Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2018 - 12/31/2018

8% KAISER PERMANENTE.: CalPERS - Traditional HMO

Coverage for: Individual / Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see www.kp.org/plandocuments or call
1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underlined terms see the Glossary. You can view the Glossary at http://www.healthcare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.

mporantQuestons | Avswers Wy T aters

What is the overall $0
deductible?

Are there services covered
before you meet your Not Applicable.
deductible?

Are there other deductibles

. A No.
for specific services?

What is the out-of-pocket Medical: $1,500 Individual / $3,000 Family
limit for this plan? Drugs: $5,850 Individual / $11,700 Family

What is not included in the Premiums, and health care services this plan

out-of-pocket limit? doesn’t cover, indicated in chart starting on page 2.

Will you pay less if you use a | Yes. See www.kp.org or call 1-800-278-3296
network provider? (TTY: 711) for a list of network providers.

Do you need a referral to see
a specialist?

Yes, but you may self-refer to certain_specialists.

See the Common Medical Events chart below for your costs for services this
plan covers.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost-sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

The_out-of-pocket limit is the most you could pay in a year for covered services.
If you have other family members in this plan, they have to meet their own_out-
of-pocket limits until the overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out—of—
pocket limit.

This plan uses a_provider network. You will pay less if you use a_provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered
services but only if you have a referral before you see the specialist.

STATE OF CALIFORNIA
PID: 3 CNTR: 1 EU: 0 Plan ID: 9203
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‘ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Plan Provider Non-Plan Provider

Common Services You May Limitations, Exceptions, & Other Important

Medical Event Need i ; Information
7 (You will pay the least) (You will pay the most)

Pl care V'S't. o $15/ visit Not covered None

treat an injury or illness
If you visit a health Specialist visit $15/ visit Not covered None
carerm gllise Preventive You may have to pay for services that aren’t
or clinic care/screening/ No charae Not covered preventive. Ask your provider if the services

care/screening g needed are preventive. Then check what your

immunization )

plan will pay for.

Diagnostic test (x-ray, No charge Not covered None

blood work)
If you have a test Imaaing (CT/PET

maging ( No charge Not covered None

scans, MRIs)
If you need drugs to : Plan pharmacy: $5 retail; Up to 30-day supply retail and 100-day supply
treat your illness or Generic drugs $10 mail order / prescription Not covered mail order. Subject to formulary guidelines.
condition _ " .

Preferred brand drugs Plan ph? IEEAL re.talll ’ Not covered Up_to Uy supply el s 100?da¥ Supply

, , $40 mail order / prescription mail order. Subject to formulary guidelines.

More information about N terred brand S terred brand d " d
prescription drug p on-preferred bran Same as preferred brand drugs Not covered thame ﬁs pre etfre rand drugs when approve
coverage is available rugs rough exception process.
at . Same as preferred brand drugs when approved
e I Specialty drugs Same as preferred brand drugs Not covered through exception process.

Facility fee (e.g.,

ambulatory surgery $15/ procedure Not covered None
If you have center)
outpatient surgery Phvsician/

feef'c'a” surgeon Included in Facility Fee Not covered None
!f you r)eed . Emergency room care | $50/ visit $50 / visit None
immediate medical
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Common
Medical Event

Services You May

Need

What You Will Pay

Non-Plan Provider

Limitations, Exceptions, & Other Important
Information

Plan Provider
(You will pay the least)

(You will pay the most)

needs

Outpatient: $15 / visit

attention Emergency medical
transportation No charge No charge None
Urgent care $15/ visit $15/ visit g&g}gf&g@;gﬁf:@:md when temporarily
Facility fee (e.g.,
. No ch N N
If you have a hospital | hospital room) o charge ot covered one
sta ici
y Physician/surgeon No charge Not covered None
fees
Mental / Behavioral health: $15 /
individual visit; No charge for other
gYT:Jhngeg m.entall Outpatient services outpatient services; Not covered Mental / Behavioral health: $7 / group visit
h::Ith, o: sz\S:t?nce P Substance Abuse: $15 / individual Substance Abuse: $5 / group visit
abuse,services visit; $5 / visit for other outpatient
services
Inpatient services No charge Not covered None
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
If you are pregnant ultrasound.)
Ch"db'r.th/ dehvery No charge Not covered None
professional services
Ch{lqmrth/d.ellvery No charge Not covered None
facility services
If you need help Home health care No charge Not covered Up to 2 hour limit / visit, up to 3 visit limit / day,
recovering or have up to 100 visit limit / year
other special health ient: ;
> Rehabilitation services Inpatient: No charge; Not covered None
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What You Will Pay

