Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2024 - 12/31/2024
Cigna HealthCare of California, Inc.: HMO Coverage for: Individual/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, go online at www.cigna.com/sp. 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 https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for
deductible? services this plan covers.

Are there services covered , .

before you meet your No. You .WI|| have to meet the deductible before the plan pays for any
i services.

deductible?

Are there other deductibles No. You don't have to meet deductibles for specific services.

for specific services?
The out-of-pocket limit is the most you could pay in a year for

What is the out-of-pocket For in-network providers: $1,000/individual or $2,000/family covered services. If you have other family members in this plan,

limit for this plan? Combined medical/behavioral and pharmacy out-of-pocket limit | they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

What is not included in the Premiums, balance-billing charges, and health care this plan Even though you pay these expenses, they don't count toward

out-of-pocket limit? doesn't cover. 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

Will you pay less if you use a | Yes. See www.cigna.com or call 1-800-Cigna24 for a list of provider for the difference between the provider’s charge and
network provider? network providers. 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
Yes. covered services but only if you have a referral before you see

the specialist.

Do you need a referral to see
a specialist?
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Common | WhatVouWillPay Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
You will pay the least You will pay the most

Primary care visit to treat an .
injury or illness $20 copay/visit Not covered None
Specialist visit $20 copay/visit Not covered None
Coverage Birth through age 6
No charge/visit Coverage Ages 7 and older
No charge/visit .
If you visit a health care Coverage Birth through age 6
provider's office or clinic Preventive care/ screening/ No charge/screening Not covered Coverage Ages 7 and older
immunization No charge/screening .
Coverage Birth through age 6
No charge/immunizations Coverage Ages 7 and older
No charge/immunizations You may have to pay for services that
aren’t preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.
Diagnosfic test k;]OStiC test (x-ray, blood No charge Not covered None
wor
If you have a test .
:\ng)ng (BTN SEe No charge Not covered None
If you need drugs to treat $10 copay/prescription (retail Coverage is limited up to a 90-day
your illness or condition 30 days), $20 supply (retail and home delivery); up
Generic drugs (Tier 1) copay/prescription (retail 90 Not covered to a 30-day supply (retail) and a 90-
More information about days); $20 copay/prescription day supply (home delivery) for
prescription drug coverage (home delivery 90 days) Specialty drugs.
is available at Certain limitations may apply,
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w.Cigna.com

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

Common .
Medical Event Services You May Need
WW

Preferred brand drugs (Tier
2)

Non-preferred brand drugs
(Tier 3)

Facility fee (e.g.,
ambulatory surgery center)
Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits
Childbirth/delivery
professional services

What You Will Pa

Out-of-Network Provider

In-Network Provider

You will pay the least
$30 copay/prescription (retail
30 days), $60
copay/prescription (retail 90
days); $60 copay/prescription
(home delivery 90 days)
$50 copay/prescription (retail
30 days), $100
copay/prescription (retail 90
days); $100 copay/prescription
(home delivery 90 days)

No charge

No charge

$50 copay/visit

No charge

$25 copay/visit
$100 copay/admission

No charge

$20 copay/office visit
No charge/all other services

$100 copay/admission
No charge

No charge

You will pay the most

Not covered

Not covered

Not covered

Not covered

$50 copay/visit

No charge

$25 copay/visit
Not covered
Not covered

Not covered

Not covered
Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

including, for example: prior
authorization, step therapy, quantity
limits.

In-network Federally required
preventive drugs will be provided at
no charge.

None

None

Per visit copay is waived if admitted.
Out-of-network services are paid at
the in-network cost share.
Out-of-network air ambulance
services are paid at the in-network
cost share.

None

None

None

Includes medical services for MH/SA
diagnoses.

Includes medical services for MH/SA
diagnoses.

Primary Care or Specialist benefit
levels apply for initial visit to confirm
pregnancy.
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In-Network Provider

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Common .
Medical Event Services You May Need

Childbirth/delivery facility

You will pay the least

You will pay the most

Cost sharing does not apply for
preventive services.

Depending on the type of services, a
copayment, coinsurance or deductible

services $100 copay/admission Not covered may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.
ultrasound).
Home health care No charge Not covered 16 hour maximum per day
$20 copay/PCP visit
Rehabilitation services $20 copay/ Specialist visit Not covered gg\éerage is I|m|ted to gnnual max of:
ays for Chiropractic care services
$15 copay/visit for Chiropractic
If you need help sl
recovering or have other $20 copay/PCP visit SEAEES 20 COVETR I etz
X —_ . Necessary to treat a mental health
special health needs Habilitation services Not covered dit i ital
$20 copay/ Specialist visit condition .(e.g. autism) or a congenita
abnormality.
Skilled nursing care No charge Not covered Coverage is limited to 100 days
annual max.
Durable medical equipment | No charge Not covered None
. . No charge/inpatient services
Hospice services . . Not covered None
No charge/outpatient services
If vour child needs dental Children's eye exam Not covered Not covered None
orye ue care Children's glasses Not covered Not covered None
y Children's dental check-up | Not covered Not covered None
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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 Acupuncture e Eye care (Children) e Private-duty nursing
e Cosmetic surgery e Hearing aids e Routine eye care (Adult)
e Dental care (Adult) e Long-term care e Routine foot care
e Dental care (Children) ¢ Non-emergency care when traveling outside the e Weight loss programs
u.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric surgery e Chiropractic care (30 days) o Infertility treatment

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: California Department of Managed
Health Care at 1-888-466-2219 or www.dmhc.ca.gov and Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-
877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information on how to submit a
claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Cigna Customer service at 1-800-
Cigna24. You may also contact the California Department of Managed Health Care at 1-888-466-2219 or www.dmhc.ca.gov. Additionally, a consumer assistance
program can help you file your appeal. Contact: California Department of Managed Health Care Help Center at (888) 466-2219.

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

Does this plan meet the Minimum Value Standards? 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.
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Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (FX): MR EFEFXHH B |, BIKIT X515 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

70 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

A

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

m The plan's overall deductible $0
m Specialist copayment $20
m Hospital (facility) coinsurance 0%
m Other coinsurance 0%

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

Diagnostic tests (uirasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $100
Coinsurance $0

What isn't covered
Limits or exclusions $20
The total Peg would pay is $120

m The plan's overall deductible $0
m Specialist copayment $20
m Hospital (facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease eaucation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $700
Coinsurance $0

What isn't covered
Limits or exclusions $40
The total Joe would pay is $740

care)
m The plan's overall deductible $0
m Specialist copayment $20
m Hospital (facility) coinsurance 0%
m Other coinsurance 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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0
Copayments $200
Coinsurance $0

What isn't covered
Limits or exclusions $0
The total Mia would pay is $200

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

Plan Name: HMO Choice Plan Ben Ver: 26 Plan ID: 17423971 HMO GSA 9/23/12
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DISCRIMINATION IS AGAINST THE LAW

Medical coverage

a grievance by sending an email to ACAGrievance@Cigna.com or by

Cigna complies with applicable Federal civil rights laws and - )
writing to the following address:

does not discriminate on the basis of race, color, national

origin, age, disability, or sex. Cigna does not exclude people Cigna

or treat them differently because of race, color, national Nondiscrimination Complaint Coordinator

origin, age, disability, or sex. PO Box 188016

Cigna: Chattanooga, TN 37422

+ Provides free aids and services to people with If you need assistance filing a written grievance, please call the
disabilities to communicate effectively with us, such as: number on the back of your ID card or send an email to

ACAGrievance@Cigna.com. You can also file a civil rights

. inf L her f | . complaint with the U.S. Department of Health and Human

B er’Ften n orr_nann in ot er ormats (large print, Services, Office for Civil Rights electronically through the Office
audio, accessible electronic formats, other formats) for Civil Rights Complaint Portal, available at

« Provides free language services to people whose https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
primary language is not English, such as:

- Qualified interpreters

- Qualified sign language interpreters

U.S. Department of Health and Human Services
200 Independence Avenue, SW

- Information written in other languages Room 509F, HHH Building
If you need these services, contact customer service at Washington, DC 20201
the toll-free number shown on your ID card, and ask a 1.800.368.1019, 800.537.7697 (TDD)
Customer Service Associate for assistance. Complaint forms are available at
If you believe that Cigna has failed to provide theseservices http://www.hhs.gov/ocr/office/file/index.html.

or discriminated in another way on the basis of race, color,

. o . . . )
national origin, age, disability, or sex, you can file Ne?

3¢ Cigna

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life
Insurance Company, Connecticut General Life Insurance Company, Evernorth Care Solutions, Inc., Evernorth Behavioral Health, Inc., CignaHealth
Management, Inc.,and HMO or service company subsidiaries of Cigna Health Corporation and Cigna Dental Health, Inc. The Cigna name, logos, and
other Cigna marks are owned by Cigna Intellectual Property, Inc. ATTENTION: If you speak languages other than English, language assistance
services, free of charge areavailabletoyou. For current Cigna customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224
(TTY: Dial 711). ATENCION: Si usted habla un idioma que no seainglés, tiene a su disposicidn servicios gratuitos de asistencia lingUistica. Si es un cliente
actualde Cigna, llame alnumero que figuraen el reverso de su tarjeta de identificacion. Sinolo es, llame al 1.800.244.6224 (los usuariosde TTY
deben llamar al 711).
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of
charge, are available to you. For current Cigna customers,
call the number on the back of your ID card. Otherwise, call
1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas,
sin cargo, a su disposicion. Si es un cliente actual de Cigna,
llame al nimero que figura en el reverso de su tarjeta de
identificacion. Si no lo es, llame al 1.800.244.6224 (los usuarios
de TTY deben llamar al 711).

Chinese - ;1§ @ I 70 REeHiRMES AR - Bt Cigna
FIFRAEF  STEENN 1D REmAISHS - HihE SN E
1.800.244.6224 (§E[EEHS  HiE M) -

Vietnamese — XIN LU'U Y- Quy vi duoc cap dich vu tro gidp vé
ngdn ngi¥ mién phi. Danh cho khach hang hién tai ciia Cigna, vui
ldng goi s& & mat sau thé Hai vién. Cac frréng hop khac xin goi s6
1.800.244 6224 (TTY: Quay s6 711).

Korean — S=2/: -D-F:"%Oie MNESIAE A2, 90 X8 MHAE

FEE 0]80t2 & UG ULE 2 Cigna 7t 5 SHAM = ID
7I1E SIHO ¢ FEHSE HaEls|FHA| 2. 7|EF CHE 20 =

1.800.244.6224 (TTY: C}O| ¥ 711)H 2 2 FE T LA 2.

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa
tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong |D card.

O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian - BHUMAHWE: BaMm MoryT npegocTaeuTte GecnnatHble
ycnyru nepeeoga. Ecnu Bel ke yyacTByeTe B nnaHe Cigna,
NO3BOHUTE MO HOMEPY, YKasaHHOMY Ha 0BpaTHON CTOPOHe
BalUel MAEHTUUKALWMOHHOM KapToUKM yYacTHUKa nnaxa.
Ecnu Bbl He SBNAETECH YYaCTHUKOM OLHOMO U3 HaLUMX
NNaHoB, NO3BOHUTE MO HOMepy 1.800.244 6224 (TTY: 711).

