestimateso use our cost
estimate tool or call our Member Service Contact Center.

9 If you have a Plan Deductible and would like an
estimate fo Services that are subject to the Plan
Deductible, please calt800-390-3507(TTY users
should call711) Monday through Friday, 7 a.m. to 7
p.m.

9 For all other Cost Share estimates, pleaseleall>-
4430815 8 a.m. to 8 p.m., seven days a week (TTY
users should call1ll)

Cost Share estimates are based on your benefits and the
Services you expect to receive. They are a prediction of
cost and not a guarantee of the final cost of Services.
Your final cost may baigher or lower than the estimate
since not everything about your care can be known in
advance.
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Copayments and Coinsurance

The Copayment or Coinsurance you must pay for each
covered Service, after you meet any applicable
deductible, is described in tH=OC,

Note:If Charges for Services are less than the
Copayment described in tHEOC, you will pay the
lesser amount.

Plan Out-of-Pocket Maximum

There is a limit to the total amount of Cost Share you
must pay under thiEOCin the calendar year for
coveredServices that you receive in the same calendar
year. The Services that apply to the Plan-GftfPocket
Maximum are described under the "Payments that count
toward the Plan Owf-Pocket Maximum™ section

below. The limit isone of the following amourts

1 $1,500per calendar year for any one Member

1 $1,500per calendar year for any one Member in
aFamily of two or more Members

1 $3,000per calendar year for an entire Family of two
or more Members

If you are a Member in a Family of two or more
Members, you reacthe Plan Oubf-Pocket Maximum
either when you reach the maximum for any one
Member, or when your Family reaches the Family
maximum.For example, suppose you have reached the
$1,500maximum for any one MembeFor Services
subject to the Plan Owif-Pocke Maximum, youwill

not pay any more Cost Share during the remainder of the
calendar year, but every other Member in your Family
must continue to pay Cost Share duringrém@ainder of
thecalendar year untaither he or she reaches $E500
maximum for any one Member your Family reaches
the $3,000Family maximum

Payments that count toward the Plan Outof-Pocket
Maximum. Any amounts you pay for the following
Services apply toward the eaf-pocket maximum:

91 Behavioral health treatment fpervasive
developmental disorder or autism covered in the
"Behavioral Health Treatment for Pervasive
Developmental Disorder or Autism" section

9 Covered innetwork MedicaréPartA andPartB
Services

1 MedicarePartB drugs

1 Residential treatment program Seescovered in
the "Substance Use Disorder Treatment" and "Mental
Health Services" sections

Copayments and Coinsurance you pay for Services that
are not described above, do not apgplthe outof-
pocket maximum. For these Services, you must pay

Copayment®r Coinsurance evdhyou have already
reached the oudf-pocket maximum. In addition:

1 If your plan includes supplemental chiropractic or
acupuncture Services, or fitness benefit, described in
an amendment to thBBOC, those Services do not
apply toward e maximum

1 If your plan includes an Allowance for specific
Services (such as eyeglasses, contact lenses, or
hearing aids), any amounts you pay that exceed the
Allowance do not apply toward the maximum

Outpatient Care

We cover the following outpatient casabject to the
Cost Share indicated:

Office visits

1 Primary Care Visits and NeRhysician Specialist
Visits that are not described elsewhere in BGC. a
$20Copayment per visit

1 Physician Specialist Visits that are not described
elsewhere in thiEOC. a $20Copayment per visit

1 Outpatient visits that are available as group
appointments that are not described elsewhere in this
EOC a $10Copayment per visit

1 House calls by a Plan Physician (or a Plan Provider
who is a registered nurse) inside your Home Regio
Service Area when care can best be provided in your
home as determined by a Plan Physicrencharge

9 Acupuncture Services (typically provided only for the
treatment of nausea or as part of a comprehensive
pain management program for the treatment of
chronic pain):

§ Non-Physician Specialist Visitst
$20Copayment per visit

§ Physician Specialist Visitst $20Copayment per
visit
9 Allergy testing and treatment:
§ consultations for allergy conditions and allergy
testing:a $20Copayment per visit
§ allergy injections (including allergy serung:
$3 Copayment per visit

1 Routine physicabxams that are medically
appropriate preventive care in accord with generally
accepted professional standards of practice
no charge

1 Family planning counseling, or int&lly implanted
time-release contraceptives or intrauterine devices
(IUDs) and office visits related to their administration
and managemenmnto charge
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1 After confirmation of pregnancy, the normal series of
regularly scheduled preventive prenatal care exams
and the first postpartum followp consultation and
exam:no charge

1 Voluntary termination of pregnancs:
$20Copayment per procedure

1 Physical, occupational, and speech therapy in accord
with Medicare guidelinesaa $20Copayment per
visit

1 Group and indivdual physical therapy prescribed by
a Plan Provider to prevent faliso charge

1 Physical, occupational, and speech therapy provided
in an organized, multidisciplinary rehabilitation day
treatment program in accord with Medicare
guidelinesa $20Copaymentper day

1 For Northern California Members, manual
manipulation of the spine to correct subluxation, in
accord with Medicare guidelines, is covered when
provided by a Plan Provider or a chiropractor
if authorized by a Plan Provider:$20Copayment
per visit. For Southern California Members, manual
manipulation of the spine to correct subluxation, in
accord with Medicare guidelines, is covered by a
participating chiropractor of the American Specialty
Health Plans of California, Inc. (ASH Plana):
$20Copaymert per visit. (A referral by a Plan
Physician is not required. For the list of participating
ASH Plans providers, please refer to yBuovider
Directory)

Telehealth Visits

Services described under "Telehealth Visits" in the "How
to Obtain Services" section

9 Interactive video visits:

§ Primary Care Visits and NeRhysician Specialist
Visits: no charge

§ Physician Specialist Visitsio charge
1 Scheduled telephone visits:

§ Primary Care Visits and NeRhysician Specialist
Visits: no charge

§ Physician Specialist Visitsio charge

Emergency and Urgent Care visits

1 Urgent Care consultations, evaluations, and
treatmenta $20Copayment per visit

1 Emergency Department visi@:$50Copayment per
visit

If you are admitted from the EmergencyDepartment.

If you are admitted to the hospital as an inpatient for

covered Services (either within 24 hours for the same

condition or after an observation stay), then the Services

you received in the Emergency Department and
observation stayif applicabé, will be considered part of
your inpatient hospital stay. For the Cost Share for
inpatient care, please refer to "Hospital Inpatient Care" in
this "Benefits and Your Cost Share" section. However,
the Emergency Department Cost Share does djppbu
areadmitted for observation but are not admitted as an
inpatient

Outpatient surgeries and procedures

1 Outpatient surgery and outpatient procedures when
provided in an outpatient or ambulatory surgery
center or in a hospital operating roomjfait is
provided in any setting and a licensed staff member
monitors your vital signs as you regain sensation after
receiving drugs to reduce sensation or to minimize
discomfort:a $35Copayment per procedure

91 Any other outpatient surgery that does not require a
licensedstaff member to monitor your vital signs as
described aboves $20Copayment per procedure

1 Any other outpatient procedures that do not require a
licensed staff member to monitor your vital signs as
described abovehe Cost Share that would
otherwise applyfor the procedure in this "Benefits
and Your Cost Share" section (for example, radiology
procedures that do not require a licensed staff
member to monitor your vital signs as described
above are covered under "Outpatient Imaging,
Laboratory, and Speciarécedures™)

1 Pre- and mstoperative visits:

§ Primary Care Visits and NeRhysician Specialist
Visits: a $20Copayment per visit

§ Physician Specialist Visitst $20Copayment per
visit

Administered drugs and products

Administered drugs and products are matians and
products that require administration or observation by
medical personnel. We cover these items when
prescribed by a Plan Provider, in accord with our drug
formulary guidelines, and they are administered to you in
a Plan Facility or during homasits.

We cover the following Services and their administration
in a Plan Facility at the Cost Share indicated:

1 Whole blood, red blood cells, plasma, and platelets
no charge

9 Cancer chemotherapy drugs and adjurnatscharge

1 Drugs and products that amdministered via
intravenous therapy or injection that are not for
cancer chemotherapincluding blood factor products
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and biological products'piologics') derived from
tissue, cells, or bloadho charge

9 Tuberculosis skin testap charge
1 All other admirnstered drugsnd productsno charge

We cover drugs and products administered to you during

a home visit aho charge

Certain administered drugs are Preventive Services.

Please refer to "Preventive Services" for information on

immunizations.

Note: Vaccines covered by MedicdPartD are not
covered under this "Outpatient Care" section (instead,
refer to "Outpatient Prescription Drugs, Supplies, and
Supplements” in this "Benefits and Your Cost Share"

Hospital Inpatient Care

We cover the following inpatier@ervices in a Plan
Hospital, when the Services are generally and
customarily provided by acute care general hospitals
inside your Home Region Service Area:

1 Room and board, including a private room
if Medically Necessary

Specialized care and critical caneits
General and special nursing care
Operating and recovery rooms

=A =4 -4 =

Services of Plan Physicians, including consultation
and treatment by specialists

1 Anesthesia

section).

For Services related to "Outpatient Care," refer
to these sections

il
il

=A =4 =4 =4 -4 4 -4 -4 -4 -

=

=A =4 =4 4 4 -4 4

Bariatric Surgery

Behavioral Health Treatment for Pervasive
Developmental Disorder or Autism

Dental Services for Radiation Treatment and Dental
Anesthesia

Dialysis Care

Durable Medical Equipment ("DME") for Home Use
Fertility Services

Health Education

Hearing Services

Home Health Care

Hospice Care

Mental Health Services

Ostomy, Urological, and Wound Care Supplies

Outpatient Imaging, Laboratory, and Special
Procedures

Outpatient Prescription Drugs, Supplies, and
Supplements

Preventive Services

Prosthetic and Orthotic Devices

Reconstructive Surgery

Routine Services Associated with Clinical Trials
Substance Use Disorder Treatment

Transplant Services

Vision Services

il

Drugsprescribed in accord with our drug formulary
guidelineg(for discharge drugs prescribed whgou
are released from the hospital, please refer to
"Qutpatient Prescription Drugs, Supplies, and
Supplements” in this "Benefits and Your Cost Share
section)

Radioactive materials used for therapeutic purposes
Durable medical equipment and medical sigspl

Imaging, laboratory, and special procedures,
including MRI, CT, and PET scans

Whole blood, red blood cells, plasma, platelets, and
their administration

Obstetrical care and delivery (including cesarean
section). Notelf you are discharged within 48 ins
after delivery (or within 96 houti$ delivery is by
cesarean section), your Plan Physician may order a
follow-up visit for you and your newborn to take
place within 48 hours after discharge (for visits after
you are released from the hospital, pleader to
"Outpatient Care" in this "Benefits and Your Cost
Share" section)

Physical, occupational, and speech therapy (including
treatment in an organized, multidisciplinary
rehabilitation program) in accord with Medicare
guidelines

Behavioral health treatent for pervasive
developmental disorder or autism

Respiratory therapy

Medical social services and discharge planning

Your Cost Share We cover hospital inpatient Services
ata $100Copayment per admission
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For Services related to "Hospital Inpatient
Care," refer to these sections

1 Bariatric Surgery

9 Dental Services for Radiation Treatment and Dental
Anesthesia

Dialysis Care

Fertility Services

Hospice Care

Mental Health Services
Prosthetic and Orthotic Devices
Reconstructive Surgery

=A =4 =4 =4 4 -4

Religious NonmedicadHealth Care Institution
Services

Routine Services Associated with Clinical Trials
Skilled Nursing Facility Care
Substance Use Disorder Treatment

=A =4 =4 =

Transplant Services

Ambulance Services

Emergency

We cover Services of a licensed ambulance anywhere in
the world without prior authorization (including
transportation through the 911 emergency response
system where available) in the following situations:

1 You reasonablyelieved that the medical condition
was an Emergency Medical Condition which required
ambulance &rvices

1 Your treating physician determines that you must be
transported to another facility because your
Emergency Medical Condition is not Stabilized and
the care you need is not available at the treating
facility

If you receive emergency ambulance Segsithat are

not ordered by a Plan Provider, you are not responsible
for any amounts beyond your Cost Share for covered
emergency ambulance Services. Howeifeéhe provider
does not agree to bill us, you may have to pay for the
Services and file a clainof reimbursement. For
information on how to file a claim, please see the
"Requests for Payment" section.

Nonemergency

Inside your Home Region Service Area, we cover
nonemergency ambulance Services in accord with
Medicare guidelined a Plan Physician dataines that
your condition requires the use of Services that only a

licensed ambulance can provide and that the use of other

means of transportation would endanger your health.
These Services are covered only when the vehicle
transports you to and from difging locations as
defined by Medicare guidelines.

Your Cost Share
You pay the following for covered ambulance Services:

1 Emergency ambulance Servicas:charge
1 Nonemergency Serviceso charge

Ambulance Services exclusion(s)

1 Transportation by car, taxbus, gurney van,
wheelchair van, and any other type of transportation
(other than a licensed ambulance), eiénis the
only way to travel to a Plan Provider

Bariatric Surgery

We cover hospital inpatient care related to bariatric
surgical procedure@ncluding room and board, imaging,
laboratory, special procedures, and Plan Physician
Services) when performed to treat obesity by
modification of the gastrointestinal tract to reduce
nutrient intake and absorptiaif,all of the following
requirements & met:

1 You complete the Medical Groggpproved pre
surgical educational preparatory program regarding
lifestyle changes necessary for long term bariatric
surgery success

1 A Plan Physician who is a specialist in bariatric care
determines that the surgeryNtedically Necessary

Your Cost Share.For covered Services related to
bariatric surgical procedures that you receive, you will
pay theCost Share you would payif the Services were
not related to a bariatric surgical procedure For
example, see "Hospital patient Care" in this "Benefits
and Your Cost Share" section for the Cost Share that
applies for hospital inpatient care.

For the following Services related to "Bariatric
Surgery," refer to these sections

9 Outpatient prescription drugs (refer to "Outpatient
Prescription Drugs, Supplies, and Supplements")

9 Outpatient administered drugs (refer to "Outpatient
Care")
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Behavioral Health Treatment for
Pervasive Developmental Disorder or
Autism

The following terms have special meaning when
capitalized and used in thiBehavioral Health
Treatment for Pervasive Developmental Disorder or
Autism" section:

9 "Qualified Autism Service Provider" means a
provider who has the experience and competence to
design, supervise, provide, or administer treatment for
pervasive developeantal disorder or autism and is
either of the following:

§ a person who is certified by a national entity (such
as the Behavior Analyst Certification Board) with
a certification that is accredited by the National
Commission for Certifying Agencies

§ a personitensed in California as a physician,
physical therapist, occupational therapist,
psychologist, marriage and family therapist,
educational psychologist, clinical social worker,
professional clinical counselor, spedahguage
pathologist, or audiologist

1 "Qualified Autism Service Professional" means
person who meets all of the following criteria:

§ provides behavioral health treatment, which may
include clinical case management and case
supervision under the direction and supervision of
a qualified autism sgice provider

§ is supervised by a Qualified Autism Service
Provider

§ provides treatment pursuant to a treatment plan
developed and approved by the Qualified Autism
Service Provider

§ is a behavioral health treatment provider who
meets the education and exeeige qualifications
described in Section 54342 of Title 17 of the
California Code of Regulations for an Associate
Behavior Analyst, Behavior Analyst, Behavior
Management Assistant, Behavior Management
Consultant, or Behavior Management Program

§ has trainingand experience in providing Services
for pervasive developmental disorder or autism
pursuant to Division 4.5 (commencing with
Section 4500) of the Welfare and Institutions Code
or Title 14 (commencing with Section 95000) of
the Government Code

§ is employeddy the Qualified Autism Service
Provider or an entity or group that employs
Qualified Autism Service Providers responsible
for the autism treatment plan

1 "Qualified Autism Service Paraprofessional" means
an unlicensed and uncertified individual who meets
al of the following criteria:

§ is supervised by a Qualified Autism Service
Provider or Qualified Autism Service Professional
at a level of clinical supervision that meets
professionally recognized standards of practice

§ provides treatment and implements Sezs
pursuant to a treatment plan developed and
approved by the Qualified Autism Service
Provider

§ meets the education and training qualifications
described in Section 54342 of Title 17 of the
California Code of Regulations

§ has adequate education, trainiagd experience,
as certified by a Qualified Autism Service
Provider or an entity or group that employs
Quialified Autism Service Providers

§ is employed by the Qualified Autism Service
Provider or an entity or group that employs
Qualified Autism Service Praders responsible
for the autism treatment plan

We cover behavioral health treatment for pervasive
developmental disorder or autism (including applied
behavior analysis and eviderbased behavior

intervention programs) that develops or restores, to the
maximum extent practicable, the functioning of a person
with pervasive developmental disorder or autism and that
mees all of the following criteria:

1 The Services are provided inside your Home Region
Service Area

1 The treatment is prescribed by a Plan Rtigsi, or is
developed by a Plan Provider who is a psychologist

9 The treatment is provided under a treatment plan
prescribed by a Plan Provider who is a Qualified
Autism Service Provider

1 The treatment is administered by a Plan Provider who
is one of the fobbwing:

§ a Qualified Autism Service Provider

§ a Qualified Autism Service Professional
supervised by the Qualified Autism Service
Provider

§ a Qualified Autism Service Paraprofessional
supervised by a Qualified Autism Service Provider
or Qualified Autism Servic@rofessional

1 The treatment plan has measurable goals over a
specific timeline that is developed and approved by
the Qualified Autism Service Provider for the
Member being treated
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The treatment plan is reviewed no less than once
every six months by the Qliffed Autism Service
Provider and modified whenever appropriate

The treatment plan requires the Qualified Autism
Service Provider to do all of the following:

§ describe the Member's behavioral health
impairments to be treated

§ design an intervention plan thiacludes the
service type, number of hours, and parent
participation needed to achieve the plan's goal and
objectives, and the frequency at which the
Member's progress is evaluated and reported

§ provide intervention plans that utilize evidence
based pradates, with demonstrated clinical
efficacy in treating pervasive developmental
disorder or autism

§ discontinue intensive behavioral intervention
Services when the treatment goals and objectives
are achieved or no longer appropriate

The treatment plan is nased for either of the
following:
§ for purposes of providing (or for the

reimbursement of) respite care, day care, or
educational services

§ to reimburse a parent for participating in the
treatment program

Your Cost Share You pay the following for covered
behavioral health treatment program Serviees:
$20Copayment per day

For the following Services related to "Behavioral
Health Treatment for Pervasive Developmental
Disorder or Autism," refer to these sections

|l

Behavioral health treatment for pervasive
dewelopmental disorder or autism provided during a
covered stay in a Plan Hospital or Skilled Nursing
Facility (refer to "Hospital Inpatient Care" and
"Skilled Nursing Facility Care")

Outpatient drugs, supplies, and supplements (refer to
"Outpatient Prescrijin Drugs, Supplies, and
Supplements")

Outpatient laboratory (refer to "Outpatient Imaging,
Laboratory, and Special Procedures")

Outpatient physical, occupational, and speech therapy
visits (refer to Outpatient Carg

Services to diagnose pervasive depetental
disorder or autism and Services to develop and revise
the treatment plan (refer to "Mental Health Services")

Dental Services for Radiation Treatment
and Dental Anesthesia

Dental Services for radiation treatment

We cover services in accord withedicare guidelines,
including dental evaluation,-¥ays, fluoride treatment,
and extractions necessary to prepare your jaw for
radiation therapy of cancer in your head or neekMan
Physician provides the Servicesibthe Medical Group
authorizes aeferral to a dentist (as described in
"Medical Group authorization procedure for certain
referrals" under "Getting a Referral" in the "How to
Obtain Services" section).

Dental anesthesia

For dental procedures at a Plan Facility, we provide
general anestlséa and the facility's Services associated
with the anesthesié all of the following are true:

1 You are under age 7, or you are developmentally
disabled, or your health is compromised

1 Your clinical status or underlying medical condition
requires that thdental procedure be provided in a
hospital or outpatient surgery center

9 The dental procedure would not ordinarily require
general anesthesia

We do not cover any other Services related to the dental
procedure, such as the dentist's Services, unless the
Senice is covered in accord with Medicare guidelines.

Your Cost Share

You pay the following for dental Services covered under
this "Dental Services for Radiation Treatment and Dental
Anesthesia" section:

1 Non-Physician Specialist Visits with dentists for
Senices covered under this "Dental Services for
Radiation Treatment and Dental Anesthesia" section:
a $20Copayment per visit

1 Physician Specialist Visits for Services covered under
this "Dental Services for Radiation Treatment and
Dental Anesthesia" sectioa:$20Copayment per
visit

1 Outpatient surgery and outpatient procedures when
provided in an outpatient or ambulatory surgery
center or in a hospital operating room|fait is
provided in any setting and a licensed staff member
monitors your vital signs agu regain sensation after
receiving drugs to reduce sensation or to minimize
discomfort:a $35Copayment per procedure

1 Any other outpatient surgery that does not require a
licensed staff member to monitor your vital signs as
described abovex $20Copayment per procedure
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1 Any other outpatient procedures that do not require a
licensed staff member to monitor your vital signs as
described abovehe Cost Share that would
otherwise apply for the procedurein this "Benefits
and Your Cost Share" section (for example, radiology
procedures that do not require a licensed staff
member to monitor your vital signs as described
above are covered under "Outpatient Imaging,
Laboratory, and Special Procedures")

1 Hospital inpatient care (including room and board,
drugs, imaging, laboratory, special procedures, and
Plan Physician Services):$100Copayment per
admission

For the following Services related to "Dental
Services for Radiation Treatment and Dental
Anesthesia,” refer to these sections

9 Office visitsnot described in thi¥ental Services for
Radiation Treatment and Dental Anesthesettion
(refer to "Outpatient Care")

9 Outpatient imaging, laboratory, and special
procedures (refer to "Outpatient Imaging, Labanato
and Special Procedures™)

9 Outpatient prescription drugs (refer to "Outpatient
Prescription Drugs, Supplies, and Supplements")

Dialysis Care

We cover acute and chronic dialysis Servifesl of the
following requirements are met:

9 You satisfy all medidecriteria developed by the
Medical Group

1 The facility is certified by Medicare

1 A Plan Physician provides a written referral for your
dialysis treatment except for eaf-area dialysis care

We also cover hemodialysis and peritoneal home dialysis
(includingequipment, training, and medical supplies).
Coverage is limited to the standard item of equipment or
supplies that adequately meets your medical needs. We
decide whether to rent or purchase the equipment and
supplies, and we select the vendor. You musirnethe
equipment and any unused supplies to us or pay us the
fair market price of the equipment and any unused
supply when we are no longer covering them.

Out-of-area dialysis care

We cover dialysis (kidney) Services that you get at a
Medicarecertified dialysis facility when you are
temporarily outside your Home Region Service Area.

If possible, before you leave the Service Area, please let
us know where you are going so we can help arrange for

you to have maintenance dialysis while outside your
Home Re@n Service Area.

The procedure for obtaining reimbursement for@fut
area dialysis care is described in the "Requests for
Payment" section.

Your Cost Share.You pay the following for these
covered Services related to dialysis:

1 Equipment and supplies foome hemodialysis and
home peritoneal dialysisio charge

1 One routine outpatient visit per month with the
multidisciplinary nephrology team for a consultation,
evaluation, or treatmemnto charge

1 Hemodialysis and peritoneal dialysis treatment:
no charge

9 Hospital inpatient care (including room and board,
drugs, imaging, laboratory, and special procedures,
and Plan Physician Servicea)$100Copayment
per admission

For the following Services related to "Dialysis
Care," refer to these sections

9 Durable medical equipmefdr home use (refer to
"Durable Medical Equipment ("DME") for Home
Use")

9 Office visitsnot described in this "Dialysis Care"
section(refer to "Outpatient Care")

1 Kidney disease education (refer to "Health
Education™)

1 Outpatient labratory (refer to "Outpatient Imaging,
Laboratory, and Special Procedures™)

9 Outpatient prescription drugs (refer to "Outpatient
Prescription Drugs, Supplies, and Supplements")

9 Outpatient administered drugs (refer to "Outpatient
Care")

9 Telehealth Visits (rfer to "Outpatient Care")

Dialysis Care exclusion(s)

1 Comfort, convenience, or luxury equipment, supplies
and features

1 Nonmedical items, such as generators or accessories
to make home dialysis equipment portable for travel
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Durable Medical Equipment ("DME") for
Home Use

DME coverage rules

DME for home use is an item that meets the following
criteria:

1 The item is intended for repeated use

1 The item is primarily and customarily used to serve a
medical purpose

1 The item is generally useful only to an individual
with an illness or injury

1 The item is appropriate for use in the home (or
another location used as your home as defined by
Medicare)

For a DME item to be covered, all of the following
requirements must be met:

1 Your EOCincludes coverage for the requested b
item

1 A Plan Physician has prescribed a DME item for your
medical condition

1 The item has been approved for you through the
Plan's prior authorization process, as described in
"Medical Group authorization procedure for certain
referrals” under "Getting Referral” in the "How to
Obtain Services" section

1 The Services are provided inside your Home Region
Service Area

Coverage is limited to the standard item of equipment

that adequately meets your medical needs. We decide
whether to rent or purchase the eaqognt, and we select

the vendor.

DME for diabetes

We cover the following diabetes bloteisting supplies
and equipment and insutedministration devicei all

of the requirements described under "DME coverage
rules" in this "Durable Medical EquipmefiDME") for
Home Use" section are met:

9 Blood glucose monitors for diabetes blood testing and
their supplies (such as blood glucose monitor test
strips, lancets, and lancet devices)

1 Insulin pumps and supplies to operate the pump

Your Cost Share You pay thdollowing for covered
DME for diabetes (including repair or replacement of
covered equipment):

1 Blood glucose monitors for diabetes blood testing and
their supplies (such as blood glucose monitor test
strips, lancets, and lancet device®):.charge

9 Insulin pumps and supplies to operate the pump:
no charge

Base DME Items

We cover Base DME Items (including repair or
replacement of covered equipmeifitqll of the
requirements described under "DME coverage rules" in
this "Durable Medical Equipment ("DME") fddome

Use" section are met. "Base DME Items" means the
following items:

1 Blood glucose monitors for diabetes blood testing and
their supplies (such as blood glucose monitor test
strips, lancets, and lancet devices)

1 Bone stimulator

9 Canes (standard curved lobe or quad) and
replacement supplies

9 Cervical traction (over door)

Crutches (standard or forearm) and replacement
supplies

Dry pressure pad for a mattress

==

Infusion pumps (such as insulin pumps) and supplies
to operate the pump

IV pole
Nebulizer andsupplies
Peak flow meters

= =4 =4 =4

Phototherapy blankets for treatment of jaundice in
newborns

Your Cost Share You pay the following for covered
Base DME Itemsno charge

Other covered DME items

If all of the requirements described under "DME
coverage rules" irhis "Durable Medical Equipment
("DME") for Home Use" section are met, we cover the
following other DME items (including repair or
replacement of covered equipment):

9 All other covered DMEno charge

Outside your Home Region Service Area

We do not cover mo®IME for home use outside your
Home Region Service Area. Howeviryou live outside
your Home Region Service Area, we cover the following
DME (subject to the Cost Share and all other coverage
requirements that apply to DME for home use inside
your Home Rgion Service Area) when the item is
dispensed at a Plan Facility:

1 Blood glucose monitors for diabetes blood testing and
their supplies (such as blood glucose monitor test
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strips, lancets, and lancet devices) from a Plan
Pharmacy

Canes (standard curved loide)
Crutches (standard)

Nebulizers and their supplies for the treatment of
pediatric asthma

1 Peak flow meters from a Plan Pharmacy

For the following Services related to "Durable
Medical Equipment ("DME") for Home Use,"
refer to these sections

1 Dialysisequipment and supplies required for home
hemodialysis and home peritoneal dialysis (refer to
"Dialysis Care")

9 Diabetes urine testing supplies and insulin
administration devices other than insulin pumps (refer
to "Outpatient Prescription Drugs, Suppliesd an
Supplements")

9 Durable medical equipment related to the terminal
illness for Members who are receiving covered
hospice care (refer to "Hospice Care")

1 Insulin and any other drugs administered with an
infusion pump (refer to "Outpatient Prescription
Drugs,Supplies, and Supplements")

Durable medical equipment ("DME") for home
use exclusion(s)

1 Comfort, convenience, or luxury equipment or
features

Dental appliances

1 Items not intended for maintaining normal activities
of daily living, such as exercise equipméntluding
devices intended to provide additional support for
recreational or sports activities) and hygiene
equipment

Nonmedical items, such as sauna baths or elevators

1 Modifications to your home or car, unless covered in
accord with Medicare guidelines

1 Devices for testing blood or other body substances
(except diabetes blood glucose monitors and their
supplies)

1 Electronic monitors of the heart or lungs except infant
apnea monitors

1 Repair or replacement of equipment due to misuse

Fertility Services

"Fertility Services" means treatments and procedures to
help you become pregnant.

Before starting or continuing a course of fertility

Services, you may be required to pay initial and
subsequent deposits toward your Cost Share for some or
all of the entire coursef Services, along with any past

due fertility-related Cost Share. Any unused portion of
your deposit will be returned to you. When a deposit is
not required, you must pay the Cost Share for the
procedure, along with any pastie fertility-related Cost
Share, before you can schedule a fertility procedure.

Diaghosis and treatment of infertility

For purposes of this "Diagnosis and treatment of
infertility" section, "infertility" means not being able to
get pregnant or carry a pregnancy to a live birth after
year or more of regular sexual relations without
contraception or having a medical or other demonstrated
condition that is recognized by a Plan Physician as a
cause of infertility. We cover the following:

1 Services for the diagnosis and treatment of tilfigr

9 Artificial insemination

You pay the following for covered infertility Services:
1 Office visits:a $20Copayment per visit

I Most outpatient surgery and outpatient procedures
when provided in an outpatient or ambulatory surgery
center or in a hospitalperating room, oprovided in
any settingvherea licensed staff member monitors
your vital signs as you regain sensation after
receiving drugs to reduce sensation or to minimize
discomfort:a $20Copayment per procedure

91 Any other outpatient surgery that does not require a
licensed staff member to monitor your vital signs as
described abovexr $20Copayment per procedure

9 Outpatient imagingno charge

9 Outpatient laboratoryno charge

9 Outpatient special procedurem charge

9 Outpatient administered drugs charge

91 Hospital inpatient care (including room and board,
imaging, laboratory, and special procedures, and Plan
Physician Servicesa $100Copayment per
admission

Note:

1 Administered drugs and products are medications and
products that require administration or observation by
medical personnel. We cover these items when they
are prescribed by a Plan Provider, in accord with our
drug formulary guidelines, and they are administered
to you in a Plan Facility
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For the following Services related to "Fertility
Services," refer to these sections

1 Outpatient drugs, supplies, and supplements (refer to
"Qutpatient Prescription Drugs, Supplies, and
Supplements")

Fertility Services exclusion(s)

1 Services to reverse voluntary, surgicaltdiiced
infertility

1 Semen and eggs (and Services related to their
procurement and storage)

1 Conception by artificial means, such as ovum
transplants, gamete intrafallopian transfer (GIFT),
semen and eggs (and Services related to their
procurement and storagén vitro fertilization (IVF),
and zygote intrafallopian transfer (ZIFT)

Health Education

We cover a variety of health education counseling,
programs, and materials that your personal Plan
Physician or other Plan Providers provide during a visit
coveredunder another part of thiSOC.

We also cover a variety of health education counseling,
programs, and materials to help you take an active role in
protecting and improving your health, including

programs for tobacco cessation, stress management, and
chrontc conditions (such as diabetes and asthma). Kaiser
Permanente also offers health education counseling,
programs, and materials that are not covered, and you
may be required to pay a fee.

For more information about our health education
counseling, programand materials, please contact a
Health Education Department or our Member Service
Contact Center, refer t6our Guidebookor go to our
website akp.org.

Note: Our Health Education Department offers a
comprehensive sethanagement workshop to help
membes learn the best choices in exercise, diet,
monitoring, and medications to manage and control
diabetes. Members may also choose to receive diabetes
selfmanagement training from a program outside our
Plan that is recognized by the American Diabetes
Associdion (ADA) and approved by Medicare. Also, our
Health Education Department offers education to teach
kidney care and help members make informed decisions
about their care.

Your Cost Share.You pay the following for these
covered Services:

1 Covered health education programs, which may
include programs provided online and counseling
over the phoneno charge

1 Other covered individual counseling when the office
visit is solely for health educationo charge

1 Health education provided during autpatient
consultation or evaluation covered in another part of
this EOC. no additional Cost Share beyond the
Cost Share required in that other part of thisEOC

1 Covered health education materiaise:charge

Hearing Services

We cover the following:

1 Hearingexamswith an audiologisto determine the
need for hearing correction:$20Copayment per
visit

1 Physician Specialist Visits to diagnose and treat
hearing problemsa $20Copayment per visit

Hearing aids
We cover the following Services relatednearing aids:

1 A $2,500Allowance for each ear toward the purchase
price of a hearing aid every 36 months when
prescribed by a Plan Physician or by a Plan Provider
who is an audiologist. We will cover hearing aids
(including, fitting, counseling, adjustmemieaning,
and inspectionfor both ears onlyf both aids are
required to provide significant improvement that is
not obtainable with only one hearing aid. We will not
provide the Allowancé we have provided an
Allowance toward (or otherwise coveredhearing
aid within the previous 36 months. Also, the
Allowance can only be used at the initial point of
sale.If you do not use all of your Allowance at the
initial point of sale, you cannot use it later

We select the provider or vendor that will furnible
covered hearing aid. Coverage is limited to the types and
models of hearing aids furnished by the provider or
vendor.

For the following Services related to "Hearing
Services," refer to these sections

1 Services related to the ear or hearing other thase
described in this sectipguch as outpatient care to
treat an ear infectioar outpatient prescription drugs,
supplies, and supplemerttefer to the applicable
heading in this "Benefits and Your Cost Share"
section)
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9 Cochlear implants and osseointaigd hearing
deviceg(refer to "Prosthetic and Orthotic Devices")

Hearing Services exclusion(s)

1 Internally implanted hearing aids

1 Replacement parts and batteries, repair of hearing
aids, and replacement of lost or broken hearing aids
(the manufacturer weanty may cover some of these)

Home Health Care

"Home health care" means Services provided in the
home by nurses, medical social workers, home health
aides, and physical, occupational, and speech therapists.
We cover partime or intermittent home healtlae in
accord with Medicare guidelines. Home health care
services are covered up to the number of visits and
length of time that are determined to be medically
necessary under the Member's home health treatment
plan and no more than the limits establishader

Medicare guidelines, only all of the following are true:

1 You are substantially confined to your home

9 Your condition requires the Services of a nurse,
physical therapist, or speech therapist or continued
need for an occupational therapist (homethegide
Services are not covered unless you are also getting
covered home health care from a nurse, physical
therapist, occupational therapist, or speech therapist
that only a licensed provider can provide)

1 A Plan Physician determines that it is feastble
maintain effective supervision and control of your
care in your home and that the Services can be safely
and effectively provided in your home

1 The Services are provided inside your Home Region
Service Area

Your Cost Share.We cover home health care Sess
atno charge

For the following Services related to "Home
Health Care," refer to these sections

1 Behavioral health treatment for pervasive
developmental disorder or autism (refer to
"Behavioral Health Treatment for Pervasive
Developmental Disorder orudism")

1 Dialysis care (refer to "Dialysis Care")

Durable medical equipment (refer to "Durable
Medical Equipment ("DME") for Home Use")

1 Ostomy, urological, and wound care supplies (refer to
"Ostomy, Urological, and Wound Care Supplies")

9 Outpatient drugssupplies, and supplements (refer to
"Qutpatient Prescription Drugs, Supplies, and
Supplements")

1 Outpatient physical, occupational, and speech therapy
visits (refer to "Outpatient Care")

1 Prosthetic and orthotic devices (refer to "Prosthetic
and Orthotidevices")
Home health care exclusion(s)

1 Care in the hom# the home is not a safe and
effective treatment setting

Hospice Care

Hospice care is a specialized form of interdisciplinary
health care designed to provide palliative care and to
alleviate the phsical, emotional, and spiritual

discomforts of a Member experiencing the last phases of
life due to a terminal illness. It also provides support to
the primary caregiver and the Member's family. A
Member who chooses hospice care is choosing to receive
palliative care for pain and other symptoms associated
with the terminal illness, but not to receive care to try to
cure the terminal illness. You may change your decision
to receive hospice care benefits at any time.

