
Kaiser Permanente: TRADITIONAL PLAN Coverage Period: 01/01/2015-12/31/2015 
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: lndividual+f=amily 1 Plan HMO 

This is only a summary. If you want nwre detail about your coverage and costs, you can get the cornplcte terms in the policy or plan 
document at www.kp.org or by calling 1-800-278-3296. 

~---·~·-·······~···· ·········· .. -····~··············-········ .. ···~····-~--·~·~·-········-·······················-~····································~·······' 

Is there an out-of­
pocket limit on my 
expenses? 

Yes. $1,500 Individual/$3,000 Family 

What is not included in Premiums, heald1 care this plan doesn1t 
the out-of-pocket cover, and cost sharing for cert;lin services 

See chart on page 2 for your costs for services this plan covers. 

You don't have to meet deductibles_ for specific services, but sec the chart 
starting on page 2 for other costs for services this plan covers. 

The out-of-pocket limit is the most you could pay during a coverage period 
(usually one year) for your share of the cost of covcrd services. This limit helps 
you plan for health care expenses. 

Even though you pay these expenses, they don't count toward the out-of-pocket 
limit. limit? listed in plan documct~·ts . 

..................................................... +..... . ................................ , ..................... ·+····························· ................................................................. ~ ......................................................................... , ... 1 

Is there an overall 
, annual limit on what 
the plan pays? 

Does this plan use a 
net'£_ork; of provider~? 

Do I need a referral to 
see a specialist? 

Are there services this 
plan doesn't cover? 

No. 

Yes. For a list of plan providers, sec 
www.kp.org or call1-800-278-3296. 

Yes, but you may self-refer to certain 
specialists. 

Yes. 

The chart starting on page 2 describes any limits on \vhat the plan will pay for 
.~peajic." covered services, such as office visits. 

If )'OU usc an in-network doctor or other health care provider, this plan \vill pay 
some or all of the costs of covered services. Be aware, your in-network doctor or 
hospital may usc an out-of-network provider for some services. Plans usc the 
term m·network, pre(erred, or participating for llloviders in their network. Sec 
the chart starting on page 2 for how this plan pays different kinds of 
providers. 

'I'his plan \vill pay some or all of the costs to sec a ~~cialist for covered services 
but only if you have the plan's permission before you see the specialist. 

Some of the services this plan doesn't cover are listed on page 5. See your 
policy or plan docum.cnt for additional infonm1tion about excluded services. 

c........ -··········--···-···········'········~··························· .. ··········~···································································· .. ······~· ................. \ 

Questions: Call 1-800-278-3296 or 1-800-777-1370 (TTY), or visit us at www.kp.org. TR;\NSi'ORT\TION COi'vi:VIUN IC\TlONS IN"T'F:RNi\'lfON.\L I'NION 

If you aren't clear about any the underlined terms used in this fom1, sec the Clossary. You can view the l'lD•I HJJCJl C:\T!U El .. :.o PI"" ID:3n SBC 1!}137590 

Clossary at www.dol.gov /ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-278-3296 or 1-800-777-1370 (TTY) to request a copy. 1 of 10 
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• amounts example, $15) you pay for care, usually you rccetvc servtce. 
• Coinsurance is_yonr share of the costs of a covered sen·ice, calculated as a percent of the allowed amount for the service. For example, if 

the plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance paym.ent of 20% would be $200. This may change if 
you haven't rnet your deductible. 

• 'The amount the plan pays for covered services is based on the allowed amount. If an out-of-network providetr charges more than the 
7 

allowed amount, you may have to pay the difference. For example, if an out-of-network. hospital charges $1,500 for an overnight stay and ' 
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.) 

L..... .. .. ····~·· ~-~:~~~~~~J?.~,~~ .. 12:~LJ-~:~~?.~:~t§~J.~2~.!~~-~~~J?!~~J?.~~~-~~-~~--~?t~}2~l::§.i:~if.X?~Jo:~.::.:~.~~.~1.:.~~~-~~:-C::.~H~ll~~~-~S.l:~~-~-~~!.l.~-t.1!.~~~-~-':!2_~.:~~!~!~:. . .... 

