Updated October 2022
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2023
Hospitality Plan — Kaiser++ (Plan Unit 185) Coverage for: All | 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, visit www.kp.org/plandocuments or call 1-
800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-833-637-3519 to request a copy.

Important Questions Why This Matters:

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

Are there services

covered before you meet | Not Applicable. The plan does not have a deductible.

your deductible?

Are there other

deductibles for specific | No. You don't have to meet deductibles for specific services.
services?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
$2,000 individual / $4,000 family | 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 the out-of-pocket
limit for this plan?

Premiums, health care this plan
What is not included in doesn’t cover, and cost sharing for

the out-of-pocket limit? certain services listed in plan Even though you pay these expenses, they don’t count toward the out—of—pocket limit.

documents.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Will vou bav less if vou Yes. See www.kp.org or call 1- You will pay the most if you use an out-of-network provider, and you might receive a bill from a
you pay y 800-278-3296 (TTY: 711) for alist | provider for the difference between the provider’'s charge and what your plan pays (balance
use a network provider? : e : : . .
of network providers. 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 | Yes, but you may self-refer to This plan will pay some or all of the costs to see a specialist for covered services but only if you
see a specialist? certain specialists. have a referral before you see the specialist.
Common What You Wil Pa Limitations, Exceptions, & Other Important
Services You May Need Plan Provider Non-Plan Provider -
Medical Event . Information
You will pay the least You will pay the most
If you visit a health Primary care visit to treat an
care provider’s office | injury orillness $20 copayhvisit Not covered N,
or clinic Specialist visit $20 copay/visit Not covered None.
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Common : - What You Will Pa - Limitations, Exceptions, & Other Important
. Services You May Need Plan Provider Non-Plan Provider -
Medical Event . . Information
You will pay the least You will pay the most

You may have to pay for services that aren’t

Preventive care/screening/ preventive. Ask your provider if the services

immunization 1O BIETEE MBI needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood No charge Not covered None.
If you have a test work)
Imaging (CT/PET scans, MRIs) | No charge Not covered None.
$10 copay/prescription
fora 1 to 30 day(s)
: supply (retail); $20
Generic drugs copay/prescription for up Not covered
Lor:e:)oo-day supply (mail In accordance with formulary guidelines.
. Certain drugs may be covered at a different
$30 copay/prescription cost share
If you need drugs to fora 1 to 30 day(s) '
treat _y_our illness or Preferred brand drugs supply (reta|l); $f60 Not covered
condition copay/prescription for up
More information about to a 100-day supply (mail
prescription drug order)
coverage is available at $30 copay/prescription
www.kp.org/formulary. for a 1 to 30 day(s)
) supply (retail); $60
Non-preferred brand drugs copay/prescription for up Not covered Covered when approved through exception
to a 100-day supply (mail process. Certain drugs may be covered at a
order) different cost share.
$30 copay/prescription
Specialty and biosimilar drugs | for a 1 to 30 day(s) Not covered
supply (retail)
If you have outpatient Ejgg%lfggn(tzlg.’ ambulatory $20 copay/procedure Not covered None.
surgery Physician/surgeon fees No charge Not covered None.
Emergency room care $150 copay/visit $150 copay/visit Copay waived if admitted.
If you need immediate tEr;r:]irqgrr;ac:i/orrr:edlcal $50 copay/trip $50 copay/trip None.
medical attention Non-plan providers are only covered when you
Urgent care $20 copay/visit $20 copay/visit pan p y y

are outside the service area.
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Common
Medical Event Services You May Need

Plan Provider
You will pay the least

What You Will Pa

Non-Plan Provider

You will pay the most

Limitations, Exceptions, & Other Important
Information

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care
Durable medical equipment
Hospice services
Children’s eye exam

$500 copay/admission
No charge

Mental/Behavioral
health: $20
copay/individual visit;

$10 copay/group visit; no

charge for other
outpatient services

Substance abuse: $20

copay/individual visit; $5

copay/group visit; no
charge for other
outpatient services
$500 copay/admission

No charge

No charge

$500 copay/admission

No charge

Inpatient: $500
copay/admission;
Outpatient: $20
copay/visit

$20 copay/visit

No charge

20% coinsurance/item
No charge

No charge

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered
Not covered
Not covered
Not covered

Not covered

None.

None.

None.

None.

Depending on the type of services, a
copayment, coinsurance, or deductible may
apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
ultrasound).

None.

None.

Coverage limited to 2 hours/visit, 3 visits/day,
and 100 visits/calendar year.

None.

None.

Coverage limited to 100 days/benefit period.
Requires prior authorization.

None.

Kaiser vision benefit limited to network eye
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Common : - What You Will Pa - Limitations, Exceptions, & Other Important
. Services You May Need Plan Provider Non-Plan Provider -
Medical Event . . Information
You will pay the least You will pay the most

dental or eye care exam only. You may have other vision benefits
Children’s glasses Not covered Not covered provided separately through UNITE HERE
HEALTH.
Children’s dental check-up Not covered Not covered Dental benefits may be provided separately.