If you have Medicar®artA, you may receie care from
any Medicarecertified hospice program. You are eligible
for the hospice benefit when your doctor and the hospice
medical director have given you a terminal prognosis
certifying that you're terminally ill and have six months
or less to livaf your illness runs its normal course. Your
hospice doctor can be a Plan Provider or aiften
Provider. Covered Services include:

1 Drugs for symptom control and pain relief
9 Shortterm respite care
1 Home care

For hospice services and services that are coest by
Medicare Part A or B and are related to your

terminal prognosis: Original Medicare (rather than our
Plan) will pay for your hospice services and &artA
andPartB services related to your terminal condition.
While you are in the hospice prograyour hospice
provider will bill Original Medicare for the services that
Original Medicare pays for.

For services that are covered by Medicar®art A or

B and are not related to your terminal prognosis:

If you need nonemergency, ramgently needed
serviceghat are covered under Medic&artA or B and
that are not related to your terminal condition, your cost
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for these services depends on whether you use a Plan
Provider:

1 If you obtain the covered services from a Plan
Provider, you only pay the Plan Costese amount

1 If you obtain the covered services from a NBtan
Provider, you pay the cost sharing under-feee
Service Medicare (Original Medicare)

For services that are covered by our Plan but are not
covered by MedicarePart A or B: We will continue to
cover Plarcovered Services that are not covered under
PartA or B whether or not they are related to your
terminal condition. You pay your Plan Cost Share
amount for these Services.

For drugs that may be covered by our plan'art D
benefit: Drugs are neer covered by both hospice and
our plan at the same time. For more information, please
see "Whatif you're in a Medicareertified hospice” in

the "Outpatient Prescription Drugs, Supplies, and
Supplements" section.

Note:If you need nothospice care (catbat is not
related to your terminal prognosis), you should contact
us to arrange the services.

For more information about Original Medicare hospice
coverage, visihttps://www.medicare.gov and under
"Search Tools," choose "Find a Medicare Publication” to
view or download the publication "Medicare Hospice
Benefits." Or calll-800-MEDICARE (1-800-633

4227, 24 hours a day, seven days a week. TTY users
should call1-877-486-2048

Special note if you do not have Medicare Part A

We cover the hospice Services listed belowatharge
only if all of the following requirements are met:

1 You are not entitled to MedicaRartA (if you are
entitled to MedicardartA, see the "Special note
if you hawe MedicarePartA" for more information)

1 A Plan Physician has diagnosed you with a terminal
illness and determines that your life expectancy is 12
months or less

1 The Services are provided inside your Home Region
Service Area (or inside California bwithin 15 miles
or 30 minutes from your Home Region Service Area
if you live outside your Home Region Service Area,
and you have been a Senior Advantage Member
continuously since before January 1, 1999, at the
same home address)

1 The Services are provided ha licensed hospice
agency that is a Plan Provider

1 A Plan Physician determines that the Services are
necessary for the palliation and management of your
terminal iliness and related conditions

If all of the above requirements are met, we cover the
following hospice Serviced, necessary for your hospice
care:

1 Plan Physician Services

9 Skilled nursing care, including assessment,
evaluation, and case management of nursing needs,
treatment for pain and symptom control, provision of
emotional support to you anygur family, and
instruction to caregivers

1 Physical, occupational, and speech therapy for
purposes of symptom control or to enable you to
maintain activities of daily living

Respiratory therapy
Medical social services
Home health aide and homemaker sesic

= =4 =4 =

Palliative drugs prescribed for pain control and
symptom management of the terminal illness for up
to a 108day supply in accord with our drug

formulary guidelines. You must obtain these drugs
from a Plan Pharmacy. Certain drugs are limited to a
maximum30-day supply in any 3@ay period (please
call our Member Service Contact Center for the
current list of these drugs)

9 Durable medical equipment

1 Respite care when necessary to relieve your
caregivers. Respite care is occasional stesrh
inpatient careiinited to no more than five
consecutive days at a time

1 Counseling and bereavement services

9 Dietary counseling

We also cover the following hospice Services only
during periods of crisis when they are Medically
Necessary to achieve palliation or manageméatuote
medical symptoms:

9 Nursing care on a continuous basis for as much as 24
hours a day as necessary to maintain you at home

1 Shortterm inpatient care required at a level that
cannot be provided at home

Mental Health Services

We coverServices specified in this "Mental Health
Services" section only when the Services are for the
diagnosis or treatment of Mental Disorders. A "Mental
Disorder" is a mental health condition identified as a
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"mental disorder" in th®iagnostic and Statistical

Manual of MentaDisorders Fourth Edition, Text

Revision as amended in the most recently issued edition,
("DSM’) that results in clinically significant distress or
impairment of mental, emotional, or behavioral
functioning.We do not cover services foorditions that

the DSMidentifies as something other than a "mental
disorder." For example, tHeSMidentifies relational
problems as something other than a "mental disorder," so
we do not cover services (such as couples counseling or
family counseling) forelational problems.

"Mental Disorders" include the following conditions:
1 Severe Mental lliness of a person of any age

1 A Serious Emotional Disturbance of a Child Under
Age 18

In addition to the Services described in this Mental
Health Services sectionje also cover other Services
that are Medically Necessary to treat Severe Mental
lliness or a Serious Emotional Disturbance of a Child
Under Age 18if the Medical Group authorizes a written
referral (as described in "Medical Group authorization
procedurdor certain referrals” under "Getting a
Referral” in the "How to Obtain Services" section).

Outpatient mental health Services

We cover the following Services when provided by Plan
Physicians or other Plan Providers who are licensed
health care professiorsahcting within the scope of their
license:

1 Individual and group mental health evaluation and
treatment

91 Psychological testing when necessary to evaluate a
Mental Disorder

9 Outpatient Services for the purpose of monitoring
drug therapy

Intensive psychiatrictreatment programs. We cover
the following intensive psychiatric treatment programs at
a Plan Facility:

9 Partial hospitalization

1 Multidisciplinary treatment in an intensive outpatient
program

1 Psychiatric observation for an acute psychiatric crisis

Your Cost Share.You pay the following for these
covered Services:

1 Individual mental health evaluation and treatmant:
$20Copayment per visit

1 Group mental health treatment$10Copayment
per visit

9 Partial hospitalizatiomo charge

9 Other intensive psychiatric treatment programs:
no charge

Residential treatment

Inside your Home Region Service Area, we cover the
following Services when the Services are provided in a
licensed residential treatment facility that provides 24
hour individwalized mental health treatment, the Services
are generally and customarily provided by a mental
health residential treatment program in a licensed
residential treatment facility, and the Services are above
the level of custodial care:

1 Individual and groupnental health evaluation and
treatment

Medical services
Medication monitoring
Room and board

= =4 =4 =

Drugs prescribed by a Plan Provider as part of your
plan of care in the residential treatment facility in
accord with our drug formulary guidelindghey are
administered to you in the facility by medical
personnel (for discharge drugs prescribed when you
are released from the residential treatment facility,
please refer to "Outpatient Prescription Drugs,
Supplies, and Supplements” in this "Benefits and
Your CostShare" section)

1 Discharge planning

Your Cost Share.We cover residential mental health
treatment Services ab charge

Inpatient psychiatric hospitalization
We cover care for acute psychiatric conditions in a
Medicarecertified psychiatric hospital.

Your Cost Share.We cover inpatient psychiatric
hospital Services a $100Copayment per admission

For the following Services related to "Mental
Health Services," refer to these sections

9 Outpatient drugs, supplies, and supplements (refer to
"Qutpatient Presqution Drugs, Supplies, and
Supplements")

9 Outpatient laboratory (refer to "Outpatient Imaging,
Laboratory, and Special Procedures")

9 Telehealth Visits (refer to "Outpatient Care")
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Ostomy, Urological, and Wound Care
Supplies

We cover ostomy, urological, amebund care supplies
if the following requirements are met:

1 A Plan Physician has prescribed ostomy, urological,
and wound care supplies for your medical condition

1 The item has been approved for you through the
Plan's prior authorization process, as desdribhe
"Medical Group authorization procedure for certain
referrals” under "Getting a Referral" in the "How to
Obtain Services" section

1 The Services are provided inside your Home Region
Service Area

Coverage is limited to the standard item of equipment
thatadequately meets your medical needs. We decide

whether to rent or purchase the equipment, and we select

the vendor.

Your Cost Share You pay the following for covered
ostomy, urological, and wound care suppliescharge.

Ostomy, urological, and wound care supplies
exclusion(s)

1 Comfort, convenience, or luxury equipment or
features

Outpatient Imaging, Laboratory, and
Special Procedures

We cover the following Services at the Cost Share
indicated only when prescribed as part of care covered
under other hefings in this "Benefits and Your Cost
Share" section:

1 Certain outpatient imaging and laboratory Services
are Preventive Services. You can find more
information about the Preventive Services we cover
under "Preventive Services" in this "Benefits and
Your Ccst Share" section

9 All other CT scans, and all MRIs and PET scans:
no charge

1 All other imaging Services, such as diagnostic and
therapeutic Xrays, mammograms, and ultrasounds:

§ if the imaging Services are provided in an
outpatient or ambulatory surgecgnter or in a
hospital operating room, d@frthey are provided in
any setting and a licensed staff member monitors
your vital signs as you regain sensation after

receiving drugs to reduce sensation or to minimize

discomfort:a $35Copayment per procedure

§ if the imaging Services do not require a licensed
staff member to monitor your vital signs as
described aboveio charge

=

Nuclear medicineno charge

Routine preventive retinal photography screenings:
no charge

Routine laboratory tests to monitor the effeehess
of dialysis:no charge

=

All other laboratory tests (including tests for specific
genetic disorders for which genetic counseling is
available):no charge

=

All other diagnostic procedures provided by Plan
Providers who are not physicians (such as EE@$
EEGs):

§ if the diagnostic procedures are provided in an
outpatient or ambulatory surgery center or in a
hospital operating room, d@rthey are provided in
any setting and a licensed staff member monitors
your vital signs as you regain sensation after
receiving drugs to reduce sensation or to minimize
discomfort:a $35Copayment per procedure

§ if the diagnostic procedures do not require a
licensed staff member to monitor your vital signs
as described aboveo charge

1 Radiation therapyno charge
1 Ultraviolet light treatmentsno charge

For the following Services related to "Outpatient
Imaging, Laboratory, and Special Procedures,"
refer to these sections

1 Services related to diagnosis and treatment of
infertility (refer to "Fertility Services")

Outpatient Prescription Drugs, Supplies,
and Supplements

We cover outpatient drugs, supplies, and supplements
specified in this "Outpatient Prescription Drugs,
Supplies, and Supplements" section when prescribed as
follows:

9 Items prescribed by Plan Providers, within stepe
of their licensure and practice, and in accord with our
drug formulary guidelines

9 Items prescribed by the following NeRlan
Providers unless a Plan Physician determines that the
item is not Medically Necessary or the drug is for a
sexual dysfunctio disorder:

§ dentistsf the drug is for dental care

§ Non-Plan Physiciang the Medical Group
authorizes a written referral to the NéHan
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Physician (in accord with "Medical Group
authorization procedure for certain referrals" under
"Getting a Referral" ithe "How to Obtain

Services" section) and the drug, supply, or
supplement is covered as part of that referral

§ Non-Plan Physiciang the prescription was
obtained as part of covered Emergency Services,
PostStabilization Care, or Owdf-Area Urgent
Care escribed in the "Emergency Services and
Urgent Care" sectiofif you fill the prescription at
a Plan Pharmacy, you may have to pay Charges
for the item and file a claim for reimbursement as
described in the "Requests for Payment" section)

1 The item meets threquirements of our applicable
drug formulary guidelines (our MedicaPartD

formulary or our formulary applicable to neRartD
items)

1 You obtain the item at a Plan Pharmacy or through
our maitorder service, except as otherwise described
under "Certai items from NoaPlan Pharmacies" in
this "Outpatient Prescription Drugs, Supplies, and
Supplements” section. Please refer tokaiser
Permanente Pharmacy Directofgr the locations of
Plan Pharmacies in your area. Plan Pharmacies can
change without nate andif a pharmacy is no longer
a Plan Pharmacy, you must obtain covered items from
another Plan Pharmacy, except as otherwise described
under "Certain items from Neflan Pharmacies" in
this "Outpatient Prescription Drugs, Supplies, and
Supplements" sgion

9 Your prescriber must either accept Medicare or file
documentation with the Centers for Medicare &
Medicaid Services showing that he or she is qualified
to write prescriptions, or youwrartD claim will be
denied. You should ask your prescribers tagttime
you call or visitif they meet this conditionf not,
please be aware it takes time for your prescriber to
submit the necessary paperwork to be processed

In addition to our plan'BartD and medical benefits
coverageif you have MedicarPartA, your drugs may

be covered by Original Medicaiyou are in Medicare
hospice. For more information, please see "Vhgbu're

in a Medicarecertified hospice" in this "Outpatient
Prescription Drugs, Supplies, and Supplements"” section.

Obtaining refills by mail

Most refills are available through our mailder service,
but there are some restrictions. A Plan Pharmacy, our
Kaiser Permanente Pharmacy Directpor our website
atkp.org/refill can give you more information about
obtaining refills through oumail-order service. Please
check with your local Plan Pharmaifyou have a
guestion about whether your prescription can be mailed.

Items available through our maitder service are
subject to change at any time without notice.

Certain items from Noni Plan Pharmacies

Generally, we cover drugs filled at a Nétan

Pharmacy only when you are not able to use a Plan
Pharmacylf you cannot use a Plan Pharmacy, here are
the circumstances when we would cover prescriptions
filled at a NorPlan Pharmacy.

1 The drug is related to covered Emergency Services,
PostStabilization Care, or Owdf-Area Urgent Care
described in the "Emergency Services and Urgent
Care" section. Note: Prescription drugs prescribed
and provided outside of the United States and its
territories as part of covered Emergency Services or
Urgent Care are covered up to ad®y supply in a
30-day period. These drugs are covered under your
medical benefits, and are not covered under Medicare
PartD. Therefore, payments for these drugs do not
count toward reaching thieartD Catastrophic
Coverage Stage

I For MedicarePartD covered drugs, the following are
additional situations whenRartD drug may be
covered:

§ if you are traveling outside our Service Area, but
in the United States and its terris, and you
become ill or run out of your cover&irtD
prescription drugs. We will cover prescriptions
that are filled at a Ne#Plan Pharmacy according
to our Medicard?artD formulary guidelines

§ if you are unable to obtain a covered drug in a
timely manner inside our Service Area because
there is no Plan Pharmacy within a reasonable
driving distance that provides ¥ur service. We
may not cover your prescriptioha reasonable
person could have purchased the drug at a Plan
Pharmacy during normal bugss hours

§ if you are trying to fill a prescription for a drug
that is not regularly stocked at an accessible Plan
Pharmacy or available through our maitler
pharmacy (including higieost drugs)

§ if you are not able to get your prescriptions from a
PlanPharmacy during a disaster

In these situations, please check first with our

Member Service Contact Center to se# there is a

Plan Pharmacy nearby.You may be required to pay the
difference between what you pay for the drug at the
Non-Plan Pharmacgnd tke cost that we would cover at
Plan Pharmacy

Payment and reimbursementlf you go to a NoAPlan
Pharmacy for the reasons listed, you may have to pay the
full cost (rather than paying just your Copayment or
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

Coinsurance) when you fill your prescription. Ymay

ask us to reimburse you for our share of the cost by
submitting a request for reimbursement as described in
the "Requests for Payment" sectitinwe pay for the
drugs you obtained from a NelRlan Pharmacy, you may
still pay more for your drugs than whyou would have
paidif you had gone to a Plan Pharmacy because you
may be responsible for paying the difference between
Plan Pharmacy Charges and the price that the-Rlan
Pharmacy charged you.

What if you're in a Medicare-certified hospice

If you hawe MedicarePartA, drugs are never covered by
both hospice and our plan at the same tifngou are
enrolled in Medicare hospice and require an-aatisea,
laxative, pain medication, or antianxiety drug that is not
covered by your hospice because itrisalated to your
terminal illness and related conditions, our plan must
receive notification from either the prescriber or your
hospice provider that the drug is unrelated before our
plan can cover the drug. To prevent delays in receiving
any unrelated digs that should be covered by our plan,
you can ask your hospice provider or prescriber to make
sure we have the notification that the drug is unrelated
before you ask a pharmacy to fill your prescription.

In the event you either revoke your hospice etectr

are discharged from hospice, our plan should cover all
your drugs. To prevent any delays at a pharmacy when
your Medicare hospice benefit ends, you should bring
documentation to the pharmacy to verify your revocation
or discharge. For more informati@bout Medicare

PartD coverage and what you pay, please see "Medicare
PartD drugs" in this "Outpatient Prescription Drugs,
Supplies, and Supplements" section.

Medicare Part D drugs

MedicarePartD covers most outpatient prescription
drugsif they are sl in the United States and approved
for sale by the federal Food and Drug Administration.
Our PartD formulary includes all drugs that can be
covered under MedicafeartD according to Medicare
requirements. Please refer to "MedicReetD drug
formulary (Kaiser Permanente 2019 Comprehensive
Formulary)' in this "Outpatient Prescription Drugs,
Supplies, and Supplements" section for more information
about this formulary.

Cost Share for MedicarePart D drugs. Unless you
reach the Catastroph@overage Stage in a calendar
year, you will pay the following Cost Share for covered
MedicarePartD drugs:

1 Generic drugs:

§ a $5Copaymentfor up to a 3eday supplya
$10Copaymentfor a 3% to 60-day supply, oa

$15Copaymentfor a 61 to 100day supplyat a
Plan Pharmacy

§ a $5Copaymentfor up to a 3eday supply oa
$10Copaymentfor a 31 to 100day supply
through our matbrder service

1 Brandname drugs:

§ a $15Copaymentfor up to a 3eday supplya
$30Copaymentfor a 3% to 60-day supply, oa
$45Copayment for a 61 to 100day supplhat a
Plan Pharmacy

§ a $15Copaymentfor up to a 3eday supply oa
$30Copaymentfor a 31 to 100day supply
through our maibrder service

1 Specialty drugs20 percent Coinsurance (not to
exceed $100) for up to a 108ay supply.
Availability for mail order varies by item. Talk to
your local pharmacy

9 InjectablePartD vaccinesno charge
Emergency contraceptive pillso charge

9 The following insuliradministration devices at
$5 Copaymentfor up to a 3@day supply: needles
syringes, alcohol swabs, and gauze

Catastrophic Coverage StageAll Medicare

prescription drug plans include catastrophic coverage for
people with high drug costs. In order to qualify for
catastrophic coverage, you must sp86dL00out-of-

pocket durin2019. When the total amount you have

paid for your Cost Share react®s10Q you will pay

the following for the remainder of 2019:

1 a $3Copaymentper prescription for insulin
administration devices and generic drugs

1 a $10Copaymentper prescription for brandame
drugs

1 a $13Copayment per prescriptionfor specialty
drugs

1 InjectablePartD vaccinesno charge
1 Emergency contraceptive pillso charge

Note: Each year, effective on January 1, the Centers for
Medicare & Medicaid Servicaway change coverage
thresholds and catastrophic coverage Copayments that
apply for the calendar year. We will notify you in
advance of any change to your coverage.

These paymentsare included in your out-of-pocket
costs.When you add up your owtf-pocketcosts, you
can include the payments listed below (as long as they
are forPartD covered drugs and you followed the rules

Kaiser Permanente Senior Advantage (HMM@h PartD for San Franciscblealth Service System Fund

Effective: 1/1/1912/31/19

Page39



for drug coverage that are explained in this "Outpatient
Prescription Drugs, Supplies, and Supplements” section):

1 The amount you pafpr drugs when you are in the
Initial Coverage Stage

1 Any payments you made during this calendar year as
a member of a different Medicare prescription drug
plan before you joined our Plan

It matters who pays:

1 If you make these payments yourself, they are
included in your oubf-pocket costs

1 These payments are also includiethey are made on
your behalf by certain other individuals or
organizations. This includes payments for your drugs
made by a friend or relative, by most charities, by
AIDS drug assistarcprograms, or by the Indian
Health Service. Payments made by Medicare's Extra
Help Program are also included

These payments areot included in your out-of-
pocket costsWhen you add up your owaif-pocket costs,
you are not allowed to include any of thégges of
payments for prescription drugs:

1 The amount you contributd,any, toward your
group's Premium

1 Drugs you buy outside the United States and its
territories

9 Drugs that are not covered by our Plan

Drugs you get at an owtf-network pharmacy that do
not meet our Plan's requirements for-offhetwork
coverage

1 Prescription drugs covered BartA or PartB

1 Payments you make toward prescription drugs not
normally covered in a Medicare prescription drug
plan

1 Payments for your drugs that are made or &ahlly
group health plans, including employer health plans

1 Payments for your drugs that are made by certain
insurance plans and governmémbded health
programs such as TRICARE and Veterans Affairs

1 Payments for your drugs made by a thpatty with a
legalobligation to pay for prescription costs (for
example, Workers' Compensation)

Reminderif any other organization such as the ones
described above pays part or all of your-ofipocket
costs forPartD drugs, you are required to tell our Plan.
Call our Member Service Contact Center to let us know
(phone numbers are on the cover of BGC).

Keeping track of MedicarePart D drugs. ThePart D
Explanation of Benefitis a document you will get for

each month you use yoBartD prescription drug
coverage. Th€art D Explanation of Benefitwill tell

you the total amount you, or others on your behalf, have
spent on your prescription drugs and the total amount we
have paid for your prescription drugs.Part D

Explanation of Benés is also available upon request

from our Member Service Contact Center.

Medicare's "Extra Help" Program

Medicare provides "Extra Help" to pay prescription drug
costs for people who have limited income and resources.
Resources include your savings armetks, but not your
home or carlf you qualify, you get help paying for any
Medicare drug plan's monthly premium, and prescription
Copayments. This "Extra Help" also counts toward your
out-of-pocket costs.

People with limited income and resources may @yali
for "Extra Help." Some people automatically qualify for
"Extra Help" and don't need to apply. Medicare mails a
letter to people who automatically qualify for "Extra
Help."

You may be able to get "Extra Help" to pay for your
prescription drug premiums drtosts. To sei you
qualify for getting "Extra Help," call:

1 1-800MEDICARE (1-800-6334227 (TTY users
call 1-877-486-2048, 24 hours a day, seven days a
week;

9 The Social Security Office 4800-7721213(TTY
users calll-800-325-0778, 7 a.m. to 7 p.m Monday
through Fridayapplications); or

1 Your state Medicaid officéapplications) See the
"Important Phone Numbers and Resources" section
for contact information

If you believe you have qualified for Extra Help and you
believe that you are paying arcorrect Cost Share
amount when you get your prescription at a Plan
Pharmacy, our plan has established a process that allows
you either to request assistance in obtaining evidence of
your proper Cost Share level, dryou already have the
evidence, to pvide this evidence to uK.you aren't

sure what evidence to provide us, please contact a Plan
Pharmacy or our Member Service Contact Center. The
evidence is often a letter from either your state Medicaid
or Social Security office that confirms you apealified

for Extra Help. The evidence may also be sisseied
documentation with your eligibility information
associated with Home and CommurBgsed Services.
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

You or your appointed representative may need to
provide the evidence to a Plan Pharmacy witemining
coveredPartD prescriptions so that we may charge you
the appropriate Cost Share amount until the Centers for
Medicare & Medicaid Services updates its records to
reflect your current status. Once the Centers for
Medicare & Medicaid Services updates its records, you
will no longer need to present the evidence to the Plan
Pharmacy. Please provide your evidence in one of the
following ways so we can forward it to the Centers for
Medicare & Medicaid Services for updating:

1 Write to Kaiser Permanente at:
California Service Qater
Attn: Best Available Evidence
P.O. Box 232407
San Diego, CA 92192407

M Faxittol-8775288579

i Take it to a Plan Pharmacy or your local Member
Services office at a Plan Facility

When we receive the evidence showing your Cost Share
level, we will updée our system so that you can pay the
correct Cost Share when you get your next prescription
at our Plan Pharmacif. you overpay your Cost Share,

we will reimburse you. Either we will forward a check to
you in the amount of your overpayment or we willseff
future Cost Shardf our Plan Pharmacy hasn't collected

a Cost Share from you and is carrying your Cost Share as
a debt owed by you, we may make the payment directly
to our Plan Pharmacif a state paid on your behalf, we
may make payment directly the state. Please call our
Member Service Contact Ceniéyou have questions.

If you qualify for "Extra Help," we will send you an
Evidence of Coverage Rider for People Who Get Extra
Help Paying for Prescription Drug&lso known as the
Low Income Subgy Rideror theLIS Ride}, that

explains your costs as a Member of our plathe

amount of your "Extra Help" changes during the year, we
will also mail you an updatelvidence of Coverage

Rider for People Who Get Extra Help Paying for
Prescription Drug.

Medicare Part D drug formulary (Kaiser
Permanente 2019 Comprehensive Formulary)

Our MedicarePartD formulary is a list of covered drugs
selected by our plan in consultation with a team of health
care providers that represents the drug therapies believe
to be a necessary part of a quality treatment program.
Our formulary must meet requirements set by Medicare
and is approved by Medicare. Our formulary includes all
drugs that can be covered under MedidzaetD

according to Medicare requirements. Faoanplete,
current listing of the Medicar@artD prescription drugs

we cover, please visit our website at
kp.org/seniormedrx or call our Member Service
Contact Center.

The presence of a drug on our formulary does not
necessarily mean that your Plan Phyaicwill prescribe

it for a particular medical condition. Our drug formulary
guidelines allow you to obtain MedicalartD

prescription drugf a Plan Physician determines that
they are Medically Necessary for your condititfnyou
disagree with your PtaPhysician's determination, refer

to "Your PartD Prescription Drugs: How to Ask for a
Coverage Decision or Make an Appeal" in the "Coverage
Decisions, Appeals, and Complaints" section.

About specialty drugs.Specialty drugs are higtost

drugs that are on our specialty drug listyour Plan
Physician prescribes more than add/ supply for an
outpatient drug, you may be able to obtain more than a
30-day supply at one time, up to the day supply limit for
that drug. However, most specialty drugs are limited to a
30-day supply in any 3@ay period. Your Plan

Pharmacy can tell yoifi a drug you take is one of these
drugs.

Preferred generic and generic drugs listed in the
formulary will be subject to the genedecug Copayment

or Coinsurance listed under "Copayment and
Coinsurance for MedicarfeartD drugs" in this

"Outpatient Prescription Drugs, Supplies, and
Supplements" section. Preferred and nonpreferred brand
name drugs listed in the formulary will be sulbjecthe
brandname Copayment or Coinsurance listed under
"Copayment and Coinsurance for MedicBeatD

drugs" in this "Outpatient Prescription Drugs, Supplies,
and Supplements" section. Please note that sometimes a
drug may appear more than once onlaiser

Permanente 2019 Comprehensive Formuldtyis is
because different restrictions or cgbiaring may apply
based on factors such as the strength, amount, or form of
the drug prescribed by your health care provider (for
instance, 10 mg versus 100 mggegoer day versus two

per day; tablet versus liquid).

You can get updated information about the drugs our
plan covers by visiting our website at
kp.org/seniormedrx. You may also call our Member
Service Contact Center to find dtityour drug is on the
formulary or to request an updated copy of our
formulary.

We may make certain changes to our formulary during
the year. Changes in the formulary may affect which
drugs are covered and how much you will pay when

Kaiser Permanente Senior Advantage (HMM@h PartD for San Franciscblealth Service System Fund

Effective: 1/1/1912/31/19

Paged41



filling your prescription. The kinds of fornfary changes
we may make include:

1 Adding or removing drugs from the formulary

1 Adding prior authorizations or other restrictions on a
drug

If we remove drugs from the formulary or add prior
authorizations or restrictions on a drug, and you are
taking the dug affected by the change, you will be
permitted to continue receiving that drug at the same
level of Cost Share for the remainder of the calendar
year. Howeverif a brandname drug is replaced with a
new generic drug, or our formulary is changed as altres
of new information on a drug's safety or effectiveness,
you may be affected by this change. We will notify you
of the change at least 60 days before the date that the
change becomes effective or provide you with al&g
supply at the Plan Pharmacy.igwill give you an
opportunity to work with your physician to switch to a
different drug that we cover or request an excepfibra
drug is removed from our formulary because the drug
has been recalled, we will not give 60 days' notice before
removing he drug from the formulary. Instead, we will
remove the drug immediately and notify members taking
the drug about the change as soon as possible.)

If your drug isn't listed on your copy of our formulary,

you should first check the formulary on our website,
which we update when there is a change. In addition, you
may call our Member Service Contact Center to be sure
it isn't coveredIlf Member Services confirms that we

don't cover your drug, you have two options:

1 You may ask your Plan Physici&gnyou can swich to
another drug that is covered by us

9 You or your Plan Physician may ask us to make an
exception (a type of coverage determination) to cover
your MedicarePartD drug. See the "Coverage
Decisions, Complaints, and Appeals" section for
more informatioron how to request an exception

Transition policy. If you recently joined our plan, you
may be able to get a temporary supply of a Medicare
PartD drug you were previously taking that may not be
on our formulary or has other restrictions, during the first
90 days of your membership. Current members may also
be affected by changes in our formulary from one year to
the next. Members should talk to their Plan Physicians to
decideif they should switch to a different drug that we
cover or request BartD formulary exception in order to
get coverage for the drug. Please refer to our formulary
or our websitekp.org/seniormedrx, for more

information about ouPartD transition coverage.

Medicare Part D exclusions (noiiPart D drugs). By

law, certain types of drugae not covered by Medicare
PartD. If a drug is not covered by MedicaPartD, any
amounts you pay for that drug will not count toward
reaching the Catastrophic Coverage Stage. A Medicare
Prescription Drug Plan can't cover a drug under
MedicarePartD in the following situations:

1 The drug would be covered under MedicReatA or
PartB

1 Drug purchased outside the United States and its
territories

1 Off-label uses (meaning for uses other than those
indicated on a drug's label as approved by the federal
Foodand Drug Administration) of a prescription
drug, except in cases where the use is supported by
certain reference books. Congress specifically listed
the reference books that list whether thelalfel use
would be permitted. (These reference books are the
American Hospital Formulary Service Drug
Information, the DRUGDEX Information System,
and the USPDI or its successor; and, for cancer, the
National Comprehensive Cancer Network and
Clinical Pharmacology or their successotsthe use
is not supported bgne of these reference books,
known as compendia, then the drug is considered a
non-PartD drug and cannot be covered under
MedicarePartD coverage

In addition, by law, certain types of drugs or categories
of drugs are not covered under MedicBegtD. These
drugs include:

1 Nonprescription drugs (also called oibe-counter
drugs)

9 Drugs when used to promote fertility

1 Drugs when used for the relief of cough or cold
symptoms

9 Drugs when used for cosmetic purposes or to promote
hair growth

9 Prescription vitarms and mineral products, except
prenatal vitamins and fluoride preparations

1 Drugs when used for the treatment of sexual or
erectile dysfunction, such as Via§raCialis®,
Levitra®, and Caverjeét

91 Drugs when used for treatment of anorexia, weight
loss, orweight gain

9 Outpatient drugs for which the manufacturer seeks to
require that associated tests or monitoring services be
purchased exclusively from the manufacturer as a
condition of sale
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

Note: In addition to the coverage provided under this
MedicarePartD plan, you also have coverage for aon
PartD drugs described under "Home infusion therapy,"
"Outpatient drugs covered by MedicdartB," "Certain
intravenous drugs, supplies, and supplements," and

"Qutpatient drugs, supplies, and supplements not covered

by Medicare" in this "Outpatient Prescription Drugs,
Supplies, and Supplements" sectilfra drug is not
covered under MedicafartD, please refer to those
headings for information about your rdartD drug
coverage.

Other prescription drug coverage If you have

additional health care or drug coverage from another
plan, you must provide that information to our plan. The
information you provide helps us calculate how much
you and others have paid for your prescription drugs. In
addition,if you lose oigain additional health care or
prescription drug coverage, please call our Member
Service Contact Center to update your membership
records.

Home infusion therapy

We cover home infusion supplies and drugsatharge
if all of the following are true:

1 Your prescription drug is on our MedicaPartD
formulary

1 We approved your prescription drug for home
infusion therapy

9 Your prescription is written by a network provider
and filled at a network horA@fusion pharmacy

Outpatient drugs covered by Medicare Part B

In addition to Medicar@artD drugs, we also cover the
limited number of outpatient prescription drugs that are
covered by MedicarPartB. The following are the types
of drugs that MedicarBartB covers:

1 Drugs that usually aren't sedfiministerd by the
patient and are injected or infused while you are
getting physician, hospital outpatient, or ambulatory
surgical center services

9 Drugs you take using durable medical equipment
(such as nebulizers) that were prescribed by a Plan
Physician

1 Clotting factors you give yourself by injectiahyou
have hemophilia

1 Immunosuppressive drugé,Medicare paid for the

transplant (or a group plan was required to pay before

Medicare paid for it)

1 Injectable osteoporosis drugsyou are homebound,
have a bone #cture that a doctor certifies was related

to postmenopausal osteoporosis, and cannot self
administer the drug

1 Antigens

=

Certain oral anticancer drugs and antinausea drugs

=

Certain drugs for home dialysis, including heparin,
the antidote for heparin when HKieally Necessary,
topical anesthetics, and erythropoiestisnulating
agents (such as EpodénProcritl, Epoetin Alfa,
AranesfN, or Darbepoetin Alfa)

9 Intravenous Immune Globulin for the home treatment
of primary immune deficiency diseases

Your Cost Sharefor Medicare Part B drugs. You pay
the following for Medicard>artB drugs:

1 Generic drugs:

§ a $5Copaymentfor up to a 3eday supplya
$10Copaymentfor a 3% to 60-day supply, oa
$15Copaymentfor a 61 to 100day supplhat a
Plan Pharmacy

§ a $5Copaymert for up to a 3éday supply oa
$10Copaymentfor a 3% to 100day supply
through our maibrder service

1 Brandname drugs, specialty drugs, and compounded
products:

§ a $15Copaymentfor up to a 3eday supplya
$30Copaymentfor a 31 to 60-day supply, oa
$45Copaymentfor a 61 to 100day supplhat a
Plan Pharmacy

§ a $15Copaymentfor up to a 3eday supply ol
$30Copaymentfor a 31 to 100day supply
through our maibrder service

Certain intravenous drugs, supplies, and
supplements

We cover certain $ieadministered intravenous drugs,
fluids, additives, and nutrients that require specific types
of parenterainfusion (such as an intravenous or
intraspinatinfusion) atno chargefor up to a 3eday

supply. In addition, we cover the supplies and equipment
required for the administration of these drugs at

no charge.

