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

O..
% KAISER PERMANENTE. : LABORERS' DISTRICT COUNCIL - (DHMO PLUS 5)

Coverage Period: 06/01/2025-05/31/2026

Coverage for: Individual / Family | Plan Type: HMO

KAISER FOUNDATION HEALTH PLAN OF THE MID-ATLANTIC STATES, INC., 4000 Garden City Drive Hyattsville, MD 20785

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 1-855-249-5018 (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
1-855-249-5018 (TTY: 711) to request a copy.

Answers

Important Questions

What is the overall

$500 Individual / $1,000 Family

Why this Matters:

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

deductible? 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
Are there services deductible amount. But a copayment or coinsurance may apply. For example,

covered before you meet

Yes. Preventive care and services indicated in

this plan covers certain preventive services without cost sharing and before you

your deductible? chart starting on page 2. 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 | No. You don’t have to meet deductibles for specific services.

services?

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

$3,000 Individual / $6,000 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 1-855-249-5018 (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.

SBC ID:35516
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Important Questions Answers

Do you need a referral to
see a specialist?

Why this Matters:

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.

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

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

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

If you visit a health

care provider's
office or clinic

Primary care visit to
treat an injury or
illness

(You will pay the least)

$25 / visit, deductible does not
apply

(You will pay the most)

Plus: $45 / visit, deductible does
not apply

Copayment waived for children under age 5.
Plus: Combined 10 services / visits / year.

Specialist visit

$35/ visit, deductible does not
apply

Plus: $50 / visit, deductible does
not apply

Plus: Combined 10 services / visits / year.

Preventive care/

screening/
immunization

No charge, deductible does not
apply

Plus: No charge, deductible does
not apply

Plus: Combined 10 services / visits / year. 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.

If you have a test

Diagnostic test (x-

Plus: $40 / visit, deductible does

ray, blood work) No charge not apply. Plus: Combined 10 services / visits / year.
lsr::]:r?gj?vl(gl'Ts/)PET No charge Not covered None
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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

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)

(You will pay the least)

$15 / retail, deductible does not
apply. $30 / mail order,
deductible does not apply. $20 /
participating pharmacy /
prescription, deductible does not

apply.

(You will pay the most)

Plus: $35 / prescription,
deductible does not apply

Up to a 30-day supply (retail & participating
pharmacies); up to a 90-day supply (mail order).
Plan Provider: Formulary preventive drugs and
contraceptives in all tiers are No charge.
Deductible does not apply. 50% coinsurance for
sexual dysfunction drugs limited to 8 doses /
month. Plus: Combined 5 fills / year.

Preferred brand
drugs (Tier 2)

$25 / retail, deductible does not
apply. $50 / mail order,
deductible does not apply. $45 /
participating pharmacy /
prescription, deductible does not

apply.

Plus: $45 / prescription,
deductible does not apply

Up to a 30-day supply (retail & participating
pharmacies); up to a 90-day supply (mail order).
Plus: Combined 5 fills / year.

Non-preferred drugs
(Tier 3)

$40 / retail, deductible does not
apply. $80 / mail order,
deductible does not apply. $60 /
participating pharmacy /
prescription, deductible does not

apply.

Plus: $60 / prescription,
deductible does not apply

Up to a 30-day supply (retail & participating
pharmacies); up to a 90-day supply (mail order).
Plus: Combined 5 fills / year.

Specialty drugs (Tier
4)

Applicable Generic, Preferred,
and Non-Preferred copayments

Plus: Applicable Generic,
Preferred, and Non-Preferred
cost shares

Up to a 30-day supply (retail & participating
pharmacies). Plus: Combined 5 fills / year.

Facility fee (e.g.,

immediate medical
attention

Emergency medical
transportation

No charge

No charge

ambulatory surgery | $100 / visit Not covered None
If you have center)
outpatient surgery Phvsician/

Earlr::rqencv room 2;1)88// visit, deductible does not 2;1)88// visit, deductible does not Copayment waived if admitted as inpatient
If you need P

None

Urgent care

$35/ visit, deductible does not
apply

Plus: $50 / visit, deductible does
not apply

Plus: Combined 10 services / visits / year.
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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

Facility fee (e.g.,

(You will pay the least)

(You will pay the most)

fvou have hospital room) 20% coinsurance Not covered None
you hav
hospital sta ici
g J flzr;ysmlan/ SUTGEON 1909% coinsurance Not covered None
If you need mental . . $25 / Individual visit, deductible | Plus: $40 / Individual visit, , : . -
Eea::n’ beha‘ll)iotral Outpatient services | 4 ¢ ot apply deductible does not apply Plus: Combined 10 services / visits / year.
ealth, or substance : : :
abuse services Inpatient services 20% coinsurance Not covered None
Depending on the type of services, a
: copayment, coinsurance, or deductible may
Office visits 2‘0 cl;harge, deductible does not Not covered apply. Maternity care may include tests and
PRl services described elsewhere in the SBC (i.e.
If you are pregnant — : ultrasound.)
gﬂ}gg'sﬂtgﬂ?!‘é?{,iyces 20% coinsurance Not covered None
f%'éiilﬁgiggﬁsii@fry 20% coinsurance Not covered None
Home health care 20% coinsurance Not covered None

If you need help
recovering or have
other special health
needs

Rehabilitation
services

$35 / visit, deductible does not
apply

Plus: $50 / visit, deductible does
not apply

Outpatient: PT/ST/OT limit of 30 visits /
therapy / condition / year. Plus: Combined 10
services / visits / year.