Common Services You May : : Limitations, Exceptions, & Other Important
Medical Event Need Plan Provider Non-Plan Provider el i
(You will pay the least) (You will pay the most)
- . Inpatient: No charge;

Habilitation services Outpatient: $15  visit Not covered None
Skilled nursing care No charge Not covered 100 day limit / benefit period.
Durable medical : o
equipment No charge Not covered Subject to formulary guidelines.
Hospice services No charge Not covered None
Children’s eye exam No charge for refractive exam Not covered None

If your child needs Children’s glasses Not covered Not covered None

dental or eye care . ’
Children's dental Not covered Not covered None
check-up

Excluded Services & Other Covered Services:

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

e Cosmetic surgery e Long-term care ¢ Routine foot care
e Children’s glasses o Non-emergency care when traveling outside the U.S e Weight loss programs
¢ Dental care (Adult and child) e Private-duty nursing

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

e Acupuncture (20 visits limit/year combined e Chiropractic care (20 visits limit/year combined with o nfertility treatment
with chiropractic) acupuncture) ¢ Routine eye care (Adult)
e Bariatric surgery e Hearing aids ($1,000 limit / ear every 36 months)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact the agencies in the chart below. Additionally, a consumer assistance program can help you file your appeal. Contact the California Department of Managed
Health Care and Department of Insurance at 980 9th St, Suite #500 Sacramento, CA 95814, 1-888-466-2219 or http://www.HealthHelp.ca.gov.

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

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’'s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.healthhelp.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
Chinese (1 32): AR FFEF L a9 ED), EIKFTIXANS5181-800-757-7585 (TTY: 711)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible $0
M Specialist copayment $15
| Hospital (facility) copayment $0
m Other (blood work) copayment $0

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

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

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $200

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $260

controlled condition)

M The plan’s overall deductible $0
B Specialist copayment $15
m Hospital (facility) copayment $0
® Other (blood work) copayment $0
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:

Cost Sharing
Deductibles $0
Copayments $600
Coinsurance $0
What isn’t covered

Limits or exclusions $50
The total Joe would pay is $650

up care)
B The plan’s overall deductible $0
W Specialist copayment $15
m Hospital (facility) copayment $0
W Other (x-ray) copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $1,900

In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $100

Coinsurance $0
What isn’t covered

Limits or exclusions $0

The total Mia would pay is $100

STATE OF CALIFORNIA
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Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information, citizenship, primary
language, or immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week (except closed holidays).
Interpreter services, including sign language, are available at no cost to you during all hours of operation. We can also provide you, your family, and friends
with any special assistance needed to access our facilities and services. In addition, you may request health plan materials translated in your language, and
may also request these materials in large text or in other formats to accommodate your needs. For more information, call 1-800-464-4000 (TTY users call
711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. A grievance includes a
complaint or an appeal. For example, if you believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of
Coverage or Certificate of Insurance, or speak with a Member Services representative for the disputeresolution options that apply to you. This is especially
important if you are a Medicare, MediCal, MRMIP, MediCal Access, FEHBP, or CalPERS member because you have different disputeresolution options
available.

You may submit a grievance in the following ways:

® By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan Facility (please refer to Your Guidebook for
addresses)

e By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your Guidebook for addresses)
e By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)
® By completing the grievance form on our website at kp.org

Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin, sex, age,
or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

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 ocrportal.hhs.gov/ocr/portal/lobby.jst, or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at
www.hhs.gov/ocr/office/file/index.htm].
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Language Assistance Services

English: We provide interpreter services at no cost to you, 24 hours a
day, 7 days a week, during all hours of operation. You can have an
interpreter help answer your questions about our health care coverage.
You can also request materials translated in your language at no cost to
you. Just call us at 1-800-464-4000, 24 hours a day, 7 days a week
(closed holidays). TTY users call 711.

el J)sh g st oLl 288 delad) lae e ol Ulse 45 8l en il Cileda (103 :Arabic
) mal) dlaarll s clilind 20S e a5 )5l an il Baelios il GBISAL | Jasl)