Outpatient drugs, supplies, and supplements
not covered by Medicare

If a drug, supply, or supplement is not covered by
MedicarePartB or D, we cover the following additional
items in accord vih our norPartD drug formulary:

1 Drugs for which a prescription is required by law that
are not covered by MedicaRartB or D. We also
cover certain drugs that do not require a prescription
by lawif they are listed on our drug formulary
applicable tmon-PartD items
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1 Diaphragms, cervical caps, contraceptive rings, and
contraceptive patches

1 Disposable needles and syringes needed for injecting
covered drugs, pen delivery devices, and visual aids
required to ensure proper dosage (except eyewear),
that arenot covered by MedicarartB or D

1 Inhaler spacers needed to inhale covered drugs

1 Ketone test strips and sugar or acetone test tablets or
tapes for diabetes urine testing

1 Continuity nonPartD drugs:If thisEOCis amended
to exclude amon-PartD drug that we have been
covering and providing to you under tlOC, we
will continue to provide th@on-PartD drugif a
prescription is required by law and a Plan Physician
continues to prescribe the drug for the same condition
and for a use approved by tfegleral Food and Drug
Administration(FDA)

1 FDA-approved medications for tobacco cessation,
including overthe-counter medications when
prescribed by a Plan Physician

Your Cost Share for other outpatient drugs, supplies,
and supplementsYour Cost Share fathese items is as
follows:

1 Generic items (that are not described elsewhere in
thisEOC) at a Plan Pharmacy: $5Copaymentfor
up to a 36day supplya $10Copaymentfor a 3% to
60-day supply, om $15Copaymentfor a 6% to 106
day supply

1 Generic itemgthat are not described elsewhere in
thisEOC) through our maibrder servicea
$5 Copaymentfor up to a 3eday supply oa
$10Copaymentfor a 31 to 100day supply

1 Brandname items, specialty drugs, and compounded
products (that are not described elserehin this
EOQ) at a Plan Pharmacg: $15Copaymentfor up
to a 30day supplya $30Copaymentfor a 3% to 60
day supply, oa $45Copaymentfor a 6% to 100day
supply

1 Brandnameitems, specialty drugs, and compounded
products (that are not describedeahere in this
EOQ) through our maibrder servicea
$15Copaymentfor up to a 3eday supply oa
$30Copaymentfor a 31 to 100day supply

1 Drugs prescribed for the treatment of sexual
dysfunction disorder25 percent Coinsurancefor
up to a 10eday suply

1 Amino acid-modified products used to treat
congenital errors of amino acid metabolism (such as
phenylketonuria) and elemental dietary enteral

formula when used as a primary therapy for regional
enteritis:no chargefor up to a 3@day supply

1 Continuitydrugs:

§ generic continuity drug€g0% Coinsurance (not
to exceed $50) for up to a 16day supply

§ brandname continuity drug$0% Coinsurance
(not to exceed $100) for up to a 166ay supply

1 Diabetes urindesting suppliesno chargefor up to a
100-day supply

1 Tobacco cessation drugso charge. For overthe-
counter medications, we cover up to two 1y
supplies per calendar year

Noni Part D drug formulary. The norPartD drug
formulary includes a list of drugs that our Pharmacy and
Therapeutics Committee has approved for our Members.
Our Pharmacy and Therapeutics Committee, which is
primarily composed of Plan Physicians, selects drugs for
the drug formulary based on a number of factors,
including safety and effectiveness as deterghiinem a
review of medical literature. The Pharmacy and
Therapeutics Committee meets at least quarterly to
consider additions and deletions based on new
information or drugs that become available. To find out
which drugs are on the formulary for your plaiease

visit our website akp.org/formulary . If you would like

to request a copy of the ndpartD drug formulary for

your plan, please call our Member Service Contact
Center. Note: The presence of a drug on the drug
formulary does not necessarily meaattyour Plan
Physician will prescribe it for a particular medical
condition.

Drug formulary guidelines allow you to obtain
nonformulary prescription drugs (those not listed on our
drug formulary for your conditionj they would

otherwise be covered andP#an Physician determines
that they are Medically Necessalyyou disagree with
your Plan Physician's determination that a nonformulary
prescription drug is not Medically Necessary, you may
file an appeal as described in the "Coverage Decisions,
Appeals and Complaints” section. Also, our rétartD
formulary guidelines may require you to participate in a
behavioral intervention program approved by the
Medical Group for specific conditions and you may be
required to pay for the program.

About specialty drugs. Specialty drugs are higtost

drugs that are on our specialty drug lityour Plan
Physician prescribes more than ad#/ supply for an
outpatient drug, you may be able to obtain more than a
30-day supply at one time, up to the day supply liioit

that drug. However, most specialty drugs are limited to a
30-day supply in any 3@ay period. Your Plan
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Pharmacy can tell yoifi a drug you take is one of these
drugs.

Drug utilization review

We conduct drug utilization reviews to make sure that
you ae getting safe and appropriate care. These reviews
are especially importaiift you have more than one

doctor who prescribes your medications. We conduct
drug utilization reviews each time you fill a prescription
and on a regular basis by reviewing our résoDuring
these reviews, we look for medication problems such as:

1 Possible medication errors

1 Duplicate drugs that are unnecessary because you are
taking another drug to treat the same medical
condition

1 Drugs that are inappropriate because of your age or
gender

91 Possible harmful interactions between drugs you are
taking

91 Drug allergies
Drug dosage errors

If we identify a medication problem during our drug
utilization review, we will work with your doctor to
correct the problem.

Medication therapy management program

We offer a medication therapy management program at
no additional cost to Members who have multiple
medical conditions, who are taking many prescription
drugs, and who have high drug costs. This program was
developed for us by a team of pharmacistd doctors.

We use this medication therapy management program to
help us provide better care for our members. For
example, this program helps us make sure that you are
using appropriate drugs to treat your medical conditions
and help us identify possibleedication errors.

If you are selected to join a medication therapy
management program, we will send you information
about the specific program, including information about
how to access the program.

ID card at Plan Pharmacies

You must present your KaisBermanente ID card when
obtaining covered items from Plan Pharmacies, including
those that are not owned and operated by Kaiser
Permanentdf you do not have your ID card, the Plan
Pharmacy may require you to pay Charges for your
covered items, and youilWhave to file a claim for
reimbursement as described in the "Requests for
Payment" section.

Notes:

1 If Charges for a covered item are less than the
Copayment, you will pay the lesser amount

1 Durable medical equipment used to administer drugs,
such as diadtes insulin pumps (and their supplies)
and diabetes bloetksting equipment (and their
supplies) are not covered under this "Outpatient
Prescription Drugs, Supplies, and Supplements"
section (instead, refer to "Durable Medical Equipment
("DME") for Home Use" in this "Benefits and Your
Cost Share" section)

Except for vaccines covered by Medic&artD,

drugs administered to you in a Plan Medical Office or
during home visits are not covered under this
"Qutpatient Prescription Drugs, Supplies, and
Supplemerd" section (instead, refer to "Outpatient
Care" in this "Benefits and Your Cost Share" section)

9 Drugs covered during a covered stay in a Plan
Hospital or Skilled Nursing Facility are not covered
under this "Outpatient Prescription Drugs, Supplies,
and Supfements" section (instead, refer to "Hospital
Inpatient Care" and "Skilled Nursing Facility Care" in
this "Benefits and Your Cost Share" section)

Outpatient prescription drugs, supplies, and
supplements limitations

Day supply limit. Plan Physicians determe the amount

of a drug or other item that is Medically Necessary for a
particular day supply for you. Upon payment of the Cost
Share specified in this "Outpatient Prescription Drugs,
Supplies, and Supplements" section, you will receive the
supply prescribd up to a 10@ay supply in a 100day
period. However, the Plan Pharmacy may reduce the day
supply dispensed to a @&y supply in any 3@ay

period at the Cost Share listed in this "Outpatient
Prescription Drugs, Supplies, and Supplements"” section
if the Plan Pharmacy determines that the drug is in
limited supply in the market or a fay supply in any
31-day periodf the item is dispensed by a long term care
facility's pharmacy. Plan Pharmacies may also limit the
guantity dispensed as described undeiliddtion
management.If you wish to receive more than the
covered day supply limit, then the additional amount is
not covered and you must pay Charges for any
prescribed quantities that exceed the day supply limit.
The amount you pay for noncovered dsutpes not

count toward reaching the Catastrophic Coverage Stage.
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Utilization management.For certain items, we have
additional coverage requirements and limits that help
promote effective drug use and help us control drug plan
costs. Examples of theseliziition management tools

are:

1 Quantity limits: The Plan Pharmacy may reduce the
day supply dispensed at the Cost Share specified in
this "Outpatient Drugs, Supplies, and Supplements"
section to a 3@ay supply or less in any 3fay
period for specific drgs. Your Plan Pharmacy can
tell youif a drug you take is one of these drugs. In
addition, we cover episodic drugs prescribed for the
treatment of sexual dysfunction up to a maximum of
8 doses in any 36@ay period, up to 16 doses in any
60-day period, or pto 27 doses in any 1@ty
period. Also, when there is a shortage of a drug in the
marketplace and the amount of available supplies, we
may reduce the quantity of the drug dispensed
accordingly and charge one cost share

1 Generic substitution: When theres a generic
version of a branshame drug available, Plan
Pharmacies will automatically give you the generic
version, unless your Plan Physician has specifically
requested a formulary exception because it is
Medically Necessary for you to receive the brand
name drug instead of the formulary alternative

Outpatient prescription drugs, supplies, and
supplements exclusions

1 Any requested packaging (such as dose packaging)
other than the dispensing pharmacy's standard
packaging

1 Compounded products unless #wive ingredient in
the compounded product is listed on one of our drug
formularies

1 Drugs prescribed to shorten the duration of the
common cold

Preventive Services

We cover a variety of Preventive Services in accord with
Medicare guidelines. The list of&entive Services is
subject to change by the Centers for Medicare &

Medicaid Services. These Preventive Services are subject
to all coverage requirements described in this "Benefits
and Your Cost Share" section and all provisions in the
"Exclusions, Limtations, Coordination of Benefits, and
Reductions" sectionf you have questions about
Preventive Services, please call our Member Service
Contact Center.

Note: If you receive any other covered Services that are
not Preventive Services during or subsedqtem visit

that includes Preventive Services on the list, you will pay
the applicable Cost Share for those other Services. For
examplejf laboratory tests or imaging Services ordered
during a preventive office visit are not Preventive
Services, you wilpay the applicable Cost Share for

those Services.

Your Cost Share.You pay the following for covered
Preventive Services:

91 Abdominal aortic aneurysm screening prescribed
during the ondime "Welcome to Medicare"
preventive visitno charge

1 Annual Wellness visitno charge

1 Bone mass measurementi charge

1 Breast cancer screening (mammograme)charge

9 Cardiovascular disease risk reduction visit (therapy
for cardiovascular diseasejo charge
Cardiovascular disease testimg: charge
Cervicaland vaginal cancer screenimm charge
Colorectal cancer screening, including flexible
sigmoidoscopies, colonoscopies, and fecal occult
blood testsno charge
Depression screeningo charge
Diabetes screening, including fasting glucose tests:
no charge

9 Diabetes sefmanagement trainingio charge

I Glaucoma screeningo charge

9 HIV screeningno charge

9 Immunizations (including the vaccine) covered by

MedicarePartB such as Hepatitis B, influenza, and
pneumococcal vaccines that are administered to you
in aPlan Medical Officeno charge

9 Lung cancer screeningo charge

Medical nutrition therapy for kidney disease and
diabetesno charge

1 Medicarediabetes preventiorrpgram:no charge

1 Obesity screening and therapy to promote sustained
weight lossno charge

1 Prostate cancer screening exams, including digital
rectal exams and Prostate Specific Antigens (PSA)
tests:no charge

1 Screening and counseling to reduce alcohol misuse:
no charge

1 Screening for sexually transmitted infections (STIs)
and counseling to preveBTIs:no charge

1 Smoking and tobacco use cessation (counseling to
stop smoking or tobacco usap charge
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1 "Welcome to Medicare" preventive visito charge

Prosthetic and Orthotic Devices

Prosthetic and orthotic devices coverage rules

We cover theprosthetic and orthotic devices specified in
this "Prosthetic and Orthotic Devices" sectiball of the
following requirements are met:

1 The device is in general use, intended for repeated
use, and primarily and customarily used for medical
purposes

1 The ckvice is the standard device that adequately
meets your medical needs

1 You receive the device from the provider or vendor
that we select

1 The item has been approved for you through the
Plan's prior authorization process, as described in
"Medical Group authidzation procedure for certain
referrals” under "Getting a Referral" in the "How to
Obtain Services" section

1 The Services are provided inside your Home Region
Service Area

Coverage includes fitting and adjustment of these
devices, their repair or replacemteand Services to
determine whether you need a prosthetic or orthotic
device.lf we cover a replacement device, then you pay
the Cost Share that you would pay for obtaining that
device.

Base prosthetic and orthotic devices

If all of the requirements desbed under "Prosthetic and
orthotic coverage rules" in this "Prosthetics and Orthotic
Devices" section are met, we cover the items described
in this "Base prosthetic and orthotic devices" section.

Internally implanted devices. We cover prosthetic and
orthotic devices such as pacemakers, intraocular lenses,
cochlear implants, osseointegrated hearing devices, and
hip joints, in accord with Medicare guidelinéfsthey are
implanted during a surgery that we are covering under
another section of this "Benefigsid Your Cost Share"
section. We cover these devicemattharge

External devices We cover the following external
prosthetic and orthotic devicesrai charge:

1 Prosthetics and orthotics in accord with Medicare
guidelines. These include, but are notiled to,
braces, prosthetic shoes, artificial limbs, and
therapeutic footwear for severe diabetelsted foot
disease in accord with Medicare guidelines

9 Prosthetic devices and installation accessories to
restore a method of speaking following the removal
of all or part of the larynx (this coverage does not
include electronic voic@roducing machines, which
are not prosthetic devices)

1 Prostheses needed after a Medically Necessary
mastectomy, including custemade prostheses when
Medically Necessary

1 Podiatric devices (including footwear) to prevent or
treat diabeteselated complications when prescribed
by a Plan Physician or by a Plan Provider who is a
podiatrist

9 Compression burn garments and lymphedema wraps
and garments

1 Enteral formula for Membensho require tube
feeding in accord with Medicare guidelines

91 Enteral pump and supplies
Tracheostomy tube and supplies

1 Prostheses to replace all or part of an external facial
body part that has been removed or impaired as a
result of disease, injury, or cgenital defect

Other covered prosthetic and orthotic devices

If all of the requirements described under "Prosthetic and
orthotic coverage rules" in this "Prosthetics and Orthotic
Devices" section are met, we cover the following items
described in this "O#r covered prosthetic and orthotic
devices" section, in accord with Medicare guidelines:

9 Prosthetic devices required to replace all or part of an
organ or extremity (including external sexual
dysfunction devices)

9 Prosthetic devices required to replaceoalpart of an
organ or extremity

9 Orthotic devices required to support or correct a
defective body part

=

Covered special footwear when custom made for foot
disfigurement due to disease, injury, or
developmental disability

Your Cost Share You pay the folling for other
covered prosthetic and orthotic devices:charge

For the following Services related to "Prosthetic
and Orthotic Devices," refer to these sections

1 Eyeglasses and contact lenses, including contact
lenses to treat aniridia or aphakia (rafef'Vision
Services")

1 Eyewear following cataract surgery (refer to "Vision
Services")
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1 Hearing aids other than internally implanted devices
described in this section (refer to "Hearing Services")

1 Injectable implants (refer to "Administered drugs and
producs” under "Outpatient Care")

Prosthetic and orthotic devices exclusion(s)
1 Dental appliances

1 Nonrigid supplies not covered by Medicare, such as
elastic stockings and wigs, except as otherwise
described above in this "Prosthetic and Orthotic
Devices" sectiomnd the "Ostomy, Urological, and
Wound Care Supplies" section

1 Comfort, convenience, or luxury equipment or
features

Repair or replacement of device due to misuse

1 Shoes, shoe inserts, arch supports, or any other
footwear, evelif custommade, except footves
described above in this "Prosthetic and Orthotic
Devices" section for diabeteslated complications
and foot disfigurement

1 Prosthetic and orthotic devices not intended for
maintaining normal activities of daily living
(including devices intended to pride additional
support for recreational or sports activities)

1 Nonconventional intraocular lenses (IOLs) following
cataract surgery (for example, presbyepiarecting
IOLs). You may request and we may provide
insertion of presbyoptaorrecting IOLs or
astgmatismcorrecting 10Ls following cataract
surgery in lieu of conventional IOLs. However, you
must pay the difference between Charges for
nonconventional IOLs and associated services and
Charges for insertion of conventional I0Ls following
cataract surggr

Reconstructive Surgery

We cover the following reconstructive surgery Services:

1 Reconstructive surgery to correct or repair abnormal
structures of the body caused by congenital defects,
developmental abnormalities, trauma, infection,
tumors, or diseasd,a Plan Physician determines that
it is necessary to improve function, or create a normal
appearance, to the extent possible

1 Following Medically Necessary removal of all or part
of a breast, we cover reconstruction of the breast,
surgery and reconstruah of the other breast to
produce a symmetrical appearance, and treatment of
physical complications, including lymphedemas

Your Cost Share.You pay the following for covered
reconstructive surgery Services:

9 Outpatient surgery and outpatient proceduresnwhe
provided in an outpatient or ambulatory surgery
center or in a hospital operating roomjfai is
provided in any setting and a licensed staff member
monitors your vital signs as you regain sensation after
receiving drugs to reduce sensation or to miné
discomfort:a $35Copayment per procedure

1 Any other outpatient surgery that does not require a
licensed staff member to monitor your vital signs as
described abovex $20Copayment per procedure

1 Any other outpatient procedures that do not require a
licensed staff member to monitor your vital signs as
described abovehe Cost Share that would
otherwise apply for the procedurein this "Benefits
and Your Cost Share" section (for example, radiology
procedures that do not require a licensed staff
member tanonitor your vital signs as described
above are covered under "Outpatient Imaging,
Laboratory, and Special Procedures™)

1 Hospital inpatient care (including room and board,
drugs, imaging, laboratory, special procedures, and
Plan Physician Services):$100Copayment per
admission

For the following Services related to
"Reconstructive Surgery," refer to these
sections

9 Office visitsnot described in this "Reconstructive
Surgery" sectiorrefer to "Outpatient Care")

9 Outpatient imaging and laboratory (refer to
"Qutpatient Imaging, Laboratory, and Special
Procedures")

9 Outpatient prescription drugs (refer to "Outpatient
Prescription Drugs, Supplies, and Supplements")

9 Outpatient administered drugs (refer to "Outpatient
Care")

9 Prosthetics and orthotics (refer to 8Bthetic and
Orthotic Devices")

9 Telehealth Visits (refer to "Outpatient Care")

Reconstructive surgery exclusion(s)

1 Surgery that, in the judgment of a Plan Physician
specializing in reconstructive surgery, offers only a
minimal improvement in appearance
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Religious Nonmedical Health Care
Institution Services

Care in a Medicareertified Religious Nonmedical

Health Care Institution (RNHCI) is covered by our Plan
under certain conditions. Covered Services in an RNHCI
are limited to nonreligious aspects of cdre.be eligible

for covered Services in a RNHCI, you must have a
medical condition that would allow you to receive
inpatient hospital or Skilled Nursing Facility care. You
may get Services furnished in the home, but only items
and Services ordinarily furrtied by home health

agencies that are not RNHCIs. In addition, you must sign
a legal document that says you are conscientiously
opposed to the acceptance of "nonexcepted” medical
treatment. ("Excepted” medical treatment is a Service or
treatment that you oeive involuntarily or that is

required under federal, state, or local law. "Nonexcepted"
medical treatment is any other Service or treatment.)
Your stay in the RNHCI is not covered by us unless you
obtain authorization (approval) in advance from us.

Note: Covered Services are subject to the same
limitations and Cost Share required for Services provided
by Plan Providers as described in this "Benefits and Your
Cost Share" section.

Routine Services Associated with
Clinical Trials

If you participate in a Medareapproved clinical trial,
Original Medicare (and not Senior Advantage) pays most
of the routine costs for the covered Services you receive
as part of the trial. When you are in a clinical trial, you
may stay enrolled in Senior Advantage and continue to
get the rest of your care (the care that is not related to the
trial) through our plan.

If you want to participate in a Medicaepproved

clinical trial, you don't need to get a referral from a Plan
Provider, and the providers that deliver your care &s pa
of the clinical trial don't need to be Plan Providers.
Although you don't need to get a referral from a Plan
Provider, you do need to tell us before you start
participating in a clinical trial so we can keep track of
your Services.

Once you join a Medare-approved clinical trial, you are
covered for routine Services you receive as part of the
trial. Routine Services include room and board for a
hospital stay that Medicare would pay for evieyou
weren't in a trial, an operation or other medical proced
if it is part of the trial, and treatment of side effects and
complications arising from the new care.

Original Medicare pays most of the cost of the covered
Services you receive as part of the trial. After Medicare
has paid its share of the cost fbese Services, we will

pay the difference between the cost share of Original
Medicare and your Cost Share as a Member of our plan.
This means you will pay the same amount for the routine
Services you receive as part of the trial as you would

if you receive these Services from our Plan.

In order for us to pay for our share of the costs, you will
need to submit a request for payment. With your request,
you will need to send us a copy of your Medicare
Summary Notices or other documentation that shows
what sevices you received as part of the trial and how
much you owe. Please see the "Requests for Payment"
section for more information about submitting requests
for payment.

To learn more about joining a clinical trial, please refer
to the "Medicare and Clinic&esearch Studies”

brochure. To get a free copy, call Medicare directly toll
free at 2800-MEDICARE (1-800-6334227) (TTY users
call 1-877-486-2048) 24 hours a day, seven days a week,
or visit www.medicare.govon the Web.

Routine Services associated with clinical trials
exclusion(s)

When you are part of a clinical research study, neither
Medicare nor our plan will pay for any of the following:

1 The new item or service that the study is testing,
unless Medicare would cover the item or service even
if you werenot in a study

9 Items or services provided only to collect data, and
not used in your direct health care

9 Services that are customarily provided by the research
sponsors free of charge to enrollees in the clinical
trial

Skilled Nursing Facility Care

Insideyour Home Region Service Area, we cover up to
100 days per benefit period of skilled inpatient Services
in a Plan Skilled Nursing Facility and in accord with
Medicare guidelines. The skilled inpatient Services must
be customarily provided by a Skilled Ning Facility,

and above the level of custodial or intermediate care.

A benefit period begins on the date you are admitted to a
hospital or Skilled Nursing Facility at a skilled level of
care (defined in accord with Medicare guidelines). A
benefit period Beds on the date you have not been an
inpatient in a hospital or Skilled Nursing Facility,
receiving a skilled level of care, for 60 consecutive days.
A new benefit period can begin only after any existing
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benefit period ends. A prior thremy stay in anaute

care hospital is not required. Noteyour Cost Share
changes during a benefit period, you will continue to pay
the previous Cost Share amount until a new benefit
period begins.

We cover the following Services:
1 Physician and nursing Services
1 Room an board

1 Drugs prescribed by a Plan Physician as part of your
plan of care in the Plan Skilled Nursing Facility in
accord with our drug formulary guidelinégshey are
administered to you in the Plan Skilled Nursing
Facility by medical personnel

1 Durablemedical equipment in accord with our
durable medical equipment formulary and Medicare
guidelinesf Skilled Nursing Facilities ordinarily
furnish the equipment

1 Imaging and laboratory Services that Skilled Nursing
Facilities ordinarily provide

9 Medical sociaservices

1 Whole blood, red blood cells, plasma, platelets, and
theiradministration

1 Medical supplies

1 Physical, occupational, and speech therapy in accord
with Medicare guidelines

1 Behavioral health treatment for pervasive
developmental disorder or autism

1 Respiratory therapy

Your Cost Share.We cover these Skilled Nursing
Facility Services ato charge.

For the following Services related to "Skilled
Nursing Facility Care," refer to these sections

9 Outpatient imaging, laboratory, and special
procedures (refan "Outpatient Imaging, Laboratory,
and Special Procedures")

Noni Plan Skilled Nursing Facility care
Generally, you will get your Skilled Nursing Facility
care from Plan Facilities. However, under certain
conditions listed below, you may be able to receive
covered care from a neRlan facility,if the facility
accepts our Plan's amounts for payment.

1 A nursing home or continuing care retirement
community where you were living right before you
went to the hospital (as long as it provides Skilled
NursingFacility care)

9 A Skilled Nursing Facility where your spouse is
living at the time you leave the hospital

Substance Use Disorder Treatment

We cover Services specified in this "Substance Use
Disorder Treatment" section only when the Services are
for the diagosis or treatment of Substance Use
Disorders. A "Substance Use Disorder" is a condition
identified as a "substance use disorder" in the most
recently issued edition of the Diagnostic and Statistical
Manual of Mental Disorders ("DSM").

Outpatient substance use disorder treatment
We cover the following Services for treatment of
substance use disorders:

1 Day-treatment programs

9 Individual and group substance use disorder
counseling

1 Intensive outpatient programs
1 Medical treatment for withdrawal symptoms

Your Cost Share.You pay the following for these
covered Services:

9 Individual substance use disorder evaluation and
treatmenta $20Copayment per visit

91 Group substance use disorder treatment:
$5 Copayment per visit

9 Intensive outpatient and ddseatment progams:a
$5 Copayment per day

Residential treatment

Inside your Home Region Service Area, we cover the
following Services when the Services are provided in a
licensed residential treatment facility that provides 24
hour individualized substance use disordleatment, the
Services are generally and customarily provided by a
substance use disorder residential treatment program in a
licensed residential treatment facility, and the Services
are above the level of custodial care:

9 Individual and group substanceeudisorder
counseling

Medical services
Medication monitoring
Room and board

= =4 -4 =

Drugs prescribed by a Plan Provider as part of your
plan of care in the residential treatment facility in
accord with our drug formulary guidelinéghey are
administered to yoin the facility by medical
personnel (for discharge drugs prescribed when you
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are released from the residential treatment facility,
please refer to "Outpatient Prescription Drugs,
Supplies, and Supplements" in this "Benefits and
Your Cost Share" section)

1 Discharge planning

Your Cost Share.We cover residential substance use
disorder treatment Servicesa$100Copayment per
admission

Inpatient detoxification

We cover hospitalization in a Plan Hospital only for
medical management of withdrawal symptoms|uding
room and board, Plan Physician Services, drugs,
dependency recovery Services, education, and
counseling.

Your Cost Share.We cover inpatient detoxification
Services aa $100Copayment per admission

For the following Services related to "Substance
Use Disorder Treatment," refer to these sections

9 Outpatient laboratory (refer to "Outpatient Imaging,
Laboratory, and Special Procedures")

1 Outpatient seladministered drugs (refer to
"Outpatient Prescription Drugs, Supplies, and
Supplements")

91 Telehealth Visits (refer to "Outpatient Care")

Transplant Services

We cover transplants of organs, tissue, or bone marrow
in accord with Medicare guidelines aifidhe Medical
Group provides a written referral for care to a transplant
facility as describeih "Medical Group authorization
procedure for certain referrals" under "Getting a
Referral” in the "How to Obtain Services" section.

After the referral to a transplant facility, the following
applies:

1 If either the Medical Group or the referral facility
determines that you do not satisfy its respective
criteria for a transplant, we will only cover Services
you receive before that determination is made

1 Health Plan, Plan Hospitals, the Medical Group, and
Plan Physicians are not responsible for finding,
furnishing, or ensuring the availability of an organ,
tissue, or bone marrow donor

1 In accord with our guidelines for Services for living
transplant donors, we provide certain donatielated
Services for a donor, or an individual identified by
the Medical Grap as a potential donor, whether or

not the donor is a Member. These Services must be
directly related to a covered transplant for you, which
may include certain Services for harvesting the organ,
tissue, or bone marrow and for treatment of
complicationsPlease call our Member Service
Contact Center for questions about donor Services

Your Cost Share.For covered transplant Services that
you receive, you will pay th€ost Share you would pay
if the Services were not related to a transplant-or
example, seBHospital Inpatient Care" in this "Benefits
and Your Cost Share" section for the Cost Share that
applies for hospital inpatient care.

We provide or pay for donatierelated Services for
actual or potential donors (whether or not they are
Members) in accat with our guidelines for donor
Services aho charge

For the following Services related to "Transplant
Services," refer to these sections

9 Outpatient imaging and laboratory (refer to
"Qutpatient Imaging, Laboratory, and Special
Procedures")

9 Outpatient precription drugs (refer to "Outpatient
Prescription Drugs, Supplies, and Supplements")

9 Outpatient administered drugs (refer to "Outpatient
Care")

Vision Services

We cover the following:

1 Routine eye exams with a Plan Optometrist to
determine the need for Wi correction (including
dilation Services when Medically Necessary) and to
provide a prescription for eyeglass lensescharge

1 Physician Specialist Visits to diagnose and treat
injuries or diseases of the eye$20Copayment per
visit

1 Non-Physician Spcialist Visits to diagnose and treat
injuries or diseases of the eye$20Copayment per
visit

Optical Services

We cover the Services described in this "Optical
Services" section at Plan Medical Offices or Plan Optical
Sales Offices.

Eyeglasses and contd lenses following cataract

surgery. We cover aho chargeone pair of eyeglasses

or contact lenses (including fitting or dispensing)
following each cataract surgery that includes insertion of
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an intraocular lens at Plan Medical Offices or Plan
Optical S¢es Offices when prescribed by a physician or
optometrist. When multiple cataract surgeries are
needed, and you do not obtain eyeglasses or contact
lenses between procedures, we will only cover one pair
of eyeglasses or contact lenses after any surtfethe
eyewear you purchase costs more than what Medicare
covers for someone who has Original Medicare (also
known as "Fedor-Service Medicare"), you pay the
difference.

Special contact lenses

1 For aniridia (missing iris), we cover up to two
Medically Necessary contact lenses per eye
(including fitting and dispensing) in any -I2onth
period when prescribed by a Plan Physician or Plan
Optometristno charge

9 In accord with Medicare guidelines, wever
corrective lenses (including contact lens fitting and
dispensing) and frames (and replacements) for
Members who are aphakic (for example, who have
had a cataract removed but do not have an implanted
intraocular lens (I0OL) or who have congenital
absene of the lens)no charge

For the following Services related to "Vision
Services," refer to these sections

1 Services related to the eye or vision other than
Services covered under this "Vision Services"
section, such as outpatient surgery and outpatient
prescription drugs, supplies, and supplements (refer
to the applicable heading in this "Benefits and Your
Cost Share" section)

Vision Services exclusion(s)

1 Contact lenses, including fitting and dispensing
(except as described under this "Vision Services"
section)

9 Eyeglass lenses and frames (except for eyewear
following cataract surgery, as described under this
"Vision Services" section)

1 Eye exams for the purpose of obtaining or
maintaining contact lenses

1 Industrial frame®r safety eyeglasses, when reqdire
as a condition of employment

1 Low vision devices

Exclusions, Limitations,
Coordination of Benefits, and
Reductions

Exclusions

The items and services listed in this "Exclusions" section
are excluded from coverage. These exclusions apply to
all Services thiawould otherwise be covered under this
EOCregardless of whether the services are within the
scope of a provider's license or certificate. Additional
exclusions that apply only to a particular benefit are
listed in the description of that benefit in tHOC.

These exclusions or limitations do not apply to Services
that are Medically Necessary to treat Severe Mental
lliness or Serious Emotional Disturbance of a Child
Under Age 18.

Certain exams and Services

Physical exams and other Services (1) required fo
obtaining or maintaining employment or participation in
employee programs, (2) required for insurance or
licensing, or (3) on court order or required for parole or
probation. This exclusion does not apjiflp Plan
Physician determines that the Serviaes Medically
Necessary.

Chiropractic Services

Chiropractic Services and the Services of a chiropractor,
except for manual manipulation of the spine as described
under "Outpatient Care" in the "Benefits and Your Cost
Share" section df you have coverager supplemental
chiropractic Services as described in an amendment to
thisEOC.

Cosmetic Services

Services that are intended primarily to change or
maintain your appearance (including Cosmetic Surgery,
which is defined as surgery that is performed ta a@te
reshape normal structures of the body in order to
improve appearance), except that this exclusion does not
apply to any of the following:

1 Services covered under "Reconstructive Surgery" in
the "Benefits and Your Cost Share" section

1 The following devies covered under "Prosthetic and
Orthotic Devices" in the "Benefits and Your Cost
Share" sectiortesticular implants implanted as part
of a covered reconstructive surgery, brgaestheses
needed after a mastectonayd prostheses to replace
all or partof an external facial body part
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Custodial care

Assistance with activities of daily living (for example:
walking, getting in and out of bed, bathing, dressing,
feeding, toileting, and taking medicine).

This exclusion does not apply to assistance with
activities of daily living that is provided as part of
covered hospice for Members who do not hReeA,
Skilled Nursing Facility, or inpatient hospital care.

Dental care

Dental care and dentalbays, such as dental Services
following accidental injury to teh, dental appliances,
dental implants, orthodontia, and dental Services
resulting from medical treatment such as surgery on the
jawbone and radiation treatment, except for Services
covered in accord with Medicare guidelines or under
"Dental Services for &liation Treatment and Dental
Anesthesia" in the "Benefits and Your Cost Share"
section.

Disposable supplies

Disposable supplies for home use, such as bandages,
gauze, tape, antiseptics, dressings,-ype bandages,
and diapers, underpads, and other itic@mce supplies.

This exclusion does not apply to disposable supplies
covered in accord with Medicare guidelines or under
"Durable Medical Equipment ("DME") for Home Use,"
"Home Health Care," "Hospice Care," "Ostomy,
Urological, and Wound Care Supplie$Qutpatient
Prescription Drugs, Supplies, and Supplements,” and
"Prosthetic and Orthotic Devices" in the "Benefits and
Your Cost Share" section.

Experimental or investigational Services

A Service is experimental or investigatioffalve, in
consultatiorwith the Medical Group, determine that one
of the following is true:

1 Generally accepted medical standards do not
recognize it as safe and effective for treating the
condition in question (evehit has been authorized
by law for use in testing or othewusties on human
patients)

1 It requires government approval that has not been
obtained when the Service is to be provided

Hair loss or growth treatment

Items and services for the promotion, prevention, or
other treatment of hair loss or hair growth.

Intermediate care

Care in a licensed intermediate care facility. This
exclusion does not apply to Services covered under

"Durable Medical Equipment ("DME") for Home Use,’
"Home Health Care," and "Hospice Care" in the
"Benefits and Your Cost Share" section.

Items and services that are not health care items
and services

For example, we do not cover;
1 Teaching manners and etiquette

1 Teaching and support services to develop planning
skills such as daily activity planning and project or
task planning

1 Items and services fdhe purpose of increasing
academic knowledge or skills

=

Teaching and support services to increase intelligence

Academic coaching or tutoring for skills such as
grammar, math, and time management

1 Teaching you how to read, whether or not you have
dyslexia

1 Educational testing

i Teaching art, dance, horse riding, music, play, or
swimming except that this exclusion for "teaching
play" does not apply to Services that are part of a
behavioral health therapy treatment plan and covered
under "Behavioral Health Treaént for Pervasive
Developmental Disorder or Autism™ in the "Benefits
and Your Cost Share" section

9 Teaching skills for employment or vocational
purposes

Vocational training or teaching vocational skills
Professional growth courses
Training for a specific jb or employment counseling

= =4 =4 =4

Aquatic therapy and other water therapy, except when
ordered as part of a physical therggwggramin
accord with Medicare guidelines

Items and services to correct refractive defects

of the eye

Items and services (such as eyeysty or contact lenses
to reshape the eye) for the purpose of correcting
refractive defects of the eye such as myopia, hyperopia,
or astigmatism.