Cigna e>tes] <l dalic Auiladdl dea Al Cladd sLGY) els ¢ - Arabic
o Jeail g Apad ) oSty el o gadl ol U JlalV) ela g Sallall
{71 = Jail -TTY) 1.800.244.6224
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French Creole - ATANSYON: Gen sévis &d nan lang ki disponib gratis
pou ou. Pou klivan Cigna yo, rele nimewo ki deye kat ID ou. Sinon, rele
nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistigue vous sont
proposés gratuitement. Si vous étes un client actuel de Cigna,
veuillez appeler le numero indigue au verso de votre carte d'identite.
Sinon, veuillez appeler le numeéro 1.800.244 6224 (ATS : composez le
numero 711).

Portuguese - ATENCAQ: Tem ao seu dispor servicos de assisténcia
linguistica, totalmente gratuitos. Para clientes Cigna atuais, ligue para o
numero que se encontra no verso do seu cartao de identificacao. Caso
contrario, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostepne], bezptatnej pomocy
jezykowej, obecni klienci firmy Cigna moga dzwonic pod numer podany
na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o
skorzystanie z numeru 1800 244 6224 (TTY: wybierz 711).

Japanese - T EHIE OFXEFEITNIES. EHOSHEZIRBET—EARTH
BV E 7. BEDOCgnadBERIZ. IDH— FEROSEFESET.HE
SEICTTEELEEL, FDMDA1Z.1.800.244.6224 (TTY: 711)
FT.BEFICTTERSEN

Italian - ATTENZIONE: Sono disponibili servizi di assistenza linguistica
gratuiti. Per i clienti Cigna attuali, chiamare il numero sul retro della
tessera di identificazione. In caso contrario, chiamare il numero
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German - ACHTUNG: Die Leistungen der Sprachunterstitzung

stehen Ihnen kostenlos zur VerfUgung. Wenn Sie gegenwartiger
Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Rlckseite lhrer
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an
(TTY: Wahlen Sie 711).

N BT RPRL  B PR- R L N PSR I T PP, Gl PAES “=+ — Persian (Farsi)

2 52 2,580 el e Jlalis OIS Caly 048 (gl e LTl Clgna RN Ep

1 710 o lasd -l i o s 6l led) w8 0l 1.800.244.6224 - jlad L szl
(€ g8 e



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2024 - 12/31/2024
Cigna HealthCare of California, Inc.: HMO Coverage for: Individual/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, go online at www.cigna.com/sp. 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 https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for
deductible? services this plan covers.

Are there services covered , .

before you meet your No. You .WI|| have to meet the deductible before the plan pays for any
i services.

deductible?

Are there other deductibles No. You don't have to meet deductibles for specific services.

for specific services?
The out-of-pocket limit is the most you could pay in a year for

What is the out-of-pocket For in-network providers: $750/individual or $1,500/family covered services. If you have other family members in this plan,

limit for this plan? Combined medical/behavioral and pharmacy out-of-pocket limit | they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

What is not included in the Premiums, balance-billing charges, and health care this plan Even though you pay these expenses, they don't count toward

out-of-pocket limit? doesn't cover. 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

Will you pay less if you use a | Yes. See www.cigna.com or call 1-800-Cigna24 for a list of provider for the difference between the provider’s charge and
network provider? network providers. 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
Yes. covered services but only if you have a referral before you see

the specialist.

Do you need a referral to see
a specialist?
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Common | WhatVouWillPay Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
You will pay the least You will pay the most

Primary care visit to treat an -
injury or illness $5 copay/visit Not covered None
Specialist visit $10 copay/visit Not covered None
Coverage Birth through age 6
No charge/visit Coverage Ages 7 and older
No charge/visit .
If you visit a health care Coverage Birth through age 6
provider's office or clinic Preventive care/ screening/ No charge/screening Not covered Coverage Ages 7 and older
immunization No charge/screening .
Coverage Birth through age 6
No charge/immunizations Coverage Ages 7 and older
No charge/immunizations You may have to pay for services that
aren’t preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.
Diagnosfic test k;]OStiC test (x-ray, blood No charge Not covered None
wor
If you have a test .
:\ng)ng (BTN SEe No charge Not covered None
If you need drugs to treat $10 copay/prescription (retail Coverage is limited up to a 90-day
your illness or condition 30 days), $20 supply (retail and home delivery); up
Generic drugs (Tier 1) copay/prescription (retail 90 Not covered to a 30-day supply (retail) and a 90-
More information about days); $20 copay/prescription day supply (home delivery) for
prescription drug coverage (home delivery 90 days) Specialty drugs.
is available at Certain limitations may apply,
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w.Cigna.com

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

Common .
Medical Event Services You May Need
WW

Preferred brand drugs (Tier
2)

Non-preferred brand drugs
(Tier 3)

Facility fee (e.g.,
ambulatory surgery center)
Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits
Childbirth/delivery
professional services

What You Will Pa

Out-of-Network Provider

In-Network Provider

You will pay the least
$30 copay/prescription (retail
30 days), $60
copay/prescription (retail 90
days); $60 copay/prescription
(home delivery 90 days)
$50 copay/prescription (retail
30 days), $100
copay/prescription (retail 90
days); $100 copay/prescription
(home delivery 90 days)

No charge

No charge

$50 copay/visit

No charge

$25 copay/visit
$100 copay/admission

No charge

$10 copay/office visit
No charge/all other services

$100 copay/admission
No charge

No charge

You will pay the most

Not covered

Not covered

Not covered

Not covered

$50 copay/visit

No charge

$25 copay/visit
Not covered
Not covered

Not covered

Not covered
Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

including, for example: prior
authorization, step therapy, quantity
limits.

In-network Federally required
preventive drugs will be provided at
no charge.

None

None

Per visit copay is waived if admitted.
Out-of-network services are paid at
the in-network cost share.
Out-of-network air ambulance
services are paid at the in-network
cost share.

None

None

None

Includes medical services for MH/SA
diagnoses.

Includes medical services for MH/SA
diagnoses.

Primary Care or Specialist benefit
levels apply for initial visit to confirm
pregnancy.
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Common .
Medical Event Services You May Need

In-Network Provider

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Childbirth/delivery facility

You will pay the least

You will pay the most

Cost sharing does not apply for
preventive services.

Depending on the type of services, a
copayment, coinsurance or deductible

services $100 copay/admission Not covered may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.
ultrasound).
Home health care No charge Not covered 16 hour maximum per day
$5 copay/PCP visit
Rehabilitation services $10 copay/ Specialist visit Not covered None
$10 copay/visit for Chiropractic
If you need help Lare
recovering or have other $5 copay/PCP visit SEIMIRES £ COEIEEl e il
X —_ . Necessary to treat a mental health
special health needs Habilitation services Not covered ™ ) .
o condition (e.g. autism) or a congenital
$10 copay/ Specialist visit .
abnormality.
Skilled nursing care No charge Not covered Coverage is limited to 100 days
annual max.
Durable medical equipment | No charge Not covered None
. . No charge/inpatient services
Hospice services . . Not covered None
No charge/outpatient services
If vour child needs dental Children's eye exam Not covered Not covered None
orye ue care Children's glasses Not covered Not covered None
y Children's dental check-up | Not covered Not covered None
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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 Acupuncture e Eye care (Children) e Private-duty nursing
e Cosmetic surgery e Hearing aids e Routine eye care (Adult)
e Dental care (Adult) e Long-term care e Routine foot care
e Dental care (Children) ¢ Non-emergency care when traveling outside the e Weight loss programs
u.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric surgery e Chiropractic care o Infertility treatment

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: California Department of Managed
Health Care at 1-888-466-2219 or www.dmhc.ca.gov and Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-
877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information on how to submit a
claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Cigna Customer service at 1-800-
Cigna24. You may also contact the California Department of Managed Health Care at 1-888-466-2219 or www.dmhc.ca.gov. Additionally, a consumer assistance
program can help you file your appeal. Contact: California Department of Managed Health Care Help Center at (888) 466-2219.

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

Does this plan meet the Minimum Value Standards? 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.
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Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (FX): MR EFEFXHH B |, BIKIT X515 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

70 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

A

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

m The plan's overall deductible $0
m Specialist copayment $10
m Hospital (facility) coinsurance 0%
m Other coinsurance 0%

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

Diagnostic tests (uirasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $100
Coinsurance $0

What isn't covered
Limits or exclusions $20
The total Peg would pay is $120

m The plan's overall deductible $0
m Specialist copayment $10
m Hospital (facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease eaucation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $500
Coinsurance $0

What isn't covered
Limits or exclusions $40
The total Joe would pay is $540

care)
m The plan's overall deductible $0
m Specialist copayment $10
m Hospital (facility) coinsurance 0%
m Other coinsurance 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 $2,800
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

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

Plan Name: HMO Select Plan Ben Ver: 26 Plan ID: 17423974 HMO GSA 9/23/12
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DISCRIMINATION IS AGAINST THE LAW

Medical coverage

a grievance by sending an email to ACAGrievance@Cigna.com or by

Cigna complies with applicable Federal civil rights laws and - )
writing to the following address:

does not discriminate on the basis of race, color, national

origin, age, disability, or sex. Cigna does not exclude people Cigna

or treat them differently because of race, color, national Nondiscrimination Complaint Coordinator

origin, age, disability, or sex. PO Box 188016

Cigna: Chattanooga, TN 37422

+ Provides free aids and services to people with If you need assistance filing a written grievance, please call the
disabilities to communicate effectively with us, such as: number on the back of your ID card or send an email to

ACAGrievance@Cigna.com. You can also file a civil rights

. inf L her f | . complaint with the U.S. Department of Health and Human

B er’Ften n orr_nann in ot er ormats (large print, Services, Office for Civil Rights electronically through the Office
audio, accessible electronic formats, other formats) for Civil Rights Complaint Portal, available at

« Provides free language services to people whose https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
primary language is not English, such as:

- Qualified interpreters

- Qualified sign language interpreters

U.S. Department of Health and Human Services
200 Independence Avenue, SW

- Information written in other languages Room 509F, HHH Building
If you need these services, contact customer service at Washington, DC 20201
the toll-free number shown on your ID card, and ask a 1.800.368.1019, 800.537.7697 (TDD)
Customer Service Associate for assistance. Complaint forms are available at
If you believe that Cigna has failed to provide theseservices http://www.hhs.gov/ocr/office/file/index.html.

or discriminated in another way on the basis of race, color,

. o . . . )
national origin, age, disability, or sex, you can file Ne?

3¢ Cigna

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life
Insurance Company, Connecticut General Life Insurance Company, Evernorth Care Solutions, Inc., Evernorth Behavioral Health, Inc., CignaHealth
Management, Inc.,and HMO or service company subsidiaries of Cigna Health Corporation and Cigna Dental Health, Inc. The Cigna name, logos, and
other Cigna marks are owned by Cigna Intellectual Property, Inc. ATTENTION: If you speak languages other than English, language assistance
services, free of charge areavailabletoyou. For current Cigna customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224
(TTY: Dial 711). ATENCION: Si usted habla un idioma que no seainglés, tiene a su disposicidn servicios gratuitos de asistencia lingUistica. Si es un cliente
actualde Cigna, llame alnumero que figuraen el reverso de su tarjeta de identificacion. Sinolo es, llame al 1.800.244.6224 (los usuariosde TTY
deben llamar al 711).

896375b 05/21 © 2021 Cigna.
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of
charge, are available to you. For current Cigna customers,
call the number on the back of your ID card. Otherwise, call
1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas,
sin cargo, a su disposicion. Si es un cliente actual de Cigna,
llame al nimero que figura en el reverso de su tarjeta de
identificacion. Si no lo es, llame al 1.800.244.6224 (los usuarios
de TTY deben llamar al 711).