U JLai¥) (5 pus Slile Lo Ulana @liall Gylall 5505 ) dan 3 calla Uiy alld ) ABLally Lgan
eddid (el Al (lae) £ s U AS delidl lae e 1-800-464-4000 50 e
(T11) 860 e Juai¥) g sl i) dana

Armenian: Utup onp 24 dwd, swpwpn 7 op, Ukp wohiwnwbiph pojnp
dudbipht Qbq hwdwp wtddwp pwbwnp pupqiuish Swpwnipniubp
tlup npudwnpnid: Fupgduish ogunipjudp Inip Yupny kp
yunwujwul unwbuygy bp hwpgphtt' dkp jnndhg wpudwngpyng
wnnnontpjutt wywhnjuqgpnipjul JEpupbpyu: Ywpnn bp bl Qtp
1Eqny pupquuws gpuynp wynipbp pungpk;, npnp 2kq hwdwp
widdwp ki Mupquuybiu quiuquhwntp Ukq" 1-800-464-4000
htinwjunuwhwdwpny® opp 24 dwd” pwipwpen 7 op (int optiphtt thuily k):
TTY-hg oquuynnutpp whwp k quiuquhwnpku 711 hwdwpny:

Glelu aaa Job jraiia j5,7 5 55kl Gelu 24 501 alid s jie ciledd Wo:Farsi
4 o SAuly 53 S (510 Wil 5 a Lad i (e A Led LR 3 4k 38 330 (s S
0 (ined ek da o je (AL A e 5o ) Le (Fla)d Sl e (5 3 )50 50 358 Y
24 > QS Xipd dan i Lad L) 4 4 ia 38 (550 Ol g e et AS S Canl 6 )0 il
1-800-464-4000 o o 4 Lo U (Uekard sla 55 (sl 43) 458 55,7 5 55 et el
0,80 Gl T ol L TTY gonS 2,8 Gl

Hindi: &9 FaTele & @8 gel & a1 3muen f9ar el omera &
ST aTl, &l & 24 €, Hocdlg & Hidl foeT Jeret i &1 39
BARY TAELY SWHTA $halsl o IR H Y% T4 & a6« & v
AT & FETIAT o Fehd ©1 39 o forel oot & drafar
UG HIST H 3efdle Al & T 3 o T Fehol &1 9 hael
& 1-800-464-4000 T, T & 24 €, Wealg & @Al e (PR ATl
o §¢ T@aT &) Pl Y| TTY 3TAMHar 711 W Hiel HY|

Hmong: Peb muaj neeg txhais lus pub dawb rau koj, 24 teev ib hnub twg,
7 hnub ib lim tiam twg, thawm cov sij hawm ghib ua lag luam.Koj muaj tau
ib tug neeg txhais lus los pab teb koj cov lus nug txog peb cov kev pab
them ngi kho mob.Koj thov tau kom muab cov ntaub ntawv txhais uas koj
hom lus pub dawb rau koj.Tsuas hu rau 1-800-464-4000, 24 teev ib hnub
twg, 7 hnub ib lim tiam twg (cov hnub caiv kaw). Cov neeg siv TTY hu
711.

Japanese: YFEClx, &2FERMZE LU T, @R —ERAZEET, 4F
HRIEIR, B SRV 2T £, YBEDEFENFIZONTO ZERMB X
WEFICIE, E\IRABFR LW LET, 2, BAGEICHRIN-E
B Rk cx 9, BRIRIC 1-800-464-4000 FOREMLTES
VW BRAEREEPEKR), TTY 22— =X 711 ICBEHEL 7280,

Khmer: itﬁﬁﬁ ﬂjiﬁijHﬁUﬁiLU 114 anﬁﬁﬁjiﬁuﬂjﬁﬁigjﬁj 24 i’tﬂﬁ
HLUIG 7 iﬁﬁl’.ﬁi—ﬂ g6 ﬁﬁﬁ&jﬁiﬁ]ﬁiﬁmimﬁﬁmﬂ HAMGY) SHﬁUﬁiﬁj
Iuij:]ﬁ [jﬁmﬁﬁjﬂﬂﬁﬁmﬁﬁ Hﬂﬁﬁﬂﬁiﬁiﬁ@ﬁigmﬂ iUﬁJ’I[ﬁﬁ“l HARHG
Iﬁjﬁjﬁjmi iu Ut SUﬁiLUmm fLTII8i iin Ujﬁﬁﬁﬁjiﬁumﬁ‘ﬁiuﬁ m Siﬁ
Giﬁjﬂiﬂ'ﬁitﬁﬁ muifug 1-800-464-4000 TS 24 ’"LH‘I::J’HLU’IG 7 iﬁi:itﬁi—ﬂ Sﬁj
(Ugiﬁﬁﬂﬂj 9 H‘ﬁILU TTY wWTiK2 711 4