Massage therapy

Massage therapy, except when ordered as part of a
physical therapy program in accord with Meafie
guidelines.

Oral nutrition

Outpatient oral nutrition, such as dietary supplements,
herbal supplements, weight loss aids, formulas, and food.
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This exclusion does not apply to any of the following:

1 Amino acid-modified products and elemental dietary
enteral formula covered under "Outpatient
Prescription Drugs, Supplies, and Supplements"” in
the "Benefits and Your Cost Share" section

1 Enteral formula covered under "Prosthetic and
Orthotic Devices" in the "Benefits and Your Cost
Share" section

Residential care

Care in a facility where you stay overnight, except that
this exclusion does not apply when the overnight stay is
part of covered care in a hospital, a Skilled Nursing
Facility, inpatient respite care covered in the "Hospice
Care" section for Membesgho do not hav®artA, or
residential treatment program Services covered in the
"Substance Use Disorder Treatment" and "Mental Health
Services" sections.

Routine foot care items and services

Routine foot care items and services, except for
Medically Necasary Services covered in accord with
Medicare guidelines.

Services not approved by the federal Food and

Drug Administration

Drugs, supplements, tests, vaccines, devices, radioactive
materials, and any other Services that by law require
federal Food and Mg Administration (FDA) approval

in order to be sold in the U.S., but are not approved by
the FDA. This exclusion applies to Services provided
anywhere, even outside the U.S., unless the Services are
covered under the "Emergency Services and Urgent
Care" ction.

Services not covered by Medicare

Services that aren't reasonable and necessary, according
to the standards of the Original Medicare plan, unless
these Services are otherwise listed in E@Cas a

covered Service.

Services performed by unlicensed people

Services that are performed safely and effectively by
people who do not require licenses or certificates by the
state to provide health care services and where the
Member's condition does not require that the services be
provided by a licensed helltare provider.

This exclusion does not apply to Services covered under
"Behavioral Health Treatment for Pervasive
Developmental Disorder or Autism" in the "Benefits and
Your Cost Share" section.

Services related to a noncovered Service

When a Service isot covered, all Services related to the
noncovered Service are excludegcept for Services we
would otherwise cover to treat complications of the
noncovered Service dfrcovered in accord with

Medicare guidelines. For exampikyou have a
noncoveredcosmetic surgery, we would not cover
Services you receive in preparation for the surgery or for
follow-up carelf you later suffer a life¢hreatening
complication such as a serious infection, this exclusion
would not apply and we would cover any Servithext

we would otherwise cover to treat that complication.

Surrogacy

Services for anyone in connection with a Surrogacy
Arrangement, except for otherwisevered Services
provided to a Member who is a surrogate. Please refer to
"Surrogacy arrangements” und®eductions” in this
"Exclusions, Limitations, Coordination of Benefits, and
Reductions" section for information about your
obligations to us in connection with a Surrogacy
Arrangement, including your obligations to reimburse us
for any Services we covand to provide information
about anyone who may be financially responsible for
Services the baby (or babies) receive.

Travel and lodging expenses

Travel and lodging expenses, except as described in our
Travel and Lodging Program Description. The Travel
ard Lodging Program Description is available online at
kp.org/specialty-care/travel-reimbursementsor by

calling our Member Service Contact Center.

Limitations

We will make a good faith effort to provide or arrange
for covered Services within the remaining availability of
facilities or personnel in the event of unusual
circumstances that delay or render impractical the
provision of Services under tHEOC, such a a major
disaster, epidemic, war, riot, civil insurrection, disability
of a large share of personnel at a Plan Facility, complete
or partial destruction of facilities, and labor dispute.
Under these circumstancéisyou have an Emergency
Medical Conditia, call 911 or go to the nearest hospital
as described under "Emergency Services" in the
"Emergency Services and Urgent Care" section, and we
will provide coverage and reimbursement as described in
that section.

Additional limitations that apply only to @articular
benefit are listed in the description of that benefit in this
EOC
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Coordination of Benefits

If you have other medical or dental coverage, it is
important to use your other coverage in combination
with your coverage as a Senior Advantage Member t
pay for the care you receive. This is called "coordination
of benefits" because it involves coordinating all of the
health benefits that are available to you. Using all of the
coverage you have helps keep the cost of health care
more affordable for eveone.

You must tell usf you have other health care coverage,
and let us know whenever there are any changes in your
additional coverage. The types of additional coverage
that you might have include the following:

1 Coverage that you have from an employgr&sup
health care coverage for employees or retirees, either
through yourself or your spouse

1 Coverage that you have under workers' compensation
because of a jekelated illness or injury, or under the
Federal Black Lung Program

1 Coverage you have for an éent where ndault
insurance or liability insurance is involved

1 Coverage you have through Medicaid

Coverage you have through the "TRICARE for Life"
program (veteran's benefits)

1 Coverage you have for dental insurance or
prescription drugs

i "Continuation ceerage" you have through COBRA
(COBRA is a law that requires employers with 20 or
more employees to let employees and their
dependents keep their group health coverage for a
time after they leave their group health plan under
certain conditions)

When youhave additional health care coverage, how we
coordinate your benefits as a Senior Advantage Member
with your benefits from your other coverage depends on
your situation. With coordination of benefits, you will

often get your care as usual from Plan Prorgdand the
other coverage you have will simply help pay for the

care you receive. In other situations, such as benefits that
we don't cover, you may get your care outside of our

plan directly through your other coverage.

In general, the coverage that pétgsshare of your bills
first is called the "primary payer." Then the other
company or companies that are involved (called the
"secondary payers") each pay their share of what is left
of your bills. Often your other coverage will settle its
share of paynm directly with us and you will not have
to be involved. Howeveif payment owed to us is sent
directly to you, you are required under Medicare law to

give this paymenttousV¥hen you have
d e p e nwhst typeror types of additional coverage
you have and the rules that apply to your situation. Many
of these rules are set by Medicare. Some of them take
into account whether you have a disability or have end
stage renal disease, or how many Eyges are covered

by an employer's group plan.

If you have additional health coverage, please call our
Member Service Contact Center to find out which rules
apply to your situation, and how payment will be
handled.

Reductions

Employer responsibility

For any Services that the law requires an employer to
provide, we will not pay the employer, and, when we
cover any such Services, we may recover the value of the
Services from the employer.

Government agency responsibility

For any Services that the law reqsitge provided only

by or received only from a government agency, we will
not pay the government agency, and, when we cover any
such Services, we may recover the value of the Services
from the government agency.

Injuries or illnesses alleged to be caused by
third parties

Third parties who cause you injury or illness (and/or
their insurance companies) usually must pay first before
Medicare or our plan. Therefore, we are entitled to
pursue these primary paymenfsyou obtain a judgment
or settlement from oon behalf of a third party who
allegedly caused an injury or illness for which you
received covered Servicgg)u mustensure we receive
reimbursemenfor those servicesNote: This "Injuries or
illnesses alleged to be caused by third parties" section
doesnot affect your obligation to pay your Cost Share
for these Services.

To the extent permitted or required by law, stwll be
subrogated to all claims, causes of action, and other
rights you may have against a third party or an insurer,
government progranor other source of coverage for
monetary damages, compensation, or indemnification on
account of the injury or iliness allegedly caused by the
third party. We will be so subrogated as of the time we
mail or deliver a written notice of our exercise ofthi
option to you or your attorney.

To secure our rights, we will have a liand
reimbursement rights time proceeds of any judgment or
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settlement you or we obtain against a third ptréy

results in any settlement proceeds or judgment, from
other types of coverage that include but are not limited
to: liability, uninsured motorist, underinsured motorist,
personal umbrella, worker's compensation, personal
injury, medical payments andl akther first party types
The proceeds of any judgment or settlement that you or
we obtain shall first be applied to satisfy our lien,
regardless of whethgiou are made whole and regardless
of whetherthe total amount of the proceeds is less than
the actial losses and damages you incurk&@. are not
required to pay attorney fees or costs to any attorney
hired by you to pursue your damages claim.

Within 30 days after submitting or filing a claim or legal
action against a third party, you must send writtetice
of the claim or legal action to:

For Northern CaliforniaHome RegioMMembers:
Trover Solutions, Inc.

Kaiser PermanenteNorthern California Region
Subrogation Mailbox

9390 Bunsen Parkway

Louisville, KY 40220

For Southern CalifornidHome RegioiMenbers:
The Rawlings Group

Subrogation Mailbox

P.O. Box 2000

LaGrange, KY 40031

In order for us to determine the existence of any rights
we may have and to satisfy those rights, you must
complete and send us all consents, releases,
authorizations, assignmentand other documents,
including lien forms directing your attorney, the third
party, and the third party's liability insurer to pay us
directly. You may not agree to waive, release, or reduce
our rights under this provision without our prior, written
corsent.

If your estate, parent, guardian, or conservator asserts a
claim against a third party based on your injury or

illness, your estate, parent, guardian, or conservator and
any settlement or judgment recovered by the estate,
parent, guardian, aronservator shall be subject to our
liens and other rights to the same extent geuf had
asserted the claim against the third party. We may assign
our rights to enforce our liens and other rights.

Surrogacy arrangements

If you enter into a Surrogacy Aangement and you or

any other payee are entitled to receive payments or other
compensation under the Surrogacy Arrangement, you
must reimburse us for covered Services you receive
related to conception, preghancy, delivery, or postpartum

care in connectiowith that arrangement ("Surrogacy
Health Services") to the maximum extent allowed under
California Civil Code Section 3040. A "Surrogacy
Arrangement” is one in which a woman agrees to
become pregnant and to surrender the baby (or babies) to
another persoar persons who intend to raise the child
(or children), whether or not the woman receives
payment for being a surrogate. Note: This "Surrogacy
arrangements" section does not affect your obligation to
pay your Cost Share for these Servidgter you

surrerder a baby to the legal parents, you are not
obligated tareimburse ugor any Services that the baby
receives (the legal parents are financially responsible for
any Services that the baby receives).

By accepting Surrogacy Health Services, you
automaticaly assign to us your right to receive payments
that are payable to you or any other payee under the
Surrogacy Arrangement, regardless of whether those
payments are characterized as being for medical
expenses. To secure our rights, we will also have a lien
on those payments and on any escrow account, trust, or
any other account that holds those payments. Those
payments (and amounts in any escrow account, trust, or
other account that holds those payments) shall first be
applied to satisfy our lien. The assigamh and our lien

will not exceed the total amount of your obligation to us
under the preceding paragraph.

Within 30 days after entering into a Surrogacy
Arrangement, you must send written notice of the
arrangement, including all of the following informatio

1 Names, addresses, and telephone numbers of the
other parties to the arrangement

1 Names, addresses, and telephone numbers of any
escrow agent or trustee

1 Names, addresses, and telephone numbers of the
intended parents and any other parties who are
financidly responsible for Services the baby (or
babies) receive, including names, addresses, and
telephone numbers for any health insurance that will
cover Services that the baby (or babies) receive

91 A signed copy of any contracts and other documents
explaining he arrangement

1 Any other information we request in order to satisfy
our rights

You must send this information to:

For Northern California Home Region Members:
Equian

Kaiser PermanenteNorthern California Region
Surrogacy Mailbox

P.O. Box 36380

Louisville, KY 40233
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Fax: 5022141291

For Southern California Home Region Members:
The Rawlings Group

Surrogacy Mailbox

P.O. Box 2000

LaGrange, KY 40031

You must complete and send us all consents, releases,
authorizations, lien forms, and other documéhés are
reasonably necessary for us to determine the existence of
any rights we may have under this "Surrogacy
arrangements" section and to satisfy those rights. You
may not agree to waive, release, or reduce our rights
under this "Surrogacy arrangemengg'ttion without our
prior, written consent.

If your estate, parent, guardian, or conservator asserts a
claim against a third party based on the surrogacy
arrangement, your estate, parent, guardian, or
conservator and any settlement or judgment recovered b
the estate, parent, guardian, or conservator shall be
subject to our liens and other rights to the same extent as
if you had asserted the claim against the third party. We
may assign our rights to enforce our liens and other
rights.

If you have questionabout your obligations under this
provision, please contact our Member Service Contact
Center.

U.S. Department of Veterans Affairs

For any Services for conditions arising from military
service that the law requires the Department of Veterans
Affairs to provide, we will not pay the Department of
Veterans Affairs, and when we cover any such Services
we may recover the value of the Services from the
Department of Veterans Affairs.

Workers' compensation or employer's liability
benefits

Workers' compensation wally must pay first before
Medicare or our plan. Therefore, we are entitled to
pursue primary payments under workers' compensation
or employer's liability law. You may be eligible for
payments or other benefits, including amounts received
as a settlemergtollectively referred to as "Financial
Benefit"), under workers' compensation or employer's
liability law. We will provide covered Services eviérit

is unclear whether you are entitled to a Financial Benefit,
but we may recover the value of any covebealvices

from the following sources:

1 From any source providing a Financial Benefit or
from whom a Financial Benefit is due

1 From you, to the extent that a Financial Benefit is
provided or payable or would have been required to
be provided or payabié you had diligently sought to
establish your rights to the Financial Benefit under
any workers' compensation or employer's liability law

Requests for Payment

Requests for Payment of Covered
Services or Part D drugs

If you pay our share of the cost of your covered
services or Part D drugs, or if you receive a bill,
you can ask us for payment

Sometimes when you get medical care or a Paftug,

you may need to pay the full cost right away. Other
times, you may find #t you have paid more than you
expected under the coverage rules of our plan. In either
case, you can ask us to pay you back (paying you back is
often called "reimbursing" you). It is your right to be

paid back by our plan whenever you've paid more than
your share of the cost for medical services or Part

drugs that are covered by our plan.

There may also be times when you get a bill from a
provider for the full cost of medical care you have
received. In many cases, you should send this bill to us
insteadof paying it. We will look at the bill and decide
whether the services should be covettdee decide

they should be covered, we will pay the provider
directly.

Here are examples of situations in which you may
need to ask us to pay you back or to pay lill you
have received:

1 When you've received emergency, urgent, or
dialysis care from a Nori Plan Provider. You can
receive emergency services from any provider,
whether or not the provider is a PIRrovider. When
you receive emergency, urgent, or dialysise from
a Non-PlanProvider, you are only responsible for
paying your share of the cost, not for the entire cost.
You should ask the provider to bill our plan for our
share of the cost

§ if you pay the entire amount yourself at the time
you receive the ¢a, you need to ask us to pay you
back for our share of the cost. Send us the bill,
along with documentation of any payments you
have made

§ attimes you may get a bill from the provider
asking for payment that you think you do not owe.
Send us this bill, ang with documentation of any
payments you have already made

Kaiser Permanente Senior Advantage (HMM@h PartD for San Franciscblealth Service System Fund

Effective: 1/1/1912/31/19

Pages7



§ if the provider is owed anything, we will pay the Supplements" in the "Benefits and Your Cost Share"

provider directly section to learn more

§ if you have already paid more than your share of § save your recpt and send a copy to us when you
the cost of the service, we will determine how ask us to pay you back for our share of the cost
much you owed and pay you back our share of f When you pay the full cost for a prescription
the cost because you don't have your plan membership

1 When a PlanProvider sends you a bill you think card with you. If you do not have your plan

you should not pay.PlanProviders should always membership card with you, you can ak& pharmacy

bill us directly, and ask you only for your share of the to call us or to look up your plan enroliment

cost. But sometimes they make mistakes, and ask you information. Howeverif the pharmacy cannot get the

to pay more than your ate enroliment information they need right away, you

§ you only have to pay your Cost Share amount may need to pay the full cost of the prescription
when you get Services covered by our plan. We do yourself
not allow providers to add additional separate § save your receipt and send a copysovhen you
charges, called "balance billing." This protection ask us to pay you back for our share of the cost
(that you never pay more than your Cost Share f When you pay the full cost for a prescription in
amount) appliesvenif we pay the provider less other situations. You may pay the full cost of the
than the provider charges for a service, and even prescription because you find that the drug is not
if there is a dispute and we don't pay certain covered for some reason

provider charges § for example, the digimay not be on oufaiser

§ whenever you get a bill from a Pl&movider that Permanente 2019 Comprehensive Formulanyit
you think is more than you should pay, send us the could have a requirement or restriction that you
bill. We will contact the provider directly and didn’t know about or don't think should apply to
resolve the billing problem you. If you decide to get the drug immediately,

§ if you have already paid a bill to a PIBrovider, you may need to pay the full cost fib
but you feel that you paid too much, send us the § save your receipt and send a copy to us when you
have made and ask us to pay you hiaek may need to get more information from your
difference between the amount you paid and the doctor in order to pay you back for our share of the
amount you owed under our plan cost

1 If you are retroactively enrolled in our plan. 1 When you pay copayments under a drug

Sometimes a person’s enroliment in our plan is manufacturer patient assistance programlf you

retroactive. ("Retroactive” means that the first day of get help from, and pay copayments under, a drug

their enroliment has aady passed. The enrollment manufacturer patient assistance program outside our
date may even have occurred last yeaypu were plan's benefit, you may submit a paper claim to have
retroactively enrolled in our plan and you paid-ofit your outof-pocket expense count toward qualifying
pocket for any of your covered Services or Bart you for catastropic coverage

drugs after your enrollment date, you can ask us to
pay you back for aushare of the costs. You will need
to submit paperwork for us to handle the
reimbursement. Please call our Member Service
Contact Center for additional information about how
to ask us to pay you back and deadlines for making
your request

§ save your receipt and send a copy to us

All of the examples above are types of coverage
decisions. This means thétwve deny your request for
payment, you can appeal our decisibhe "Coverage
Decisions, Appeals, and Complaints" section has

information about how to make an appeal.
1 When you use a Noi Plan Pharmacy to get a

prescription filled. If you go to a NoAaPlan

Pharmacy and try to use your membership card to fill
a prescription, the pharmacy may not be able to
submit the claim directly to us. When that happens,
you will have to pay the full co®f your prescription.
We cover prescriptions filled at NeRlan

Pharmacies only in a few special situations. Please
see "Outpatient Prescription Drugs, Supplies, and
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How to Ask Us to Pay You Back or to
Pay a Bill You Have Received

How and where to send us your request for
payment
To file a claim, this is what you need to do:

1 As soon as possible, request our claim form by
callingour Member Service Contact Center toll free
at1-800-443-08150r 1-800-390-3510(TTY users
call 711). One of our representatives will be happy to
assist youf you need help completing our claim form

1 If you have paid for services, you must send us your
request for reimbursement. Please attach any bills and
receipts from the Ne#Plan Provider

1 You must complete and return to us any information
that we request to process your claim, such as claim
forms, consents for the release of medical records,
assignmentsand claims for any other benefits to
which you may be entitled. For example, we may
require documents such as travel documents or
original travel tickets to validate your claim

I The completed claim form must be mailed to the
following address as soon aggsible, but no later
than 15 months after receiving the care (or up to 27
months according to Medicare rules, in some cases).
Please do not send any bills or claims to Medicare.
Any additional information we request should also be
mailed to this address:

For Northern California Home Region Members:
KaiserPermanente

ClaimsAdministration- NCAL

P.O. Box 24010

Oakland, CA 94623010

For Southern California Home Region Members:
KaiserPermanente

ClaimsAdministration- SCAL

P.O. Box 7004

Downey, CA902427004

Note:If you are requesting payment oPartD drug that
was prescribed by a Plan Provider and obtained from a
Plan Pharmacy, write to:

Kaiser Foundation Health Plan, Inc.

PartD Unit

P.O. Box 23170

Oakland, CA 94628170

Contact our Member Séce Contact Centdf you have
any questiondf you don't know what you should have
paid, or you receive bills and you don't know what to do
about those bills, we can help. You can alsoitaibu
want to give us more information about a request for
payment you have already sent to us.

We Will Consider Your Request for
Payment and Say Yes or No

We check to see whether we should cover the
service or Part D drug and how much we owe

When we receive your request for payment, we will let
you knowif we nee any additional information from

you. Otherwise, we will consider your request and make
a coverage decision.

1 If we decide that the medical care or Hadrug is
covered and you followed all the rules for getting the
care or ParD drug, we will pay for ar share of the
cost.If you have already paid for the service or
PartD drug, we will mail your reimbursement of our
share of the cost to yolf.you have not paid for the
service or ParD drug yet, we will mail the payment
directly to the provider

1 If we decide that the medical care or Hardrug is
not covered, or you did not follow all the rules, we
will not pay for our share of the cost. Instead, we will
send you a letter that explains the reasons why we are
not sending the payment you have requeatetlyour
rights to appeal that decision

If we tell you that we will not pay for all or part of
the medical care or Part D drug, you can make
an appeal

If you think we have made a mistake in turning down

your request for payment or you don't agree with the
amount we are paying, you can make an apjfegbu

make an appeal, it means you are asking us to change the
decision we made when we turned down your request for
payment.

For the details about how to make this appeal, go to the
"Coverage Decisions, Applsaand Complaints” section.
The appeals process is a formal process with detailed
procedures and important deadlingésnaking an appeal

is new to you, you will find it helpful to start by reading
"A Guide to the Basics of Coverage Decisions and
Appeals"in the "Coverage Decisions, Appeals, and
Complaints" section, which is an introductory section
that explains the process for coverage decisions and
appeals and gives you definitions of terms such as
"appeal." Then, after you have read "A Guide to the
Bascs of Coverage Decisions and Appeals,"” you can go
to the section in "Coverage Decisions, Appeals, and
Complaints" that tells you what to do for your situation:

1 If you want to make an appeal about getting paid
back for a medical service, go to "Steypstep How
to make a Level 2 appeal" undéfdur Medical Care:
How to Ask for a Coverage Decision or Make an
Appeal in the "Coverage Decisions, Appeals, and
Complaints" section
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1 If you want to make an appeal about getting paid
back for aPartD drug, go to "Stp-by-step: How to
make a Level 2 appeal” undeéfdur PartD
Prescription Drugs: How to Ask for a Coverage
Decision or Make an Appéain the "Coverage
Decisions, Appeals, and Complaints" section

Other Situations in Which You Should
Save Your Receipts and Send Copies to
Us

In some cases, you should send copies of your
receipts to us to help us track your out-of-
pocket drug costs

There are some situations when you should let us know
about payments you have made for your cov&adD
prescription drugs. Irhese cases, you are not asking us
for payment. Instead, you are telling us about your
payments so that we can calculate youraftpocket

costs correctly. This may help you to qualify for the
Catastrophic Coverage Stage more quickly.

Here is one situatiowhen you should send us copies of
receipts to let us know about payments you have made
for your drugs:

1 When you get a drug through a patient assistance
program offered by a drug manufacturer. Some
members are enrolled in a patient assistance program
offered by a drug manufacturer that is outside our
plan benefitslf you get any drugs through a program
offered by a drug manufacturer, you may pay a
copayment to the patient assistance program

§ save your receipt and send a copy to us so that we
can have gur outof-pocket expenses count
toward qualifying you for the Catastrophic
Coverage Stage

§ note: Because you are getting your drug through
the patient assistance program and not through our
plan's benefits, we will not pay for any share of
these drug cost8ut sending a copy of the receipt
allows us to calculate your cof-pocket costs
correctly and may help you qualify for the
Catastrophic Coverage Stage more quickly

Since you are not asking for payment in the case
described above, this situation is eonhsidered a

coverage decision. Therefore, you cannot make an appeal
if you disagree with our decision.

Your Rights and Responsibilities

We must honor your rights as a Member
of our plan

We must provide information in a way that

works for you (in languages other than English,

in Braille, CD, or in large print)

Our plan has people and free interpreter services
available to answer questions from disabled and non
Englishspeaking members. This booklet is available in
Spanish by calling our Member Service Cant@enter.

We can also give you information in Braille, CD or large
print at no cosif you need it. We are required to give

you information about our plan's benefits in a format that
is accessible and appropriate for you. To get information
from us in a vay that works for you, please call our
Member Service Contact Center or contact our Civil
Rights Coordinator.

If you have any trouble getting information from our
plan in a format that is accessible and appropriate for
you, please call to file a grievanedth our Member
Service Contact Center. You may also file a complaint
with Medicare by callind-800-MEDICARE (1-800-
6334227 or directly with the Office for Civil Rights.
Contact information is included in this Evidence of
Coverage or you may contactrddember Service
Contact Center for additional information.

Debemos proporcionar lainformacién de un
modo adecuado para usted (en idiomas
distintos al inglés, en Braille, en CD, o en letra
grande)

Para obtener informacién de una forma que se adapte a
susnecesidades, por favor llame a la Central de
Llamadas de Servicio a los Miembros (los nUmeros de
teléfono estan impresos en la contraportada de este
folleto).

Nuestro plan cuenta con personas y servicios de
interpretacién disponibles sin costo para resgenlas
preguntas de los miembros discapacitados y que no
hablan inglés. Este folleto esta disponible en espafiol;
llame a la Central de Llamadas de Servicio a los
Miembros. Si la necesita, también podemos darle, sin
costo, informacion en Braille, CD o letigrande.
Tenemos la obligacion de darle informacion acerca de
los beneficios de nuestro plan en un formato que sea
accesible y adecuado para usted. Para obtener nuestra
informacion de una forma que se adapte a sus
necesidades, por favor llame a la Centulal Llamadas

de Servicio a los Miembros o comuniquese con nuestro
Coordinador de Derechos Civiles.
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

Si tiene algun problema para obtener informacién de

nuestro plan en un formato que sea accesible y adecuado

para usted, por favor llame para presentar una queja a
la Central de Llamadas de Servicio a los Miembros (los
nameros de teléfono estan impresoserontraportada
de este folleto). También puede presentar una queja en
Medicare llamando al-800-MEDICARE (1-800-633
4227)o directamente en la Oficina de Derechos Civiles
En esta Evidence of Coveradgevidencia de Cobertura)

0 en esta carta se incluye informacién de contacto, o
bien puede comunicarse con nuestra Central de
Llamadas de Servicio a los Miembros para obtener
informacion adicional.

We must treat you with fairness and respect at
all times

Our plan must obey laws that protect you from
disaimination or unfair treatment. We do not
discriminate on the basis of age, race, ethnicity, color,
national origin, cultural background, ancestry, language,
religion, sex, gender, gender identity, gender expression,
sexual orientation, marital status, gioal or mental
disability, health status, claims experience, medical
history, genetic information, evidence of insurability, or
geographic location within the service area.

If you want more information or have concerns about
discrimination or unfair treatent, please call the
Department of Health and Human Services' Office for
Civil Rights at1-800-368-1019 (TTY users calll-800
537-7697)or your local Office for Civil Rights.

If you have a disability and need help with access to
care, please call our MembService Contact Center.

If you have a complaint, such as a problem with
wheelchair access, our Member Service Contact Center
can help.

We must ensure that you get timely access to
your covered services and Part D drugs

As a Member of our plan, you hathee right to choose a
primary care provider (PCP) in our network to provide
and arrange for your covered services (the "How to
Obtain Services" section explains more about this). Call
our Member Service Contact Center to learn which
doctors are acceptingw patients. You also have the
right to go to a women's health specialist (such as a
gynecologist), a mental health services provider, and an
optometrist without a referral, as well as other providers
described in the "How to Obtain Services" section.

As a plan Member, you have the right to get
appointments and covered services from our network of
providers within a reasonable amount of time. This
includes the right to get timely services from specialists

when you need that care. You also have the tgbet
your prescriptions filled or refilled at any of our network
pharmacies without long delays.

If you think that you are not getting your medical care or
PartD drugs within a reasonable amount of time, "How
to make a complaint about quality of canaiting times,
customer service, or other concerns" in the "Coverage
Decisions, Appeals, and Complaints” section tells you
what you can doIf we have denied coverage for your
medical care or PaB drugs and you don't agree with

our decision, "A guid¢o the basics of coverage
decisions and appeals" in the "Coverage Decisions,
Appeals, and Complaints" section tells you what you can
do.)

We must protect the privacy of your personal
health information

Federal and state laws protect the privacy of your
medcal records and personal health information. We
protect your personal health information as required by
these laws.

1 Your "personal health information" includes the
personal information you gave us when you enrolled
in our plan as well as your medical oeds and other
medical and health information

91 The laws that protect your privacy give you rights
related to getting information and controlling how
your health information is used. We give you a
written notice, called a "Notice of Privacy Practices,"
thattells you about these rights and explains how we
protect the privacy of your health information

How do we protect the privacy of your health
information?

1 We make sure that unauthorized people don't see or
change your records

1 In most situationsf we giveyour health information
to anyone who isn't providing your care or paying for
your care, we are required to get written permission
from you first. Written permission can be given by
you or by someone you have given legal power to
make decisions for you

91 Your health information is shared with your Group
only with your authorization or as otherwise
permitted by law

1 There are certain exceptions that do not require us to
get your written permission first. These exceptions
are allowed or required by law.

§ for exanple, we are required to release health
information to government agencies that are
checking on quality of care

Kaiser Permanente Senior Advantage (HMM@h PartD for San Franciscblealth Service System Fund

Effective: 1/1/1912/31/19

Page61



8 because you are a Member of our plan through
Medicare, we are required to give Medicare your
health information, including information about
your PartD prescription drugdf Medicare
releases your information for research or other
uses, this will be done according to federal statutes
and regulations

You can see the information in your records and

know how it has been shared with others

You ha the right to look at your medical records held
by our plan, and to get a copy of your records. We are
allowed to charge you a fee for making copies. You also
have the right to ask us to make additions or corrections
to your medical record#$f you ask ugo do this, we will
work with your health care provider to decide whether
the changes should be made.

You have the right to know how your health information
has been shared with others for any purposes that are not
routine.

If you have questions or conmoes about the privacy of
your personal health information, please call our
Member Service Contact Center.

We must give you information about our plan,
our Plan Providers, and your covered services

As a Member of our plan, you have the right to get
severakinds of information from us. You have the right
to get information from us in a way that works for you.
This includes getting the information in Spanish, Braille,
CD, or large print.

If you want any of the following kinds of information,
please call our Mmber Service Contact Center:

1 Information about our plan. This includes, for
example, information about our plan's financial
condition. It also includes information about the
number of appeals made by Members and our plan's
performance ratings, includidgw it has been rated
by Members and how it compares to other Medicare
health plans

1 Information about our network providers,

including our network pharmacies

§ for example, you have the right to get information
from us about the qualifications of the providers
and pharmacies in our network and how we pay
the providers in our network

§ for a list of the providers in our network, see the
Provider Directory

§ for a list of the pharmacies in our network, see the
Pharmacy Directory

§ for more detailed information about our providers
or pharmacies, you can call our Member Service
Contact Center or visit our website at
kp.org/directory

1 Information about your coverage and therules
you must follow when using your coverage

§ in the "How to Obtain Services" and "Benefits and
Your Cost Share" sections, we explain what
medical services are covered for you, any
restrictions to your coverage, and what rules you
must follow to get youcovered medical services

§ to get the details about yoBartD prescription
drug coverage, see "Outpatient Prescription Drugs,
Supplies, and Supplements"” in the "Benefits and
Your Cost Share" section plus our pladisig
List. That section, together withe Drug List, tell
you what drugs are covered and explain the rules
you must follow and the restrictions to your
coverage for certain drugs

§ if you have questions about the rules or
restrictions, please call our Member Service
Contact Center

1 Information a bout why something is not covered
and what you can do about it

§ if a medical service or Palx drug is not covered
for you, orif your coverage is restricted in some
way, you can ask us for a written explanation. You
have the right to this explanation eviéryou
received the medical service or P@rtirug from
an outof-network provider or pharmacy

§ if you are not happy df you disagree with a
decision we make about what medical care or
PartD drug is covered for you, you have the right
to ask us to chamgthe decision. You can ask us to
change the decision by making an appeal. For
details on what to did something is not covered
for you in the way you think it should be covered,
see the "Coverage Decisions, Appeals, and
Complaints" section. It gives ydhe details about
how to make an appeiilyou want us to change
our decision. (it also tells you about how to make a
complaint about quality of care, waiting times, and
other concerns)

§ if you want to ask us to pay our share of a bill you
have received fomedical care or a Pddt drug,
see the "Request for Payments" section

We must support your right to make decisions
about your care

You have the right to know your treatment options

and participate in decisions about your health care

You have the right tget full information from your
doctors and other health care providers when you go for
medical care. Your providers must explain your medical
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

condition and your treatment choices in a way that you
can understand.

You also have the right to participatdijun decisions
about your health care. To help you make decisions with
your doctors about what treatment is best for you, your
rights include the following:

1 To know about all of your choicesThis means that
you have the right to be told about all of theatment
options that are recommended for your condition, no
matter what they cost or whether they are covered by
our plan. It also includes being told about programs
our plan offers to help members manage their
medications and use drugs safely

1 To know about the risks.You have the right to be
told about any risks involved in your care. You must
be told in advanc# any proposed medical care or
treatment is part of a research experiment. You
always have the choice to refuse any experimental
treatments

1 The right to say "no." You have the right to refuse
any recommended treatment. This includes the right
to leave a hospital or other medical facility, even
if your doctor advises you not to leave. You also have
the right to stop taking your medication. Olicse,
if you refuse treatment or stop taking a medication,
you accept full responsibility for what happens to
your body as a result

9 To receive an explanatiorif you are denied
coverage for care.You have the right to receive an
explanation from uf a provider has denied care that
you believe you should receive. To receive this
explanation, you will need to ask us for a coverage
decision. The "coverage Decisions, Appeals, and
Complaints" section of this booklet tells you how to
ask us for a coverage deaisi

You have the right to give instructions about what is

to be doneif you are not able to make medical
decisions for yourself

Sometimes people become unable to make health care
decisions for themselves due to accidents or serious
illness. You have thaght to say what you want to
happenf you are in this situation. This means that,

if you want to, you can:

1 Fill out a written form to give someone the legal
authority to make medical decisions for yibyou
ever become unable to make decisions for yaifirs

1 Give your doctors written instructions about how you
want them to handle your medical c#rgou become
unable to make decisions for yourself

The legal documents that you can use to give your
directions in advance in these situations are called

"advance directives" There are different types of
advance directives and different names for them.
Documents calledliving will " and 'power of attorney
for health care" are examples of advance directives.

If you want to use an "advance directive" to give
your instructions, here is what to do:

1 Get the form. If you want to have an advance
directive, you can get a form from your lawyer, from
a social worker, or from some office supply stores.
You can sometimes get advance directive forms from
organizations that ge people information about
Medicare. You can also contact Member Services to
ask for the forms

1 Fill it out and sign it. Regardless of where you get
this form, keep in mind that it is a legal document.
You should consider having a lawyer help you
prepareti

1 Give copies to appropriate peopleYou should give
a copy of the form to your doctor and to the person
you name on the form as the one to make decisions
for youif you can't. You may want to give copies to
close friends or family members as well. Be dore
keep a copy at home

If you know ahead of time that you are going to be
hospitalized, and you have signed an advance directive,
take a copy with you to the hospital.

9 If you are admitted to the hospital, they will ask you
whether you have signed an adea directive form
and whether you have it with you

9 If you have not signed an advance directive form, the
hospital has forms available and will @skou want
to sign one

Remember, it is your choice whether you want to fill
out an advance directive(including whether you want
to sign ondf you are in the hospital). According to law,
no one can deny you care or discriminate against you
based on whether or not you have signed an advance
directive.