Primarv care visit to 
treat at~ injury or $5 per visit ------none------
illness 

Services related to infertility covered at 50% 
Yo.tl Vl·.·8·1•t a ... .:;""'"'~u S11. ecialist visit $5 r1er visit . ... coinsurance per visit. 

provider's ····· ····~·····~~·~·t,·~---···-····-·,··· ......... ~ ............. ~ ....................... +··~-............................................ ~ .............................. ~ .......... +., ........................ ~ .... ~ ...................................... ~ .................. ~ ...................... ~··i 

''ltt1ce or.cli'n1·c Other f.JcKtitioner S5 fJ.er visit for acujJUncture Chiro[Jractic care not covered. Ph)'Sician ''" ~ot Covered office visit servtces. referred acupuncture. 

Preventive care/ 
screening/ . ' (.. ' 

tmmumzatwn 

Diagnostic test (x­
ray, blood work) 

Imaging (CI'/PET 
scans, rvfRI's) 

No Charge 

X-rav: No Charge; Lab tests: 
No c':harge c •. 

No Charge 

Not Covered 

Not Covered 

Not Covered 

Some preventive screenings (such as lab and 
imaging) may be at a different cost share. 

------none------

------:none------
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Ccncric drugs 

Preferred brand 
deugs 

Specialty drugs 

F:tcilitv fee (e.g., 
:unbul;trory ~u,~gery 

$5 per prescript·ion for 1 to 
100 days 

$5 per ptcsctiption for l t·o 
100 days 

S(tme as preferred brand 
drugs. 

Same as preferred brand 
drugs. 

S5 per procedure 

\! ot Con: red 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

fn accordance with formul;trv guidelines. 
C(:rt·ain drugs mav cm·ere~l ';it 'l different cost 
share. '-~ ' 

In accordance with form.ulary guidelines. 
Certain drugs may covered :it a different cost 
share. 

Same as pref-erred brand drugs when approved 
through exception process. 

Same as preferred brand drugs when approved 
through exception process. 

------none------
center) 

---···············+····························--··········+·················································--··· ············--··--~+--·············-·····-~---·-····· ............•........•••.•.•.... j 

Physician/ suweon 
- r I.'J 

f:ees 

[~mergcncy room 
scrnccs 

Emergency medical 
u''".._.,,...,.., .•. ; transportation 

Urgent care 

No Charge Not Covered 

S35 per visit· $35 per \·isit 

No Charge No Charge 

S5 per visit $5 per \·isit 

No Charge Not Covered 
[iacility fee (e.g., 
hospital room) 

··----~---~-··············+~·-··--·······--·················----······--·····················-~·-··················~······~-

Phvsician/ surgeon 
fee' '~ No C:lurge Not Covered 

------:none------

------·none------

------·none------

:\ion-Plan pro,·idcrs cO\·ered when outside the 
scrvtcc area. 

------•none------

------:none------

3 of 10 

005675 3112 



!\fen tal/Behavioral 
heal~h outpatient 
servtces 

1vfcn tal/Behavioral 
he<llth inpatient 

Substance usc 
diso~der outpatient 

Substance use 
disorder inpatient 

Skilled nursing care 

Durable medical 
equipment 

Hospice service 

$5 per individual visit; $2 per 
group visit 

No Charge 

$5 per individual visit; $2 per 
group visit 

1\: o Charge 

Prenatal care: No Charge; 
Postnatal care: No Charge 

No Charge 

No Charge 

Inpatient: No Charge; 
Outpatient: $5 per visit 

$5 per visit 

l\i o Charge 

No Charge 

0:o Charge 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Prenatal care: Not covered; 
Postnatal care: Not covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

------In One------

------none------

------none------

------none------

Prenatal: Cost sharing is for routine preventive 
care only; Postnatal: Cost sharing is for the ftrst 
postnatal visit only. 

"~""-"'-'~ ~·"·~~-~·····~'"·-"·-·~-,,~ .•..... ,~-·~ 

------·none------

Up to 2 hours maximum per visit, up to 3 visits 
maximum per day, up to 100 visits maxitnun1 
per calendar year. 