Habilitation services

$35 / visit, deductible does not
apply

Plus: $50 / visit, deductible does
not apply

For children under age 3. Plus: Combined 10
services / visits / year.

Skilled nursing care | 20% coinsurance Not covered Coverage is limited to 100 days / year
Durable medical . . L
cquibment 50% coinsurance Not covered Subject to formulary guidelines
Hospice service 20% coinsurance Not covered None
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What You Will Pay What You Will Pay

Me%ci):;ImEovl " Servic;\:ﬁe :gu May (YOUF:AI, ?IT :ar;‘t';] i e|re " (Yy L?cv iII,II :gyptrﬁgi ,?] %rs . Limitations, Exclz:;:fpotir?nnast iJ&R;nOther Important
Children's eye exam gggé C\{:Eilggggifrﬁggiggpel;am’ Not covered Coverage is limited to one exam / year.
I(Igr?t:{ gpggenggfes Children's glasses l;lgp(lzyarge, deductible does not |yt ¢overeq f?ori%zzggﬁ?rz%rg;ﬁ gﬁgi;eo?g?::;:gt/
gr?élgiel?ps dental Not covered Not covered None

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.)

® Acupuncture ® Dental care (Adult) ® Private-duty nursing

® (Chiropractic care ® | ong-term care ® Routine Foot Care

e Cosmetic surgery ® Non-emergency care when traveling outside ® \Veight loss programs
the U.S.

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

® Bariatric surgery ® |nfertility treatment ® Routine eye care (Adult)
® Hearing aids (For children to the end of the

month of age 19: 1/ear/24 months with a

max benefit of $1,500)

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

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

provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.
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Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-855-249-5018 (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

Virginia Bureau of Insurance 1-877-310-6560 or www.scc.virginia.gov/boi

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 Espafiol, llame al 1-855-249-5018 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-249-5018 (TTY: 711)

TRADITIONAL CHINESE (A X): SN R FZE R XHIFE B, BIKITIX S5 1-855-249-5018 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-855-249-5018 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-249-5018 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-855-249-5018 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-855-249-5018 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-855-249-5018 (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 $500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
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 $500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
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 $500
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
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 $500 Deductibles $80 Deductibles $500
Copayments $10 Copayments $600 Copayments $300
Coinsurance $1,600 Coinsurance $200 Coinsurance $200
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,170 The total Joe would pay is $880 The total Mia would pay is $1,000

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

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan) complies with applicable federal civil rights laws and does not discriminate,
exclude people or treat them differently on the basis of race, color, national origin (including limited English proficiency and primary language), age, disability,
or sex (including sex characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex stereotypes).

Kaiser Health Plan:

® Provides no cost aids and services to people with disabilities to communicate effectively with us, such as:

® (Qualified sign language interpreters

e Written information in other formats, such as large print, audio, braille and accessible electronic formats
® Provides no cost language services to people whose primary language is not English, such as:

® Qualified interpreters

® |nformation written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711)

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance by mail or phone at: Kaiser Permanente, Appeals and Correspondence Department, Attn: Kaiser Civil Rights
Coordinator, 2101 East Jefferson St., Rockville, MD 20852, telephone number: 1-800-777-7902.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office
for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are

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

This notice is available at https://healthy.kaiserpermanente.org/maryland-virginia-washington-dc/language-assistance/nondiscrimination-notice
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HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services including appropriate auxiliary aids and services, free of charge, are available to you. Call
1-800-777-7902 (TTY: 711).

A79CE (Amharic) Fhedi: A7ICE 21515 APt 0. 0Pk &% aPCEPTT G ATOINRTT end°C PE7R ACAT AOINeRT Q1% 2150 1 1-800-777-7902 L@ (TTY: 711)=

231 Jeillaally Aaudiall el g daclaal) Jilurs (p lld 8 Loy i gill) sacliall ciladi @l 3 55 ey yall Caanti i€ 13) 14335 (Arabic) A )
(TTY: 711) 1-800-777-7902

Basdd Wudu (Bassa) Mbi sog: nia maa Basaa, njal mbom a ka maa njang ndol ni mbom mi tson ni son, nin ma kénnen y€, mbi &yem. Wo nan
1-800-777-7902 (TTY: 711)

{1 (Bengali) AETETS foar: arafey I anam 37 e, i [Fapens, S9e REFe Ff{Ea 8 TR Yol OR NR¥el HfEEal (e A& |
1-800-777-7902 (TTY: 711)-2 (F1H FF|