What if your instructions are not followed?

If you have siged an advance directive, and you believe
that a doctor or hospital did not follow the instructions in
it, you may file a complaint with the Quality
Improvement Organization listed in the "Important
Phone Numbers and Resources" section.

You have the right to make complaints and to
ask us to reconsider decisions we have made

If you have any problems or concerns about your
covered services or care, the "Coverage Decisions,
Appeals, and Complaints" section of this booklet tells
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you what you can do. It gives you the details about how
to deal with all types of problems and complaints.

What you need to do to follow up on a problem or
concern depends upon the situation. You might need to
ask us to make a coverage decision for yoakeran
appeal to us to change a coverage decision, or make a
complaint. Whatever you deask for a coverage
decision, make an appeal, or make a complame are
required to treat you fairly.

You have the right to get a summary of information
about the appémand complaints that other members
have filed against our plan in the past. To get this
information, please call our Member Service Contact
Center.

What can you do if you believe you are being
treated unfairly or your rights are not being
respected?

If it is about discrimination, call the Office for Civil
Rights

If you believe you have been treated unfairly or your
rights have not been respected due to your race,
disability, religion, sex, health, ethnicity, creed (beliefs),
age, or national origin, yothsuld call the Department of
Health and Human Services' Office for Civil Rights at
1-800-368-1019(TTY users calll-800-537-7697)or call
your local Office for Civil Rights.

Is it about something else?

If you believe you have been treated unfairly or your
rights have not been respected, and it's not about
discrimination, you can get help dealing with the
problem you are having:

1 You can call our Member Service Contact Center

1 You can call the State Health Insurance Assistance
Program. For details about this organization and how
to contact it, go to the "Important Phone Numbers and
Resources" section

9 Or you can call Medicare 4t800-MEDICARE
(1-800-633-4227) (TTY users calll-877-486-2048,
24 hours a day, seven days a week

How to get more information about your rights
There are several places where you can get more
information about your rights:

9 You can call our Member Service Contact Center

1 You can call the State Health Insrance Assistance
Program. For details about this organization and how
to contact it, go to the "Important Phone Numbers and
Resources" section

1 You can contact Medicare:

§ you can visit the Medicare website to read or
download the publication "Your MedicaRights
& Protections." (The publication is available at
https://lwww.medicare.gov/Pubs/pdf/11534.pdf

§ oryou can call-800-MEDICARE (1-800-633
4227 (TTY users calll-877-486-2048, 24 hours
a day, seven days a week

Information about new technology assessments
Rapidly changing technology affects health care and
medicine as much as any other industry. To determine
whether a new drug or other medical development has
long-term benefits, our plan carefully monitors and
evaluates new technologies for inclusiencavered

benefits. These technologies include medical procedures,
medical devices, and new drugs.

You can make suggestions about rights and
responsibilities

As a Member of our plan, you have the right to make
recommendations about the rights and respditisb
included in this section. Please call our Member Service
Contact Center with any suggestions.

You have some responsibilities as a
Member of our plan

What are your responsibilities?

Things you need to do as a Member of our plan are listed
below.If you have any questions, please call our
Member Service Contact Center. We're here to help.

1 Get familiar with your covered services and the
rules you must follow to get these covered services
Use thisEOCbooklet to learn what is covered for you
and the riles you need to follow to get your covered
services

§ the "How to Obtain Services" and "Benefits and
Your Cost Share" sections give details about your
medical services, including what is covered, what
is not covered, rules to follow, and what you pay

§ the "Outpatient Prescription Drugs, Supplies, and
Supplements" in the "Benefits and Your Cost
Share" section gives details about your coverage
for PartD prescription drugs

1 If you have any other health insurance coverage or
prescription drug coverage inaddition to our plan,
you are required to tell us Please call our Member
Service Contact Center to let us know

§ we are required to follow rules set by Medicare to
make sure that you are using all of your coverage
in combination when you get your covered
savices from our plan. This is called "coordination
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of benefits" because it involves coordinating the
health and drug benefits you get from us with any
other health and drug benefits available to you.
We'll help you coordinate your benefits. (For more
information about coordination of benefits, go to
the "Exclusion, Limitations, Coordination of
Benefits, and Reductions” section)

1 Tell your doctor and other health care providers
that you are enrolled in our plan.Show your plan
membership card whenever you getir medical care
or PartD drugs

1 Help your doctors and other providers help you by
giving them information, asking questions, and
following through on your care

§

to help your doctors and other health care
providers give you the best care, learn as msch a
you are able to about your health problems and
give them the information they need about you and
your health. Follow the treatment plans and
instructions that you and your doctors agree upon

make sure you understand your health problems
and participaten developing mutually agreed
upon treatment goals with your providers
whenever possible

make sure your doctors know all of the drugs you
are taking, including ovethe-counter drugs,
vitamins, and supplements

if you have any questions, be sure to ask. Your
doctors and other health care providers are
supposed to explain things in a way you can
understandif you ask a question and you don't
understand the answer you are given, ask again

1 Be considerate We expect all our members to
respect the rights of othpatients. We also expect
you to act in a way that helps the smooth running of
your doctor's office, hospitals, and other offices

1 Pay what you owe As a plan member, you are
responsible for these payments:

§

in order to be eligible for our plan, you must bav
MedicarePartB. For that reason, most Members
must pay a premium for MedicaRartB to remain
a Member of our plan

for most of your Services or Pdtdrugs covered
by our plan, you must pay your share of the cost
when you get the Service or PBrdrug. This will

be a Copayment (a fixed amount) or Coinsurance
(a percentage of the total cost). The "Benefits and
Your Cost Share" section tells you what you must
pay for your Services and P&rtdrugs

if you get any medical services or PArdrugs

that arenot covered by our plan or by other
insurance you may have, you must pay the full
cost

§ if you disagree with our decision to deny coverage
for a service or Pai drug, you can make an
appeal. Please see the "Coverage Decisions,
Appeals, and Complaints" ation for information
about how to make an appeal

§ if you are required to pay a late enrollment
penalty, you must pay the penalty to keep your
prescription drug coverage

§ if you are required to pay the extra amount for
PartD because of your yearly incomegiymust
pay the extra amount directly to the government to
remain a Member of our plan

9 Tell usif you move.If you are going to move, it's
important to tell us right away. Call our Member
Service Contact Center

§ if you move outside of our Service Area, you
cannot remain a Member of our plan. (The
"Definitions" section tells you about our Service
Area.) We can help you figure out whether you are
moving outside our Service Area.

§ if you move within our Service Area, we still need
to know so we can keep your mbership record
up-to-date and know how to contact you

§ if you move, it is also important to tell Social
Security (or the Railroad Retirement Board). You
can find phone numbers and contact information
for these organizations in the "Important Phone
Numbersand Resources" section

9 Call our Member Service Contact Center for help

if you have questions or concerndVe also

welcome any suggestions you may have for

improving our plan

§ phone numbers and calling hours for our Member
Service Contact Center

§ for moreinformation about how to reach us,
including our mailing address, please see the
"Important Phone Numbers and Resources"
section

Coverage Decisions, Appeals, and
Complaints

What to Do if You Have a Problem or
Concern

This section explains two types pfocesses for handling
problems and concerns:

1 For some types of problems, you need to use the
process for coverage decisions and appeals
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1 For other types of problems, you need to use the
process for making complaints

Both of these processes have been amutdoy

Medicare. To ensure fairness and prompt handling of
your problems, each process has a set of rules,
procedures, and deadlines that must be followed by you
and us.

Which one do you use? That depends upon the type of
problem you are having. The guideder 'To Deal with
Your Problem, Which Process Should You Use?" in this
"Coverage Decisions, Appeals, and Complaiststion

will help you identify the right process to use.

Hospice care

If you have Medicar@artA, your hospice care is
covered by OriginaMedicare and it is not covered under
thisEOC. Therefore, any complaints related to the
coverage of hospice care must be resolved directly with
Medicare and not through any complaint or appeal
procedure discussed in tHEOC. Medicare complaint

and appegrocedures are described in the Medicare
handbook Medicare & You, which is available from your
local Social Security office, at
https://www.medicare.gov or by calling toll freel-800-
MEDICARE (1-8006334227) (TTY users calll-877-
4862048, 24 hours alay, seven days a wedkyou do
not have Medicar@artA, Original Medicare does not
cover hospice care. Instead, we will provide hospice
care, and any complaints related to hospice care are
subject to this "Coverage Decisions, Appeals, and
Complaints" sction.

What about the legal terms?

There are technical legal terms for some of the rules,
procedures, and types of deadlines explained in this

"Coverage Decisions, Appeals, and Complaints" section.

Many of these terms are unfamiliar to most people and
canbe hard to understand.

To keep things simple, this section explains the legal
rules and procedures using simpler words in place of
certain legal terms. For example, this section generally
says "making a complaint” rather than "filing a
grievance," "covemge decision” rather than "organization
determination” or "coverage determination," and
"Independent Review Organization” instead of
"Independent Review Entity." It also uses abbreviations
as little as possible.

However, it can be helpful, and sometimegejui
important, for you to know the correct legal terms for the
situation you are irkKnowing which terms to use will

help you communicate more clearly and accurately when

you are dealing with your problem and get the right help
or information for your situgon.

You Can Get Help from Government
Organizations That Are Not Connected
with Us

Where to get more information and personalized
assistance

Sometimes it can be confusing to start or follow through
the process for dealing with a problem. This can be
especially truéf you do not feel well or have limited
energy. Other times, you may not have the knowledge
you need to take the next step.

Get help from an independent government
organization

We are always available to help you. But in some
situations younay also want help or guidance from
someone who is not connected with us. You can always
contact your State Health Insurance Assistance Program.
This government program has trained counselors in
every state. The program is not connected with us or with
ary insurance company or health plan. The counselors at
this program can help you understand which process you
should use to handle a problem you are having. They can
also answer your questions, give you more information,
and offer guidance on what to do.

The services of the State Health Insurance Assistance
Program counselors are free. You will find phone
numbers in the "Important Phone Numbers and
Resources" section.

You can also get help and information from
Medicare

For more information and help in hantjia problem,

you can also contact Medicare. Here are two ways to get
information directly from Medicare:

1 You can calll-800-MEDICARE (1-800-633-4227)
(TTY users calll-877-486-2048, 24 hours a day,
seven days a week

I You can visit the Medicare website
(https://www.medicare.goy
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To Deal with Your Problem, Which
Process Should You Use?

Should you use the process for coverage
decisions and appeals? Or should you use the
process for making complaints?

If you have a problem or concern, you only need to read
the parts of this section that apply to your situation. The
guide that follows will help.

To figure out which part of this section will help you
with your specific problem or concern, START HERE:

1 Is your problem or concern about your benefits or
coverage?This includes problems about whether
particular medical care or Pdtdrugs are covered or
not, the way in which they are covered, and problems
related to payment for medical care or Fadrugs)

§ yes, my problem is about benefits or coverage:

Go on to "AGuide to the Basics of Coverage
Decisions and Appeals”

§ no, my problem is not about benefits or
coverage:Skip ahead to "How to Make a
Complaint About Quality of Care, Waiting Times,
Customer Service, or Other Concerns"

A Guide to the Basics of Coverage
Decisions and Appeals

Asking for coverage decisions and making
appealsd The big picture

The process for coverage decisions and appeals deals
with problems related to your benefits and coverage for
medical care and Pdt drugs, including problems

related to pyment. This is the process you use for issues
such as whether something is covered or not, and the
way in which something is covered.

Asking for coverage decisions

A coverage decision is a decision we make about your
benefits and coverage or about the amove will pay

for your medical services or P@tdrugs. For example,
your Plan Physician makes a (favorable) coverage
decision for youwhenever you receive medical care
from himor her orif your Plan Physician refers you to a
medical specialist. You grour doctor can also contact
us and ask for a coverage decisidryour doctor is
unsure whether we will cover a particular medical
service or refuses to provide medical care you think that
you need. In other word#, you want to knowf we will
cover amedical service before you receive it, you can
ask us to make a coverage decision for you.

We are making a coverage decision for you whenever we
decide what is covered for you and how much we pay. In

some cases, we might decide a service or[Pdrug is

not covered or is no longer covered by Medicare for you.
|l you di sagree with this
make an appeal

Making an appeal

If we make a coverage decision and you are not satisfied
with this decision, you can "appeal” the decision. An
appeal is a formal way of asking us to review and change
a coverage decision we have made.

When you appeal a decision for the first time, this is
called a Level 1 Appeal. In this appeal, we review the
coverage decision we have made to check tdf see

were following all of the rules properlytour appeal is
handled by different reviewers than those who made the
original unfavorable decisiohVhen we have completed
the review we give you our decision. Under certain
circumstances, which we discuss later, gan request

an expedited or "fast coverage decision" or fast appeal of
a coverage decision.

If we sayno to all or part of your Level 1 Appeal, you
can goonto a Level 2 Appeal. The Level 2 Appeal is
conducted by an independent organization that is not
connected to us. (In some situations, your case will be
automatically sent to the independent organization for
a Level 2 Appeallf this happens, we will let you

know. In other situations, you will need to ask for a
Level 2 Appeal.Jf you are not satisfiedith the

decision at the Level 2 Appeal, you may be able to
continue through additional levels of appeal.

How to get help when you are asking for a

coverage decision or making an appeal

Would you like some help? Here are resources you may
wish to useéf you decide to ask for any kind of coverage
decision or appeal a decision:

1 You can call our Member Service Contact Center
(phone numbers are on the cover of B83C)

1 To get free help from an independent organization
that is not connected with our plan, tact your State
Health Insurance Assistance Program (see the
"Important Phone Numbers and Resources" section)

9 Your doctor can make a request for you

§ for medical care, your doctor can request a
coverage decision or a Level 1 Appeal on your
behalf.If yourappeal is denied at Level 1, it will
be automatically forwarded to Level 2. To request
any appeal after Level 2, your doctor must be
appointed as your representative

§ for PartD prescription drugs, your doctor or other

prescriber can request a coverage slenior a
Level 1 or Level 2 Appeal on your behalf. To
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request any appeal after Level 2, your doctor or
other prescriber must be appointed as your
representative

1 You can ask someone to act on your belifaifou
want to, you can name another person tdacyou
as your "representative" to ask for a coverage
decision or make an appeal

§ there may be someone who is already legally

authorized to act as your representative under state

law

§ if you want a friend, relative, your doctor or other
provider, or other @rson to be your representative,
call our Member Service Contact Center and ask
for the "Appointment of Representative" form.
(The form is also available on Medicare's website
athttps://www.cms.gov/Medicare/CMSForms/
CMS-Forms/downloads/cms1696.pdér onour
website akp.org.) The form gives that person

permission to act on your behalf. It must be signed

by you and by the person whom you would like to

act on your behalf. You must give us a copy of the

signed form
1 You also have the right to hire a lawyeract for you.

You may contact your own lawyer, or get the name of

a lawyer from your local bar association or other
referral service. There are also groups that will give
you free legal services you qualify. However, you
are not required to hire a lger to ask for any kind of
coverage decision or appeal a decision

Which section gives the details for your
situation?

There are four different types of situations that involve

coverage decisions and appeals. Since each situation has

different rules and dektines, we give the details for each
one in a separate section:

1 "Your Medical Care: How to Ask for a Coverage
Decision or Make an Appeal"

1 "Your PartD Prescription Drugs: How to Ask for a
Coverage Decision or Make an Appeal"

1 "How to Ask Us to Cover a Longénpatient Hospital
Stayif You Think the Doctor Is Discharging You Too
Soon"

1 "How to Ask Us to Keep Covering Certain Medical
Servicesf You Think Your Coverage is Ending Too
Soon" (applies to these services only: home health
care, Skilled Nursing Faciii care, and
Comprehensive Outpatient Rehabilitation Facility
(CORF) services)

If you're not sure which section you should be using,
please call our Member Service Contact Center (phone
numbers are on the cover of tlE®C). You can also get

help or information from government organizations such
as your State Health Insurance Assistance Program (the
"Important Phone Numbers and Resources" section has
the phone numbers for this program).

Your Medical Care: How to Ask for a

Coverage Decision or Make an Appeal

This section tells what to do if you have

problems getting coverage for medical care or

if you want us to pay you back for our share of

the cost of your care

This section is about your benefits for medical care and
services. These benefits are descrilvetthé "Benefits

and Your Cost Share" section.

This section tells you what you can ifiggou are in any
of the following situations:

il

You are not getting certain medical care you want,
and you believe that this care is covered by our plan

We will not approvehe medical care your doctor or
other medical provider wants to give you, and you
believe that this care is covered by our plan

You have received medical care or services that you
believe should be covered by our plan, but we have
said we will not pay fothis care

You have received and paid for medical care or
services that you believe should be covered by our
plan, and you want to ask us to reimburse you for this
care

You are being told that coverage for certain medical
care you have been getting that pveviously

approved will be reduced or stopped, and you believe
that reducing or stopping this care could harm your
health

Note:If the coverage that will be stopped is for
hospital care, home health care, Skilled Nursing
Facility care, or Comprehensiutpatient

Rehabilitation Facility (CORF) services, you need to
read a separate section because special rules apply to
these types of care. Here's what to read in those
situations:

§ go to "How to Ask Us to Cover a Longer Inpatient
Hospital Stayif You Thinkthe Doctor Is
Discharging You Too Soon"

§ go to "How to Ask Us to Keep Covering Certain
Medical Servicedf You Think Your Coverage Is
Ending Too Soon." This section is about three
services only: home health care, Skilled Nursing
Facility care, and Comprehsive Outpatient
Rehabilitation Facility (CORF) services
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For all other situations t hf Howeverywelkanekeluetd 1% moré calendar daysa t
medi cal care you have been g #youaskfor maeé time, oftwe nesdtinfopmptierd , us e
this "Your Medical Care: How(stchasAnedical fecords fam K@ian @rovide)e

Deci sion or
what to do.

Ma k e yaoru r Apgpud adle" f shat endyibenefit yaus we decide to take extra days
to make the decision, we will tell you in writing

1 If you believe we should not take extra days, you can

Which of these situations are you in’ file a "fast complaint" about our decision to take extra

1 Do you want to find out whether we will cover the
medical care or services you want?

§ you can ask us to make a coverage decision for

days. When you file a fast complainte will give
you an answer to your complaint within 24 hours.
(The process for making a complaint is different from

the process for coverage decisions and appeals. For
more information about the process for making
complaints, including fast complaints, sétw to

Make a Complaint About Quality of Care, Waiting
Times, Customer Service, or Other Concerns" in this
"Coverage Decisions, Appeals, and Complaints”
section)

you. Go to "Step-by-step: How to ask for a
coverage decigin"

1 Have we already told you that we will not cover or
pay for a medical service in the way that you want it
to be covered or paid for?

§ you can make an appeal. (This means you are
asking us to reconsideiSkip ahead to "Stepby-

step: How to make a Level JAppeal” If your health requires it, ask us to give you a "fast

91 Do you want to ask us to pay you back for medical coverage decision"

care or services you have already received and paid { A fast coverage dasion means we will answer
? L
for within 72 hours

8 you can send_us the biikip ahead to "What & however, we can take up to 14 more calendar days
if you are asking us to pay you for our share of if we find that some information that may benefit
a bill you have received for medical care? you is missing (such as medical records from
Non-Plan Providers), af you need time to get
information to us fothe reviewlf we decide to
take extra days, we will tell you in writing

§ if you believe we should not take extra days, you
can file a "fast complaint" about our decision to
take extra days. (For more information about the
process for making complaintacluding fast
complaints, see "How to Make a Complaint About
Quality of Care, Waiting Times, Customer
Service, or Other Concerns" in this "Coverage

How to request coverage for the medical care you Decisions, Appeals, and Complaints" section.) We

want will call you as soon as we make the decision

T Start by calling, writing, or faxing us to make your 1 To get a fastoverage decision, you must meet two
request for us to authorize or proviceverage for the requirements:

medical care you want. You, your doctor, or your L
. . § you can get a fast coverage decision déhiyou
representative can do this . )
are asking for coverage for medical cgoel have
not yet received. (You cannot get a fast coverage
decisionif your request is about payment for
medical @re you have already received)

you can get a fast coverage decision ahlysing
the standard deadlines could cause serious harm to
your health or hurt your ability to function

Step-by-step: How to ask for a coverage
decision (how to ask us to authorize or provide
the services you want)

Step 1: You ask us to make a coverage decision on
the medical care you are requesting. If your health
requires a quick response, you should ask us to
make a "fast coverage decision." A "fast coverage
decision" is called an "expedited determination.”

9 For the details about how to contact us, go to "How to
contact us when you are asking for a coverage
decision or making an appeal or complaint about your
medical @re" in the "Important Phone Numbers and 5
Resources" section

Generally we use the standard deadlines for giving

you our decision 1 If your doctor tells us that your health requires a "fast

coverage decisionyve will automatically agree to

When we giv r ision, we will h . .
en we give you our decision, we use the give you a fast coverage decision

"standard" deadlines unless we have agreed to use the
"fast" deadlines. A standéicoverage decision means we
will give you an answer within 14 calendar days after we
receive your request.

9 If you ask for a fast coverage decision on your own,
without your doctor's support, we will decide whether
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your health requires that we give you a fast coverage

decision
§ if we decide that yaumedical condition does not

meet the requirements for a fast coverage decision,

we will send you a letter that says so (and we will
use the standard deadlines instead)

§ this letter will tell you thatf your doctor asks for
the fast coverage decision, wédhautomatically
give a fast coverage decision

§ the letter will also tell how you can file a "fast
complaint" about our decision to give you a
standard coverage decision instead of the fast
coverage decision you requested. (For more
information about thempcess for making
complaints, including fast complaints, see "How to
Make a Complaint About Quality of Care, Waiting
Times, Customer Service, or Other Concerns" in
this "Coverage Decisions, Appeals, and
Complaints" section)

Step 2: We consider your request for medical care
coverage and give you our answer

Deadlines for a "fast coverage decision”

1 Generally, for a fast coverage decision, we will give
you our answer within 72 hours

§ as explained above, we can take up to 14 more
calendar days under certaimcumstancedf we
decide to take extra days to make the coverage
decision, we will tell you in writing

§ if you believe we should not take extra days, you
can file a "fast complaint” about our decision to
take extra days. When you file a fast complaint,
we will give you an answer to your complaint
within 24 hours. (For more information about the
process for making complaints, including fast
complaints, see "How to Make a Complaint About
Quality of Care, Waiting Times, Customer
Service, or Other Concerns this "Coverage
Decisions, Appeals, and Complaints" section)

§ if we do not give you our answer within 72 hours
(orif there is an extended time period, by the end
of that period), you have the right to appeal. "Step
by-step: How to make a Level 1 Appeaklow
tells you how to make an appeal

1 If our answer ig/esto part or all of what you
requested, we must authorize or provide the medical
care coverage we have agreed to provide within 72
hours after we received your requéktve extended
the time needetb make our coverage decision, we
will authorize or provide the coverage by the end of
that extended period

9 If our answer is10 to part or all of what you

requested, we will send you a detailed written
explanation as to why we said

Deadlines for a "stardard coverage decision”
1 Generally, for a standard coverage decision, we will

give you our answer within 14 calendar days of
receiving your request

§ we can take up to 14 more calendar days ("an
extended time period") under certain
circumstancedf we deciddo take extra days to
make the coverage decision, we will tell you in
writing

§ if you believe we should not take extra days, you
can file a "fast complaint" about our decision to
take extra days. When you file a fast complaint,
we will give you an answeptyour complaint
within 24 hours. (For more information about the
process for making complaints, including fast
complaints, see "How to Make a Complaint About
Quiality of Care, Waiting Times, Customer
Service, or Other Concerns" in this "Coverage
Decisions Appeals, and Complaints" section)

§ if we do not give you our answer within 14
calendar days (df there is an extended time
period, by the end of that period), you have the
right to appeal. "Stepy-step: How to make a
Level 1 Appeal" below tells you hote make an
appeal

If our answer ig/esto part or all of what you
requested, we must authorize or provide the medical
care coverage we have agreed to provide within 14
calendar days after we received your requéste
extended the time needed to make amrerage
decision, we will authorize or provide the coverage
by the end of that extended period

If our answer is10 to part or all of what you
requested, we will send you a written statement that
explains why we saido

Step 3: If we say no to your request for coverage
for medical care, you decide if you want to make an
appeal

1 If we sayno, you have the right to ask us to

reconsider, and perhaps change this decision by
making an appeal. Making an appeal means making
another try to get the medical care cage you want

If you decide to make an appeal, it means you are
going on to Level 1 of the appeals process (see - Step
by-step: How to make a Level 1 Appeal" below)
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Step-by-step: How to make a Level 1 Appeal
(how to ask for a review of a medical care
coverage decision made by our plan)

Step 1: You contact us and make your appeal.
If your health requires a quick response, you must
ask for a "fast appeal"

An appeal to our plan about a medical care coverage
decision is called a plan "reconsideration."

What to do:

ll

|l

To start an appeal, you, your doctor, or your
representative must contact &®r details about how

to reach us for any purpose related to your appeal, go
to "How to contact us when you are asking for a
coverage decision or making an appeal oramt
about your medical care" in the "Important Phone
Numbers and Resources" section

If you are asking for a standard appeal, make your
standard appeal in writing by submitting a request

§ if you have someone appealing our decision for
you other than youdoctor, your appeal must
include an "Appointment of Representative” form
authorizing this person to represent you. To get the
form, call our Member Service Contact Center and
ask for the "Appointment of Representative” form.
It is also available on Medicas website at
https://www.cms.gov/Medicare/CMS
Forms/CMS-Forms/downloads/
cms1696.pdfor on our website &p.org. While
we can accept an appeal request without the form,
we cannot begin or complete our review until we
receive it.If we do not receive thierm within 44
calendar days after receiving your appeal request
(our deadline for making a decision on your
appeal), your appeal request will be dismissed.

If this happens, we will send you a written notice
explaining your right to ask the Independent
Review Organization to review our decision to
dismiss your appeal

If you are asking for a fast appeal, make your appeal
in writing or call ug(see"How to contact us when

you are asking for a coverage decision or making an
appeal or complaint about your meali care" in the
"Important Phone Numbers and Resources" section)

You must make your appeal request within 60
calendar days from the date on the written notice we
sent to tell you our answer to your request for a
coverage decisionf you miss this deadlemand have

a good reason for missing it, we may give you more
time to make your appeal. Examples of good cause
for missing the deadline may includeyou had a
serious illness that prevented you from contacting us
orif we provided you with incorrect oncomplete

information about the deadline for requesting an
appeal

You can ask for a copy of the information regarding
your medical decision and add more information to
support your appeal

§ you have the right to ask us for a copy of the
information regardingour appeal. We are
allowed to charge a fee for copying and sending
this information to you

§ if you wish, you and your doctor may give us
additional information to support your appeal

If your health requires it, ask for a "fast appeal” (you
can make a request by calling us)

A "fast appeal” is also called an "expedited
reconsideration.”

f

If you are appealing a decision we made about
coverage for care you have not yet received, you
and/or your doctor will need to decideyou need a
"fast appeal”

Therequirements and procedures for getting a "fast
appeal” are the same as those for getting a "fast
coverage decision." To ask for a fast appeal, follow
the instructions for asking for a fast coverage
decision. (These instructions are given earlier in this
section)

If your doctor tells us that your health requires a "fast
appeal,” we will give you a fast appeal

Step 2: We consider your appeal and we give you
our answer

f

When we are reviewing your appeal, we take another
careful look at all of the informatiorbaut your

request for coverage of medical care. We check to see
if we were following all the rules when we saidlto

your request

We will gather more informatioifi we need it. We
may contact you or your doctor to get more
information

Deadlines for a "fad appeal”

f

When we are using the fast deadlines, we must give
you our answer within 72 hours after we receive your
appeal. We will give you our answer sooifeyour
health requires us to do so

§ however,f you ask for more time, of we need to
gather morenformation that may benefit you, we
can take up to 14 more calendar dafysve decide
to take extra days to make the decision, we will
tell you in writing

§ if we do not give you an answer within 72 hours

(or by the end of the extended time periode
took extra days), we are required to automatically
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send your request on to Level 2 of the appeals
process, where it will be reviewed by an
independent organization. Later in this section, we
tell you about this organization and explain what
happens at Levé of the appeals process

1 If our answer ig/esto part or all of what you
requested, we must authorize or provide the coverage
we have agreed to provide within 72 hours after we
receive your appeal

1 If our answer isi0 to part or all of what you
requestedywe will send you a written denial notice
informing you that we have automatically sent your
appeal to the Independent Review Organization for a
Level 2 Appeal

Deadlines for a "standard appeal”

9 If we are using the standard deadlines, we must give
you ouranswer within 30 calendar days after we
receive your appedl your appeal is about coverage
for services you have not yet received. We will give
you our decision soondryour health condition
requires us to

§ however,if you ask for more time, of we need to
gather more information that may benefit you, we
can take up to 14 more calendar dafysve decide
to take extra days to make the decision, we will
tell you in writing

§ if you believe we should not take extra days, you
can file a "fast complaint"teout our decision to
take extra days. When you file a fast complaint,
we will give you an answer to your complaint
within 24 hours. (For more information about the
process for making complaints, including fast
complaints, see "How to Make a Complaint About
Quality of Care, Waiting Times, Customer
Service, or Other Concerns" in this "Coverage
Decisions, Appeals, and Complaints" section)

§ if we do not give you an answer by the deadline
above(or by the end of the extended time period
if we took extra days), ware required to send
your request on to Level 2 of the appeals process,
where it will be reviewed by an independent
outside organization. Later in this section, we talk
about this review organization and explain what
happens at Level 2 of the appeals psx

1 If our answer ig/esto part or all of what you
requested, we must authorize or provide the coverage
we have agreed to provide within 30 calendar days
after we receive your appeal

1 If our answer isi0 to part or all of what you
requested, we will sencby a written denial notice
informing you that we have automatically sent your

appeal to the Independent Review Organization for a
Level 2 Appeal

Step 3: If our plan says no to part or all of your
appeal, your case will automatically be sent on to
the next level of the appeals process

1 To make sure we were following all the rules when
we saidno to your appeal, we are required to send
your appeal to the Independent Review Organization.
When we do this, it means that your appeal is going
on to the next levelfadhe appeals process, which is
Level 2

Step-by-step: How a Level 2 Appeal is done

If we sayno to your Level 1 Appeal, your case will
automatically be sent on to the next level of the appeals
process. During the Level 2 Appeal, the Independent
Review Orgaization reviews our decision for your first
appeal. This organization decides whether the decision
we made should be changed. The formal name for the
Independent Review Organization is the "Independent
Review Entity." It is sometimes called the "IRE."

Step 1: The Independent Review Organization
reviews your appeal

I The Independent Review Organization is an
independent organization that is hired by Medicare.
This organization is not connected with us and it is
not a government agency. This organization is a
company chosen by Medicare to handle the job of
being the Independent Review Organization.
Medicare oversees its work

1 We will send the information about your appeal to
this organization. This information is called your
"case file." You have the right tolass for a copy of
your case file. We are allowed to charge you a fee for
copying and sending this information to you

1 You have a right to give the Independent Review
Organization additional information to support your
appeal

1 Reviewers at the Independentviav Organization
will take a careful look at all of the information
related to your appeal

If you had a "fast appeal” at Level 1, you will also
have a "fast appeal” at Level 2

1 If you had a fast appeal to our plan at Level 1, you
will automatically receive fast appeal at Level 2.
The review organization must give you an answer to
your Level 2 Appeal within 72 hours of when it
receives your appeal
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1 However,if the Independent Review Organization
needs to gather more information that may benefit
you, it cantake up to 14 more calendar days

If you had a "standard appeal" at Level 1, you will
also have a "standard appeal" at Level 2

1 If you had a standard appeal to our plan at Level 1,
you will automatically receive a standard appeal at
Level 2. The review orgaration must give you an
answer to your Level 2 Appeal within 30 calendar
days of when it receives your appeal

1 However,if the Independent Review Organization
needs to gather more information that may benefit
you, it can take up to 14 more calendar days

Step 2: The Independent Review Organization
gives you their answer

The Independent Review Organization will tell you its
decision in writing and explain the reasons for it.

9 If the review organization say®sto part or all of
what you requested, we must lzartize the medical
care coverage within 72 hours or provide the service
within 14 calendar dayafter we receive the decision
from the review organization for standard requests or
within 72 hours from the date we receive the decision
from the review orgaamation for expedited requests

9 If this organization sayso to part or all of your
appeal, it means they agree with us that your request
(or part of your request) for coverage for medical care
should not be approved. (This is called "upholding the
decision." It is also called "turning down your
appeal")

§ if the Independent Review Organization "upholds
the decision," you have the right to a Level 3
Appeal. However, to make another appeal at Level
3, the dollar value of the medical care coverage
you are requesting must meet a certain minimum.
If the dollar value of th coverage you are
requesting is too low, you cannot make another
appeal, which means that the decision at Level 2 is
final. The written notice you get from the
Independent Review Organization will tell you
how to find out the dollar amount to continue the
appeals process

Step 3: If your case meets the requirements, you
choose whether you want to take your appeal
further

1 There are three additional levels in the appeals
process after Level 2 (for a total of five levels of
appeal)

1 If your Level 2 Appeal is tuned down and you meet

the requirements to continue with the appeals process,

you must decide whether you want to go on to Level
3 and make a third appeahe details about how to
do this are in the written notice you got after your
Level 2 Appeal

1 The Lewl 3 Appeal is handled by an administrative
law judge. Taking Your Appeal to Level 3 and
Beyond"in this "Coverage Decisions, Appeals, and
Complaints" section tells you more about Levels 3, 4,
and 5 of the appeals process

What if you are asking us to pay you for our
share of a bill you have received for medical
care?

If you want to ask us for payment for medical care, start
by reading the "Requests for Payment" section, which
describes the situations in which you may need to ask for
reimbursement or to paybill you have received from a
provider. It also tells you how to send us the paperwork
that asks us for payment.

Asking for reimbursement is asking for a
coverage decision from us

If you send us the paperwork that asks for
reimbursement, you are asking to make a coverage
decision (for more information about coverage
decisions, seeAsking for coverage decisions and
making appeais-The big picturéin this "Coverage
Decisions, Appeals, and Complaints" section). To make
this coverage decision, we will ebk to seéf the

medical care you paid for is a covered service (see the
"Benefits and Your Cost Share" section). We will also
check to se& you followed all the rules for using your
coverage for medical care (these rules are given in the
"How to ObtainServices" section).

We will say yes or no to your request

9 If the medical care you paid for is covered and you
followed all the rules, we will send you the payment
for our share of the cost of your medical care within
60 calendar days after we receive yoguest. Or
if you haven't paid for the services, we will send the
payment directly to the provider. (When we send the
payment, it's the same as sayy@gto your request
for a coverage decision)

1 If the medical care is not covered, or you did not
follow all the rules, we will not send payment.
Instead, we will send you a letter that says we will not
pay for the medical care and the reasons why in
detail. (When we turn down your request for
payment, it's the same as sayir@to your request
for a coveragelecision)
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What if you ask for payment and we say that we
will not pay?

If you do not agree with our decision to turn you down,
you can make an appe#lyou make an appeal, it means
you are asking us to change the coverage decision we
made when we turnetbwn your request for payment.