Chinese - ;1§ @ I 70 REeHiRMES AR - Bt Cigna
FIFRAEF  STEENN 1D REmAISHS - HihE SN E
1.800.244.6224 (§E[EEHS  HiE M) -

Vietnamese — XIN LU'U Y- Quy vi duoc cap dich vu tro gidp vé
ngdn ngi¥ mién phi. Danh cho khach hang hién tai ciia Cigna, vui
ldng goi s& & mat sau thé Hai vién. Cac frréng hop khac xin goi s6
1.800.244 6224 (TTY: Quay s6 711).

Korean — S=2/: -D-F:"%Oie MNESIAE A2, 90 X8 MHAE

FEE 0]80t2 & UG ULE 2 Cigna 7t 5 SHAM = ID
7I1E SIHO ¢ FEHSE HaEls|FHA| 2. 7|EF CHE 20 =

1.800.244.6224 (TTY: C}O| ¥ 711)H 2 2 FE T LA 2.

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa
tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong |D card.

O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian - BHUMAHWE: BaMm MoryT npegocTaeuTte GecnnatHble
ycnyru nepeeoga. Ecnu Bel ke yyacTByeTe B nnaHe Cigna,
NO3BOHUTE MO HOMEPY, YKasaHHOMY Ha 0BpaTHON CTOPOHe
BalUel MAEHTUUKALWMOHHOM KapToUKM yYacTHUKa nnaxa.
Ecnu Bbl He SBNAETECH YYaCTHUKOM OLHOMO U3 HaLUMX
NNaHoB, NO3BOHUTE MO HOMepy 1.800.244 6224 (TTY: 711).

Cigna e>tes] <l dalic Auiladdl dea Al Cladd sLGY) els ¢ - Arabic
o Jeail g Apad ) oSty el o gadl ol U JlalV) ela g Sallall
{71 = Jail -TTY) 1.800.244.6224

896375a 05/17

French Creole - ATANSYON: Gen sévis &d nan lang ki disponib gratis
pou ou. Pou klivan Cigna yo, rele nimewo ki deye kat ID ou. Sinon, rele
nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistigue vous sont
proposés gratuitement. Si vous étes un client actuel de Cigna,
veuillez appeler le numero indigue au verso de votre carte d'identite.
Sinon, veuillez appeler le numeéro 1.800.244 6224 (ATS : composez le
numero 711).

Portuguese - ATENCAQ: Tem ao seu dispor servicos de assisténcia
linguistica, totalmente gratuitos. Para clientes Cigna atuais, ligue para o
numero que se encontra no verso do seu cartao de identificacao. Caso
contrario, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostepne], bezptatnej pomocy
jezykowej, obecni klienci firmy Cigna moga dzwonic pod numer podany
na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o
skorzystanie z numeru 1800 244 6224 (TTY: wybierz 711).

Japanese - T EHIE OFXEFEITNIES. EHOSHEZIRBET—EARTH
BV E 7. BEDOCgnadBERIZ. IDH— FEROSEFESET.HE
SEICTTEELEEL, FDMDA1Z.1.800.244.6224 (TTY: 711)
FT.BEFICTTERSEN

Italian - ATTENZIONE: Sono disponibili servizi di assistenza linguistica
gratuiti. Per i clienti Cigna attuali, chiamare il numero sul retro della
tessera di identificazione. In caso contrario, chiamare il numero
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German - ACHTUNG: Die Leistungen der Sprachunterstitzung

stehen Ihnen kostenlos zur VerfUgung. Wenn Sie gegenwartiger
Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Rlckseite lhrer
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an
(TTY: Wahlen Sie 711).

N BT RPRL  B PR- R L N PSR I T PP, Gl PAES “=+ — Persian (Farsi)

2 52 2,580 el e Jlalis OIS Caly 048 (gl e LTl Clgna RN Ep

1 710 o lasd -l i o s 6l led) w8 0l 1.800.244.6224 - jlad L szl
(€ g8 e



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

&% KAISER PERMANENTE. : TRADITIONAL PLAN

Coverage Period: 01/01/2024-12/31/2024
Coverage for: Individual/Family | Plan Type: HMO

A

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

https://kp.org/plandocuments or call 1-800-278-3296 (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 www.healthcare.gov/sbc-glossary/ or call

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0

Why this Matters:

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

Are there services
covered before you meet
your deductible?

Not Applicable.

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/.

Are there other
deductibles for specific
services?

No.

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

What is the out-of-pocket
limit for this plan?

$1,500 Individual / $3,000 Family

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.

What is not included in
the out-of-pocket limit?

Premiums, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

IEven though you pay these expenses, they don't count toward the out-of-pocket

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

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.

Do you need a referral to
see a specialist?

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

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.

COUNTY OF ORANGE
PID:101633 CNTR:6 EU:-1 Plan ID:35 SBC ID:530954
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

What You Will Pay

Common Services You May : : Limitations, Exceptions & Other Important
- Plan Provider Non-Plan Provider .
Medical Event Need (You will pay the least) (You will pay the most) Information

Primary care visit to
treat an injury or $20 / visit Not Covered None
illness

Ea):':u :_’:"It dz P:alth Specialist visit $20 / visit Not Covered None

office or clinic Preventive care/ You may have to pay for services that aren't
— preventive. Ask your provider if the services
m{i i No Charge Not Coversd needed are preventive. Then check what your

plan will pay for.

Diagnostic test (x-
ray, blood work) No Charge Not Covered None

If you have a test imaging (CTIPET
maging
scans, MR's) No Charge Not Covered None

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

Generic drugs (Tier

1)

$10 / prescription

Not Covered

Up to a 100-day supply retail and mail order.
Subject to formulary guidelines. No Charge for
Contraceptives.

Preferred brand
drugs (Tier 2)

$30 / prescription

Not Covered

Up to a 100-day supply retail and mail order.
Subject to formulary guidelines. No Charge for
Contraceptives.

Non-preferred brand
drugs (Tier 2)

$30 / prescription

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

$30 / prescription

Not Covered

Up to a 30-day supply retail. Subject to
formulary guidelines.

If you have
outpatient surgery

Facility fee (e.g.,

ambulatory surgery | $20 / procedure Not Covered None

center)

Physician/surgeon Physician/surgeon fees are included in the
s No Charge Not Covered Facility fee.

20of 6




Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

Emergency room

(You will pay the least)

(You will pay the most)

facility services

care $50 / visit $50 / visit None
If you need :
: : . Emergency medical
:ar::tcii;?]te medical T e No Charge No Charge None
- Non-Plan providers covered when temporarily
Urgent care $20 visit Not Covered outside the service area: $20 / visit.
Facility fee (e.g., oo
if you have a hospital room) $100 / admission Not Covered None
hospital stay Physician/surgeon Physician/surgeon fees are included in the
fee No Charge Not Covered Facility fee.
If you need mental , , $20 / individual visit. No Charge Mental / Behavioral Health: $10 / group visit;
lﬂea:zn, beha\éiotral Outpatient services | £ ster outpatient services Not Covered Substance Abuse: $5 / group visit.
ealth, or substance : : —
abuse services Inpatient services $100 / admission 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 [HESTL]L
Childbirth/delivery Professional services are included in the Facility
professional services No Charge Not Covered services.
Childbirth/delivery $100 / admission Not Covered None
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Common
Medical Event

Services You May
Need

Home health care

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

No Charge

What You Will Pay
Non-Plan Provider

(You will pay the most)

Not Covered

Limitations, Exceptions & Other Important

Information

2-hour limit / visit, 3 visit limit / day, 100 visit
limit / year.

Rehabilitation

Inpatient: $100 / admission;

If you need help services Outpatient: $20 / visit NUSCTIEER NS

recovering or have | Hapilitation services | $20 / visit Not Covered None

other special health _ , _— N

needs Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.
W No Charge Not Covered Requires prior authorization.
Hospice service No Charge Not Covered None
Children's eye exam | No Charge for refractive exam | Not Covered None

Up to $100 frames & lenses / 24 months, or

u
1

P
2

If your child needs | Children's glasses | No Charge Not Covered to $125 contact lenses (instead of glasses) /
dental or eye care months.
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 ® | ong-term care ® Routine foot care
e Dental Care (Adult & Child) e Non-emergency care when traveling outside ® Weight loss programs
® Hearing aids the U.S.

® Private-duty nursing

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

® Acupuncture (plan provider referred) ® Chiropractic care (30 visit limit / year) ® Routine eye care (Adult)
® Bariatric surgery ® |Infertility treatment

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

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

credit.

Does this plan meet the Minimum Value Standards? 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 Espariol, 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 (X)) MR FEHRHAEB |, WK ITIX NS5 1-800-757-7585 (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:

different health plans. Please note these coverage examples are based on self-only coverage.

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

Peg is Having a Baby

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

hospital delivery)

B The plan's overall deductible $0
B Specialist copayment $20
M Hospital (facility) copayment $100
B 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)

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

B The plan's overall deductible $0
B Specialist copayment $20
B Hospital (facility) copayment $100
M 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)

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

care)
B The plan's overall deductible $0
B Specialist copayment $20
B Hospital (facility) copayment $100
B 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 | $12,700  Total Example Cost |  $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $100 Copayments $800 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $150 The total Joe would pay is $800 The total Mia would pay is $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice
Discrimination is against the law. Kaiser Permanente follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity, gender expression, sexual
orientation, marital status, physical or mental disability, medical condition, source of payment, genetic information, citizenship, primary
language, or immigration status.

Kaiser Permanente provides the following services:
¢ No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢+ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
* No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages

If you need these services, call our Member Service Contact Center at 1 800-464-4000 (TTY 711), 24 hours a day, 7 days a week
(except closed holidays). If you cannot hear or speak well, please call 711.

Upon request, this document can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a copy in
one of these alternative formats, or another format, call our Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to provide these services or unlawfully
discriminated in another way. Please refer to your Evidence of Coverage or Certificate of Insurance for details. You may also speak with
a Member Services representative about the options that apply to you. Please call Member Services if you need help filing a grievance.

You may submit a discrimination grievance in the following ways:

¢ By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day,
7 days a week (except closed holidays)

¢ By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you

¢ |n person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your
provider directory at kp.org/facilities for addresses)

¢ Online: Use the online form on our website at kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinators directly at the addresses below:



Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

¢ By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

¢ By mail: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx
¢ Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office for Civil Rights. You can file your
complaint in writing, by phone, or online:

¢ By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

¢ By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Complaint forms are available at:
http:www.hhs.gov/ocr/officeffile/index.html

¢ Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.



Aviso de no discriminacién
La discriminacion es ilegal. Kaiser Permanente cumple con las leyes de los derechos civiles federales y estatales.

Kaiser Permanente no discrimina ilicitamente, excluye ni trata a ninguna persona de forma distinta por motivos de edad, raza,
identificacion de grupo étnico, color, pais de origen, antecedentes culturales, ascendencia, religion, sexo, género, identidad de género,
expresion de género, orientacion sexual, estado civil, discapacidad fisica o mental, condicion médica, fuente de pago, informacion
genética, ciudadania, lengua materna o estado migratorio.