------none------

; ------none:------

Up to 100 days maximum. per benefit period. 

Must be in accordance with fonnulary 
guidelines. Requires prior authorization. 

Limited to diagnoses of a terminal illness with a 
life expectancy of tw·elvc months or less. 

4 of 10 



Not Covered 
or eye care 

Dental check-up Not Covered 

Excluded Services & Other Covered Services: 

\: ot Covered 

Not Ccn·ered 

------:none------

You ~1ay have other dental coverage not 
descnbed here. 

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.) 

4lll Chiropractic care 
4lll Cosmetic sun;erv 
4lll Denu.l care (\d~ll-) 

4lll IIcaring ctids 
4lll Long-t~nn ctrc 
<lli' N or~~emcrgcncy care vvhen traveling 

outside the U.S. 

* Privatc-dutv nursing 
* Routine fo~Jt care u'nless medically 

neccssarv 
* \\'eight lcJss program.s 

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these 
services.) 

* Acupuncture (plan provider referred) 
4111 Bariatric surgery 

Your Rights to Continue Coverage: 

4111 lnfertili ty tre;ttmen t * Routine eye care (\dult) 

If you lose coverage under the plan, then, depending upon the circumstances, Federal and St<tte laws may provide protections that allow you to keep hctlth 
co,·er;tgc. \ny such rights may be limited in duration and will require you to pay'' premium, 'vvhich may be significantly higher than the premium you pay 
while covered under the plan. Other limitations on your right·s to continue coverage may also apply. F•'or more information on your rights to continue 
con:rage, contact the plan at 1-800-278-32%. You may also contact your stat-e insurance department; the U.S. Department of Labor, E~mployee Benefits 
Security. Administration, at 1-SM--t-+4-3272 or www.dol.gm· I ebs,l; or the U.S. Dcpartmen t of Health and Iluman Services at 1-877-26 7-2323 x61565 or 
\VW\V.CCllO.CmS.ggl. 

5 of 10 

005675 4112 



Your Grievance and Appeals Rights: 

lf you have a complaint or arc dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. F•'or questions 
about your rights, this notice, or assistance, you can contact: Kaiser Permancntc <lt 1-800-278-3296 or online at www.kp.org/mcmbcrscrviccs. 

If this coverage is subject to I<JUSA, you may contact the Department of Labor's Employee Benefits Security Administration at 1-866-~~~-EBSA (3272) or 
www.dol.gO\· / cbsa/hcatlhrcform, and the California Department of Insurance at 1-800-927 -HI;:LP ( ~35 7) or www .insurance.ca.gov. 

If this covemge is not subject to ERISA, you may also contact the California Department of Insurance at 1-800-927-liELP (4357) or www.insurance.ca.Pov. 

:\dditionally, this consumer assistance program can help you file your appeal: 
Department of i\lanaged lfcalth Care Help Center 1-888-466-2219 
980 9th Street, Suite 500 www.bealthhelp.ca.gov 
Sacramento, CJ\ 95814 hclplineCZz)dmhc.ca.gov 

Does this Coverage Provide Minimum Essential Coverage? 

The \Hordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does 
provide minimum essential coverage. 

Does this Coverage Meet the Minimum Value Standard? 

The Affordable Care /\ct establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60%1 (actuarial value). This 
health coverage does meet the minimum value standard for the benefits it provides. 
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Language Access Services: 

SlL\:\LS![ (Esp;u1ol): Prml obtcncr asistcncia en Espafi.ol, llame ;..l] 1-800-788-0616 or TT'l/TDD 1-800-777-1370 

'L \G .\LOG (I';..lg;..Liog): Kung kail:..1ngan ninyo ang tulong sa Tagalog tumawag sa l-800-278-3296 or TTY /TDD l-800-777-1370 

l\ \V\_)0 (Dine): Dinek'ehgo shik;l at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 or 'I"TY/TDD l-800-777-1370 

----------To rr:e e.':v.·amp!er of'hoJJ1 !hirp!mz tOI'I!I' mr!Jjor a JatJ1Jie medical .ri!;wLio!l, ree !he !!Cv'\'lp(~ge.----------
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About these Coverage 
Examples: 

These examples show how th[s plan might cover 
medical care in given situations. l]se these 
examples to sec, in general, how much financial 
protection a sample patient might get if they are 
covered under different plans. 