To make this appeal, follow the process for appeals that
we describe under "Stdpy-step: How to make a Level 1
Appeal."Go to this section for stelpy-step instructions.
When you are following these instructions, please:not

1 If you make an appeal for reimbursement, we must
give you our answer within 60 calendar days after we
receive your appedllf you are asking us to pay you
back for medical care you have already received and
paid for yourself, you are not allowed to dek a fast
appeal)

9 If the Independent Review Organization reverses our
decision to deny payment, we must send the payment
you have requested to you or to the provider within
30 calendar daydf the answer to your appealyiss
at any stage of the appepl®cess after Level 2, we
must send the payment you requested to you or to the
provider within 60 calendar days

Your Part D Prescription Drugs: How to
Ask for a Coverage Decision or Make an

Appeal

What to do if you have problems getting a Part D
drug or you want us to pay you back for a Part D
drug

Your benefits as a Member of our plan include coverage
for many prescription drugs. Please refer tokaiser
Permanente 2019 Comprehensive Formuldiy be
covered, théartD drug must be used for a medically
accepted indication. (A "medically accepted indication”
is a use of the drug that is either approved by the federal
Food and Drug Administration or supported by certain
reference books.)

1 This section is about yourPart D drugs only. To
keep things simple, we generally say "drug" in the
rest of this section, instead of repeating "covered
outpatient prescription drug" oPartD drug" every
time

1 For details about what we mean®grtD drugs, the
Kaiser Permanente 2019 Conghrensive Formulary
rules and restrictions on coverage, and cost
information, see "Outpatient Prescription Drugs,
Supplies, and Supplements"” in the "Benefits and Your
Cost Share" section

Part D coverage decisions and appeals

As discussed under "A Guide ttee Basics of Coverage
Decisions and Appeals" in this "Coverage Decisions,
Appeals, and Complaints" section, a coverage decision is
a decision we make about your benefits and coverage or
about the amount we will pay for your drugs. An initial
coverage desion about youPartD drugs is called a
"coverage determination."

Here are examples of coverage decisions you ask us to
make about youPartD drugs:

1 You ask us to make an exception, including:

§ asking us to coverBartD drug that is not on our
Kaiser Pemanente 2019 Comprehensive
Formulary

§ asking us to waive a restriction on our plan's
coverage for a drug (such as limits on the amount
of the drug you can get)

asking to pay a lower cesharing amount for a
covered drug on a higher cesttaring tier

wn

1 You ask us whether a drug is covered for you and
whether you satisfy any applicable coverage rules.
For example, when your drug is on daiser
Permanente 2019 Comprehensive Formulamt we
require you to get approval from us before we will
cover it foryou

§ note:if your pharmacy tells you that your
prescription cannot be filled as written, you will
get a written notice explaining how to contact us to
ask for a coverage decision

9 You ask us to pay for a prescription drug you already
bought. This is a reest for a coverage decision
about payment

If you disagree with a coverage decision we have made,
you can appeal our decision.

Which of these situations are you in?

This section tells you both how to ask for coverage
decisions and how to request an appéat this guide to
help you determine which part has information for your
situation:

91 Do you need a drug that isn't on dnug Listor need
us to waive a rule or restriction on a drug we cover?
You can ask us to make an exception. (This is a type
of coverag decision.Btart with "What is a Part D
exception?"

1 Do you want us to cover a drug on @nug Listand
you believe you meet any plan rules or restrictions
(such as getting approval in advance) for the drug you
need? You can us for a coverage decissiip
ahead to"Step-by-step: How to ask for a coverage
decision, including aPart D exception"
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1 Do you want to ask us to pay you back for a drug you
have already received and paid for? You can ask us to
pay you back. (This is a type of coverage decision.)
Skip ahead to"Step-by-step: How to ask for a
coverage decision, including &art D exception”

1 Have we already told you that we will not cover or
pay for a drug in the way that you want it to be
covered or paid for? You can make an appeal. (This
means you & asking us to reconsideBkip ahead
to "Step-by-step: How to make a Level 1 Appeal”

What is a Part D exception?

If a PartD drug is not covered in the way you would like
it to be covered, you can ask us to make an "exception."
An exception is a type of coverage decision. Similar to
other types of coverage decisiotisye turn down your
request for an exception, you can appealdecision.

When you ask for an exception, your doctor or other
prescriber will need to explain the medical reasons why
you need the exception approved. We will then consider
your request. Here are two examples of exceptions that
you or your doctor ortber prescriber can ask us to
make:

9 Covering aPart D drug for you that is not on our
Kaiser Permanente 2019 Comprehensive
Formulary. (We call it the Drug List" for short.)
Asking for coverage of a drug that is not on Breig
Listis sometimes called aisk) for a "formulary
exception”

§ if we agree to make an exception and cover a drug
that is not on th®rug List, you will need to pay
the Cost Share amount that applies to drugs in the
brandname drug tierYou cannot ask for an
exception to the Copayment Goinsurance
amount we require you to pay for the drug

§ you cannot ask for coverage of any "excluded
drugs" or other nofPartD drugs that Medicare
does not cover. (For more information about
excluded drugs, see "Outpatient Prescription
Drugs, Supplies, and Supplements" in the
"Benefits and Your Cost Share" section)

I Removing a restriction on our coverage for a
coveredPart D drug. There are extra rules or
restrictions that apply to certain drugs on Kaiser
Permanente 2019 Comprehensive Formul#oy
more information, go to "Outpatient Prescription
Drugs, Supplies, and Supplements"” in the "Benefits
and Your Cost Share" sectiojsking for a removal
of a restriction on coverage for a drug is sometimes
called asking for a "formulary exception”

§ the extra rules and restrictions on coverage for
certain drugs include 1) being required to use the
generic version of a drug instead oé thrand

name drug, and 2) gettinan approval in
advancebefore we will agree to cover the drug for
you. (This is sometimes called "prior
authorization”)

§ if we agree to make an exception and waive a
restriction for you, you can ask for an exception to
the Copayment or Coinsurance amount we require
you to pay for thé?artD drug

Important things to know about asking for a
Part D exception

Your doctor must tell us the medical reasons

Your doctor or other prescriber must give us a statement
that explains thenedical reasons for requestingartD
exception. For a faster decision, include this medical
information from your doctor or other prescriber when
you ask for the exception.

Typically, our Drug List includes more than one drug for
treating a particulacondition. These different

possibilities are called "alternative" drudfsan

alternative drug would be just as effective as the drug

you are requesting and would not cause more side effects
or other health problems, we will generally not approve
your request for an exceptiotf. you ask us for a tiering
exception, we will generally not approve your request for
an exception unless all the alternative drugs in the lower
costsharing tier(s) won't work as well for you.

We can say yes or no to your request

9 If we approve your request foPartD exception, our
approval usually is valid until the end of the plan
year. This is true as long as your doctor continues to
prescribe the drug for you and that drug continues to
be safe and effective for treating younddion

9 If we sayno to your request for RartD exception,
you can ask for a review of our decision by making
an appeal. The "Stepy-step: How to make a Level 1
Appeal" section tells how to make an apgéate say
no

The next section tells you how telafor a coverage
decision, including &artD exception.

Step-by-step: How to ask for a coverage
decision, including a Part D exception

Step 1: You ask us to make a coverage decision
about the drug(s) or payment you need.

If your health requires a quick response, you must ask us
to make a "fast coverage decision." Yeannotask for a
fast coverage decisiahyou are asking us to pay you

back for a drug you already bought.
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What to do:

il

Request the type of coverage decision you want. Start
by calling, writing, or faxing us to make your request.
You, your representative, or your doctor (or other
prescriber) can do this. You can also access the
coverage decision process through our website.

the details, go to "How to contact us when you are
asking for a coverage decision or making an appeal
about yourPartD prescription drugs" in the

"Important Phone Numbers and Resources" section.
Orif you are asking us to pay you back for a drug, go
to "Where to send a request asking us to pay for our
share of the cost for medical care d?atD drug

you have received" in the "Important Phone Numbers
and Resources" section

You or your doctor or someone else who is acting on
your behalf can ask for@verage decision. The "A
Guide to the Basics of Coverage Decisions and
Appeals" section tells you how you can give written
permission to someone else to act as your
representative. You can also have a lawyer act on
your behalf

If you want to ask us to gayou back for a drug, start

by reading the "Requests for Payment" section, which
describes the situations in which you may need to ask
for reimbursement. It also tells you how to send us
the paperwork that asks us to pay you back for our
share of the cosif a drug you have paid for

If you are requesting RartD exception, provide the
"supporting statement." Your doctor or other
prescriber must give us the medical reasons for the
drug exception you are requesting. (We call this the
"supporting statemen)."Your doctor or other

prescriber can fax or mail the statement to us. Or your
doctor or other prescriber can tell us on the phone and
follow up by faxing or mailing a written statement

if necessary. See "What i$artD exception?" and
"Important thinggo know about asking for RartD
exception” for more information about exception
requests

We must accept any written request, including a
request submitted on the CMS Model Coverage
Determination Request Form, which is available on
our website

If your health requires it, ask us to give you a "fast
coverage decision”

A "fast coverage decision" is called an "expedited
coverage determination."

il

When we give you our decision, we will use the
"standard" deadlines unless we have agreed to use the
"fast" deadlinesA standard coverage decision means
we will give you an answer within 72 hours after we

receive your doctor's statement. A fast coverage
decision means we will answer within 24 hours after
we receive your doctor's statement

1 To get a fast coverage decisigou must meet two
requirements:

§ you can get a fast coverage decision dohiyou
are asking for a drug you have not yet received.
(You cannot get a fast coverage decisfoyou are
asking us to pay you back for a drug you have
already bought)

§ you can gea fast coverage decision onfyusing
the standard deadlines could cause serious harm to
your health or hurt your ability to function

1 If your doctor or other prescriber tells us that your
health requires a "fast coverage decision," we will
automaticallyagree to give you a fast coverage
decision

1 If you ask for a fast coverage decision on your own
(without your doctor's or other prescriber's support),
we will decide whether your health requires that we
give you a fast coverage decision

§ if we decide that gur medical condition does not
meet the requirements for a fast coverage decision,
we will send you a letter that says so (and we will
use the standard deadlines instead)

§ this letter will tell you thatf your doctor or other
prescriber asks for the fastwerage decision, we
will automatically give a fast coverage decision

§ the letter will also tell you how you can file a
complaint about our decision to give you a
standard coverage decision instead of the fast
coverage decision you requested. It tells yowh
to file a "fast complaint," which means you would
get our answer to your complaint within 24 hours
of receiving the complaint. (The process for
making a complaint is different from the process
for coverage decisions and appeals. For more
information abat the process for making
complaints, see "How to Make a Complaint About
Quiality of Care, Waiting Times, Customer
Service, or Other Concerns" in this "Coverage
Decisions, Appeals, and Complaints" section

Step 2: We consider your request and we give you
our answer

Deadlines for a "fast coverage decision”

9 If we are using the fast deadlines, we must give you
our answer within 24 hours

§ generally, this means within 24 hours after we
receive your requedtf. you are requestingRartD
exception, we will give yoour answer within 24
hours after we receive your doctor's statement
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supporting your request. We will give you our
answer soondf your health requires us to

§ if we do not meet this deadline, we are required to
send your request on to Level 2 of the appeal
process, where it will be reviewed by an
independent, outside organization. Later in this
section, we talk about this review organization and
explain what happens at Appeal Level 2

1 If our answer ig/esto part or all of what you
requestedywe mustprovide the coverage we have
agreed to provide within 24 hours after we receive
your request or doctor's statement supporting your
request

1 If our answer isio0 to part or all of what you
requestedwe will send you a written statement that
explains why we ad no. We will also tell you how to
appeal

Deadlines for a "standard coverage decision" about a
Part D drug you have not yet received

1 If we are using the standard deadlines, we must give
you our answer within 72 hours

§ generally, this means within 72 howafter we
receive your requedt. you are requestingRartD
exception, we will give you our answer within 72
hours after we receive your doctor's statement
supporting your request. We will give you our
answer soondf your health requires us to

§ if we do not meet this deadline, we are required to
send your request on to Level 2 of the appeals
process, where it will be reviewed by an
independent organization. Later in this section, we
talk about this review organization and explain
what happens at Appelatvel 2

9 If our answer igesto part or all of what you
requested:

§ if we approve your request for coverage, we must
provide the coverage we have agreed to provide
within 72 hours after we receive your request or
doctor's statement supporting your request

9 If our answer isi0 to part or all of what you
requested, we will send you a written statement that
explains why we said no. We will also tell you how to
appeal

Deadlines for a "standard coverage decision" about
payment for a drug you have already bought

1 We must give you our answer within 14 calendar days
after we receive your request

§ if we do not meet this deadline, we are required to
send your request on to Level 2 of the appeals
process, where it will be reviewed by an

independent organization. Laterthis section, we
talk about this review organization and explain
what happens at Appeal Level 2

1 If our answer ig/esto part or all of what you
requested, we are also required to make payment to
you within 14 calendar days after we receive your
request

1 If our answer igo to part or all of what you
requested, we will send you a written statement that
explains why we said no. We will also tell you how to
appeal

Step 3: If we say no to your coverage request, you
decide if you want to make an appeal

1 If we sayno, you have the right to request an appeal.
Requesting an appeal means asking us to
reconsider—and possibly changethe decision we
made

Step-by-step: How to make a Level 1 Appeal
(how to ask for areview of a coverage decision
made by our plan)

An appealto our plan about RartD drug coverage
decision is called a plan "redetermination.”

Step 1: You contact us and make your Level 1
Appeal. If your health requires a quick response,
you must ask for a "fast appeal.”

What to do:

9 To start your appeal, you (gour representative or
your doctor or other prescriber) must contact us

§ for details about how to reach us by phone, fax, or
mail, or on our website for any purpose related to
your appeal, go to "How to contact us when you
are asking for a coverage decision or making an
appeal about youPartD prescription drugs" in the
"Important Phone Numbers and Resources"
section

9 If you are asking for a standard app@&ahke your
appeal by submitting a written request

9 If you are asking for a fast appeal, you may make
your appeal in writing or you may call us at the phone
number shown under "How to contact us when you
are asking for a coverage decision or making an
appeal about youPartD prescription drugs" in the
"Important Phone Numbers and Resources" section

1 We must accept any written request, including a
request submitted on the CMS Model Coverage
Determination Request Form, which is available on
our website
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1 You must make your appeal request within 60
calendar dayfrom the date on the written notice we
sent to tell you our answer to your request for a
coverage decisionf you miss this deadline and have
a good reason for missing it, we may give you more
time to make your appeal. Examples of good cause
for missing he deadline may includéyou had a
serious illness that prevented you from contacting us
or if we provided you with incorrect or incomplete
information about the deadline for requesting an
appeal

1 You can ask for a copy of the information in your
appeal ad add more information

§ you have the right to ask us for a copy of the
information regarding your appeal. We are
allowed to charge a fee for copying and sending
this information to you

§ if you wish, you and your doctor or other
prescriber may give us additial information to
support your appeal

If your health requires it, ask for a "fast appeal”

A "fast appeal” is also called an "expedited
redetermination.”

1 If you are appealing a decision we made about a drug

you have not yet received, you and your doctor o
other prescriber will need to decideyou need a "fast
appeal"

1 The requirements for getting a "fast appeal” are the

same as those for getting a "fast coverage decision" in

"Stepby-step: How to ask for a coverage decision,
including aPartD exception"

Step 2: We consider your appeal and we give you

our answer

1 When we are reviewing your appeal, we take another
careful look at all of the information about your
coverage request. We check to Bege were
following all the rules when we sait to your
request. We may contact you or your doctor or other
prescriber to get more information

Deadlines for a "fast appeal”

1 If we are using the fast deadlines, we must give you
our answer within 72 hours after we receive your
appeal. We will give you our answsoonerif your
health requires it

§ if we do not give you an answer within 72 hours,
we are required to send your request on to Level 2
of the appeals process, where it will be reviewed
by an Independent Review Organization. Later in
this section, we talk alut this review organization

il

and explain what happens at Level 2 of the appeals
process

If our answer ig/esto part or all of what you
requestedye must provide the coverage we have
agreed to provide within 72 hours after we receive
your appeal

If our arswer isno to part or all of what you
requested, we will send you a written statement that
explains why we saido and how to appeal our
decision

Deadlines for a "standard appeal”

il

If we are using the standard deadlines, we must give
you our answer within @alendar days after we
receive your appeal. We will give you our decision
sooneiif you have not received the drug yet and your
health condition requires us to do Hoyou believe
your health requires it, you should ask for a "fast
appeal"

If we do notgive you a decision within 7 calendar

days, we are required to send your request on to Level
2 of the appeals process, where it will be reviewed by
an Independent Review Organization. Later in this
section, we tell you about this review organization

and eyplain what happens at Level 2 of the appeals
process

If our answer ig/esto part or all of what you
requested:

§ if we approve a request for coverage, we must
provide the coverage we have agreed to provide as
quickly as your health requires, but no lateartty
calendar days after we receive your appeal

§ if we approve a request to pay you back for a drug
you already bought, we are required to send
payment to you within 30 calendar days after we
receive your appeal request

If our answer is10 to part or all ofwhat you
requested, we will send you a written statement that
explains why we saido and how to appeal our
decision

Step 3: If we say no to your appeal, you decide
if you want to continue with the appeals process
and make another appeal

1 If we sayno to your appeal, you then choose whether

to accept this decision or continue by making another
appeal

1 If you decide to make another appeal, it means your

appeal is going on to Level 2 of the appeals process
(see below)
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Step-by-step: How to make a Level 2 Appeal

If we sayno to your appeal, you then choose whether to
accept this decision or continue by making another
appeallf you decide to go on to a Level 2 Appeal, the
Independent Review Organization reviews the decision
we made when we saitb to your first gopeal. This
organization decides whether the decision we made
should be changed.

The formal name for the Independent Review
Organization is the "Independent Review Entity." It is
sometimes called the "IRE."

Step 1: To make a Level 2 Appeal, you (or your
representative or your doctor or other prescriber)
must contact the Independent Review Organization
and ask for a review of your case

9 If we sayno to your Level 1 Appeal, the written
notice we send you will include instructions about
how to make a Level 2 Ageal with the Independent
Review Organization. These instructions will tell you
who can make this Level 2 Appeal, what deadlines
you must follow, and how to reach the review
organization

1 When you make an appeal to the Independent Review
Organization, we i send the information we have
about your appeal to this organization. This
information is called your "case file." You have the
right to ask us for a copy of your case file. We are
allowed to charge you a fee for copying and sending
this information to gu

1 You have a right to give the Independent Review
Organization additional information to support your
appeal

Step 2: The Independent Review Organization does
a review of your appeal and gives you an answer

I The Independent Review Organization is an
indepemlent organization that is hired by Medicare.
This organization is not connected with us and it is
not a government agency. This organization is a
company chosen by Medicare to review our decisions
about yourPartD benefits with us

1 Reviewers at the Indepdent Review Organization
will take a careful look at all of the information
related to your appeal. The organization will tell you
its decision in writing and explain the reasons for it

Deadlines for "fast appeal” at Level 2

1 If your health requires it, agke Independent Review
Organization for a fast appeal

1 If the review organization agrees to give you a fast
appeal, the review organization must give you an

answer to your Level 2 Appeal within 72 hours after
it receives your appeal request

1 If the Independent Review Organization sggsto
part or all of what you requested, we must provide the
drug coverage that was approved by the review
organization within 24 hours after we receive the
decision from the review organization

Deadlines for "standard appeal” at Level 2

1 If you have a standard appeal at Level 2, the review
organization must give you an answer to your Level 2
Appeal within 7 calendar days after it receives your
appeal

1 If the Independent Review Organization sggsto
part or allof what you requested:

§ if the Independent Review Organization approves
a request for coverage, we must provide the drug
coverage that was approved by the review
organization within 72 hours after we receive the
decision from the review organization

§ if the Independent Review Organization approves
a request to pay you back for a drug you already
bought, we are required to send payment to you
within 30 calendar days after we receive the
decision from the review organization

What if the review organization says1o to your
appeal?

If this organization sayso to your appeal, it means the
organization agrees with our decision not to approve
your request. (This is called "upholding the decision." It
is also called "turning down your appeal.”)

If the Independent Résw Organization "upholds the
decision," you have the right to a Level 3 Appeal.
However, to make another appeal at Level 3, the dollar
value of the drug coverage you are requesting must meet
a minimum amountf the dollar value of the drug
coverage youra requesting is too low, you cannot make
another appeal and the decision at Level 2 is final. The
notice you get from the Independent Review
Organization will tell you the dollar value that must be in
dispute to continue with the appeals process.

Step 3: If the dollar value of the coverage you are
requesting meets the requirement, you choose
whether you want to take your appeal further

1 There are three additional levels in the appeals
process after Level 2 (for a total of five levels of
appeal)

1 If your Levd 2 Appeal is turned down and you meet
the requirements to continue with the appeals process,
you must decide whether you want to go on to Level
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3 and make a third appe#l.you decide to make a
third appeal, the details about how to do this are in
the wiitten notice you got after your second appeal

1 The Level 3 Appeal is handled by an administrative
law judge. "Taking your Appeal to Level 3 and
Beyond" tells you more about Levels 3, 4, and 5 of
the appeals process

How to Ask Us to Cover a Longer
Inpatient Hospital Stay if You Think the
Doctor Is Discharging You Too Soon

When you are admitted to a hospital, you have the right
to get all of your covered hospital Services that are
necessary to diagnose and treat your illness or injury. For
more information abat our coverage for your hospital
care, including any limitations on this coverage, see the
"Benefits and Your Cost Share" section.

During your covered hospital stay, your doctor and the
hospital staff will be working with you to prepare for the
day when pu will leave the hospital. They will also help
arrange for care you may need after you leave.

1 The day you leave the hospital is called your
"discharge date"

1 When your discharge date has been decided, your
doctor or the hospital staff will let you know

1 If you think you are being asked to leave the hospital
too soon, you can ask for a longer hospital stay and
your request will be considered. This section tells you
how to ask

During your inpatient hospital stay, you will get

a written notice from Medicare that tells about

your rights

During your covered hospital stay, you will be given a
written notice called\n Important Message from
Medicare about Your RightEveryone with Medicare

gets a copy of this notice whenever they are admitted to a
hospital. Someamat the hospital (for example, a
caseworker or nurse) must give it to you within two days
after you are admittedf. you do not get the notice, ask
any hospital employee for iff. you need help, please call
our Member Service Contact Center. You can aéb
1-800-MEDICARE (1-800-633-4227) (TTY users call
1-877-486-2048, 24 hours a day, seven days a week.

1 Read this notice carefully and ask question you
don't understand it. It tells you about your rights
as a hospital patient, including:

§ your right to receive Medicareovered services
during and after your hospital stay, as ordered by
your doctor. This includes the right to know what

these services are, who will pay for them, and
where you can get them

§ your right to be involved in any destbns about
your hospital stay, and know who will pay for it

§ where to report any concerns you have about
quality of your hospital care

§ your right to appeal your discharge decisiopou
think you are being discharged from the hospital
too soon

§ the writtennotice from Medicare tells yolow
you can "request an immediate review."
Requesting an immediate review is a formal, legal
way to ask for a delay in your discharge date so
that we will cover your hospital care for a longer
time. "Stepby-step: How to mai& a Level 1
Appeal to change your hospital discharge date"
tells you how you can request an immediate
review

1 You must sign the written notice to show that you
received it and understand your rights

§ you or someone who is acting on your behalf must
sign thenotice. ("A Guide to the Basics of
Coverage Decisions and Appeals" in this
"Coverage Decisions, Appeals, and Complaints"
sectiontells you how you can give written
permission to someone else to act as your
representative)

§ signing the notice shows only thaiu have
received the information about your rights. The
notice does not give your discharge date (your
doctor or hospital staff will tell you your discharge
date). Signing the notice does not mean you are
agreeing on a discharge date

91 Keep your copy of the signed notice so you will
have the information about making an appeal (or
reporting a concern about quality of care) handy
if you need it

§ if you sign the notice more than two days before
the day you leave the hospital, you will get another
copy before ya are scheduled to be discharged

§ to look at a copy of this notice in advance, you can
call our Member Service Contact CentelleB0O0-
MEDICARE (1-800-633-4227) (TTY users call
1-877-486-2048, 24 hours a day, seven days a
week. You can also see it online a
https://www.cms.gov/Medicare/Medicare
Generat
Information/BNI/HospitalDischargeAppealNoti
ces.html
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Step-by-step: How to make a Level 1 Appeal to
change your hospital discharge date

If you want to ask for your inpatient hospital

services to be covered by tor a longer time, you

will need to use the appeals process to make this
request. Before you start, understand what you need
to do and what the deadlines are.

1 Follow the processEach step in the first two levels
of the appeals process is explained below

1 Meet the deadlinesThe deadlines are important. Be
sure that you understand and follow the deadlines that
apply to things you must do

1 Ask for help if you need it.If you have questions or
need help at any time, please call our Member
Service Contact Center (phone numbers are on the
cover of thistOQ). Or call your State Health
Insurance Assistance Program, a government
organization that provides personalized assistance
(see the "Important Phone Numbers and Resources"
section)

During a Level 1 Appeal, the Quality Improvement
Organization reviews your appeallt checks to see

if your planned discharge date is medically appropriate
for you.

Step 1: Contact the Quality Improvement
Organization for your state and ask for a "fast
review" of your hospital discharge. You must act
quickly

What is the Quality Improvement Organization?

9 This organization is a group of doctors and other
health care professionals who are paid by ¢uefal
government. These experts are not part of our plan.
This organization is paid by Medicare to check on
and help improve the quality of care for people with
Medicare. This includes reviewing hospital discharge
dates for people with Medicare

How can yau contact this organization?

9 The written notice you receivedii Important
Message from Medicamkbout Your Righjstells you
how to reach this organization. (Or find the name,
address, and phone number of the Quality
Improvement Organization for yostate in the
"Important Phone Numbers and Resources" section)

Act quickly:

1 To make your appeal, you must contact the Quality
Improvement Organization before you leave the
hospital and no later than your planned discharge

date. (Your "planned discharge daiethe date that
has been set for you to leave the hospital)

§ if you meet this deadline, you are allowed to stay
in the hospital after your discharge date without
paying for it while you wait to get the decision on
your appeal from the Quality Improvement
Organization

§ if you do not meet this deadline, and you decide to
stay in the hospital after your planned discharge
date, you may have to pay all of the costs for
hospital care you receive after your planned
discharge date

1 If you miss the deadline for catting the Quality
Improvement Organization about your appeal, you
can make your appeal directly to our plan instead. For
details about this other way to make your appeal, see
"Whatif you miss the deadline for making your Level
1 Appeal?"

Ask for a "fast review" (a "fast review" is also called
an "immediate review" or an "expedited review")

1 You must ask the Quality Improvement Organization
for a "fast review'of your discharge. Asking for a
"fast review" means you are asking for the
organization to use tHéast" deadlines for an appeal
instead of using the standard deadlines

Step 2: The Quality Improvement Organization
conducts an independent review of your case

What happens during this review?

1 Health professionals at the Quality Improvement
Organization e will call them "the reviewers" for
short) will ask you (or your representative) why you
believe coverage for the services should continue.
You don't have to prepare anything in writing, but
you may do sdf you wish

1 The reviewers will also look at younedical
information, talk with your doctor, and review
information that the hospital and we have given to
them

1 By noon of the day after the reviewers informed our
plan of your appeal, you will also get a written notice
that gives you your planned discharge date and
explains in detail the reasons why your doctor, the
hospital, and we think it is right (medically
appopriate) for you to be discharged on that date.
This written explanation is called tieetailed Notice
of Discharge You can get a sample of this notice by
calling our Member Service Contact Centefe800-
MEDICARE (1-800-633-4227) (TTY users call
1-877-486-2048, 24 hours a day, seven days a week.
Or you can see a sample notice online at
https://www.cms.gov/Medicare/MedicareGenerat
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Information/BNI/HospitalDischargeAppealNotices
.html

Step 3: Within one full day after it has all the
needed information, the Quality Improvement
Organization will give you its answer to your appeal

What happensif the answer is yes?

1 If the review organization say®sto your appeal, we
must keep providing your covered inpatient hospital
services for as long as these serviexesmedically
necessary

71 You will have to keep paying your share of the costs
(such as Cost Sharié,applicable). In addition, there
may be limitations on your covered hospital services.
(See the "Benefits and Your Cost Share" section)

What happensif the answer is no?

9 If the review organization saym® to your appeal,
they are saying that your planned discharge date is
medically appropriatdf this happens, our coverage
for your inpatient hospital services will end at noon
on the day after the Quality Imgvement
Organization gives you its answer to your appeal

1 If the review organization say® to your appeal and
you decide to stay in the hospital, then you may have
to pay the full cost of hospital care you receive after
noon on the day after the Qualltpprovement
Organization gives you its answer to your appeal

Step 4: If the answer to your Level 1 Appeal is no,
you decide if you want to make another appeal

1 If the Quality Improvement Organization has turned
down your appeal, and you stay in the hosgiftdr
your planned discharge date, then you can make

another appeal. Making another appeal means you are

going on to "Level 2" of the appeals process

Step-by-step: How to make a Level 2 Appeal to
change your hospital discharge date

If the Qualitylmprovement Organization has turned
down your appeal and you stay in the hospital after your
planned discharge date, then you can make a Level 2
Appeal. During a Level 2 Appeal, you ask the Quality
Improvement Organization to take another look at the
decison they made on your first appeHlthe Quality
Improvement Organization turns down your Level 2
Appeal, you may have to pay the full cost for your stay
after your planned discharge date.

Here are the steps for Level 2 of the appeals process:

Step 1: You contact the Quality Improvement
Organization again and ask for another review

1

You must ask for this review within 60 calendar days
after the day the Quality Improvement Organization
saidno to your Level 1 Appeal. You can ask for this
review onlyif you stayed in the hospital after the date
that your coverage for the care ended

Step 2: The Quality Improvement Organization
does a second review of your situation

il

Reviewers at the Quality Improvement Organization
will take another careful look at all of theformation
related to your appeal

Step 3: Within 14 calendar days of receipt of your
request for a second review, the Quality
Improvement Organization reviewers will decide on
your appeal and tell you their decision

If the review organization says yes

f

We nust reimburse you for our share of the costs of
hospital care you have received since noon on the day
after the date your first appeal was turned down by
the Quality Improvement Organization. We must
continue providing coverader your inpatient
hospitalcare for as long as it is medically necessary

You must continue to pay your share of the costs, and
coverage limitations may apply

If the review organization says no

f

It means they agree with the decision they made on
your Level 1 Appeal and will not changeThis is
called "upholding the decision”

The notice you get will tell you in writing what you
can daif you wish to continue with the review
process. It will give you the details about how to go
on to the next level of appeal, which is handled by a
judge

Step 4: If the answer is no, you will need to decide
whether you want to take your appeal further by
going on to Level 3

il

There are three additional levels in the appeals
process after Level 2 (for a total of five levels of
appeal)lf the revieworganization turns down your
Level 2 Appeal, you can choose whether to accept
that decision or whether to go on to Level 3 and make
another appeal. At Level 3, your appeal is reviewed
by a judge
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1 The "Taking Your Appeal to Level 3 and Beyond"
section tellsyou more about Levels 3, 4, and 5 of the
appeals process

What if you miss the deadline for making your
Level 1 Appeal?

You can appeal to us instead

As explained under "Stelpy-step: How to make a Level

1 Appeal to change your hospital discharge date"ifn th
"Coverage Decisions, Appeals, and Complaints" section,
you must act quickly to contact the Quality Improvement
Organization to start your first appeal of your hospital
discharge. ("Quickly" means before you leave the
hospital and no later than your pfed discharge date.)

If you miss the deadline for contacting this organization,
there is another way to make your appeal.

If you use this other way of making your appeal, the first
two levels of appeal are different.

Step-by-step: How to make a Level 1 Alternate
Appeal

If you miss the deadline for contacting the Quality
Improvement Organization, you can make an appeal to
us, asking for a "fast review." A fast review is an appeal
that uses the fast deadlines instead of the standard
deadlines. A "fast reew" (or "fast appeal") is also called
an "expedited appeal.”

Step 1: Contact us and ask for a "fast review"

9 For details about how to contact us, go to "How to
contact us when you are asking for a coverage
decision or making an appeal or complaint about you
medical care" in the "Important Phone Numbers and
Resources" section

1 Be sure to ask for a "fast review." This means you are
asking us to give you an answer using the "fast"
deadlines rather than the "standard" deadlines

Step 2: We do a "fast review" of your planned
discharge date, checking to see if it was medically
appropriate

9 During this review, we take a look at all of the
information about your hospital stay. We check to see
if your planned discharge date was medically
appropriate. We will check to ed the decision
about when you should leave the hospital was fair and
followed all the rules

1 In this situation, we will use the "fast" deadlines
rather than the standard deadlines for giving you the
answer to this review

Step 3: We give you our decision within 72 hours
after you ask for a "fast review" ("fast appeal")

1 If we sayyesto your fast appeal, it means we have
agreed with you that you still need to be in the
hospital after the discharge date, and will keep
providing your covered inpatient hospital services for
as long as it is medically necessary. It also means that
we haveagreed to reimburse you for our share of the
costs of care you have received since the date when
we said your coverage would end. (You must pay
your share of the costs, and there may be coverage
limitations that apply)

1 If we sayno to your fast appeal, ware saying that
your planned discharge date was medically
appropriate. Our coverage for your inpatient hospital
services ends as of the day we said coverage would
end

1 If you stayed in the hospital after your planned
discharge date, then you may have tp te full cost
of hospital care you received after the planned
discharge date

Step 4: If we say no to your fast appeal, your case
will automatically be sent on to the next level of the
appeals process

1 To make sure we were following all the rules when
we said no to your fast appeal, we are required to
send your appeal to the Independent Review
Organization. When we do this, it means that you are
automatically going on to Level 2 of the appeals
process

Step-by-step: Level 2 Alternate Appeal Process

If we sayno to your Level 1 Appeal, your case will
automatically be sent on to the next level of the appeals
process. During the Level 2 Appeal, an Independent
Review Organization reviews the decision we made
when we saidho to your "fast appeal." This organizatio
decides whether the decision we made should be
changed. The formal name for the Independent Review
Organization is the "Independent Review Entity." It is
sometimes called the "IRE."