Kaiser Permanente ofrece los siguientes servicios:
¢ Ayuda y servicios sin costo a personas con discapacidades para que puedan comunicarse mejor con nosotros, como lo siguiente:

¢ intérpretes calificados de lenguaje de senas,

¢ informacién escrita en otros formatos (braille, impresién en letra grande, audio, formatos electronicos accesibles y otros
formatos).
¢ Servicios de idiomas sin costo a las personas cuya lengua materna no es el inglés, como:

¢ intérpretes calificados,
¢ informacion escrita en otros idiomas.

Si necesita nuestros servicios, llame a nuestra Central de Llamadas de Servicio a los Miembros al 1-800-464-4000 (TTY 711) las 24
horas del dia, los 7 dias de la semana (excepto los dias festivos). Si tiene deficiencias auditivas o del habla, llame al 711.

Este documento estara disponible en braille, letra grande, casete de audio o en formato electrénico a solicitud. Para obtener una copia
en uno de estos formatos alternativos o en otro formato, llame a nuestra Central de Llamadas de Servicio a los Miembros y solicite el
formato que necesita.

Cbomo presentar una queja ante Kaiser Permanente

Usted puede presentar una queja por discriminacion ante Kaiser Permanente si siente que no le hemos ofrecido estos servicios o lo
hemos discriminado ilicitamente de otra forma. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro
(Certificate of Insurance) para obtener mas informacion. También puede hablar con un representante de Servicio a los Miembros sobre
las opciones que se apliquen a su caso. Llame a Servicio a los Miembros si necesita ayuda para presentar una queja.

Puede presentar una queja por discriminacion de las siguientes maneras:

¢ Por teléfono: llame a Servicio a los Miembros al 1 800-464-4000 (TTY 711), las 24 horas del dia, los 7 dias de la semana
(excepto los dias festivos).

¢ Por correo postal: lamenos al 1 800-464-4000 (TTY 711) y pida que se le envie un formulario.

e En persona: llene un formulario de Queja o reclamacion/solicitud de beneficios en una oficina de Servicio a los Miembros ubicada
en un centro del plan (consulte su directorio de proveedores en kp.org/facilities [cambie el idioma a espaiol] para obtener las
direcciones).

¢ En linea: utilice el formulario en linea en nuestro sitio web en kp.org/espanol.



También puede comunicarse directamente con el coordinador de derechos civiles (Civil Rights Coordinator) de Kaiser Permanente a la
siguiente direccion:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

Cbomo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Servicios de Atencién Médica de California (Solo
para beneficiarios de Medi-Cal)

También puede presentar una queja sobre derechos civiles ante la Oficina de Derechos Civiles (Office of Civil Rights) del Departamento
de Servicios de Atencion Médica de California (California Department of Health Care Services) por escrito, por teléfono o por correo
electronico:

Por teléfono: llame a la Oficina de Derechos Civiles del Departamento de Servicios de Atencion Médica (Department of Health
Care Services, DHCS) al 916-440-7370 (TTY 711).
Por correo postal: llene un formulario de queja o envie una carta a:

Deputy Director, Office of Civil Rights

Department of Health Care Services

Office of Civil Rights

P.O. Box 997413, MS 0009

Sacramento, CA 95899-7413

Los formularios de queja estan disponibles en:
http://www.dhcs.ca.gov/Pages/Language_Access.aspx (en inglés).

¢ En linea: envie un correo electrénico a CivilRights@dhcs.ca.gov.

Cbomo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de los EE. UU.

Puede presentar una queja por discriminacion ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de

EE. UU. (U.S. Department of Health and Human Services). Puede presentar su queja por escrito, por teléfono o en linea:

¢ Por teléfono: llame al 1-800-368-1019 (TTY 711 o al 1-800-537-7697).
¢ Por correo postal: llene un formulario de queja o envie una carta a:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Los formularios de quejas estan disponibles en
http://www.hhs.gov/ocr/office/file/index.html (en inglés).

¢ En linea: visite el Portal de quejas de la Oficina de Derechos Civiles en:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés).
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Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193
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Deputy Director, Office of Civil Rights

Department of Health Care Services

Office of Civil Rights

P.O. Box 997413, MS 0009

Sacramento, CA 95899-7413
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Théng Bao Khong Phan Biét Doi X
Phan biét déi x( |a trai vdi phap luat. Kaiser Permanente tuan thd cac luat dan quyén cla Tiéu Bang va Lién Bang.

Kaiser Permanente khong phan biét d0| XU trai phap luat, loai trir hay doi xtr khac biét vdi ngudi nao doé vi ly do tudi tac, chung téc, nhan
dang nhom sac tdc, mau da, ngudn géc quéc gia, nén tang van hoéa, t6 tién, ton giao, gidi tinh, nhan dang gidi tinh, cach thé hlen gidi
tinh, khuynh hudng gidi tinh, tinh trang hon nhan, tinh trang khuyét tat vé thé chat hoac tinh than, bénh trang, nguén thanh toan, théng
tin di truyén, quyén cong dén, ngon ngl* me dé hoac tinh trang nhép cu.

Kaiser Permanente cung cép cac dich vu sau:

e Phuong tién hé tro va dich vu mién phi cho ngudi khuyét tat dé gidp ho giao tiép hiéu qua hon véi ching tdi, chang han nhu:
¢ Thong dich vién ngdn ngl ky hiéu du trinh d6

* Thong tin bang van ban theo cac dinh dang khac (chi¥ néi braille, ban in khé chi¥ I6n, &m thanh, dinh dang dién t&r dé truy
cap va cac dinh dang khac)
e Dich vu ngén ngt mién phi cho nhitng ngudi c6 ngdn ngit chinh khéng phai |4 ti€ng Anh, chéng han nhu:

¢ Thong dich vién du trinh do
¢ Thong tin dugc trinh bay bang cac ngén ngit khac

Néu quy vi can nhitng dich vy nay, xin goi dén Trung Tam Lién Lac ban Dich Vu Héi Vién cua chung t6i theo s6 1-800-464-4000 (TTY
711), 24 gid trong ngay, 7 ngay trong tuan (déng clra ngay 18). Néu quy vi khdng thé néi hay nghe rd, vui ldng goi 711.

Theo yéu cau, tai liéu nay co thé dudc cung cap cho quy vi dudi dang chit néi braille, ban in khé chit I6n, bang thu &m hay dang dién tur.
bé Iay mot ban sao theo mét trong nhitng dinh dang thay thé nay hay dinh dang khac, xin goi d&n Trung Tam Lién Lac ban Dich Vu Hoi
Vién clia ching téi va yéu cau dinh dang méa quy vi can.

Cach dé trinh phan nan véi Kaiser Permanente

Quy vi co thé dé trinh phan nan vé phan biét dGi xi véi Kaiser Permanente néu quy vi tin rang chung t6i da khong cung cap nhitng dich
vu nay hay phan biét d6i xtr trai phap luat theo cach khac. Vui long tham khao Chiing TU Bao Hiém (Evidence of Coverage) hay Chuing
Nhan Bao Hiém (Certlflcate of Insurance) clia quy vi dé biét thém chi tiét. Quy vi cung o thé noi chuyen v&i nhan vién ban Dich Vu Hoi
Vién vé nhitng lua chon ap dung cho quy vi. Vui iong goi dén ban Dich Vu Héi Vién néu quy vi can dudc trg gitp d& dé trinh phan nan.

Quy vi co thé dé trinh phan nan vé phan biét déi xir bang cac cach sau day:

* Qua dién thoai: Goi dén ban Dich Vu Hdi Vién theo s6 1-800-464-4000 (TTY 711) 24 gid trong ngay, 7 ngay trong tuan (déng clra
ngay |&)

¢ Qua thu tin: Goi chung t6i theo s6 1-800-464-4000 (TTY 711) va yéu cau gui mau don cho quy vi

e Tryc ti€p: Hoan t4t mau don Than Phién hay Yéu Cau Thanh Toan/Yéu Cau Quyén Lai tai van phong dich vu hoi vién & mét Co
S& Thudc Chuong Trinh (truy cap danh muc nha cung cap cua quy vi tai kp. org/facilities dé biét dia chi)

e Truc tuyén: S dung mau don truc tuyén trén trang mang clia ching ti tai kp.org



Quy vi ciing c6 thé lién hé truc ti€p vai Diéu Phoi Vién Dan Quyén clia Kaiser Permanente theo dia chi dudi day:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

Cach dé trinh phan nan véi Van Phong Dan Quyén Ban Dich Vu Y T€ California (Danh Riéng Cho Ngu'oi Thu Huéng Medi-Cal)

Quy vi cling c6 thé& dé trinh than phién vé dan quyén vaéi Van Phong Dan Quyén Ban Dich Vu Y T& California bang van ban, qua dién
thoai hay qua email:

® Qua dién thoai: Goi dén Van Phong Dan Quyén Ban Dich Vu Y Té (Department of Health Care Services, DHCS) theo s6
916-440-7370 (TTY 711)

* Qua thu tin: Dién mau don than phién va hay gui thu dén:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

MAu don than phién hién cé tai: http://www.dhcs.ca.gov/Pages/Language_Access.aspx
e Truc tuyén: Gli email dén CivilRights@dhcs.ca.gov
Cach dé trinh phan nan véi Van Phong Dan Quyén ctia Bd Y T€ va Dich Vu Nhan Sinh Hoa Ky.

Quy vi cling co quyén dé trinh than phlen vé phan biét d6i xr véi Van Phong Dan Quyén clia B Y Té va Dich Vu Nhan Sinh Hoa Ky.
Quy vi c6 thé dé trinh than phién béng v&n ban, qua dién thoai hoac truc tuyén:

* Qua dién thoai: Goi 1-800-368-1019 (TTY 711 hay 1-800-537-7697)
e Qua thu tin: Bién mau don than phién va hay gti thu dén:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

MAu don than phién hién c6 tai
http:www.hhs.gov/ocr/office/file/index.html

¢ Truc tuyén: Truy cap Céng Théng Tin Than Phién clia Van Phong Dan Quyén tai:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.



NOTICE OF LANGUAGE ASSISTANCE

English: This is important information from Kaiser Permanente. If you need help
understanding this information, please call 1-800-464-4000 (TTY 711) and ask for
language assistance. Help is available 24 hours a day, 7 days a week, excluding
holidays. We can also help you with auxiliary aids and alternative formats.
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Armenian: Uu Juplnp wnkntynipmit £ «Kaiser Permanente»-hg: Gpt wju mbntinipjniup hwuljuwnt hwdwp 2tq oqunipinit £
hwpluwynp, fuunpnid Eup quuquhwpt) 1-800-464-4000 (TTY 711) hkpwinuwhwdwpny b odwinulnipinit uvnnwbwg 1kqyh hwpgnud:
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Chinese: =275k 5 Kaiser Permanente (VS 3 » WSR2 IR ARIEL 4 EH - 55203 1-800-757-7585 (TTY MR 711) SoREEZ ) o Fd
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Hindi: Ig Kaiser Permanente &1 3R & Hgcaqul Faem &1 A M9 38 Fael F Gl & ToIT Heg T od g, dr Foar
1-800-464-4000 (TTY 711) W BT Y 3T AN JIIT & foT g5 Wgﬁ%ﬁﬁm,m%mm,%ﬂ%m e,
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Hmong: Qhov xov xwm no tseem ceeb los ntawm Kaiser Permanente. Yog koj xav tau kev pab kom nkag siab cov xov xwm no, thov hu rau
1-800-464-4000 (TTY 711) thiab thov kev pab txhais lus. Muaj kev pab 24 teev ib hnub twg, 7 hnub ib lim tiam twg, tsis xam cov hnub caiv. Peb
kuj muab tau lwm yam kev pab rau koj thiab ua lwm yam ntaub ntawv.