Korean: 1% A7t ‘gt = 2l B ARkl #t7gle] & Mu|2g
T2 o] gt F AFUT TSl 117 1Y &gl #hato]

ARt $HE 5o 5 HYth B8, A5 AFE s o= WY
| ARE L'ééﬂ FEE AFgod 4 2 A7kl B A

=]
o] 1-800-464-40001H © & A 3}laf 2|3} Al
2 HE 711,



Navajo: Nihi ata’ halne’¢ aka’adoolwoligii nihei holg t’aa jiik’é, t’ad naadiin
dii’ ahéé’iilkeedgo, tsosts’id yiskaaji’, nda’anishgo oolkit biyi’ géné. Ata’
halne’¢é nika’adoolwot na’idikid nee holodgo dii ats’iis baa dhayaa bik’ésti’igii
bina’{ditkidgo. Aado6 atdd’ naaltsoos 14 t’44 ni nizaad k’ehji alnéehgo t’44 jiik’é
adoolniit. Nihich’i’ hodiilnih koji’ 1-800-464-4000 jiigo doo ttée’ nidi,
tsosts’id yiskaaji’ dimoo na’adlechji’ (Holidaysgo éi da’deelkaal) doo
da’diits’a’igii chodayoot‘inigii koji’ hodiilnih 711

Punjabi: Wi srgem @ A wfewr @ B9, 3936 e fai 393 <, fes ©
24 W2, g23 B 7 fow, TIHM ATe HIEh agevee It 3H Bt itgs
maeéﬁaéwm@mémw@aegﬁ@ém%ﬂaém
ﬁﬁwﬁﬁmémﬂ@m?gwmérwﬁgw@emeséw
9 Ae JI 5A fH9E A'g 1-800-464-4000 3, fos € 24 W2, ge3 R 7 fes
(&t =3 fos st Ifder J) 26 31 TTYS QUUTT I35 @] 711 ‘3 26
JIs|

Russian: Mbl Bcerga B 4yackl pabotbl obecneunBaem Bac ycnyramm
YCTHOIO nepeBog4nka, 24 yaca B CyTKW, 7 AHEN B Heaernto. YTobbl
NONyYnTb OTBETHI HA CBOW BOMPOCHI O HALLIEM CTPaxOBOM MOKPbITUN YCIyr
30 paBooxpaHeHusi, Bbl MoXxeTe BOCMNOmb30BaTbCS NOMOLLbIO YCTHOMO
nepesog4vka. Bbl Takke MoxeTe 3anpocuTb GecnnaTtHbli NepeBoq
MaTepuanoB Ha Baw a3bik. [1pocTo No3BoHUTE HaMm No TenedoHy
1-800-464-4000, koTOpbIN SOCTYNEH 24 Yaca B CyTKW, 7 AHEN B HEAEMNO
(kpome npasgHunYHbIX gHewn). MNonb3oBateny nuHUKM TTY MOryT 3BOHUTb
no Homepy 711.

Spanish: Ofrecemos servicios de traduccion al espafiol sin costo alguno
para usted durante todo el horario de atencion, 24 horas al dia, siete dias
a la semana. Puede contar con la ayuda de un intérprete para responder
las preguntas que tenga sobre nuestra cobertura de atenciéon médica.
Ademas, puede solicitar que los materiales se traduzcan a su idioma sin
costo alguno. Solo llame al 1-800-788-0616, 24 horas al dia, siete dias a
la semana (cerrado los dias festivos). Los usuarios de TTY, deben llamar
al 711.

Tagalog: May magagamit na mga serbisyo ng tagasalin ng wika nang
wala kang babayaran, 24 na oras bawat araw, 7 araw bawat linggo, sa
lahat oras ng trabaho. Makakatulong ang tagasalin ng wika sa pagsagot
sa mga tanong mo tungkol sa iyong coverage sa pangangalagang
pangkalusugan. Maaari kang humingi ng mga babasahin na isinalin sa
iyong wika nang wala kang babayaran. Tawagan lamang kami sa
1-800-464-4000, 24 na oras bawat araw, 7 araw bawat linggo (sarado sa
mga pista opisyal). Ang mga gumagamit ng TTY ay maaaring tumawag
sa711.