Step 1: We will automatically forward your case to
the Independent Review Organization

1 We are required to send the information for your
Level 2 Appeal to the Independent Review
Organization within 24 hours of when we tell you that
we are sayingo to your first appeal(lf you think we
are not meeting this deadline or otheadlines, you
can make a complaint. The complaint process is
different from the appeals process. "How to Make a
Complaint About Quality of Care, Waiting Times,
Customer Service, or Other Concerns" in this
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"Coverage Decisions, Appeals, and Complaints"
sectio tells you how to make a complaint)

Step 2: The Independent Review Organization does
a "fast review" of your appeal. The reviewers give
you an answer within 72 hours

1 The Independent Review Organization is an
independent organization that is hired by Meadéc
This organization is not connected with our plan and
it is not a government agency. This organization is a
company chosen by Medicare to handle the job of
being the Independent Review Organization.
Medicare oversees its work

1 Reviewers at the IndepeneReview Organization
will take a careful look at all of the information
related to your appeal of your hospital discharge

9 If this organization saygesto your appeal, then we
must reimburse you (pay you back) for our share of
the costs of hospital care you have received since the
date of your planned discharge. We must also
continue our plan's coverage of your inpatient
hospital services for as long iass medically
necessary. You must continue to pay your share of
the costslf there are coverage limitations, these
could limit how much we would reimburse or how
long we would continue to cover your services

9 If this organization sayso to your appealit means
they agree with us that your planned hospital
discharge date was medically appropriate

§ the notice you get from the Independent Review
Organization will tell you in writing what you can
doif you wish to continue with the review process.
It will give you the details about how to goonto a
Level 3 Appeal, which is handled by a judge

Step 3: If the Independent Review Organization
turns down your appeal, you choose whether you
want to take your appeal further

1 There are three additional levels in tygpeals
process after Level 2 (for a total of five levels of
appeal)If reviewers sayo to your Level 2 Appeal,
you decide whether to accept their decision or go on
to Level 3 and make a third appeal

1 "Taking Your Appeal to Level 3 and Beyond" in this
"Coverage Decisions, Appeals, and Complaints"
section tells you more about Levels 3, 4, and 5 of the
appeals process

How to Ask Us to Keep Covering Certain
Medical Services if You Think Your
Coverage Is Ending Too Soon

Home health care, Skilled Nursing Facility care,
and Comprehensive Outpatient Rehabilitation
Facility (CORF) services

This section is only about the following types of care:
1 Home health care servicegou are getting

1 Skilled nursing careyou are getting as a patientin a
Skilled Nursing Facility (To learn about
requirements for being considered a "Skilled Nursing
Facility," see the "Definitions" section)

1 Rehabilitation care you are getting as an outpatient
at a Medicareapproved Comprehensive Outpatient
Rehabilitation Facility (CORF). Usuallyitimeans
you are getting treatment for an illness or accident, or
you are recovering from a major operation. (For more
information about this type of facility, see the
"Definitions" section)

When you are getting any of these types of care, you
have the ript to keep getting your covered services for
that type of care for as long as the care is needed to
diagnose and treat your illness or injury. For more
information about your covered services, including your
share of the cost and any limitations to covertmat

may apply, see the "Benefits and Your Cost Share”
section.

When we decide it is time to stop covering any of the
three types of care for you, we are required to tell you in
advance. When your coverage for that care ends, we will
stop paying our sharof the cost for your care

If you think we are ending the coverage of your care too
soon, you can appeal our decision. This section tells you
how to ask for an appeal.

We will tell you in advance when your coverage
will be ending

1 You receive a notice inwriting. At least two days
before our plan is going to stop covering your care,
you will receive a notice

§ the written notice tells you the date when we will
stop covering the care for you

§ the written notice also tells you what you can do
if you want to askis to change this decision about
when to end your care, and keep covering it for a
longer period of time

§ in telling you what you can do, the written notice
is telling how you can request a "fasick
appeal." Requesting a fasack appeal is a formal,
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legal way to request a change to our coverage
decision about when to stop your care. "Sigp
step: How to make a Level 1 Appeal to have our
plan cover your care for a longer time" tells you
how you can request a fasack appeal

§ the written notice is called théotice of Medicare
Non-Coverage To get a sample copy, call our
Member Service Contact CenterlsB0O0O-
MEDICARE (1-800-6334227) (TTY users call
1-877-486-2048, 24 hours a day, seven days a
week. Or see a copy online at
https://www.cms.gov/Medicare/Medicare
Generakinformation/BNI/MAEDNotices.html

1 You must sign the written notice to show that you
received it

§ you or someone who is acting on your behalf must
sign the notice. @ Guide to the Basics of
Coverage Decisions agppeals” in this
"Coverage Decisions, Appeals, and Complaints"
sectiontells you how you can give written
permission to someone else to act as your
representative.)

§ signing the notice shows only that you have
received the information about when your
covelage will stop. Signing it does not mean you
agree with us that it's time to stop getting the care

Step-by-step: How to make a Level 1 Appeal to
have our plan cover your care for a longer time

If you want to ask us to cover your care for a longer
period oftime, you will need to use the appeals
process to make this request. Before you start,
understand what you need to do and what the
deadlines are.

1 Follow the processEach step in the first two levels
of the appeals process is explained below

1 Meet the deadines.The deadlines are important. Be
sure that you understand and follow the deadlines that
apply to things you must do. There are also deadlines
our plan must follow(If you think we are not
meeting our deadlines, you can file a complaint.

"How to Makea Complaint About Quality of Care,
Waiting Times, Customer Service, or Other
Concerns" in this "Coverage Decisions, Appeals, and
Complaints" section tells you how to file a complaint)

1 Ask for help if you need it If you have questions or
need help at anyme, please call our Member
Service Contact Center (phone numbers are on the
front cover of this booklet). Or call your State Health
Insurance Assistance Program, a government
organization that provides personalized assistance
(see the "Important Phone Nbers and Resources"
section)

If you ask for a Level 1 Appeal on time, the Quality
Improvement Organization reviews your appeal and
decides whether to change the decision made by our
plan.

Step 1: Make your Level 1 Appeal: Contact the
Quality Improvement Organization for your state
and ask for a review. You must act quickly

What is the Quality Improvement Organization?

1

This organization is a group of doctors and other
health care experts who are paid by the federal
government. These experts are not partunfpdan.
They check on the quality of care received by people
with Medicare and review plan decisions about when
it's time to stop covering certain kinds of medical care

How can you contact this organization?

il

The written notice you received tells you htaw

reach this organization. (Or find the name, address,
and phone number of the Quality Improvement
Organization for your state in the "Important Phone
Numbers and Resources" section)

What should you ask for?

f

Ask this organization for a "fastack appeal({to do

an independent review) of whether it is medically
appropriate for us to end coverage for your medical
services

Your deadline for contacting this organization

f

You must contact the Quality Improvement
Organization to start your appeal no later thaom

of the day after you receive the written notice telling
you when we will stop covering your care

If you miss the deadline for contacting the Quality
Improvement Organization about your appeal, you
can make your appeal directly to us instead. For

detaik about this other way to make your appeal, see
"Stepby-step: How to make a Level 2 Appeal to have
our plan cover your care for a longer time"

Step 2: The Quality Improvement Organization
conducts an independent review of your case

What happens duringthis review?

1

Health professionals at the Quality Improvement
Organization (we will call them "the reviewers" for
short) will ask you (or your representative) why you
believe coverage for the services should continue.
You don't have to prepare anything initing, but

you may do sdf you wish
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1 The review organization will also look at your
medical information, talk with your doctor, and
review information that our plan has given to them

1 By the end of the day the reviewers inform us of your
appeal, you will o get a written notice from us that
explains in detail our reasons for ending our coverage
for your services. This notice of explanation is called
the Detailed Explanation of NeRoverage

Step 3: Within one full day after they have all the
information they need, the reviewers will tell you
their decision

What happensif the reviewers say yes to your
appeal?

1 If the reviewers sayesto your appeal, then we must
keep providing your covered services for as long as it
is medically necessary

1 You will have to leep paying your share of the costs
(such as Cost Sharié,applicable). In addition, there
may be limitations on your covered services (see the
"Benefits and Your Cost Share" section)

What happensif the reviewers say no to your appeal?

1 If the reviewers sano to your appeal, then your
coverage will end on the date we have told you. We
will stop paying our share of the costs of this care on
the date listed on the notice

9 If you decide to keep getting the home health care, or
Skilled Nursing Facility care, aomprehensive
Outpatient Rehabilitation Facility (CORF) services
after this date when your coverage ends, then you will
have to pay the full cost of this care yourself

Step 4: If the answer to your Level 1 Appeal is no,
you decide if you want to make another appeal

1 This first appeal you make is "Level 1" of the appeals
processlf reviewers sayo to your Level 1 Appeal,
and you choose to continue getting care after your
coverage for the care has ended, then you can make
another appeal

1 Making another ppeal means you are going on to
"Level 2" of the appeals process

Step-by-step: How to make a Level 2 Appeal to
have our plan cover your care for alonger time

If the Quality Improvement Organization has turned

down your appeal and you choose to continuérnge

care after your coverage for the care has ended, then you
can make a Level 2 Appeal. During a Level 2 Appeal,
you ask the Quality Improvement Organization to take
another look at the decision they made on your first
appeallf the Quality ImprovemerDrganization turns

down your Level 2 Appeal, you may have to pay the full
cost for your home health care, or Skilled Nursing
Facility care, or Comprehensive Outpatient
Rehabilitation Facility (CORF) servicadterthe date
when we said your coverage woudd.

Here are the steps for Level 2 of the appeals process:

Step 1: You contact the Quality Improvement
Organization again and ask for another review

1 You must ask for this review within 60 days after the
day when the Quality Improvement Organization said
no to your Level 1 Appeal. You can ask for this
review onlyif you continued getting care after the
date that your coverage for the care ended

Step 2: The Quality Improvement Organization
does a second review of your situation

1 Reviewers at the Quality Impvement Organization
will take another careful look at all of the information
related to your appeal

Step 3: Within 14 days of receipt of your appeal
request, reviewers will decide on your appeal and
tell you their decision

What happensif the review organization says yes to
your appeal?

1 We must reimburse you for our share of the costs of
care you have received since the date when we said
your coverage would end. We must continue
providing coveragéor the care for as long as it is
medically necessary

1 You must continue to pay your share of the costs and
there may be coverage limitations that apply

What happensif the review organization says no?

9 It means they agree with the decision we made to
your Level 1 Appeal and will not change it

I The notice you dgewill tell you in writing what you
can daif you wish to continue with the review
process. It will give you the details about how to go
on to the next level of appeal, which is handled by a
judge

Step 4: If the answer is no, you will need to decide
whether you want to take your appeal further

1 There are three additional levels of appeal after Level
2, for a total of five levels of appedl.reviewers turn
down your Level 2 Appeal, you can choose whether
to accept that decision or to go on to Level 3 and
make another appeal. At Level 3, your appeal is
reviewed by a judge
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9 "Taking Your Appeal to Level 3 and Beyond" in this
"Coverage Decisions, Appeals, and Complaints”
section tells you more about Levels 3, 4, and 5 of the
appeals process

What if you miss the deadline for making your
Level 1 Appeal?

You can appeal to us instead

As explained under "Stelpy-step: How to make a Level

1 Appeal to have our plan cover your care for a longer
time," you must act quickly to contact the Quality
Improvement Organization start your first appeal

(within a day or two, at the mostj.you miss the

deadline for contacting this organization, there is another
way to make your appedf.you use this other way of
making your appeal, the first two levels of appeal are
different.

Step-by-step: How to make a Level 1 Alternate
Appeal

If you miss the deadline for contacting the Quality
Improvement Organization, you can make an appeal to
us, asking for a "fast review." A fast review is an appeal
that uses the fast deadlines insteathefstandard
deadlines. A "fast review" (or "fast appeal”) is also called
an "expedited appeal."

Here are the steps for a Level 1 Alternate Appeal:

Step 1: Contact us and ask for a "fast review"

9 For details about how to contact us, go to "How to
contactus when you are asking for a coverage
decision or making an appeal or complaint about your
medical care" in the "Important Phone Numbers and
Resources" section

1 Be sure to ask for a "fast review." This means you are
asking us to give you an answer using'flast”
deadlines rather than the "standard" deadlines

Step 2: We do a "fast review" of the decision we
made about when to end coverage for your services

1 During this review, we take another look at all of the
information about your case. We check to ifeee
were following all the rules when we set the date for
ending our plan's coverage for services you were
receiving

1 We will use the "fast" deadlines rather than the
standard deadlines for giving you the answer to this
review

Step 3: We give you our decision within 72 hours
after you ask for a "fast review" ("fast appeal")

1 If we sayyesto your fast appeal, it means we have
agreed with you that you need services longer, and
will keep providing your covered services for as long
as it is medically necessary. It also means that we
have agreed to reimburse you for our share of the
costs of are you have received since the date when
we said your coverage would end. (You must pay
your share of the costs and there may be coverage
limitations that apply)

1 If we sayno to your fast appeal, then your coverage
will end on the date we told you and wél not pay
any share of the costs after this date

1 If you continued to get home health care, or Skilled
Nursing Facility care, or Comprehensive Outpatient
Rehabilitation Facility (CORF) services after the date
when we said your coverage would end, theum il
have to pay the full cost of this care yourself

Step 4: If we say no to your fast appeal, your case
will automatically go on to the next level of the
appeals process

1 To make sure we were following all the rules when
we saidno to your fast appeal, evare required to
send your appeal to the Independent Review
Organization. When we do this, it means that you are
automatically going on to Level 2 of the appeals
process

Step-by-step: Level 2 Alternate Appeal Process

If we sayno to your Level 1 Appeal, your case will
automatically be sent on to the next level of the appeals
process. During the Level 2 Appeal, the Independent
Review Organization reviews the decision we made
when we saidho to your "fast appeal." This organization
decides whether the decision we made should be
changed. The formal name for the Independent Review
Organization is the "Independent Review Entity." It is
sometimes called the "IRE."

Step 1: We will automatically forward your case to
the Independent Review Organization

1 We are required to send the information for your
Level 2 Appeal to the Independent Review
Organization within 24 hours of when we tell you that
we are sayingo to your first appeal(lf you think we
are not meeting this deadline or other dig&d, you
can make a complaint. The complaint process is
different from the appeals process. "How to Make a
Complaint About Quality of Care, Waiting Times,
Customer Service, or Other Concerns" in this
"Coverage Decisions, Appeals, and Complaints"
sectiontells how to make a complaint)
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Step 2: The Independent Review Organization does
a "fast review" of your appeal. The reviewers give
you an answer within 72 hours

1 The Independent Review Organization is an
independent organization that is hired by Medicare.
This organization is not connected with our plan and
it is not a government agency. This organization is a
company chosen by Medicare to handle the job of
being the Independent Review Organization.
Medicare oversees its work

1 Reviewers at the Independent Rav Organization
will take a careful look at all of the information
related to your appeal

1 If this organization saygesto your appeal, then we
must reimburse you (pay you back) for our share of
the costs of care you have received since the date
when we aid your coverage would end. We must
also continue to cover the care for as long as it is
medically necessary. You must continue to pay your
share of the cost#. there are coverage limitations,
these could limit how much we would reimburse or
how long wewould continue to cover your services

9 If this organization sayso to your appealit means
they agree with the decision our plan made to your
first appeal and will not change it

§ the notice you get from the Independent Review
Organization will tell you irwriting what you can
doif you wish to continue with the review process.
It will give you the details about how to go on to a
Level 3 Appeal

Step 3: If the Independent Review Organization
turns down your appeal, you choose whether you
want to take your appeal further

1 There are three additional levels of appeal after Level
2, for a total of five levels of appedl.reviewers say
no to your Level 2 Appeal, you can choose whether
to accept that decision or whether to go on to Level 3
and make another appeAt. Level 3, your appeal is
reviewed by a judge

9 "Taking Your Appeal to Level 3 and Beyond" in this
"Coverage Decisions, Appeals, and Complaints"
section tells you more about Levels 3, 4, and 5 of the
appeals process

Taking Your Appeal to Level 3 and
Beyond

Levels of Appeal 3, 4, and 5 for Medical Service
Appeals

This section may be appropriate for yibyou have

made a Level 1 Appeal and a Level 2 Appeal, and both
of your appeals have been turned down.

If the dollar value of the item or medical service you
have appealed meets certain minimum levels, you may
be able to go on to additional levels of appHahe

dollar value idess than the minimum leyefou cannot
appeal any furthelf the dollar value is high enough, the
written response you receiveyour Level 2 Appeal will
explain whom to contact and what to do to ask for a
Level 3 Appeal.

For most situations that involve appeals, the last three
levels of appeal work in much the same way. Here is
who handles the review of your appeal at each okthes
levels.

Level 3 Appeal: A judge who works for the
federal government will review your appeal and
give you an answer. This judge is called an
"administrative law judge"

1 If the administrative law judge sayssto your
appeal, the appeals process may or may not be over.
We will decide whether to appeal this decision to
Level 4. Unlike a decision at Level 2 (Independent
Review Organization), we have the right to appeal a
Level 3 decision that is favorable to you

§ if we decide not to appeal the decision, we must
authorize or provide you with the service within
60 calendar days after receiving the judge's
decision

§ if we decide to appeal the decision, we will send
you a copy of the Level 4 Appeal request with any
accanpanying documents. We may wait for the
Level 4 Appeal decision before authorizing or
providing the service in dispute

9 If the administrative law judge saye to your
appeal, the appeals process may or may not be over

§ if you decide to accept this decisithrat turns
down your appeal, the appeals process is over

§ if you do not want to accept the decision, you can
continue to the next level of the review process.
If the administrative law judge sagye to your
appeal, the notice you get will tell you what 1 d
nextif you choose to continue with your appeal

Kaiser Permanente Senior Advantage (HM@h PartD for San Francisco Health Service System Fund

Effective: 1/1/1912/31/19

Page38



Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

Level 4 Appeal: The Appeals Council will review
your appeal and give you an answer. The
Appeals Council works for the federal
government

1 If the answer is yes, dfr the Appeals Council denies
our request toeview a favorable Level 3 Appeal
decision, the appeals process may or may not be over.
We will decide whether to appeal this decision to
Level 5. Unlike a decision at Level 2 (Independent
Review Organization), we have the right to appeal a
Level 4 decigsin that is favorable to you

§ if we decide not to appeal the decision, we must
authorize or provide you with the service within
60 calendar days after receiving the Appeals
Council's decision

§ if we decide to appeal the decision, we will let you
know in writing

1 If the answer isi0 or if the Appeals Council denies
the review request, the appeals process may or may
not be over

§ if you decide to accept this decision that turns
down your appeal, the appeals process is over

§ if you do not want to accept the decisigoy
might be able to continue to the next level of the
review procesdf the Appeals Council says to
your appeal, the notice you get will tell you
whether the rules allow you to go on to a Level 5
Appeal.If the rules allow you to go on, the written
notice will also tell you whom to contact and what
to do nexif you choose to continue with your
appeal

Level 5 Appeal: A judge at the Federal District
Court will review your appeal

1 This is the last step of the administrative appeals
process

Levels of Appeal 3, 4, and 5 for Part D Drug
Appeals

This section may be appropriate for yibyou have

made a Level 1 Appeal and a Level 2 Appeal, and both
of your appeals have been turned down.

If the value of théartD drug you have appealed meets a
certain dollar amount, you may be able to go on to
additional levels of appedf. the dollar amount ikess

you cannot appeal any further. The written response you
receive to your Level 2 Appeal will explain whom to
contact and what to do to ask for a keS8 Appeal.

For most situations that involve appeals, the last three
levels of appeal work in much the same way. Here is
who handles the review of your appeal at each of these
levels.

Level 3 Appeal: A judge who works for the
federal government will review your appeal and
give you an answer. This judge is called an
"administrative law judge"

1 If the answer iyes the appeals process is over. What
you asked for in the appeal has been approved. We
must authorize or provide the drug coverage that was
approvedoy the administrative law judge within 72
hours (24 hours for expedited appeals) or make
payment no later than 30 calendar days after we
receive the decision

1 If the answer is10, the appeals process may or may
not be over

§ If you decide to accept thiecision that turns
down your appeal, the appeals process is over

§ If you do not want to accept the decision, you can
continue to the next level of the review process.
If the administrative law judge sage to your
appeal, the notice you get will tell yethat to do
nextif you choose to continue with your appeal

Level 4 Appeal: The Appeals Council will review
your appeal and give you an answer. The
Appeals Council works for the federal
government

9 If the answer iyes the appeals process is over. What
you asked for in the appeal has been approved. We
must authorize or provide the drug coverage that was
approved by the Appeals Council within 72 hours (24
hours for expedited appeals) or make payment no
later than 30 calendar days after we receive the
decision

9 If the answer is0, the appeals process may or may
not be over

§ if you decide to accept this decision that turns
down your appeal, the appeals process is over

§ if you do not want to accept the decision, you
might be able to continue to the next level & th
review procesdf the Appeals Council says to
your appeal or denies your request to review the
appeal, the notice you get will tell you whether the
rules allow you to go on to a Level 5 Appdéalthe
rules allow you to go on, the written notice will
also tell you whom to contact and what to do next
if you choose to continue with your appeal

Level 5 Appeal: A judge at the Federal District
Court will review your appeal

9 This is the last step of the appeals process
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How to Make a Complaint About Quality
of Care, Waiting Times, Customer
Service, or Other Concerns

If your problem is about decisions related to benefits,
coverage, or payment, then this section is not for you.
Instead, you need to use the process for coverage
decisions and appeals. Go to "A @aito the Basics of
Coverage Decisions and Appeals" in this "Coverage
Decisions, Appeals, and Complaints" section.

What kinds of problems are handled by the
complaint process?

This section explains how to use the process for making
complaints. Theomplaint process is only used for

certain types of problems. This includes problems related
to quality of care, waiting times, and the customer
service you receive.

Here are examples of the kinds of problems handled by
the complaint process:

If you have any of these kinds of problems, you
can "make a complaint"

1 Quality of your medical care
§ are you unhappy with the quality of care you have
received (including care in the hospital)?
1 Respecting your privacy

§ do you believe that someone did not respect your
right to privacy or shared information about you
that you feel should be confidential?

1 Disrespect, poor customer service, or other
negative behaviors

§ has someone been rude or disrespectful to you?
§ are you unhappy with how our Member Services
has treated you?

§ do you feel you are being encouraged to leave our
plan?

I Waiting times

§ are you having trouble getting an appointment, or
waiting too long to get it?

§ have you been kept waiting too long by doctors,
pharmacists, or other health professionals? Or by
Member Sevices or other staff at our plan?
Examples include waiting too long on the phone,
in the waiting room, when getting a prescription,
or in the exam room

i Cleanliness

§ are you unhappy with the cleanliness or condition
of a clinic, hospital, or doctor's office?

9 Information you get from our plan

§ do you believe we have not given you a notice that
we are required to give?

§ do you think written information we have given
you is hard to understand?

Timeliness (these types of complaints are all

related to the timeliness of our actions related to
coverage decisions and appeals)

The process of asking for a coverage decision and
making appeals is explained in this "Coverage Decisions,
Appeals, and Complaints" sectidhyou are asking for a
decision or making an appeal,yase that process, not

the complaint process.

However,if you have already asked for a coverage
decision or made an appeal, and you think that we are
not responding quickly enough, you can also make a
complaint about our slowness. Here are examples:

1 If you have asked us to give you a "fast coverage
decision” or a "fast appeal,” and we have said we will
not, you can make a complaint

1 If you believe our plan is not meeting the deadlines
for giving you a coverage decision or an answer to an
appeal you have magdyou can make a complaint

1 When a coverage decision we made is reviewed and
our plan is told that we must cover or reimburse you
for certain medical services or Pardrugs, there are
deadlines that applyf you think we are not meeting
these deadlinegpu can make a complaint

1 When we do not give you a decision on time, we are
required to forward your case to the Independent
Review Organizationf we do not do that within the
required deadline, you can make a complaint

Step-by-step: Making a complaint
1 What this section calls a "complaint” is also called a
"grievance"

91 Another term for "making a complaint” is "filing a
grievance"

9 Another way to say "using the process for
complaints" is "using the process for filing a
grievance"

Step 1: Contact us promptly i either by phone or in

writing

9 Usually calling our Member Service Contact Center
is the first steplf there is anything else you need to
do, our Member Service Contact Center will let you
know. Please call us 4t800-443-0815(TTY users
call 711), 8 a.m. to 8 p.m., seven days a week
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

If you do not wish to call (or you called and were not
satisfied), you can put your complaint in writing and
send it to uslf you put your complaint in writing, we
will respond to you in writing. We wilhlso respond

in writing when you make a complaint by phone

if you request a written response or your complaint is
related to quality of care

If you have a complaint, we will try to resolve your
complaint over the phon#. we cannot resolve your
complaintover the phone, we have a formal
procedure to review your complaints. Your grievance
must explain your concern, such as why you are
dissatisfied with the services you received. Please see
the "Important Phone Numbers and Resources"
section for whom you sluld contacif you have a
complaint
§ you must submit your grievance to us (orally or in
writing) within 60 calendar days of the event or
incident. We must address your grievance as
quickly as your health requires, but no later than
30 calendar days afteegeiving your complaint.
We may extend the time frame to make our
decision by up to 14 calendar dafygou ask for
an extension, af we justify a need for additional
information and the delay is in your best interest

§ you can file a fast grievance abautr decision not
to expedite a coverage decision or appeal, we
extend the time we need to make a decision about
a coverage decision or appeal. We must respond to
your fast grievance within 24 hours

Whether you call or write, you should contact our
Member Service Contact Center right away. The
complaint must be made within 60 calendar days after
you had the problem you want to complain about

If you are making a complaint because we denied
your request for a "fast coverage decision" or a "fast
appeal,'we will automatically give you a "fast
complaint."If you have a "fast complaint," it means
we will give you an answer within 24 hours. What
this section calls a "fast complaint” is also called an
"expedited grievance"

Step 2: We look into your complaint and give you
our answer

il

If possible, we will answer you right away.you call
us with a complaint, we may be able to give you an
answer on the same phone cHllyour health
condition requires us to answer quickly, we will do
that

Most complaints are amwered in 30 calendar days.

If we need more information and the delay is in your
best interest aif you ask for more time, we can take
up to 14 more calendar days (44 calendar days total)

to answer your complainif we decide to take extra
days, we willtell you in writing

1 If we do not agree with some or all of your complaint
or don't take responsibility for the problem you are
complaining about, we will let you know. Our
response will include our reasons for this answer. We
must respond whether we agmeith the complaint or
not

You can also make complaints about quality of
care to the Quality Improvement Organization
You can make your complaint about the quality of care

you received to us by using the stepstep process
outlined above.

When your compliait is about quality of care, you also
have two extra options:

1 You can make your complaint to the Quality
Improvement Organization. If you prefer, you can
make your complaint about the quality of care you
received directly to this organization (without nrak
the complaint to us)

§ the Quality Improvement Organization is a group
of practicing doctors and other health care experts
paid by the federal government to check and
improve the care given to Medicare patients

§ to find the name, address, and phone nuraber
the Quality Improvement Organization for your
state, look in the "Important Phone Numbers and
Resources" sectiolf. you make a complaint to
this organization, we will work with them to
resolve your complaint

9 Or you can make your complaint to both at he
same time If you wish, you can make your
complaint about quality of care to us and also to the
Quality Improvement Organization

You can also tell Medicare about your
complaint

You can submit a complaint about our plan directly to
Medicare. To submit a complaint to Medicare, go to
https://www.medicare.gov/MedicareComplaintForm/
home.aspx Medicare takes your complaints seriously
and will use this information to help improve theatjty
of the Medicare program.

If you have any other feedback or concernsf gou feel
our plan is not addressing your issue, pleaseleallo-
MEDICARE (1-800-633-4227) TTY/TDD users should
call 1-877-486-2048
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Additional Review

You may have certaiadditional rightsf you remain
dissatisfied after you have exhausted our internal claims
and appeals procedure, ahapplicable, external

review:

1 If your Group's benefit plan is subject to the
Employee Retirement Income Security Act (ERISA),
you may fike a civil action under section 502(a) of
ERISA. To understand these rights, you should check
with your Group or contact the Employee Benefits
Security Administration (part of the U.S. Department
of Labor) at 1866-444EBSA (1-:866-444-3272)

1 If your Group'shenefit plan is not subject to ERISA
(for example, most state or local government plans
and church plans), you may have a right to request
review in state court

Binding Arbitration

For all claims subject to this "Binding Arbitration"

section, both Claimaatand Respondents give up the

right to a jury or court trial and accept the use of binding
arbitration. Insofar as this "Binding Arbitration" section
applies to claims asserted by Kaiser Permanente Parties,
it shall apply retroactively to all unresolvedichs that
accrued before the effective date of tBiSC. Such
retroactive application shall be binding only on the

Kaiser Permanente Parties.

Scope of arbitration

Any dispute shall be submitted to binding arbitration
all of the following requirements amet:

I The claim arises from or is related to an alleged
violation of any duty incident to or arising out of or
relating to thisEOCor a Member Party's relationship
to Kaiser Foundation Health Plan, In¢Hgalth
Plart), including any claim for medical dvospital
malpractice (a claim that medical services or items
were unnecessary or unauthorized or were
improperly, negligently, or incompetently rendered),
for premises liability, or relating to the coverage for,
or delivery of, services or items, irresgige of the
legal theories upon which the claim is asserted

1 The claim is asserted by one or more Member Parties
against one or more Kaiser Permanente Patrties or by
one or more Kaiser Permanente Parties against one or
more Member Parties

1 Governing law doesot prevent the use of binding
arbitration to resolve the claim

Members enrolled under thESOCthus give up their
right to a court or jury trial, and instead accept the use of

binding arbitration except that the following types of
claims are not subjetd binding arbitration:

1 Claims within the jurisdiction of the Small Claims
Court

1 Claims subject to a Medicare appeal procedure as
applicable to Kaiser Permanente Senior Advantage
Members

1 Claims that cannot be subject to binding arbitration
under governingaw

As referred to in this "Binding Arbitration" section,
"Member Parties" include:

1 A Member
1 A Member's heir, relative, or personal representative

1 Any person claiming that a duty to him or her arises
from a Member's relationship to one or more Kaiser
Permaente Parties

"Kaiser Permanente Parties" include:

Kaiser Foundation Health Plan, Inc.

Kaiser Foundation Hospitals

KP Cal, LLC

The Permanente Medical Group, Inc.

Southern California Permanente Medical Group
The Permanente Federation, LLC

1
1
1
1
1
1
1 The Permanent€ompany, LLC

91 Any Southern California Permanente Medical Group
or The Permanente Medical Group physician

1 Any individual or organization whose contract with
any of the organizations identified above requires
arbitration of claims brought by one or more Membe
Parties

1 Any employee or agent of any of the foregoing

"Claimant" refers to a Member Party or a Kaiser
Permanente Party who asserts a claim as described
above. "Respondent" refers to a Member Party or a
Kaiser Permanente Party against whom a claim is
asseted.

Rules of Procedure

Arbitrations shall be conducted according to fhdes

for Kaiser Permanente Member Arbitrations Overseen
by the Office of the Independent Administrgtétules of
Procedure") developed by the Office of the Independent
Administrata in consultation with Kaiser Permanente
and the Arbitration Oversight Board. Copies of the Rules
of Procedure may be obtained from our Member Service
Contact Center.
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Initiating arbitration

Claimants shall initiate arbitration by serving a Demand
for Arbitration. The Demand for Arbitration shall include
the basis of the claim against the Respondents; the
amount of damages the Claimants seek in the arbitration;
the names, addresses, and telephone numbers of the
Claimants and their attornei§,any; and the ames of all
Respondents. Claimants shall include in the Demand for
Arbitration all claims against Respondents that are based
on the same incident, transaction, or related
circumstances.

Serving Demand for Arbitration

Health Plan, Kaiser Foundation HospstalKP Cal, LLC,
The Permanente Medical Group, Inc., Southern
California Permanente Medical Group, The Permanente
Federation, LLC, and The Permanente Company, LLC,
shall be served with a Demand for Arbitration by mailing
the Demand for Arbitration addressedthat Respondent
in care of:

For Northern California Home Region Members:
Kaiser Foundation Health Plan, Inc.

Legal Department

1950 Franklin St., 17th Floor

Oakland, CA 94612

For Southern California Home Region Members:
Kaiser Foundation Health Plancln

Legal Department

393 E. Walnut St.

Pasadena, CA 91188

Service on that Respondent shall be deemed completed
when received. All other Respondents, including
individuals, must be served as required by the California
Code of Civil Procedure for a civil aoti.

Filing fee

The Claimants shall pay a single, nonrefundable filing
fee of $150 per arbitration payable to "Arbitration
Account" regardless of the number of claims asserted in
the Demand for Arbitration or the number of Claimants
or Respondents namedthre Demand for Arbitration.

Any Claimant who claims extreme hardship may request
that the Office of the Independent Administrator waive
the filing fee and the neutral arbitrator's fees and
expenses. A Claimant who seeks such waivers shall
complete the Fe¥aiver Form and submit it to the

Office of the Independent Administrator and
simultaneously serve it upon the Respondents. The Fee
Waiver Form sets forth the criteria for waiving fees and
is available by calling our Member Service Contact
Center.

Number of arbitrators

The number of arbitrators may affect the Claimants'
responsibility for paying the neutral arbitrator's fees and
expenses (see the Rules of Procedure).

If the Demand for Arbitration seeks total damages of
$200,000 or less, the dispute shalheard and
determined by one neutral arbitrator, unless the parties
otherwise agree in writing that the arbitration shall be
heard by two party arbitrators and one neutral arbitrator.
The neutral arbitrator shall not have authority to award
monetary damagehat are greater than $200,000.

If the Demand for Arbitration seeks total damages of
more than $200,000, the dispute shall be heard and
determined by one neutral arbitrator and two party
arbitrators, one jointly appointed by all Claimants and
one jointlyappointed by all Respondents. Parties who are
entitled to select a party arbitrator may agree to waive
this right.If all parties agree, these arbitrations will be
heard by a single neutral arbitrator.

Payment of arbitrators' fees and expenses

Health Plarwill pay the fees and expenses of the neutral
arbitrator under certain conditions as set forth in the
Rules of Procedure. In all other arbitrations, the fees and
expenses of the neutral arbitrator shall be paidhatie

by the Claimants and oftf@alf by theRespondents.

If the parties select party arbitrators, Claimants shall be
responsible for paying the fees and expenses of their
party arbitrator and Respondents shall be responsible for
paying the fees and expenses of their party arbitrator.

Costs

Except br the aforementioned fees and expenses of the
neutral arbitrator, and except as otherwise mandated by
laws that apply to arbitrations under this "Binding
Arbitration" section, each party shall bear the party's own
attorneys' fees, witness fees, and othgrenses incurred

in prosecuting or defending against a claim regardless of
the nature of the claim or outcome of the arbitration.

General provisions

A claim shall be waived and forever barié¢l) on the
date the Demand for Arbitration of the claim é&\ed,

the claim,if asserted in a civil action, would be barred as
to the Respondent served by the applicable statute of
limitations, (2) Claimants fail to pursue the arbitration
claim in accord with the Rules of Procedure with
reasonable diligence, or)(®he arbitration hearing is not
commenced within five years after the earlier of (a) the
date the Demand for Arbitration was served in accord
with the procedures prescribed herein, or (b) the date of
filing of a civil action based upon the same incident,
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transaction, or related circumstances involved in the
claim. A claim may be dismissed on other grounds by the
neutral arbitrator based on a showing of a good céfuse.

a party fails to attend the arbitration hearing after being
given due notice thereof,@meutral arbitrator may

proceed to determine the controversy in the party's
absence.

The California Medical Injury Compensation Reform
Act of 1975 (including any amendments thereto),
including sections establishing the right to introduce
evidence of anynisurance or disability benefit payment
to the patient, the limitation on recovery for Ron
economic losses, and the right to have an award for
future damages conformed to periodic payments, shall
apply to any claims for professional negligence or any
otherclaims as permitted or required by law.

Arbitrations shall be governed by this "Binding
Arbitration” section, Section 2 of the Federal Arbitration
Act, and the California Code of Civil Procedure
provisions relating to arbitration that are in effect at the
time the statute is applied, together with the Rules of
Procedure, to the extent not inconsistent with this
"Binding Arbitration" section. In accord with the rule

that applies under Sections 3 and 4 of the Federal
Arbitration Act, the right to arbitratioander this

"Binding Arbitration" section shall not be denied, stayed,
or otherwise impeded because a dispute between a
Member Party and a Kaiser Permanente Party involves
both arbitrable and nonarbitrable claims or because one
or more parties to the arlation is also a party to a
pending court action with a third party that arises out of
the same or related transactions and presents a possibility
of conflicting rulings or findings.