Japanese: Kaiser Permanente b BEERBHOE N H D £7T, ZOFHREBET 572D~V T RLERGAL, 1-800-464-4000 (TTY [H]
711 [CEFELC, S —ERXEZEEL T EEN, 20— R TFEPER (BHEHERS) CITRRAWEZET E3, MMbhdE - —
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Khmer:iS:EMOHE)SAINS Al Kajser Rermanente®! 10AISHATHIMIGSW B0 SWIERARMNSIS: AJUGIATHISTIUS 1-800-464-4000
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IUAMGEIHAMNYUSHZURIANG SIS NIAS SHUNULRNMISHMeBUN S A I
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Laotian: mwuauwmmumn Kalser Permanente. ‘mm mnmegmnmmuaaycme"fumuaoa?mcm%zunw msm?ms 1-800-464-4000
(TTY 711) ctavecsﬂmuaoynmsmuwﬂm muaowmeﬁ“ﬁmmvmso 24 £2%v9, 7 Suoeaiio, Uaauouwnmgg wamswgmmoaoymn‘fu
mueUeneuaaymu (8~ sucwumgcasnsn‘m

Mien: Naaiv se benx jienv sic dauh waac-fienx yiem naaiv Kaiser Permanente bun daaih. Beiv taux meih giemx longc mienh tengx dogc naaiv
deix waac-fienx liouh porv bun bieqc hnyouv nor, daaix luic douc waac daaih lorx 1-800-464-4000 (TTY 711) aengx caux tov heuc tengx nzie
faan waac bun muangx. Mbenc nzoih liouh tengx yiem yietc hnoi benx 24 norm ziangh hoc, yietc norm liv baaiz mbenc maaih 7 hnoi, simv
cuotv hnoi-gec oc. Yie mbuo corc haih mbenc wuotc ginc jaa-dorngx tengx nzie goux aengx caux liouh bun ginv longc sou-guv daan puix horpc
meih.

Navajo: Dii ¢i hane’ biholniihii at’éego Kaiser Permanente yee nihalne’. Dii hane’igii doo hazh6’6 bik’i’diitiihgdo t’aa shoodi koji’ hodiilnih
1-800-464-4000 (TTY 711) dko saad bee dka i’iilyeed yidiikit. Kwe’¢ dkd and’dlwo’ t’44 atahjj’ naadiindjj’ ahé¢’ilkidgo doo tsosts’id ji ga’at’é.
Dahodilzingéne’ éi da’deelkaal. Aad6o hane’ bee bik’i’ di’diitiitigii do6 t’aa tahgo at’éego hane’ nich’j adoolniit.

Punjabi: 5T Kaiser Permanente @8 Agdl A/earal J1 1 3T oA Aredat § AHSTE S8 HEe ©f 837 J, 37 fagur a3d 1-800-464-4000 (TTY 711)

'3 25 I WS I ATTEST BE UR| HeE, s $ 83 7, Je3 7 fos, h@f‘e?sé%wé}meénwﬁwﬁamwﬁawﬂﬁaaﬂ?ﬁgé
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Russian: 3710 BaxHasa nHdopmauus ot Kaiser Permanente. Ecnn Bam TpebyeTca nomoLb, YTOObI NOHATL 3Ty MHGOPMaLUMo, MO3BOHUTE MO
Homepy 1-800-464-4000 (nuHua TTY 711) n nonpocuTe npegoctaBuTb Bam ycnyrmu nepeeogymka. lNomollb goctynHa 24 Yaca B CyTkW, 7 OHEN
B HeJent, KpomMe npasgHuYHbIX AHen. Mbl Takke MOXeM MOMOYb BaM C BCMOMOraTeribHbIMYM CPeACTBaMU U ansTepHaTUBHBIMU hopMaTamu.

Spanish: La presente incluye informacion importante de Kaiser Permanente. Si necesita ayuda para entender esta informacion, llame al
1-800-788-0616 (TTY 711) y pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.
También podemos ayudarle con recursos para discapacidades y formatos alternativos.

Tagalog: Ito ay importanteng impormasyon mula sa Kaiser Permanente. Kung kailangan ninyo ng tulong para maunawan ang impormasyong
ito, mangyaring tumawag sa 1-800-464-4000 (TTY 711) at humingi ng tulong kaugnay sa lengguwahe. May makukuhang tulong 24 na oras
bawat araw, 7 araw bawat linggo, maliban sa mga araw na pista opisyal. Matutulungan din namin kayo sa mga pantulong na gamit o serbisyo
at mga alternatibong format.

Thai: ﬁl,'ﬂuﬁaagaahﬁzymn Kaiser Permanente mnqmm’aamsmmmﬂma”‘a’(,umsmmwmm”ﬂw"mgaﬁ 1156 Tns 1-800-464-4000 (nua TTY 711)
wazzamNNhamdasunE iwsanlviamnuthawmlanaan 24 1 Tue 7 Jusadlenv aaviuiunaasiznis indeaunsadavialnsaiuazianie
wdalusduuvuduleaneas

Ukranian: Y LbOMy NOBIiAOMIIEHHI MICTUTBCS BaxknmBa iHpopmauis Big Kaiser Permanente. Akwo HagaHa iHpopmauis He 3po3ymina i
BaM noTpibHa gonomora, 3atenedoHyinte 3a Homepom 1-800-464-4000 (TTY 711) i nonpociTe HagaT1 BaM NOCNyry nepeknagadya. Hawi
cniBpOoBIiTHUKM HaJaloTb Aonomory Linogoboeo, 7 AHIB HA TXOEHb, 32 BUHATKOM CBATKOBUX OHIB. TakoX MU MOXEMO AOMNOMOrTU BaMm,
HaJaBLUM OOMOMIXHI 3acobu i maTepianu B ansTepHaTUBHUX hopmaTtax.

Vietnamese: Day la théng tin quan trong tr Kaiser Permanente. Néu quy vi can dwoc glup de dé hiéu rd thong tin nay, vui long goi sb
1-800-464-4000 (TTY 711) va yeu cau duoc cép dich vu vé ngon ng(h. Quy vi s& dwoc gidp d& 24 gid trong ngay, 7 ngay trong tuan, trir ngay
|&. Chuing t6i cling c6 thé gitp quy vi véi cac phwong tién tro gidp bd tre va hinh thirc thay thé.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

blue § of california
County of Orange Sharewell PPO

Coverage Period: 1/1/2024 - 12/31/2024
Coverage for: Individual + Family | Plan Type: PPO

A\ 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, visit blueshieldca.com/oc

or call 1-888-235-1767. 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 healthcare.gov/sbc-glossary or call 1-866-444-3272 to request a copy.

Important Questions Answers | Why This Matters:

For participating providers and non-
participating providers $5,000 per
family.

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Yes. Preventive care listed in your
complete terms of coverage.

Are there other

deductibles for specific ' No.

services?

$6,000 per family for participating
providers; $12,000 per family for non-
participating providers.

What is the out-of-pocket
limit for this plan?

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay.

4 All copayment and coinsurance costs shown in this chart apply after your
deductible has been met, if a deductible applies.

This plan covers some items and services even if you haven't yet met the deductible
amount. 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
healthcare.gov/coverage/preventive-care-benefits.

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

The out-of-pocket limit is the most you could pay in a year for covered services.

Blue Shield of California is an independent member of the Blue Shield Association.
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Important Questions Answers | Why This Matters:

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

Premiums, health care this plan doesn’t
cover, balance-billing charges, and
penalties for failure to obtain pre-
admission review for non- emergency
hospitalization and the cost differential
between the brand and generic drug if
you choose a brand drug when a
generic equivalent is available. See
Prescription Dug section for limitations,
exceptions, and other important
information.

Yes. See blueshieldca.com/oc or call
1-888-235-1767 for a list of network

providers.

No.

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.

You can see the specialist you choose without a referral.

Blue Shield of California is an independent member of the Blue Shield Association.
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Services You May Need What You Will Pay

Common Medical ‘ Limitations, Exceptions, & Other

Event ‘ ‘ | Important Information
Common Medical Services You Mav Need Participating Provider Non-Participating Provider Limitations, Exceptions, & Other
Event y (You will pay the least) (You will pay the most) Important Information

LTI el Primary care visit to treat an

care provider's office iniury of ilness 10% coinsurance 30% coinsurance
or clinic Jury
None

If you visit a health
care provider's office = Specialist visit 10% coinsurance 30% coinsurance
or clinic

- You may have to pay for services that
I:;::" :_’(':I'It d?el?:ial:pice Preventive care/screening No Charae No Charde aren’t preventive. Ask your provider if
or cliﬁic— /immunization g g the services needed are preventive.

Then check what your plan will pay for.

Diagnostic test (x-ray, blood 10% coinsurance

If you have a test work)

30% coinsurance None

Preauthorization is required for
non-emergency Imaging (CT/PET

If you have a test Imaging (CT/PET scans, MRIs) | 10% coinsurance 30% coinsurance scans, MRIs) within California. Failure
to obtain preauthorization may result in
non-payment of benefits.

Blue Shield of California is an independent member of the Blue Shield Association.

30f 11




Common Medical
Event
Common Medical

Services You May Need

Services You May Need

What You Will Pay

Participating Provider

Non-Participating Provider |

Limitations, Exceptions, & Other
Important Information
Limitations, Exceptions, & Other

Event

If you need drugs to
treat your illness or
condition

Preventive drugs
(in accordance with Health
Care Reform)

(You will pay the least)

0% coinsurance

(You will pay the most)

Not Covered

If you need drugs to
treat your illness or
condition

More information about
prescription drug

coverage is available at:

Current members
www.optumrx.com

Prospective members
https://www.optumrx.com/
oe_countyoforange/landin

g

Tier 1: Mostly generic drugs

Tier 2: Mostly brand preferred
drugs

Tier 3: Mostly brand non-
preferred drugs

20% coinsurance

Not Covered

If you need drugs to
treat your illness or
condition

More information about
prescription specialty
drug coverage is
available at
specialty.optumrx.com

Specialty drugs

20% coinsurance

Not Covered

Important Information

Important Considerations:

If member chooses brand drug when a
generic equivalent is available, member will
pay 20% of generic cost plus the full cost
differential between generic and brand
cost, unless the prescriber specifically
requests the brand name (dispense as
written, do not substitute) The cost
differential does not count towards the out-
of-pocket limit for prescription drugs.

All Specialty Drugs must be fufilled by
OptumRx Specialty Pharmacy in order to
be covered. Manufacturer specialty coupon
cards do not count towards the annual
deductible or out-of-pocket maximum.

Drug Exclusions: The drug formulary may
exclude certain drugs. However, every
therapeutic class (condition) will have a
clinically effective covered drug available.
Preauthorization is required for select
drugs.

Medication not covered by the plan
including those filled through Optum’s
enhanced savings program will not
count towards the annual deductible or
out-of-pocket maximum.

Blue Shield of California is an independent member of the Blue Shield Association.
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Limitations, Exceptions, & Other
Important Information
Limitations, Exceptions, & Other
Important Information

Common Medical
Event
Common Medical
Event

Services You May Need What You Will Pay

Participating Provider Non-Participating Provider |
(You will pay the least) (You will pay the most)

Services You May Need

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

10% coinsurance

30% coinsurance

Non-Participating Ambulatory Surgery
Center: Up to a maximum of $1,500
per day.