Thai: infivsnsauniamsuaaaaan 24 99 nafuaaaathluevinnis
°uaomﬂmmmsama‘tu”a'mmumanmmumammﬁLﬁﬂ)ﬁﬂﬂﬂyﬂfﬂﬂ;;)qﬂﬁ
quaguawuadLazaafiausaualiinnsulatanssiiluasiaa
°£°Li“’Lm“Imﬂ"L:J:Jn15ﬂmmnsn15Lwm‘immmmvimma‘u 1-800-464-4000
aaan 24 HTuanaiu (Halvusasluiunaasunis) ld TTY TusaTnslli
71

Chinese: (&8 7 K > HK 24 /NGIERTA SR EIN B & B IGIRAL
RS - AT DAsE 2 BB e B A R M R R RIS - e Dig
EEIFER P AESIER - RIEHE T X &R 24 /NFEEGHEST
EEA 1-800 757-7585 Fizsklss (EifRH (RE ) o MR EEREELRE (TTY)
HEHERERE 711 -

Vietnamese: Chung t6i cung cép dich vu théng dich mién phi cho quy vi
24 gid mbi ngay, 7 ngay trong tuan, trong tat ca cac gid lam viéc. Quy vi
c6 thé dwoc théng dich vién gitp tré I&i thac mac vé quyén loi bao hiém
strc khde clia chung téi. Quy vi cling ¢6 thé yéu cau duwgc cap mién phi
tai liéu phién dich ra ngén ngir ctia quy vi. Chi can goi cho chung ti tai sb
1-800-464-4000, 24 gid mbi ngay, 7 ngay trong tuan (trlr cac ngay 18).
Ngwoi dung TTY xin goi 711.



Glossary of Health Coverage and Medical Terms

e This glossary defines many commonly used terms, but isn't a full list. These glossary terms and definitions are

intended to be educational and may be different from the terms and definitions in your plan or health insurance

policy. Some of these terms also might not have exactly the same meaning when used in your policy or plan, and in

any case, the policy or plan governs. (See your Summary of Benefits and Coverage for information on how to get a

copy of your policy or plan document.)

e  Underlined text indicates a term defined in this Glossary.

See page 6 for an example showing how deductibles, coinsurance and out-of-pocket limits work together in a real

life situation.

Allowed Amount

This is the maximum payment the plan will pay for a
covered health care service. May also be called "eligible

expense", "payment allowance", or "negotiated rate".
P pay g

Appeal

A request that your health insurer or plan review a
decision that denies a benefit or payment (either in whole
or in part).

Balance Billing

When a provider bills you for the balance remaining on
the bill that your plan doesn’t cover. This amount is the
difference between the actual billed amount and the
allowed amount. For example, if the provider’s charge is
$200 and the allowed amount is $110, the provider may
bill you for the remaining $90. This happens most often

when you see an out-of-network provider (non-preferred

provider). A network provider (preferred provider) may

not bill you for covered services.

Claim

A request for a benefit (including reimbursement of a
health care expense) made by you or your health care
provider to your health insurer or plan for items or

services you think are covered.

Coinsurance
Your share of the costs
of a covered health care

service, calculated as a T

percentage (for —
example, 20%) of the A

Jane pays Her plan pays

20% 80%

allowed amount for the
service. You generally
pay coinsurance plus
any deductibles you owe. (For example, if the health

insurance or plan’s allowed amount for an office visit is

$100 and you've met your deductible, your coinsurance
payment of 20% would be $20. The health insurance or
plan pays the rest of the allowed amount.)

(See page 6 for a detailed example.)

Complications of Pregnancy

Conditions due to pregnancy, labor, and delivery that
require medical care to prevent serious harm to the health
of the mother or the fetus. Morning sickness and a non-
emergency caesarean section generally aren’t
complications of pregnancy.

Copayment

A fixed amount (for example, $15) you pay for a covered
health care service, usually when you receive the service.
The amount can vary by the type of covered health care

service.