Termination of Membership

Your Group is required to inform the Subscribéthe

date your membership terminates. Your membership
termination date is the first day you are not covered (for
examplejf your termination date is January 1, 2020,
your last minute of coverage was at 11:59 p.m. on
December 31, 2019). When a Subscriéarembership
ends, the memberships of any Dependents end at the
same time. You will be billed as a ndember for any
Services you receive after your membership terminates.
Health Plan and Plan Providers have no further liability
or responsibility undemis EOCafter your membership
terminates, except:

1 As provided under "Payments after Termination" in
this "Termination of Membership" section

9 If you are receiving covered Services as an acute care
hospital inpatient on the termination date, we will
continueto cover those hospital Services (but not
physician Services or any other Services) until you
are discharged

Until your membership terminates, you remain a Senior
Advantage Member and must continue to receive your
medical care from us, except as descriipetthe
"Emergency Services and Urgent Care" section about
Emergency Services, PeStabilization Care, and Out
of-Area Urgent Care and the "Benefits and Your Cost
Share" section about cof-area dialysis care.

Note:If you enroll in another Medicare H&aPlan or a
prescription drug plan, your Senior Advantage
membership will terminate as described under
"Disenrolling from Senior Advantage" in this
"Termination of Membership" section.

Termination Due to Loss of Eligibility

If you meet the eligibility regirements described under
"Who Is Eligible" in the "Premiums, Eligibility, and
Enroliment” section on the first day of a month, but later
in that month you no longer meet those eligibility
requirements, your membership will end at 11:59 p.m. on
the last dg of that month. For examplé,you become
ineligible on December 5, 2019, your termination date is
January 1, 2020, and your last minute of coverage is at
11:59 p.m. on December 31, 2019.

Also, we will terminate your Senior Advantage
membership on the $aday of the montH you:

1 Are temporarily absent from your Home Region
Service Area for more than six months in a row

1 Permanently move from your Home Region Service
Area

No longer have MedicareartB

91 Enroll in another Medicare Health Plan (for example,
a Medicare Advantage Plan or a Medicare
prescription drug plan). The Centers for Medicare &
Medicaid Services will automatically terminate your
Senior Advantage membership when your enrollment
in the other plan becomes effective

1 Are nota U.S. citizen dawfully present in the
United States. The Centers for Medicare & Medicaid
Services will notify usf you are not eligible to
remain a Member on this basis. We must disenroll
youif you do not meet this requirement

In addition,if you are required to papé extraPartD
amount because of your income and you do not pay it,
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Medicare will disenroll you from our Senior Advantage
Plan and you will lose prescription drug coverage.

Note:If you lose eligibility for Senior Advantage due to
any of these circumstaas, you may be eligible to
transfer your membership to another Kaiser Permanente
plan offered by your Group. Please contact your Group
for information.

Termination of Agreement

If your Group'sAgreementvith us terminates for any
reason, your membershipas on the same date. Your
Group is required to notify Subscribers in writifigts
Agreementvith us terminates.

Disenrolling from Senior Advantage

You may terminate (disenroll from) your Senior
Advantage membership at any time. However, before
you requst disenrollment, please check with your Group
to determinef you are able to continue your Group
membership.

If you request disenrollment during your Group's open
enrollment, your disenroliment effective date is
determined by the date your written regueseceived

by us and the date your Group coverage ends. The
effective date will not be earlier than the first day of the
following month after we receive your written request,
and no later than three months after we receive your
request.

If you requestlisenrollment at a time other than your
Group's open enroliment, your disenroliment effective
date will be the first day of the month following our
receipt of your disenroliment request.

You may request disenrollment by calling toll free
1-800-MEDICARE/1-800-633-4227 (TTY users call
1-877-486-2048), 24 hours a day, seven days a week, or
sending written notice to the following address:

For Northern California Members:
Kaiser Foundation Health Plan, Inc.
California Service Center
P.O. Box 232400
San Diego, C/21932400

For Southern California Members:
Kaiser Foundation Health Plan, Inc.
California Service Center
P.O. Box 232407
San Diego, CA 92192407

Other Medicare Health Plans.If you want to enroll in
another Medicare Health Plan or a Medigarescription
drug plan, you should first confirm with the other plan
and your Group that you are able to enroll. Your new
plan or your Group will tell you the date when your
membership in the new plan begins and your Senior
Advantage membership will end timat same day (your
disenrollment date).

The Centers for Medicare & Medicaid Services will let
us knowif you enroll in another Medicare Health Plan,
so you will not need to send us a disenrollment request.

Original Medicare. If you request disenrollmefrom
Senior Advantage and you do not enroll in another
Medicare Health Plan, you will automatically be enrolled
in Original Medicare when your Senior Advantage
membership terminates (your disenrollment date). On
your disenrollment date, you can start usyogr red,
white, and blue Medicare card to get services under
Original Medicare. You will not get anything in writing
that tells you that you have Original Medicare after you
disenroll.If you choose Original Medicare and you want
to continue to get Med&rePartD prescription drug
coverage, you will need to enroll in a prescription drug
plan.

If you receive Extra Help from Medicare to pay for your
prescription drugs, and you switch to Original Medicare
and do not enroll in a separate MedicBegtD
prescription drug plan, Medicare may enroll you in a
drug plan, unless you have opted out of automatic
enrollment.

Note:If you disenroll from Medicare prescription drug
coverage and go without creditable prescription drug
coverage, you may need to paartD late enrollment
penaltyif you join a Medicare drug plan later.
("Creditable" coverage means the coverage is expected
to pay, on average, as least as much as Medicare's
standard prescription drug coverage.) See "Medicare
Premiums" in the "Premiumgligibility, and

Enrollment" section for more information about the late
enrollment penalty.

Termination of Contract with the
Centers for Medicare & Medicaid
Services

If our contract with the Centers for Medicare & Medicaid
Services to offer Senior Advamg@ terminates, your

Senior Advantage membership will terminate on the
same date. We will send you advance written notice and
advise you of your health care options. Also, you may be
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eligible to transfer your membership to another Kaiser
Permanente plan affed by your Group.

Termination for Cause

We may terminate your membership by sending you
advance written notice ifou commit one of the
following acts:

1 If you continuously behave in a way that is
disruptive, to the extent that your continued
enrollment sriously impairs our ability to arrange or
provide medical care for you or for our other
members. We cannot make you leave our Senior
Advantage Plan for this reason unless we get
permission from Medicare first

1 If you let someone else use your Plan membprsh
card to get medical care. We cannot make you leave
our Senior Advantage Plan for this reason unless we
get permission from Medicare firdf.you are
disenrolled for this reason, the Centers for Medicare
& Medicaid Services may refer your case to the
Inspector General for additional investigation

1 You commit theft from Health Plan, from a Plan
Provider, or at a Plan Facility

1 You intentionally misrepresent membership status or
commit fraud in connection with your obtaining
membership. We cannot make yoaue our Senior
Advantage Plan for this reason unless we get
permission from Medicare first

1 If you become incarcerated (go to prison)

1 You knowingly falsify or withhold information about
other parties that provide reimbursement for your
prescription drug carage

If we terminate your membership for cause, you will not
be allowed to enroll in Health Plan in the future until you

have completed a Member Orientation and have signed a

statement promising future compliance. We may report
fraud and other illegal agto the authorities for
prosecution.

Termination for Nonpayment of
Premiums

If your Group fails to pay us Premiums for your Family,
we may terminate the memberships of everyone in your
Family.

Termination of a Product or all Products

We may terminate a piacular product or all products
offered in the group market as permitted or required by

law. If we discontinue offering a particular product in the
group market, we will terminate just the particular
product by sending you written notice at least 90 days
before the product terminatdéwe discontinue offering

all products in the group market, we may terminate your
Group'sAgreemenby sending you written notice at least
180 days before th&égreementerminates.

Payments after Termination

If we terminateyour membership for cause or for
nonpayment, we will:

1 Refund any amounts we owe your Group for
Premiums paid after the termination date

1 Pay you any amounts we have determined that we
owe you for claims during your membership in
accord with the "RequestsrfBayment” section. We
will deduct any amounts you owe Health Plan or Plan
Providers from any payment we make to you

Review of Membership Termination

If you believe that we terminated your Senior Advantage
membership because of your ill health or your reed
care, you may file a complaint as described in the
"Coverage Decisions, Appeals, and Complaints" section.

Continuation of Membership

If your membership under this Senior Advant&gzC

ends, you may be eligible to continue Health Plan
membership withdua break in coverage. You may be
able to continue Group coverage under this Senior
AdvantageEOCas described under "Continuation of
Group Coverage." Also, you may be able to continue
membership under an individual plan as described under
"Conversion fronGroup Membership to an Individual
Plan."If at any time you become entitled to continuation
of Group coverage, please examine your coverage
options carefully before declining this coverage.
Individual plan premiums and coverage will be different
from thepremiums and coverage under your Group plan.

Continuation of Group Coverage

COBRA

You may be able to continue your coverage under this
Senior Advantag&OCfor a limited time after you

would otherwise lose eligibilityif required by the

federal COBRA law(the Consolidated Omnibus Budget
Reconciliation Act). COBRA applies to most employees
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(and most of their covered family Dependents) of most
employers with 20 or more employees.

If your Group is subject to COBRA and you are eligible
for COBRA coverage, iorder to enrollyou must

submit a COBRA election form to your Group within the
COBRA election period. Please ask your Group for
details about COBRA coverage, such as how to elect
coverage, how much you must pay for coverage, when
coverage and Premiums melyange, and where to send
your Premium payments.

As described in "Conversion from Group Membership to
an Individual Plan" in this "Continuation of

Membership" section, you may be able to convert to an
individual (nongroup) plaif you don't apply for

COBRA coverage, oif you enroll in COBRA and your
COBRA coverage ends.

Coverage for a disabling condition

If you became Totally Disabled while you were a
Member under your GroupAgreementith us and

while the Subscriber was employed by your Group, and
your Group'sAgreementith us terminates and is not
renewed, we will cover Services for your totally
disabling condition until the earliest of the following
events occurs:

1 12 months have elapsed since your Group's
Agreementwith us terminated

You are no longeTotally Disabled

1 Your Group'sAgreementvith us is replaced by
another group health plan without limitation as to the
disabling condition

Your coverage will be subject to the terms of 83C,
including Cost Share, but we will not cover Services for
anycondition other than your totally disabling condition.

For Subscribers and adult Dependents, "Totally
Disabled" means that, in the judgment of a Medical
Group physician, an illness or injury is expected to result
in death or has lasted or is expectedhsi for a

continuous period of at least 12 months, and makes the
person unable to engage in any employment or
occupation, even with training, education, and
experience.

For Dependent children, "Totally Disabled" means that,
in the judgment of a Medical Gup physician, an illness
or injury is expected to result in death or has lasted or is
expected to last for a continuous period of at least 12
months and the illness or injury makes the child unable
to substantially engage in any of the normal activities of
children in good health of like age.

To request continuation of coverage for your disabling
condition, you must call our Member Service Contact
Center within 30 days after your Groupigreementvith
us terminates.

Conversion from Group Membership to
an Individual Plan

After your Group notifies us to terminate your Group
membership, we will send a termination letter to the
Subscriber's address of record. The letter will include
information about options that may be available to you to
remain a Health PlaMember.

Kaiser Permanente Conversion Plan

If you want to remain a Health Plan Member, one option
that may be available is our Senior Advantage Individual
Plan.You may be eligible to enroll in our individual plan
if you no longer meet the eligibility reqaments

described under "Who Is Eligible" in the "Premiums,
Eligibility, and Enrollment" section. Individual plan
coverage begins when your Group coverage ends. The
premiums and coverage under our individual plan are
different from those under thiBOCandwill include
MedicarePartD prescription drug coverage

However,if you are no longer eligible for Senior
Advantage and Group coverage, you may be eligible to
convert to our notMedicare individual plan, called
"Kaiser Permanente IndividuaConversion Rin." You
may be eligible to enroll in our IndividuaConversion
Planif we receive your enrollment application within 63
days of the date of our termination letter or of your
membership termination date (whichever date is later).

You may not be eligible toonvertif your membership
ends for the reasons stated under "Termination for

Cause" or "Termination ofgreement’n the
"Termination of Membership" section.

Miscellaneous Provisions

Administration of Agreement

We may adopt reasonable policies, procedures, and
interpretations to promote orderly and efficient
administration of your GroupAgreementincluding this
EOC.
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Amendment of Agreement

Your Group'sAgreementvith us will change
periodically.If these changeaffect this£OC, your
Group is required to inform you in accord with
applicable law and your Grouprgireement

Applications and Statements

You must complete any applications, forms, or
statements that we request in our normal course of
business or as spified in thisEOC.

Assignment

You may not assign thEOC or any of the rights,
interests, claims for money due, benefits, or obligations
hereunder without our prior written consent.

Attorney and Advocate Fees and
Expenses

In any dispute between a Memlzerd Health Plan, the
Medical Group, or Kaiser Foundation Hospitals, each
party will bear its own fees and expenses, including
attorneys' fees, advocates' fees, and other expenses.

Claims Review Authority

We are responsible for determining whether you are
entitled to benefits under thiEOCand we have the
discretionary authority to review and evaluate claims that
arise under thiEOC. We conduct this evaluation
independently by interpreting the provisions of tB3C.
We may use medical experts to helpexgew claims.

If coverage under thiEOCis subject to the Employee
Retirement Income Security Act (ERISA) claims
procedure regulation (29 CFR 2560.503 then we are a
"named claims fiduciary" to review claims under this
EOC.

EOC Binding on Members

By electing coverage or accepting benefits under this
EOC, all Members legally capable of contracting, and
the legal representatives of all Members incapable of
contracting, agree to all provisions of tE®C.

ERISA Notices

This "ERISA Notices" section afies onlyif your
Group's health benefit plan is subject to the Employee

Retirement Income Security Act (ERISA). We provide
these notices to assist ERISAvered groups in

complying with ERISA. Coverage for Services described
in these notices is subject all provisions of thi€EOC.

Newborns' and Mother's Health Protection Act
Group health plans and health insurance issuers generally
may not, under Federal law, restrict benefits for any
hospital length of stay in connection with childbirth for
the motheor newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours
following a cesarean section. However, Federal law
generally does not prohibit the mother's or newborn's
attending provider, after consulting with the mother,
from discharging the mother or her newborn earlier than
48 hours (or 96 hours as applicable). In any case, plans
and issuers may not, under Federal law, require that a
provider obtain authorization from the plan or the
insurance issuer for prescribing a lengtistay not in
excess of 48 hours (or 96 hours).

Women's Health and Cancer Rights Act

If you have had or are going to have a mastectomy, you
may be entitled to certain benefits under the Women's
Health and Cancer Rights Act. For individuals receiving
mastetomy-related benefits, coverage will be provided

in a manner determined in consultation with the
attending physician and the patient, for all stages of
reconstruction of the breast on which the mastectomy
was performed, surgery and reconstruction of therot
breast to produce a symmetrical appearance, prostheses,
and treatment of physical complications of the
mastectomy, including lymphedemas. These benefits will
be provided subject to the same Cost Share applicable to
other medical and surgical benefit®pided under this

plan.

Governing Law

Except as preempted by federal law, 88Cwill be
governed in accord with California law and any

provision that is required to be in tiE©OCby state or
federal law shall bind Members and Health Plan whether
or na set forth in thiEOC.

Group and Members not our Agents

Neither your Group nor any Member is the agent or
representative of Health Plan.
No Waiver

Ouir failure to enforce any provision of tEEOCwill not
constitute a waiver of that or any other provision, or

Kaiser Permanente Senior Advantage (HM@h PartD for San Francisco Health Service System Fund

Effective: 1/1/1912/31/19

Page98



Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

impair our right thereafter to require your strict
performance of any provision.

Notices

Our notices to you will be sent to the most recent address
we have for the Subscriber. The Subscribeesponsible

for notifying us of any change in address. Subscribers
who move should call our Member Service Contact
Center and Social Security toll freela800-772-1213

(TTY users calll-800-325-0778 as soon as possible to
give us their new addred$.a Member does not reside

with the Subscriber, or needs to have confidential

information sent to an address other than the Subscriber's

address, he or she should contact our Member Service
Contact Center to discuss alternate delivery options.

Note: Wherwe tell your Group about changes to this
EOCor provide your Group other information that
affects you, your Group is required to notify the
Subscriber within 30 days after receiving the information
from us.

Notice about Nondiscrimination

We don't discrirmate based on race, ethnicity, national
origin, color, religion, sex, gender, age, mental or
physical disability, health status, claims experience,
medical history, genetic information, evidence of
insurability, or geographic location. All organizations
that provide Medicare Advantage plans, like our plan,
must obey federal laws against discrimination, including
Title VI of the Civil Rights Act of 1964, the
Rehabilitation Act of 1973, the Age Discrimination Act
of 1975, the Americans with Disabilities AGgction

1557 of the Affordable Care Act, and all other laws that
apply to organizations that get federal funding, and any
other laws and rules that apply for any other reason.

Notice about Medicare Secondary Payer
Subrogation Rights

We have the right angksponsibility to collect for
covered Medicare services for which Medicare is not the
primary payer. According to CMS regulations at 42 CFR

sections 422.108 and 423.462, Kaiser Permanente Senior

Advantage, as a Medicare Advantage Organization, will
exerci® the same rights of recovery that the Secretary
exercises under CMS regulations in subparts B through
D of part 411 of 42 CFR and the rules established in this
section supersede any state laws.

Overpayment Recovery

We may recover any overpayment we makeServices
from anyone who receives such an overpayment or from
any person or organization obligated to pay for the
Services.

Public Policy Participation

The Kaiser Foundation Health Plan, Inc., Board of
Directors establishes public policy for Health Plarist
of the Board of Directors is available on our website at
kp.org or from our Member Service Contact Center.
If you would like to provide input about Health Plan
public policy for consideration by the Board, please send
written comments to:

Kaiser Foundation Health Plan, Inc.

Office of Board and Corporate Governance

Services

One Kaiser Plaza, 19th Floor

Oakland, CA 94612

Telephone Access (TTY)

If you use a text telephone device (TTY, also known as
TDD) to communicate by phone, you can use the
California Relay Service by calling 711.

Important Phone Numbers and
Resources

Kaiser Permanente Senior Advantage

How to contact our plan's Member Services

For assistance, please call or write to our plan's Member
Services. We will be happy to help you.

Member Services i contact information

Call 1-800-443-0815

Calls to this number are free.

Seven days a week, 8 a.m. to 8 p.m.

Member Services also has free language
interpreter services available for r&mglish
speakers.

TTY 711

Calls to this number are free.

Seven days a week, 8 a.m. to 8 p.m.
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Write  Your local Member Services office (see the

Provider Directoryfor locations).

Website kp.org

How to contact us when you are asking for a
coverage decision or making an appeal or
complaint about your Services

1 A coveaage decision is a decision we make about
your benefits and coverage or about the amount we
will pay for your medical services

1 An appeal is a formal way of asking us to review and
change a coverage decision we have made

1 You can make a complaint about usooe of our
network providers, including a complaint about the
quality of your care. This type of complaint does not
involve coverage or payment disputes

For more information about asking for coverage
decisions or making appeals or complaints about your
medical care, see the "Coverage Decisions, Appeals, and
Complaints" section.

Coverage decisions, appeals, or complaints for
Services T contact information

Call 1-800-443-0815

Calls to this number are free.
Seven days a week, 8 a.m. to 8 p.m.

If your coverage decision, appeal, or complaint
qualifies for a fast decisionas described in the
"Coverage Decisions, Appeals, and Complaints"
section, call the Expedited Review Unit at
1-888-987-7247 8:30 a.m. to 5 p.m., Monday
through Saturday.

TTY 711

Calls to this number are free.
Seven days a week, 8 a.m. to 8 p.m.

Fax If your coverage decision, appeal, or complaint
qualifies for a fast decision fax your request to

our Expedited Review Unit 4:888-987-2252

Write  For astandard coverage decisiomr
complaint, write to your local Member Services
office (see thérovider Directoryfor

locations).

For astandard appeal write to the address
shown on the denial notice we send you.

If your coverage decision, appeal, or complaint
qualifies for a fast decision, write to:
Kaiser Foundation Health Plan, Inc.
Expedited Review Unit
P.O. Box 23170
Oakland, CA 94628170

Medicare Website.You can submit a complaint about
our Plan directly to Medicare. To submit an online
complaint to Medicare, go to
https://www.medicare.gov/MedicareComplaintForm/
home.aspx

How to contact us when you are asking for a
coverage decision or making an appeal about
your Part D prescription drugs

1 A coverage decision is a decision we make about
your benefits and coverage or about th@an we
will pay for your prescription drugsovered under the
PartD benefit included in your plan

=

An appeal is a formal way of asking us to review and
change a coverage decision we have made

For more information about asking for coverage
decisions or makg appeals about yolartD
prescription drugs, sdbe "Coverage Decisions,
Appeals, and Complaints" sectioviou may call us

if you have questions about our coverage decision or
appeal processes.

Coverage decisions or appeals for Part D
prescription drugs 1 contact information

Call 1-866-206-2973
Calls to this number are free.
Seven days a week, 8:30 a.m. to 5 p.m.
If your coverage decision, appeal, or complaint
qualifies for a fast decision call the Expedited
Review Unit atl-888-987-7247 8:30 a.m.to 5
p.m., Monday through Saturday. See the
"Coverage Decisions, Appeals, and Complaints"
section to find oulf your issue qualifies for a
fast decision.

TTY 711
Calls to this number are free.
Seven days a week, 8 a.m. to 8 p.m.

Fax 1-866-206-2974

Write  Kaiser Foundation Health Plan, Inc.

PartD Unit
P.O. Box 23170
Oakland, CA 94628170

Website kp.org
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How to contact us when you are making a
complaint about your Part D prescription drugs

You can make a complaint about us or onewf o

network pharmacies, including a complaint about the
quality of your care. This type of complaint does not
involve coverage or payment disput@i§.your problem

is about our plan's coverage or payment, you should look
at the section above about requegttoverage decisions

or making appeals.) For more information about making
a complaint about youPartD prescription drugs, sebe
"Coverage Decisions, Appeals, and Complaints" section

Complaints for Part D prescription drugs i
contact information

Call 1-800-443-0815
Calls to this number are free.
Seven days a week, 8 a.m. to 8 p.m.

If your complaintqualifies for a fast decision
call thePartD Unit at1-866-206-2973 8:30
a.m. to 5 p.m., seven days a week. See the
"Coverage Decisions, Appeals, addmplaints™
section to find ouif your issue qualifies for a
fast decision.

TTY 711
Calls to this number are free.

Seven days a week, 8 a.m. to 8 p.m.

Fax If your complaint qualifies for a fast reviefgx
your request to ouPartD Unit at1-866-206-
2974

Write  For astandard complaint, write to your local
Member Services office (see tReovider
Directory for locations).

If your complaintqualifies for a fast decision
write to:
Kaiser Foundation Health Plan, Inc.
PartD Unit
P.O. Box 23170
Oakland, CA 86230170

Medicare Website.You can submit a complaint about
our plan directly to Medicare. To submit an online
complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.a
SpXx.

Where to send arequest asking us to pay for

our share of the cost for Services or a Part D

drug you have received

For more information about situations in which you may
need to ask us for reimbursement or to pay a bill you

have received from a provider, see the "Requests for
Payment" section.

Note:If you send us a payent request and we deny any
part of your request, you can appeal our decision. See the
"Coverage Decisions, Appeals, and Complaints" section
for more information.

Payment Requests T contact information

Call

TTY

Write

1-800-443-0815
Calls to this number are free.
Seven days a week, 8 a.m. to 8 p.m.

Note:If you are requesting payment oPartD
drug that was prescribed by a Plan Provider and
obtained from a Plan Pharmacy, call ®artD

unit at1-866-206:2973 8:30 a.m. to 5 p.m.,
seven days a week.

711
Callsto this number are free.

Seven days a week, 8 a.m. to 8 p.m.

For Northern CaliforniaHome Region
Members:

KaiserPermanente
ClaimsAdministration- NCAL

P.O. Box 24010

Oakland, CA 94623010

For Southern Californiddome Region
Members:

KaiserPermaente
ClaimsAdministration- SCAL

P.O. Box 7004

Downey, CA 902427004

If you are requesting payment oPartD drug
that was prescribed and provided by a Plan
Provider, you can fax your requestit@66-
206-29740r write us at P.O. Box 23170,
Oakland, CA946230170 (AttentionPartD
Unit).

Website kp.org

Medicare

How to get help and information directly from
the federal Medicare program

Medicare is the federal health insurance program for
people 65 years of age or older, some people under age
65 with disabilities, and people with esthge renal
disease (permanent kidney failure requiring dialysis or a
kidney transplant). The federal aggrin charge of
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Medicare is the Centers for Medicare & Medicaid

Services (sometimes called "CMS"). This agency

contracts with Medicare Advantage organizations,
including our plan.

Medicare i contact information
Call 1-800-MEDICARE or 1-800-633-4227

Callsto this number are free. 24 hours a day,
seven days a week.

TTY  1-877-486:2048
Calls to this number are free.
Website https://www.medicare.gov

This is the official government website for
Medicare.It gives you upto-date information
about Medicare and camt Medicare issues. It
also has information about hospitals, nursing
homes, physicians, home health agencies, and
dialysis facilities. It includes booklets you can
print directly from your computer. You can also
find Medicare contacts in your state.

The Medicare website also has detailed
information about your Medicare eligibility and
enrollment options with the following tools:

Medicare Eligibility Tool: Provides Medicare
eligibility status information.

Medicare Plan Finder: Provides personalized
informaion about available Medicare
prescription drug plans, Medicare Health Plans,
and Medigap (Medicare Supplement Insurance)
policies in your areal' hese tools provide an
estimateof what your outof-pocket costs might
be in different Medicare plans.

You can #0 use the website to tell Medicare
about any complaints you have about our plan.

Tell Medicare about your complaint: You can
submit a complaint about our plan directly to
Medicare. To submit a complaint to Medicare,
go to
https://www.medicare.gov/MedicareComplai
ntForm/home.aspx Medicare takes your
complaints seriously and will use this
information to help improve the quality of the
Medicare program.

If you don't have a computer, your local library
or senior center may bdle to help you visit

this website using its computer. Or, you can call
Medicare and tell them what information you
are looking for. They will find the information

on the website, print it out, and send it to you.
You can call Medicare d-800-MEDICARE

(1-800-633-4227) (TTY users calll-877-486-
2048, 24 hours a day, seven days a week.

State Health Insurance Assistance
Program

Free help, information, and answers to your
guestions about Medicare

The State Health Insurance Assistance Program (SHIP)
is a govenment program with trained counselors in
every state. In California, the State Health Insurance
Assistance Program is called the Health Insurance
Counseling and Advocacy Program (HICAP).

The Health Insurance Counseling and Advocacy
Program is independe(riot connected with any

insurance company or health plan). It is a state program
that gets money from the federal government to give free
local health insurance counseling to people with
Medicare.

The Health Insurance Counseling and Advocacy
Program coungers can help you with your Medicare
questions or problems. They can help you understand
your Medicare rights, help you make complaints about
your Services or treatment, and help you straighten out
problems with your Medicare bills. The Health Insurance
Counseling and Advocacy Program counselors can also
help you understand your Medicare plan choices and
answer questions about switching plans.

Health Insurance Counseling and Advocacy
Program (California's State Health Insurance
Assistance Program) i contact information

Call 1-800-434-0222

Calls to this number are free.
TTY 711
Write  Your HICAP office for your county.

Website www.aging.ca.gov/HICAP/

Quality Improvement Organization

Paid by Medicare to check on the quality of care

for people with Medicare

There is a designated Quality Improvement Organization
for serving Medicare beneficiaries in each state. For
California, the Quality Improvement Organization is
called Livanta.

Livanta has a group of doctors and other health care
professionals who are paid bye federal government.
This organization is paid by Medicare to check on and
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Member Service Contact Center: toll fre®00-443-0815 (TTY users callll) seven days a week, 8 a.8mp.m.

help improve the quality of care for people with
Medicare. Livantas an independent organization. It is
not connected with our plan.

You should contact Livanta in any of thegmigtions:

1 You have a complaint about the quality of care you
have received

1 You think coverage for your hospital stay is ending
too soon

1 You think coverage for your home health care,
Skilled Nursing Facility care, or Comprehensive
Outpatient RehabilitatioRacility (CORF) services
are ending too soon

Livanta (California's Quality Improvement
Organization) i contact information

Call 1-877-5881123
Calls to this number are freflonday through
Friday, 8a.m. to 5 p.m. Weekends and holidays,
11 a.m.to 3 p.m

TTY  1-855887-6668

Write  Livanta

BFCC- QIO Program
9090 Junction Drive, Suite 10
Annapolis Junction, MD 20701

Website www.BFCCQIOArea5.com

Social Security

Social Security is responsible for determining eligibility
and handling enrollment for Medicafd.S. citizens and
lawful permanent residents who are 65 or older, or who
have a disability or end stage renal disease and meet
certain conditions, are eligible for Medicaleyou are
already getting Social Security checks, enroliment into
Medicare is awtmatic.If you are not getting Social
Security checks, you have to enroll in Medicare. Social
Security handles the enrollment process for Medicare. To
apply for Medicare, you can call Social Security or visit
your local Social Security office.

Social Seclity is also responsible for determining who
has to pay an extra amount for theartD drug coverage
because they have a higher incofhgiou got a letter

from Social Security telling you that you have to pay the
extra amount and have questions abouatheunt or

if your income went down because of a-lifeanging
event, you can call Social Security to ask for
reconsideration.

If you move or change your mailing address, it is
important that you contact Social Security to let them
know.

Social Security i contact information

Call 1-800-772-1213

Calls to this number are freAvailable 7 a.m.
to 7 p.m., Monday through Friday.

You can use Social Security's automated
telephone servicemndget recorded information
24 hours a day.

TTY  1-800-3250778

Calls tothis number are fredvailable 7 a.m.
to 7 p.m., Monday through Friday.

Website https://www.ssa.gov

Medicaid

A joint federal and state program that helps with
medical costs for some people with limited
income and resources

Medicaid is a joint federal and state government program
that helps with medical costs for certain people with
limited incomes and resources. Some people with
Medicare are also eligible for Medicaid.

In addition, there are programs offered through Medicai
that help people with Medicare pay their Medicare costs,
such as their Medicare premiums. These "Medicare
Savings Programdielp people with limited income and
resources save money each year:

1 Qualified Medicare Beneficiary (QMB): Helps pay
MedicarePartA andPartB premiums, and other Cost
Share. Some people with QMB are also eligible for
full Medicaid benefits (QMB+)

Specified LowIncome Medicare Beneficiary
(SLMB): Helps payPartB premiums. Some people
with SLMB are also eligible for full Medicaid
berefits (SLMB+)

1 Qualified Individual (QI): Helps payPartB
premiums

1 Qualified Disabled & Working Individuals
(QDWI): Helps payPartA premiums

To find out more about Medicaid and its programs,
contact MediCal.
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Medi-Cal (California's Medicaid program) i
contact information

Call 1-800-952-5253

Calls to this number are free. You can use
Medi-Cal's automated telephone services and
get recorded information 24 hours a day.

TTY  1-800-952-8349

Write  California Department of Social Services
744 P Street
SacramentoCA 95814

Website http://www.cdss.ca.gov/

Railroad Retirement Board

The Railroad Retirement Board is an independent federal
agency that administers comprehensive benefit programs
for the nation's railroad workers and their familiés/ou
have questionsegarding your benefits from the Railroad
Retirement Board, contact the agency.

If you receive your Medicare through the Railroad
Retirement Board, it is important that you let them know
if you move or change your mailing address.

Railroad Retirement Board 1 contact information
Call 1-877-772-5772

Calls to this number are free. Available 9 a.m.
to 3:30 p.m., Monday through Friday.

If you have a toucltone telephone, recorded
information and automated services are
available 24 hours a day, including week&nd
and holidays.

TTY 1-312-751-4701
Calls to this number amot free.

Website https://www.rrb.gov

Group Insurance or Other Health
Insurance from an Employer

If you have any questions about your empleyer
sponsored Group plan, please contact your Group's
berefits administrator. You can ask about your employer
or retiree health benefits, any contributions toward the
Group's premium, eligibility, and enrollment periods.

If you have other prescription drug coverage through
your (or your spouse's) employer orime¢ group, please
contact that group's benefits administrafidre benefits

administrator can help you determine how your current
prescription drug coverage will work with our plan.
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Notice of Nondiscrimination

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

9 Provide no cost aids and services to people with disabilities to communicate effectively
with us, such as:

§ Qualified sign language interpreters.

8 Written information in other formats, such as large print, audio, and accessible
electronic formats.

9 Provide no cost language services to people whose primary language is not English,
such as:

8 Qualified interpreters.
8 Information written in other languages.

If you need these services, call Member Services at 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m.,
seven days a week.

If you believe that Kaiser Permanente 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 with our Civil Rights Coordinator by writing to One Kaiser Plaza, 12th Floor, Suite
1223, Oakland, CA 94612 or calling Member Services at the number listed above. You can file a
grievance by mail or phone. If you need help filing a grievance, our Civil Rights Coordinator is
available to help you. 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, 800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



Multi-language Interpreter Services
English
ATTENTION: If you speak a language other than English, language assistance services, free of
charge, are available to you. Call 1-800-443-0815 (TTY: 711).

Spanish
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica.
Llame al 1-800-443-0815 (TTY: 711).

Chinese

EE IR AR - L RN ES ERET - FAEE 1-800-443-0815

(TTY : 7T11) -

Vietnamese

CHD h: NJu b4n n-i Tiflng Vi t, ¢c- c¢c8c d ch v, h,

G i 1-800-443-0815 (TTY: 711).

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
sa wika nang walang bayad. Tumawag sa 1-800-443-0815 (TTY: 711).

Korean

T TS E METHA = 8%, 2 AR MB[AE FE2 0|25 == gL CH

1-800-443-0815 (TTY: TI)EBIC 2 HF5| FL A 2.

Armenian

Lﬁ])l[UU.Lﬁ]ZLHM\frJ:Kr_)_"—._\/B,","B" ‘B"IIB‘('W\‘BT ||V‘L B—BI'(H(‘
et BB A, _>E BT 0 g Y I5'\4*511—8‘004430815(TTY(V" e L)

711):

Russian

I1TRI O RT: [ Mdzd o CsotstcdIs dZz0 kemMmCtd wLr Cj, Is ts

fjtjosHO. 1-8006MSERIE( s | dzj BN { :

Japanese
EESIE: OFEETEINLES. BEOSEET CHB L CIFET . 1-800-443-0815
(TTY:711) £T. BBFICTEE IS,

Punjabi
fimrs 6. 7 37T st 982 39, 37 97 {89 AofisT A= 3973 548 Ha3 SussT 3

1-800-443-0815 (TTY: 711) '3 & I



Cambodian
[Utisl: IDASmMESSUNN Manisl NS SwigsmMman WSS S
AHNGENSONUUUENY G §I891) 1-800-443-0815 (TTY: 711)1

Hmong
LUEEEW. ogikaahali gsnoob,c okwepratbx b gmu &jeprada w bakuo |

Hur ald800-443-0815( T TA1) .

Hindi
e & Afg 3T BEr dtea § ar sas e gwa # A1 gerrar 9T 39de g

1-800-443-0815 (TTY: 711) 9T FHieT H{|

) BAAEG(EHa A8 o 438 1 T THLYL).

Farsi
e ) b Lad (g o Q1) ) g (L) S0t 008 e SEE b (L4 Sl da g
&0 (a5 1.800-443-0815 (TTv: 711) L 230

Arabic
Al daall | laall Gl a6 4y salll bac i) Cilead b GAalll €3 Saati i€ 1)) Ak ala

(117- 2541 5 auall il A8 ;) 5180-344-008-1