If you have outpatient
surgery

Physician/surgeon fees

10% coinsurance

30% coinsurance

None

If you need immediate
medical attention

Emergency room care

10% coinsurance

10% coinsurance

*see comment below

If you need immediate
medical attention

Emergency medical
transportation

10% coinsurance

10% coinsurance

Non-network: Covered person is
responsible for all charges above the
current URC amount for Ground
Ambulance but only responsible for in-
network charges for air ambulance
services.

If you need immediate
medical attention

Urgent care

10% coinsurance

30% coinsurance

None

If you have a hospital
stay

Facility fee (e.g., hospital room)

10% coinsurance

30% coinsurance

Pre-admission review required.
Penalty: Non-Participating only -
allowed amount is increased to 50%
coinsurance for which the covered
person is liable.

If you have a hospital
stay

Physician/surgeon fees

10% coinsurance

30% coinsurance

None

*For Non-Participating Provider who provides Emergency Services anywhere: Physicians Hospitals: the amount is the Reasoanable and Customary amount; or All other providers: (1)
the amount is the provider's billed charge for Covered Services, unless the provider and the local Blue Cross and/or Blue Shield plan have agreed upon some other amount, or (2) if
applicable, the amount determined under federal law.

Blue Shield of California is an independent member of the Blue Shield Association. |
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Common Medical
Event
Common Medical
Event

Limitations, Exceptions, & Other
: Important Information

Participating Provider Non-Participating Provider | Limitations, Exceptions, & Other
(You will pay the least) (You will pay the most) Important Information

Services You May Need What You Will Pay

Services You May Need

Preauthorization is required for Applied
Behavioral Analysis services and other
Outpatient services 10% coinsurance 30% coinsurance Outpatient services except for office
visits. Failure to obtain preauthorization
may result in non-payment of benefits.

If you need mental
health, behavioral
health, or substance
abuse services

Pre-admission review required.
Penalty: Non-Participating only -
Inpatient services 10% coinsurance 30% coinsurance allowed amount is increased to 50%
coinsurance for which the covered

If you need mental
health, behavioral
health, or substance

abuse services o
person is liable.
If you are pregnant Office visits 10% coinsurance 30% coinsurance
Childbirthidelivery professional None
If you are pregnant AbIrhiCeTIvery protessional | 44e, coinsurance 30% coinsurance
services
If you are pregnant Childbirth/delivery facility 10% coinsurance 30% coinsurance None

services

Blue Shield of California is an independent member of the Blue Shield Association.
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Limitations, Exceptions, & Other
Important Information
Limitations, Exceptions, & Other
Important Information

Common Medical
Event
Common Medical
Event

Services You May Need What You Will Pay

Participating Provider | Non-Participating Provider |
(You will pay the least) (You will pay the most)

Services You May Need

If you need help
recovering or have
other special health
needs

Home health care

10% coinsurance

30% coinsurance

Preauthorization is required for non-
participating providers. Failure to
obtain preauthorization may result in
non-payment of benefits.

When home health care is authorized
as an alternative to continued
hospitalization in a Network Hospital,
the home health care services will be
reimbursed at 90%

If you need help
recovering or have
other special health
needs

Rehabilitation services

10% coinsurance

30% coinsurance

If you need help
recovering or have
other special health
needs

Habilitation services

10% coinsurance

30% coinsurance

None

If you need help
recovering or have
other special health
needs

Skilled nursing care

10% coinsurance

30% coinsurance

Combined maximum of up to 100 days
per calendar year; semi-private
accommodations. Preauthorization is
required. Failure to obtain
preauthorization may result in non-
payment of benefits.

If you need help
recovering or have
other special health
needs

Durable medical equipment

10% coinsurance

30% coinsurance

Preauthorization is required for
equipment in excess of $5,000. Failure
to obtain preauthorization may result in
non-payment of benefits.

Blue Shield of California is an independent member of the Blue Shield Association.
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Common Medical Services You May Need What You Will Pay Limitations, Exceptions, & Other
Event Important Informatlon

Event You will pay the least You will pay the most Imortant Informatlon
Preauthorization is required. Failure to
obtain preauthorization may result in

PRl non-payment of benefits
recovering or have , , Inpatient Respite Care Inpatient Respite Care paymer : . .
. Hospice services o o i When Hospice residence immediately
other special health 10% coinsurance 30% coinsurance ) L
I E— follows Inpatient services in a Network
needs . . : :
Hospital, the Hospice services will be
reimbursed at 90%
LB S 20es Children's eye exam No Charge No Charge Covered under Preventive Services
dental or eye care
LB Sl 206 Children's glasses Not Covered Not Covered None
dental or eye care
LT Gl GEEE Children's dental check-up Not Covered Not Covered None

dental or eye care

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 Infertility Treatment e Private-duty nursing ¢ Routine foot care
e Dental care (Adult) e Long-term care e Routine eye care (Adult) e Weight loss programs
e Hearing Aids

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

¢ Non-emergency care when
traveling outside the U.S.

e Acupuncture e Bariatric surgery e Chiropractic Care

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or cciio.cms.gov.
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 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

Blue Shield of California is an independent member of the Blue Shield Association.
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http://www.healthcare.gov/

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: Blue Shield Customer Service at 1-855-836-9705 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
dol.gov/ebsa/healthreform.

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.

Blue Shield of California is an independent member of the Blue Shield Association.
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Language Access Services:
English: For assistance in English at no cost, call 1-8466-344-7198.

Spanish (Espanol): Para obtener asistencia en Esparfiol sin cargo, llame al
1-866-344-7198.

Tagalog (Tagalog): Kung kailanganninyo ang libreng tulongsa Tagalog
tumawag sa 1-8646-346-7198.

Chinese (30): WMAFEP CHIRFRFED » iFRITE IS 1-866-346-7198.

Navajo (Dine): Diné k'ehji doo baah ilinigo shika' at'oowol ninizingo, kwiji' hodiilnih
1-84646-345-7198.

Vietnamese (TiEng Viat): Pédwec hé tre mién phi tiéng Viét, vui 1dng gel dén s&
1-8446-346-7198.

Korean (3+=20]): 5t 20| 20| = Q3LA|H, 1-866-346-7198 D2 M3} 2HS|SIAIA| Q.

Armenian (Zugkpkh): ZuybpklyEqinjuin]dwpoqum pintbhunwibinihwdwp g poud
Eupqubguhwpk; 1-866-346-7198.

Russian [Pycckui): ecan Hy:xxHQ BecnAdTHAd NoOAMOLLLE HO DYCCKOM A3kIKE,
TO NO3BOHKTE 1-8466-346-7198.

Japanese (BFEE) BREZENVELIES. 1-866-3446-7198 [ZBEEMTT LS,
mEHTR#LET.

Persian (wels): 280 oilad 1-866-346-7198 oali o jlas Lkl ls ey olful ) (S sl 3 51
Punjabi( fay)-s 8 J& Cha 5 1-866-346-7198 S 8 e Al ose gy Jaiy

Khmer (FNanTe2i): wetsmnmastusnontn spnaossmus | -866-346-7198.

Arabic(ius-l): [1-866-346-7198 .0 5a e Jladly Jomii Ul dy sall 420 s socluall o J5aad
Hmong (Hnoob): Xav tau kev pab dawb lub Hmoob, thov hu raw 1-866-346-7198.
Hindi ([G=ar): T aiTa=T @ FHagdehelT, 1-866-344-7 198 TIahlclehi].

Thai [ina): awiusnutimvdaduneinalaerlidaldieTleing 1-866-346-7198.

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

Blue Shield of California is an independent member of the Blue Shield Association.
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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
&4 B different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
u amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of participating pre-natal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine participating care of a well-

Mia’s Simple Fracture
(participating emergency room visit and follow up

hospital delivery)

B The plan’s overall deductible $5,000

M Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
M Other coinsurance 10%

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 $5,000

Copayments $0

Coinsurance $800

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,860

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

controlled condition)

® The plan’s overall deductible $5,000

B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $5,000

Copayments $0

Coinsurance $900

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $5,960

care)

H The plan’s overall deductible $5,000

B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $1,900
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

Blue Shield of California is an independent member of the Blue Shield Association.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

blue § of california

County of Orange Wellwise PPO
a5

Coverage Period: 1/1/2024 - 12/31/2024
Coverage for: Individual + Family | Plan Type: PPO

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, visit blueshieldca.com/oc
or call 1-888-235-1767. 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 healthcare.gov/sbc-glossary or call 1-866-444-3272 to request a copy.

Important Questions Answers | Why This Matters:

For participating providers $500
What is the overall individual/ $1,000 family and non-
deductible? participating providers $750
- individual/ $1,500 family. Doesn'’t
apply to preventive care.

Are there services
covered before you meet
your deductible?

Yes. Preventive care listed in your
complete terms of coverage.

Are there other
deductibles for specific No.
services?
Medical: participating providers $2,500

What is the out-of-pocket individual/ $5,000 family; non-
limit for this@p— participating $5,000 individual / $10,000

family; Prescription Drug: $4,100
individual/ $8,200 family.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. 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 healthcare.gov/coverage/preventive-care-benefits.

You don’t have to meet separate 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.

Blue Shield of California is an independent member of the Blue Shield Association.
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Important Questions Answers | Why This Matters:

Medical: Coinsurance for certain
services, premiums, balance-billing
charges, and health care this plan
What is not included in doesn’t cover. Prescription Drug:
the out-of-pocket limit? See Prescription Dug section for
limitations, exceptions, and other
important information.

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

Will vou pav less if vou Yes. See blueshieldca.com/oc or call network. You will pay the most if you use an out-of-network provider, and you might receive
you pay y 1-888-235-1767 for a list of network a bill from a provider for the difference between the provider's charge and what your plan
use a network provider? . e : . :
providers. pays (balance billing). Be aware, your network provider might use an out-of-network provider

for some services (such as lab work). Check with your provider before you get services.

Do you need a referral to

o 1 No. You can see the specialist you choose without a referral.
see a specialist? Specialist y referral

Blue Shield of California is an independent member of the Blue Shield Association.
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Services You May Need What You Will Pay

Common Medical ‘ Limitations, Exceptions, & Other

Event ‘ ‘ | Important Information
Common Medical Services You Mav Need Participating Provider Non-Participating Provider Limitations, Exceptions, & Other
Event y (You will pay the least) (You will pay the most) Important Information

LTI el Primary care visit to treat an

care provider's office iniury of ilness 10% coinsurance 30% coinsurance
or clinic Jury
None

If you visit a health
care provider's office = Specialist visit 10% coinsurance 30% coinsurance
or clinic

- You may have to pay for services that
I:;::" :_’(':I'It d?el?:ial:pice Preventive care/screening No Charde No Charde aren’t preventive. Ask your provider if
or cliﬁic— /immunization g g the services needed are preventive.

Then check what your plan will pay for.

Diagnostic test (x-ray, blood 10% coinsurance

If you have a test work)

30% coinsurance None

Preauthorization is required for
non-emergency Imaging (CT/PET

If you have a test Imaging (CT/PET scans, MRIs) | 10% coinsurance 30% coinsurance scans, MRIs) within California. Failure
to obtain preauthorization may result in
non-payment of benefits.