This is not a 
cost 
estimator. 

Don't use these examples to 
estimate vour actual costs 

th(s plan. The actual ctrc 
vou receive will be different 
from these examples, and the 
cost of that care will also be 
different. 

See the next page for 
importmt infom1ation about 
these examples. 

Amount owed to providers: $7,540 
II Plan pays $7,330 
11 Patient pays $21 0 

$900 
$500 
$200 
$200 
$40 

$0 
$10 

Cotnsurance 
or exdustons 

Amount owed to providers: $5,400 
11 Plan pays $5,020 
11 Patient pays $380 

900 
,300 
$700 
$300 
$100 

Patient Pays: 
15~~T~Zt"fi;[~~--,_ ... ,_,_ ..... ~ ...... ····~···· .... --····T······-·· ·-·-·s·(y 

$0 

S80 
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Questions and answers about the Coverage Examples: 

What are some of the 
assumptions behind the 
Coverage Examples? 

• Costs don't include p__remiums. 
• Sample care costs arc based on national 

ayeragcs supplied by the L .S. 
Department of llcalth and I 
Services, and aren't specific to a 
particular geographic <Lre:>l or healt-h 

• The patient's condition \V<LS not· an 
excluded or preexisting condition. 

• \II sen·iccs and trcatmen ts started and 
in the same cm·cragc period. 

• There arc no other mcdicLl expenses 
any me::mbcr covered under this plan. 

• Out-of-pocket expenses arc based only 
on treating the condition in 
example.,, 

• The patienr rccein:d all care trom m­
nctwork providers. If the patient 
received care from out-of-network 
providers, costs \vould han: been 
higher. 

What does a Coverage Example 
show? 

treatment situation, t·hc Con: rage 
helps you sec hovv deductibles, 

copayments, and coinsurance em add up. It also 
helps you sec what expenses might be left up to 
you to pay because the service or tre;ltment · 
covered or payment is limited. 

Does the Coverage Example 
predict my own care needs? 

No. Treatments shown arc just cxan1plcs. 
The care vou would receive for this condition 
could be ~Efferent based on vour doctor's 
advice, your age, how scnou~ your condition 
is, and many other factors. 

Does the Coverage Example 
predict my future expenses? 

No. Coverage Examples are not cost 
estimators. \'ou can't usc the examples to 
estimate costs for an actual condition. Thcv 
arc for comparative purposes only. Your o~vn 
costs will be different depending on the care 
you receive, the prices your providers charge, 
and the rcirnbursemcnt your hc,tlth plan 
allo\vs. 

Can I use Coverage Examples to 
compare plans? 

Yes. \\'hen you look at the Summary 
and Coverage for other plans, 

find the same Ccvcragc Examples. \\'hen 
compare plans, check the "Patient Pays" box 
in each example. The smaller that number, 
the more coverage the plan proYidcs. 

Are there other costs I should 
consider when comparing plans? 

Yes .. \n import>mt cost is the premium 
pay. Cencrally, the lower your ~mium, the 
more you'll p<LY in out-of-pocket costs, such 
as copayments, deductibles, and 
coinsurance. You should also consider 

to accounts such as health 
sa,·ings <lccounts (HS \s), tlexiblc spending 
arrangements (l<'S,\s) or health 
reimbursement accounts (I TR,\s) that 
you pay out-of-pocket expenses. 

Questions: Call1-800-278-3296 or 1-800-777-1370 (TTY), or \·isit us at www.kp.org. Tl\ANSI'ORT\TION CO'.IMI'~;Jc\TJo>.;s 1'\TI:RNAT'IO'-:;\L L'NlCJi': 

If vou aren't clc;lr about an v of the underlined terms used in this form, sec the (; lossarv. You can view the I'!D: lt!ilGi : STJU !'hn ID:'l!l SllC !D: 137590 
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