Cost Sharing

Your share of costs for services that a plan covers that
you must pay out of your own pocket (sometimes called
“out-of-pocket costs™). Some examples of cost sharing
are copayments, deductibles, and coinsurance. Family

cost sharing is the share of cost for deductibles and out-

of-pocket costs you and your spouse and/or child(ren)
must pay out of your own pocket. Other costs, including
your premiums, penalties you may have to pay, or the
cost of care a plan doesn’t cover usually aren’t considered
cost sharing.

Cost-sharing Reductions

Discounts that reduce the amount you pay for certain
services covered by an individual plan you buy through
the Marketplace. You may get a discount if your income
is below a certain level, and you choose a Silver level
health plan or if you're a member of a federally-
recognized tribe, which includes being a shareholder in an
Alaska Native Claims Settlement Act corporation.
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Deductible

An amount you could owe

during a coverage period

(usually one year) for
covered health care
services before your plan

begins to pay. An overall
deductible applies to all or

Jane pays Her plan pays
100% 0%
(See page 6 for a detailed

almost all covered items
and services. A plan with
an overall deductible may example.)

also have separate deductibles that apply to specific
services or groups of services. A plan may also have only
separate deductibles. (For example, if your deductible is
$1000, your plan won't pay anything until you've met
your $1000 deductible for covered health care services
subject to the deductible.)

Diagnostic Test

Tests to figure out what your health problem is. For
example, an x-ray can be a diagnostic test to see if you
have a broken bone.

Durable Medical Equipment (DME)

Equipment and supplies ordered by a health care provider
for everyday or extended use. DME may include: oxygen
equipment, wheelchairs, and crutches.

Emergency Medical Condition

An illness, injury, symptom (including severe pain), or
condition severe enough to risk serious danger to your
health if you didn’t get medical attention right away. If
you didn’t get immediate medical attention you could
reasonably expect one of the following: 1)) Your health
would be put in serious danger; or 2) You would have
serious problems with your bodily functions; or 3) You
would have serious damage to any part or organ of your

body.

Emergency Medical Transportation
Ambulance services for an emergency medical condition.

Types of emergency medical transportation may include
transportation by air, land, or sea. Your plan may not
cover all types of emergency medical transportation, or
may pay less for certain types.

Emergency Room Care / Emergency Services
Services to check for an emergency medical condition and

treat you to keep an emergency medical condition from

getting worse. These services may be provided in a
licensed hospital’s emergency room or other place that

provides care for emergency medical conditions.

Excluded Services

Health care services that your plan doesn’t pay for or
cover.

Formulary

A list of drugs your plan covers. A formulary may
include how much your share of the cost is for each drug.
Your plan may put drugs in different cost sharing levels
or tiers. For example, a formulary may include generic
drug and brand name drug tiers and different cost sharing

amounts will apply to each tier.

Grievance
A complaint that you communicate to your health insurer

or plan.

Habilitation Services

Health care services that help a person keep, learn or
improve skills and functioning for daily living. Examples
include therapy for a child who isn’t walking or talking at
the expected age. These services may include physical
and occupational therapy, speech-language pathology,

and other services for people with disabilities in a variety

of inpatient and/or outpatient settings.

Health Insurance
A contract that requires a health insurer to pay some or
all of your health care costs in exchange for a premium.

A health insurance contract may also be called a “policy”

““ b2l
or “plan”.

Home Health Care

Health care services and supplies you get in your home
under your doctor’s orders. Services may be provided by
nurses, therapists, social workers, or other licensed health
care providers. Home health care usually doesn’t include
help with non-medical tasks, such as cooking, cleaning, or
driving.

Hospice Services
Services to provide comfort and support for persons in
the last stages of a terminal illness and their families.

Hospitalization

Care in a hospital that requires admission as an inpatient
and usually requires an overnight stay. Some plans may
consider an overnight stay for observation as outpatient
care instead of inpatient care.

Hospital Outpatient Care
Care in a hospital that usually doesn’t require an
overnight stay.
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Individual Responsibility Requirement
Sometimes called the “individual mandate”, the duty you
may have to be enrolled in health coverage that provides

minimum essential coverage. If you don’t have minimum

essential coverage, you may have to pay a penalty when

you file your federal income tax return unless you qualify
for a health coverage exemption.

In-network Coinsurance

Your share (for example, 20%) of the allowed amount
for covered healthcare services. Your share is usually
lower for in-network covered services.