Blue Shield of California is an independent member of the Blue Shield Association.
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Limitations, Exceptions, & Other
Important Information

Common Medical
Event
Common Medical
Event

Services You May Need What You Will Pay

Participating Provider Non-Participating Provider | Limitations, Exceptions, & Other
(You will pay the least) (You will pay the most) Important Information

Services You May Need

If you need drugs to

: Preventive drugs
treat your iliness or

condition (in accordance with Health Care | 0% coinsurance Not Covered
Reform)
If you need drugs to
treat your illness or , . :
condition Tier 1: Mostly generic drugs 20% goinsurance Nat Govered Preauthorization is required for select
More information about drugs. The formulary may exclude
prescription drug certain drugs. However, every
coverage is available at: therapeutic class (condition) will have a
Tier 2: Mostly brand preferred clinically effective covered drug available.
Current members drugs 25% coinsurance Not Covered

Not included in the prescription drug
www.optumrx.com out-of-pocket limit: Drugs not covered by
the plan including those filled through
Optum’s enhanced savings program; and

Prospective members

hitps://Www.0ptUMIX.com/ | Tigr 3: Mostly brand non- if member chooses brand drug when a
oe_countyoforangefiandin | eferred drugs 30% coinsurance Not Covered generic equivalent is available, member
9 will pay 20% of generic cost plus the cost

differential between generic and brand
drug. The cost differential does not count
towards the prescription drug out-of-

If you need drugs to
treat your illness or

condition pocket limit.
More information about Percentage indicated up to a

prescription specialty Specialty drugs maximum of $150 per 30-day | Not covered

drug coverage is supply

available at

specialty.optumrx.com

Blue Shield of California is an independent member of the Blue Shield Association.
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https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.optumrx.com%2F&data=02%7C01%7Clauren.pierson%40ocgov.com%7C1ad32b2892ba408d337c08d84df34a44%7Ce4449a56cd3d40baae3225a63deaab3b%7C0%7C0%7C637345054614980467&sdata=AkHtWLPuDmih0pb4J%2Bk5G1YnADNg2QVr2%2Bn4MSmy4Xs%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.optumrx.com%2Foe_countyoforange%2Flanding&data=02%7C01%7Clauren.pierson%40ocgov.com%7C1ad32b2892ba408d337c08d84df34a44%7Ce4449a56cd3d40baae3225a63deaab3b%7C0%7C0%7C637345054614980467&sdata=5X%2BwR6OBmC%2BFBLmuQy2UsbtSoNSEnCh%2FsEX2WWpAYFM%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.optumrx.com%2Foe_countyoforange%2Flanding&data=02%7C01%7Clauren.pierson%40ocgov.com%7C1ad32b2892ba408d337c08d84df34a44%7Ce4449a56cd3d40baae3225a63deaab3b%7C0%7C0%7C637345054614980467&sdata=5X%2BwR6OBmC%2BFBLmuQy2UsbtSoNSEnCh%2FsEX2WWpAYFM%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.optumrx.com%2Foe_countyoforange%2Flanding&data=02%7C01%7Clauren.pierson%40ocgov.com%7C1ad32b2892ba408d337c08d84df34a44%7Ce4449a56cd3d40baae3225a63deaab3b%7C0%7C0%7C637345054614980467&sdata=5X%2BwR6OBmC%2BFBLmuQy2UsbtSoNSEnCh%2FsEX2WWpAYFM%3D&reserved=0

Common Medical
Event
Common Medical
Event

Services You May Need

Services You May Need

Participating Provider
(You will pay the least)

What You Will Pay

(You will pay the most)

Non-Participating Provider |

Limitations, Exceptions, & Other
Important Information
Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

10% coinsurance

30% coinsurance

Non-Participating Ambulatory Surgery
Center: Up to a maximum of $1,500
per day.

If you have outpatient
surgery

Physician/surgeon fees

10% coinsurance

30% coinsurance

None

If you need immediate
medical attention

Emergency room care

10% coinsurance

10% coinsurance

None

If you need immediate
medical attention

Emergency medical
transportation

10% coinsurance

10% coinsurance

Non-network: Covered person is
responsible for all charges above the
current URC amount for Ground
Ambulance but only responsible for in-
network charges for Air Ambulance
services. *

If you need immediate
medical attention

Urgent care

10% coinsurance

30% coinsurance

None

If you have a hospital
stay

Facility fee (e.g., hospital room)

10% coinsurance

30% coinsurance

Pre-admission review required.
Penalty: Non-Participating only -
allowed amount is increased to 50%
coinsurance for which the covered
person is liable.

If you have a hospital
stay

Physician/surgeon fees

10% coinsurance

30% coinsurance

None

*For a Non-Participating Provider who provides Emergency Services anywhere: Physicians and Hospitals: the amount is the provider's billed charge for Covered Services, unless the
provider's billed charge for Covered Services, unless the provider and the local Blue Cross and/or Blue Shield plan have agreed upon some other amount, or (2) if applicable, the
amount determined under federal law.

Blue Shield of California is an independent member of the Blue Shield Association. |
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Common Medical
Event
Common Medical
Event

Limitations, Exceptions, & Other
‘ Important Information

Participating Provider Non-Participating Provider | Limitations, Exceptions, & Other
(You will pay the least) (You will pay the most) Important Information

Services You May Need What You Will Pay

Services You May Need

Preauthorization is required for Applied
Behavioral Analysis services and other
Outpatient services 10% coinsurance 30% coinsurance Outpatient services except for office
visits. Failure to obtain preauthorization
may result in non-payment of benefits.

If you need mental
health, behavioral
health, or substance
abuse services

Pre-admission review required.
Penalty: Non-Participating only -
Inpatient services 10% coinsurance 30% coinsurance allowed amount is increased to 50%
coinsurance for which the covered

If you need mental
health, behavioral
health, or substance

abuse services o
person is liable.
If you are pregnant Office visits 10% coinsurance 30% coinsurance
Childbirthidelivery professional None
If you are pregnant AbIrthiCelivery protessional ' 44e, coinsurance 30% coinsurance
services
If you are pregnant Childbirth/delivery facility 10% coinsurance 30% coinsurance None

services

Blue Shield of California is an independent member of the Blue Shield Association.
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Limitations, Exceptions, & Other
Important Information
Limitations, Exceptions, & Other
Important Information

Common Medical
Event
Common Medical
Event

Services You May Need What You Will Pay

Participating Provider | Non-Participating Provider |
(You will pay the least) (You will pay the most)

Services You May Need

If you need help
recovering or have
other special health
needs

Home health care

10% coinsurance

30% coinsurance

Preauthorization is required for non-
participating providers. Failure to
obtain preauthorization may result in
non-payment of benefits.

When home health care is authorized
as an alternative to continued
hospitalization in a Network Hospital,
the home health care services will be
reimbursed at 90%.

If you need help
recovering or have
other special health
needs

Rehabilitation services

10% coinsurance

30% coinsurance

If you need help
recovering or have
other special health
needs

Habilitation services

10% coinsurance

30% coinsurance

None

If you need help
recovering or have
other special health
needs

Skilled nursing care

10% coinsurance

30% coinsurance

Combined maximum of up to 100 days
per calendar year; semi-private
accommodations. Preauthorization is
required. Failure to obtain
preauthorization may result in non-
payment of benefits.

If you need help
recovering or have
other special health
needs

Durable medical equipment

10% coinsurance

30% coinsurance

Preauthorization is required for
equipment in excess of $5,000. Failure
to obtain preauthorization may result in
non-payment of benefits.

Blue Shield of California is an independent member of the Blue Shield Association.
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Common Medical Services You May Need What You Will Pay Limitations, Exceptions, & Other
Event Important Informatlon

Event You will pay the least You will pay the most Imortant Informatlon
Preauthorization is required. Failure to
obtain preauthorization may result in

PRl non-payment of benefits
recovering or have , , Inpatient Respite Care Inpatient Respite Care paymer : . .
. Hospice services o0 o When Hospice residence immediately
other special health 10% coinsurance 30% coinsurance ) L
- E— follows Inpatient services in a Network
needs . : : .
Hospital, the Hospice services will be
reimbursed at 90%.
LT S [20es Children's eye exam No Charge No Charge Covered under Preventive Services
dental or eye care
LB Sl 206 Children's glasses Not Covered Not Covered None
dental or eye care
LT Gl GEEE Children's dental check-up Not Covered Not Covered None

dental or eye care

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 Infertility Treatment e Private-duty nursing ¢ Routine foot care
e Dental care (Adult) e Long-term care e Routine eye care (Adult) e Weight loss programs
e Hearing Aids

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

¢ Non-emergency care when
traveling outside the U.S.

e Acupuncture e Bariatric surgery e Chiropractic Care

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or cciio.cms.gov.
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 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

Blue Shield of California is an independent member of the Blue Shield Association.
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http://www.cciio.cms.gov/
http://www.healthcare.gov/

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: Blue Shield Customer Service at 1-855-836-9705 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
dol.gov/ebsa/healthreform.

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.

Blue Shield of California is an independent member of the Blue Shield Association.
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Language Access Services:
English: For assistance in English at no cost, call 1-8466-344-7198.

Spanish (Espanol): Para obtener asistencia en Esparfiol sin cargo, llame al
1-866-344-7198.

Tagalog (Tagalog): Kung kailanganninyo ang libreng tulongsa Tagalog
tumawag sa 1-8646-346-7198.

Chinese (30): WMAFEP CHIRFRFED » iFRITE IS 1-866-346-7198.

Navajo (Dine): Diné k'ehji doo baah ilinigo shika' at'oowol ninizingo, kwiji' hodiilnih
1-84646-345-7198.

Vietnamese (TiEng Viat): Pédwec hé tre mién phi tiéng Viét, vui 1dng gel dén s&
1-8446-346-7198.

Korean (3+=20]): 5t 20| 20| = Q3LA|H, 1-866-346-7198 D2 M3} 2HS|SIAIA| Q.

Armenian (Zugkpkh): ZuybpklyEqinjuin]dwpoqum pintbhunwibinihwdwp g poud
Eupqubguhwpk; 1-866-346-7198.

Russian [Pycckui): ecan Hy:xxHQ BecnAdTHAd NoOAMOLLLE HO DYCCKOM A3kIKE,
TO NO3BOHKTE 1-8466-346-7198.

Japanese (BFEE) BREZENVELIES. 1-866-3446-7198 [ZBEEMTT LS,
mEHTR#LET.

Persian (wels): 280 oilad 1-866-346-7198 oali o jlas Lkl ls ey olful ) (S sl 3 51
Punjabi( fay)-s 8 J& Cha 5 1-866-346-7198 S 8 e Al ose gy Jaiy

Khmer (FNanTe2i): wetsmnmastusnontn spnaossmus | -866-346-7198.

Arabic(ius-l): [1-866-346-7198 .0 5a e Jladly Jomii Ul dy sall 420 s socluall o J5aad
Hmong (Hnoob): Xav tau kev pab dawb lub Hmoob, thov hu raw 1-866-346-7198.
Hindi ([G=ar): T aiTa=T @ FHagdehelT, 1-866-344-7 198 TIahlclehi].

Thai [ina): awiusnutimvdaduneinalaerlidaldieTleing 1-866-346-7198.