37 (Chinese) X EIETH © WIRAER S WS REES HENIRE > SR8 EEBIZSM IR - 25 1-800-777-7902(TTY:711) -
B yisd 3 O8I &y sem 4 canlin Slidy et 5 BSS alaa ) e Sb ) SObendy (ui€ e Cunia ou ) (L) 4 R 142 65 (Farsi) a8
(711 :(e CAE) TTY) 2 (ilad 1-800-777-79020 ol

Francgais (French) ATTENTION : si vous parlez francgais, des services d'assistance linguistique comprenant des aides et services auxiliaires appropriés,
gratuits, sont a votre disposition. Appelez le 1-800-777-7902 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit entsprechenden Hilfsmitteln und Dienstleistungen
kostenfrei zur Verfiigung. Rufen Sie 1-800-777-7902 an (TTY: 711).

oLyl (Gujarati) tallot UL %81 AR 9%2Adl GllAl 6], Al 0oL AsLAUS Ul U Al U@cloll Gl UsLA AR, dAHIRL U Hd Guctou B.
1-800-777-7902 (TTY: 711) UR sld 8.

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale kreyol, w ap jwenn sévis asistans lang tankou éd ak sévis konplemanté adapte gratis. Rele
1-800-777-7902 (TTY: 711).

R (Hindi) eamer &: 30R 319 el sl &, o 3eh fov 3ugerd Hegraeh 3Uaor 3R Qarsit Ffed #meT Fgraar dard Hwd 3uelst g
1-800-777-7902 R HIel Y (TTY: 711).

Igbo (Igbo) TINYE UCHE: O buru na j na-asu Igbo, Oru enyemaka nke asusu gunyere udi enyemaka na oru kwesiri ekwesi, n'efu, di nye gi. Kpoo
1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE. Se parla italiano, pud usufruire gratuitamente dei servizi di assistenza linguistica compresi gli opportuni aiuti e servizi
ausiliari. Chiamare il numero 1-800-777-7902 (TTY: 711).

HAGE (Japanese) IEE : HAFHZ &G, WY RMIKGEOY —E XA 2@l E I — e AN TRt S E 3, 1-800-777-7902 £ TRHEHA 72
S (TTY: 711),
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g=ro] (Korean) F9|: 3t=ro] & FAFSHE A5, o3k Bz 7]7] 9 M| 27 238 o] A9l Muj2ar) F-5 2 Al YT 1-800-777-7902=2 3
Al 2(TTY: 711).

Naabeehé (Navajo) Dii BAA AKO NINIZIN: Dii saad bee yanitti'go Diné Bizaad, saad bee aka’anida’awo’déé’, biniit'aa da beeso ndinish’aah t'aala’l bi'aa
‘anashwo’ doo biniit'aa, t'‘aadoo baahilinigoo bits’aadoo yeel, t'aa jiik’eh, éi na hoélg, koji’ hédiilnih 1-800-777-7902 (TTY: 711).

Portugués (Portuguese) ATENGAO: Se fala portugués, temos & sua disposi¢éo servigos gratuitos de assisténcia linguistica, incluindo servicos e materiais
de apoio adequados. Ligue para 1-800-777-7902 (TTY: 711).

Pyccknn (Russian) BHUMAHWUE! Ecnu Bbl roBopuTE NO-PYCCKM, BaM AOCTYMNHbI GecnnaTtHble YCryr S3blKOBOW NOAAEPXKKN, BKIOYAst COOTBETCTBYOLLNE
BCMoMoraTernbHble cpeacTsa u ycnyru. lNo3soHute no Homepy 1-800-777-7902 (TTY: 711).

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios de asistencia lingiiistica que incluyen ayudas y servicios auxiliares
adecuados y gratuitos. Llame al 1-800-777-7902 (TTY: 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng tulong sa wika kabilang ang mga naaangkop na
karagdagang tulong at serbisyo, nang walang bayad. Tumawag sa 1-800-777-7902 (TTY: 711).

g (Thai) Tusansiu: mavinuwameing vinusansazaiuudnstiamdasunm nuiaaiasthamvauarusmaasuinianaulans Tns 1-800-777-7902
(TTY: 711).

oS JE lead sl alaal O slae anlie s oo S S daala cilead (S Ciiglee (S Ol i Gl 55 G g g0l f K :Qﬂ(Urdu)JdJi
(TTY 711) 1-800-777-7902

Tiéng Viét (Vietnamese) CHU Y: Néu ban ndi tiéng Viét, ban cé thé st dung cac dich vu hé tro ngdn ngir mién phi, bao gdm céac dich vu va phwong tién hé
tro phu hop. Xin goi 1-800-777-7902 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba rn so &dé Yoruba, awon isé iranléwo &dé té fi kin awon ohun &6 iranlowé té ye ati awon isé laisi idiyelé wa fan o. Pe
1-800-777-7902 (TTY: 711).
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