In-network Copayment

A fixed amount (for example, $15) you pay for covered
health care services to providers who contract with your
health insurance or plan. In-network copayments usually

are less than out-of-network copayments.

Marketplace

A marketplace for health insurance where individuals,
families and small businesses can learn about their plan
options; compare plans based on costs, benefits and other
important features; apply for and receive financial help
with premiums and cost sharing based on income; and

choose a plan and enroll in coverage. Also known as an
“Exchange”. The Marketplace is run by the state in some
states and by the federal government in others. In some
states, the Marketplace also helps eligible consumers
enroll in other programs, including Medicaid and the
Children’s Health Insurance Program (CHIP). Available

online, by phone, and in-person.

Maximum Out-of-pocket Limit

Yearly amount the federal government sets as the most
each individual or family can be required to pay in cost
sharing during the plan year for covered, in-network
services. Applies to most types of health plans and

insurance. This amount may be higher than the out-of-

pocket limits stated for your plan.

Medically Necessary

Health care services or supplies needed to prevent,
diagnose, or treat an illness, injury, condition, disease, or
its symptoms, including habilitation, and that meet
accepted standards of medicine.

Minimum Essential Coverage
Health coverage that will meet the individual
responsibility requirement. Minimum essential coverage

generally includes plans, health insurance available

through the Marketplace or other individual market
policies, Medicare, Medicaid, CHIP, TRICARE, and

certain other coverage.

Minimum Value Standard

A basic standard to measure the percent of permitted
costs the plan covers. If you're offered an employer plan
that pays for at least 60% of the total allowed costs of
benefits, the plan offers minimum value and you may not
qualify for premium tax credits and cost sharing

reductions to buy a plan from the Marketplace.

Network

The facilities, providers and suppliers your health insurer
or plan has contracted with to provide health care
services.

Network Provider (Preferred Provider)

A provider who has a contract with your health insurer or
plan who has agreed to provide services to members of a
plan. You will pay less if you see a provider in the
network. Also called “preferred provider” or
“participating provider.”

Orthotics and Prosthetics

Leg, arm, back and neck braces, artificial legs, arms, and
eyes, and external breast prostheses after a mastectomy.
These services include: adjustment, repairs, and
replacements required because of breakage, wear, loss, or
a change in the patient’s physical condition.

Out-of-network Coinsurance

Your share (for example, 40%) of the allowed amount
for covered health care services to providers who don’t
contract with your health insurance or plan. Out-of-

network coinsurance usually costs you more than in-

network coinsurance.

Out-of-network Copayment
A fixed amount (for example, $30) you pay for covered

health care services from providers who do not contract

with your health insurance or plan. Out-of-network
copayments usually are more than in-network

copayments‘
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Out-of-network Provider (Non-Preferred

Provider)
A provider who doesn’t have a contract with your plan to

provide services. If your plan covers out-of-network
services, you'll usually pay more to see an out-of-network

provider than a preferred provider. Your policy will
explain what those costs may be. May also be called
“non-preferred” or “non-particiapting” instead of “out-
of-network provider”.

Out-of-pocket Limit
The most you could

pay during a coverage

period (usually one year)

for your share of the

costs of covered

services. After you

T ane pays Her plan pays
n;eet thllls hmlhthe J O‘% / I}OO%E /
I(;(I;CVWIOftls—ia ypay (See page 6 for a detailed examnvle.)

(6]

allowed amount. This limit helps you plan for health
care costs. This limit never includes your premium,
balance-billed charges or health care your plan doesn’t
cover. Some plans don’t count all of your copayments,

deductibles, coinsurance payments, out-of-network

payments, or other expenses toward this limit.

Physician Services
Health care services a licensed medical physician,

including an M.D. (Medical Doctor) or D.O. (Doctor of

Osteopathic Medicine), provides or coordinates.

Plan
Health coverage issued to you directly (individual plan)

or through an employer, union or other group sponsor
(employer group plan) that provides coverage for certain
health care costs. Also called "health insurance plan",

"policy", "health insurance policy" or "health
insurance".

Preauthorization
A decision by your health insurer or plan that a health

care service, treatment plan, prescription drug or durable
P

medical equipment (DME)) is medically necessary.
Sometimes called prior authorization, prior approval or
precertification. Your health insurance or plan may

require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization

isn’t a promise your health insurance or plan will cover
the cost.