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

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

Peg is Having a Baby

(9 months of participating pre-natal care and a

hospital delivery)

B The plan’s overall deductible

W Specialist coinsurance $5a%2?
M Hospital (facility) coinsurance 1 00/"
W Other coinsurance 1 0°/°

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 $5,000
Copayments
Coinsurance
What isn’t covered

Limits or exclusions

The total Peg would pay is $5,860

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

Managing Joe’s Type 2 Diabetes

(a year of routine participating care of a well-

controlled condition)

® The plan’s overall deductible $5,000

B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $5,000
Copayments
Coinsurance
What isn’t covered

Limits or exclusions

The total Joe would pay is $5,960

Mia’s Simple Fracture

(participating emergency room visit and follow up

care)

H The plan’s overall deductible $5,000

B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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

In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Mia would pay is

Blue Shield of California is an independent member of the Blue Shield Association.
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Waliving
Health Coverage
What you need to know

Each year, the County reviews Is Waiving Coverage Right for You?
its benefit options in response to

a changing market as well as

employee needs. As you make o ) )
your benefit decisions Waiving coverage may be right for you if you can access

coverage through another entity at a lower cost, or if it includes a
different network or provides a benefit that meets a specific need.
These plans may include your spouse’s/ domestic partner’s
employer plan or a plan available due

to your previous military service.

There are many things to know and consider before making a
decision to waive coverage.

— whether you're a new
employee, enrolling during
Open Enroliment or making
changes in response to a
Qualified Life Event (QLE) — it's
important to understand how the Waiving Coverage vs. the Sharewell Choice PPO
waived coverage option works. With Sharewell Choice, the County gives you a payroll credit to be
enrolled in this plan, but it's important you understand how
coordinating your benefits with other coverage will work.

- If you choose the Sharewell Choice PPO, it would be your
primary provider. You would still need to meet the annual
deductible before the Plan will begin reimbursing for eligible
expenses, and you would need to coordinate benefits with your
other health plan.

You'll find
information on the
other County
Health Plan options in the
What to Know guide on

My OC Benefits™.

- If you choose to waive County health coverage, your other plan will be
your primary provider. That means no need to coordinate benefits, and
you will only have to meet that plan’s deductible,
if applicable. Of course, you would miss out on the Sharewell payroll
credit, but that might be worth it to you.

Things to Think About

If you choose to waive coverage, you
will elect “No Coverage” when you enroll.

- You and any currently covered dependents will not
have County medical coverage during the plan year.
You cannot cover dependents without covering yourself.

- You must attest that you will have other qualifying health
coverage as required by the Affordable Care Act (ACA).

- If you experience a QLE, you may be eligible to re-enroll in
health coverage, although not every QLE allows you to change
coverage. To learn more, model common events in the “Life_
Changes” section of My OC Benefits™.


https://cache.hacontent.com/qcybr/R516/16725_ybr_ybrfndt/downloads/WhattoKnowGuideforEmployees.pdf
https://leplb0010.upoint.alight.com/web/countyoforange/life-changes?linkId=LIFE_CHANGES_LNK&tileid=Life_Changes_ec16931ef13b&tileTechnicalName=Life_Changes_ec16931ef13b&baseClntInd=Client&technicalNameForLink=LIFE_CHANGES_LNK&userFriendlyNameForLink=Routes%20to%20Life%20Changes%20Page&domain=Ben-CM&baseClientIndicator=Base&isUCCELink=true&languageId=en_US&languageId=en_US&/routing
https://leplb0010.upoint.alight.com/web/countyoforange/life-changes?linkId=LIFE_CHANGES_LNK&tileid=Life_Changes_ec16931ef13b&tileTechnicalName=Life_Changes_ec16931ef13b&baseClntInd=Client&technicalNameForLink=LIFE_CHANGES_LNK&userFriendlyNameForLink=Routes%20to%20Life%20Changes%20Page&domain=Ben-CM&baseClientIndicator=Base&isUCCELink=true&languageId=en_US&languageId=en_US&/routing

Are You Currently in
No Coverage?

If you are not on a leave of absence, you
do not need to take action in order to
remain in the "No Coverage" option.

If you are on a leave and wish to remain in
"No Coverage" when you return to work,
you will need to take action. You will be
sent a return to work enrollment solicitation.
You must actively elect "No Coverage" and
agree to the attestation. You will also be
required to provide information regarding
your other health coverage.

When Things Change

Typically, you can only make or change
benefit elections when you first become
eligible for coverage and during Open
Enrollment. However, you can make changes
during the plan year if you:

- Experience a Qualified Life Event (QLE).

- Experience an eligible change in
employment status (e.g., full-time to
part-time).

- Begin or end a leave of absence.

Some QLEs do not permit you to change
health plans; however, you may be eligible to
change your Reimbursement Account elections
and other benefits (if applicable). See the “Life_
Changes” section of

My OC Benefits™ for details and deadlines.

And if You're on Leave...

The rules for waiving coverage depend on
the type of leave you take:

- If you start an unpaid leave, including
an unpaid medical leave, you may remain in
your current plan, select another plan or
choose the “No Coverage” option.
You are not required to have other coverage
elsewhere.

- If you start a paid leave, you cannot make any
changes to your coverage unless you
experience a QLE while on leave.

- When you return to work, you may choose a
different health plan or remain in your current
plan, no matter which plan you were in while
on your leave. You can also choose to waive
coverage, as long as you have coverage
elsewhere. If you elect to waive health
coverage, you will need to attest that you will
have other qualifying health coverage as
required by the Affordable Care Act (ACA).
You will also be solicited and asked to
provide information about your other
qualifying health coverage. Failure to provide
the required information by the deadline on
your solicitation will result in you being
enrolled in the automatic coverage.



https://cache.hacontent.com/qcybr/R516/16725_ybr_ybrfndt/downloads/IntenttoRetireSummary.pdf
https://cache.hacontent.com/qcybr/R516/16725_ybr_ybrfndt/downloads/IntenttoRetireSummary.pdf
https://cache.hacontent.com/qcybr/R516/16725_ybr_ybrfndt/downloads/AttainingMedicareSummary.pdf
https://cache.hacontent.com/qcybr/R516/16725_ybr_ybrfndt/downloads/AttainingMedicareSummary.pdf
https://leplb0010.upoint.alight.com/web/countyoforange/life-changes?linkId=LIFE_CHANGES_LNK&tileid=Life_Changes_ec16931ef13b&tileTechnicalName=Life_Changes_ec16931ef13b&baseClntInd=Client&technicalNameForLink=LIFE_CHANGES_LNK&userFriendlyNameForLink=Routes%20to%20Life%20Changes%20Page&domain=Ben-CM&baseClientIndicator=Base&isUCCELink=true&languageId=en_US&languageId=en_US&/routing
https://leplb0010.upoint.alight.com/web/countyoforange/life-changes?linkId=LIFE_CHANGES_LNK&tileid=Life_Changes_ec16931ef13b&tileTechnicalName=Life_Changes_ec16931ef13b&baseClntInd=Client&technicalNameForLink=LIFE_CHANGES_LNK&userFriendlyNameForLink=Routes%20to%20Life%20Changes%20Page&domain=Ben-CM&baseClientIndicator=Base&isUCCELink=true&languageId=en_US&languageId=en_US&/routing

Ready to Enroll?

Go to My OC Benefits™ directly from IntraOC or at mybenefits.ocgov.com. If it's your first time
on the site:

- Select “New User?” on the login page.
- Enter the last four digits of your Social Security Number and your date of birth.

- Follow the prompts to create your user ID and password.

You will see a notification directing you to enroll in your benefits. To enroll, select “View/Change” to
see your options.

Are You Waiving Coverage?

If you've decided to waive coverage, select the “No Coverage” option. If you are not on a leave, you'll
be prompted to attest that you have coverage elsewhere. After you have elected to waive coverage,
a solicitation will be sent to you asking you to provide information about your other qualifying health
coverage by the indicated deadline. You must provide the required information either by logging onto
My OC Benefits™ and clicking on the link in your message center or calling the Benefits Service
Center. If you are currently in “No Coverage”, have provided the required information, and wish to
remain in this option, you do not need to take action.

Open Enrollment - Enrolling or Remaining in Waived Coverage

If you are electing “No Coverage” option for the first time during Open Enroliment you will need to attest
you have coverage elsewhere and you must provide information about your other qualifying health
coverage by the deadline noted on the solicitation sent to you after the close of Open Enrollment. If you
are currently in “No Coverage” and wish to remain in this option, you do not need to take action.

Ifyou fail to provide the required information, by the deadline, Fulltime employees will be enrolled in
Wellwise Choice PPO employee only coverage, Part time employees will be enrolled in Sharewell Choice
PPO employee only coverage.

. Call the Benefits Service Center at

Questions 1-833-476-2347 between 8 a.m. and 6 p.m. Pacific
or Help Time, Monday through Friday. Hours are extended

Enrolling? during Open Enrollment to 8 p.m. Pacific Time,

Monday through Friday.



http://mybenefits.ocgov.com/

County of Orange Service Center
Dept. 16725

PO Box 64116

The Woodlands, TX 77387-4116

My OC Benefits™

Website: mybenefits.ocgov.com
Phone: 1-833-476-2347

Fax: 1-224-607-3465

Health Benefits For Extra Help Employees

The Affordable Care Act (ACA) requires the County to provide certain Extra Help employees with medical
coverage that meets coverage and affordability standards set in the Act. This flyer describes who is eligible,
the health plan available, and what you need to do to enroll. Your ongoing eligibility for continued coverage
under the plan may cease according to changes in your status or hours worked in accordance with the
provisions of the ACA. For additional information, please call the Benefits Service Center at
1-833-476-2347.

Am | Eligible for Health Coverage?

Employees Scheduled to Work On An Ongoing Basis 60 Hours Per Pay Period

Only Extra Help employees who are scheduled to work on an ongoing basis of 60 hours or more per pay
period are eligible to enroll in the plan as a new employee. You may enroll yourself and any eligible
dependents, including your spouse/ domestic partner and dependent children under age 26.

Employees Who Are Seasonal or Have Variable Hour Schedules

Extra Help employees who are considered “seasonal’” meaning working for a limited period of time or those
who are on a variable hour work schedule during the year are not eligible to enroll at this time. If it is later
determined that you should be offered coverage, based on the hours you worked over a year’s time, the
Benefits Service Center will mail you an enroliment solicitation. For questions regarding your Extra Help
classification, please speak to your Agency’s Human Resource Services representative.

Why Is Coverage Being Offered?

The federal Affordable Care Act (ACA) requires the County to offer minimum essential health coverage to
employees who work an average of 30 or more hours a week and are not otherwise eligible for County
benefits.

What Health Plan Is Available?
The County Sharewell Choice PPO health plan meets the minimum essential coverage and minimum value
standards set by the ACA. A few highlights of the plan:

e Annual $5,000 family deductible

e Preventive care — no charge for services listed in the Plan Document; services are not subject to
deductible

e After deductible is met, participant pays 10% coinsurance for services received from Blue Shield of
California network providers or 30% for services obtained from non-network providers

If you are eligible for coverage, review the Summary of Benefits and Coverage (SBC) for details. You can
find the SBC on the My OC Benefits™ at mybenefits.ocgov.com on the Plan Information page.

How Do | Enroll?

If eligible, the Benefits Service Center will mail you an enrollment solicitation. You will have 30 days from
the date on the enrollment solicitation to make your election. You can enroll through My OC Benefits™ or by
calling the Benefits Service Center. You MUST elect to enroll in the Sharewell Choice plan within 30
days or you will have no coverage. Your coverage will go into effect no later than 91 days after your hire

date.
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