Premium

The amount that must be paid for your health insurance
or plan. You and/or your employer usually pay it
monthly, quarterly, or yearly.

Premium Tax Credits

Financial help that lowers your taxes to help you and
your family pay for private health insurance. You can get
this help if you get health insurance through the
Marketplace and your income is below a certain level.
Advance payments of the tax credit can be used right
away to lower your monthly premium costs.

Prescription Drug Coverage

Coverage under a plan that helps pay for prescription
drugs. If the plan’s formulary uses “tiers” (levels),
prescription drugs are grouped together by type or cost.
The amount you'll pay in cost sharing will be different

for each "tier" of covered prescription drugs.

Prescription Drugs
Drugs and medications that by law require a prescription.

Preventive Care (Preventive Service)
Routine health care, including screenings, check-ups, and
patient counseling, to prevent or discover illness, disease,

or other health problems.

Primary Care Physician
A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), who provides

or coordinates a range of health care services for you.

Primary Care Provider

A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), nurse
practitioner, clinical nurse specialist, or physician
assistant, as allowed under state law and the terms of the
plan, who provides, coordinates, or helps you access a
range of health care services.

Provider

An individual or facility that provides health care services.
Some examples of a provider include a doctor, nurse,
chiropractor, physician assistant, hospital, surgical center,
skilled nursing facility, and rehabilitation center. The
plan may require the provider to be licensed, certified, or
accredited as required by state law.
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Reconstructive Surgery

Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,
accidents, injuries, or medical conditions.

Referral

A written order from your primary care provider for you

to see a specialist or get certain health care services. In
many health maintenance organizations (HMOs), you
need to get a referral before you can get health care

services from anyone except your primary care provider.
If you don’t get a referral first, the plan may not pay for

the services.

Rehabilitation Services

Health care services that help a person keep, get back, or
improve skills and functioning for daily living that have
been lost or impaired because a person was sick, hurt, or
disabled. These services may include physical and
occupational therapy, speech-language pathology, and
psychiatric rehabilitation services in a variety of inpatient

and/or outpatient settings.

Screening

A type of preventive care that includes tests or exams to
detect the presence of something, usually performed
when you have no symptoms, signs, or prevailing medical
history of a disease or condition.

Skilled Nursing Care

Services performed or supervised by licensed nurses in
your home or in a nursing home. Skilled nursing care is
not the same as “skilled care services”, which are services
performed by therapists or technicians (rather than
licensed nurses) in your home or in a nursing home.

Specialist

A provider focusing on a specific area of medicine or a
group of patients to diagnose, manage, prevent, or treat
certain types of symptoms and conditions.

Specialty Drug

A type of prescription drug that, in general, requires

special handling or ongoing monitoring and assessment
by a health care professional, or is relatively difficult to
dispense. Generally, specialty drugs are the most
expensive drugs on a formulary.

UCR (Usual, Customary and Reasonable)

The amount paid for a medical service in a geographic
area based on what providers in the area usually charge
for the same or similar medical service. The UCR
amount sometimes is used to determine the allowed
amount.

Urgent Care
Care for an illness, injury, or condition serious enough
that a reasonable person would seek care right away, but

not so severe as to require emergency room care.
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How You and Your Insurer Share Costs - Example

Jane’s Plan Deductible: $1,500

Coinsurance: 20%

Out-of-Pocket Limit: $5,000

e
January 1
Beginning of Coverage Period

Jane pays Her plan pays
100% 0%

ﬁane hasn’t reached her \
$1,500 deductible yet
Her plan doesn’t pay any of the costs.
Office visit costs: $125
Jane pays: $125
Her plan pays: $0

- /

}

more
costs

Ge6

A

Jane pays Her plan pays
20% 80%

éne reaches her $1,500 \

deductible, coinsurance begins
Jane has seen a doctor several times and
paid $1,500 in total, reaching her
deductible. So her plan pays some of the
costs for her next visit.

Office visit costs: $125

Jane pays: 20% of $125 = $25

Q—Ier plan pays: 80% of $125 = $10y

st

December 31
End of Coverage Period

}

more
costs

Jane pays Her plan pays
0% 100%

@06

@ne reaches her $5,000 \
out-of-pocket limit

Jane has seen the doctor often and paid
$5,000 in total. Her plan pays the full

cost of her covered health care services

for the rest of the year.
Office visit costs: $125
Jane pays: $0
k Her plan pays: $125

/
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