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.)
Dental care (Child) (may be provided separately)

. Ch?ldren’s .glasses (may be provided separately) Hearing aids o Private duty nursing
: ggg&gﬁggﬁggg e Long-term care ¢ Routine foot care (unless medically necessary)
o Dental care (Adult) (may be provided separately) J sosn-emergency care when traveling outside the e Weight loss programs

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

o Infertility treatment

e Routine eye care (Adult)

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 Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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.

e Acupuncture (plan provider referred) e Bariatric surgery

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Kaiser Permanente at 1-800-278-3296 (TTY: 711) or online at www.kp.org/memberservices, the Department of Labor’'s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or the Department of Managed Health Care Help Center, 980 9th Street, Suite 500,
Sacramento, CA 95814, (888) 466-2219, www.healthhelp.ca.gov. (Contact UNITE HERE HEALTH at 1-833-637-3519 for questions about any benefits other than
medical or prescription drug.)

Additionally, a consumer assistance program can help you file your appeal. Contact Department of Managed Health Care Help Center, 980 9th Street, Suite 500,
Sacramento, CA 95814, (888) 466-2219, 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.
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Language Access Services:

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

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711).
Chinese (1 37): an X FFEF T a9, 1BIRFTX 4518 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:

u
L :

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 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

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-

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

hospital delivery) controlled condition) up care)

B The plan’s overall deductible B The plan’s overall deductible $0 B The plan’s overall deductible $0
M Specialist copayment M Specialist copayment $20 M Specialist copayment $20
M Hospital (facility) copayment W Hospital (facility) copayment $500  m Hospital (facility) copayment $500
B Other copayment M Other copayment $0 M Other copayment $0
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 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 Deductibles $0 Deductibles $0

Copayments Copayments $800 Copayments $300

Coinsurance Coinsurance $100 Coinsurance $10

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions Limits or exclusions $0 Limits or exclusions $0

The total Peg would pay is The total Joe would pay is $900 The total Mia would pay is $310

Note: These numbers assume referrals from a PCP were obtained for specialty care.

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



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

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

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

You may submit a grievance in the following ways:

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

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

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

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

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

English: We provide interpreter services at no cost to you, 24 hours a day,
7 days a week, during all hours of operation. You can have an interpreter
help answer your questions about our health care coverage. You can also
request materials translated in your language at no cost to you. Just call us
at 1-800-464-4000, 24 hours a day, 7 days a week (closed holidays). TTY
users call 711.
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Hindi: &9 TaTelel & 3l gei & SReT et o= el e &
ST aTl, ool & 24 €, Hodlg & idl foeT Jeret i &1 39
FATY TATELY SWHTA Fhalsl & IR H 3% 92T & SO & v s
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Hmong: Peb muaj neeg txhais lus pub dawb rau koj, 24 teev ib hnub twg,
7 hnub ib lim tiam twg, thawm cov sij hawm ghib ua lag luam.Koj muaj tau
ib tug neeg txhais lus los pab teb koj cov lus nug txog peb cov kev pab
them nqi kho mob.Koj thov tau kom muab cov ntaub ntawv txhais uas koj
hom lus pub dawb rau koj.Tsuas hu rau 1-800-464-4000, 24 teev ib hnub
twg, 7 hnub ib lim tiam twg (cov hnub caiv kaw). Cov neeg siv TTY hu 711.

Japanese: Y[iClL, 2R AZE L T, @RV —ERZMEEC, F
HAER, #&H ZRIHWEZ0 E9, UBEOERENZEL ;’DD\T@”?’?F’%‘O;
WEZEIZE, BRBBFEOWELET, F72, AREICHREIN-E
B R CHE R TE 9, BXIRIZ 1-800-464-4000 F TEEIHFS I W
(A EZREFEREIR), TTY 2 —F =X 711 IZBEFES 7230,
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Navajo: Nihi ata’ halne’é aka’adoolwotigii nihei hol t’4a jiik’é, t’aa naadiin di{’
ahéé¢’iilkeedgo, tsosts’id yiskdaji’, nda’anishgo oolkit biyi’ goné. Ata’ halne’¢
nika’adoolwot na’idikid nee holdogo dii ats’iis baa ahayaa bik’ésti’igii
bina’iditkidgo. Aadoo atdd’ naaltsoos 14 t’44 ni nizaad k’ehji dlnéehgo t°a4 jifk’é
adoolniit. Nihich’i’ hodiilnih koji’ 1-800-464-4000 jiigo do¢ tt‘ée’ nidi, tsosts’id
yiskaaji’ dimoo na’adleehji’ (Holidaysgo éi da’deelkaal) doo da’diits’a’igii
chodayoot‘inigii koji’ hodiilnih 711

Punjabi: wH sr3eet @ A Ufen © 295, 3T et faft g9z €, fes ©
24 W2, ge3 ® 7 fow, TIHMT Aere HIehr IR of 3H At fas
Wﬁﬁ%mwémw@awﬁéémémm
ﬁﬁwﬁmﬁmém@mg@wﬁama&@séw
39 AR J1 °A fHge AG 1-800-464-4000 3, fos © 24 w2, Je3 2 7 fos
(B T8 fos e Ifder J) 26 F91 TTYE GUtil 596 @8 711 ‘3 26
IS

Russian: Mbl Bcerga B 4ackl pabotbl obecneunBaem Bac ycnyramu
YCTHOro nepeBoa4nka, 24 4aca B CyTKW, 7 AHEN B Heaento. Ytobbl
Nony4YnTb OTBETHI HA CBOW BOMPOCHI O HaLLEeM CTPaxoOBOM MOKPLITUN YCNyr
30paBooxpaHeHus, Bol MOXxeTe BOCNOMNb30BaTbLCH NOMOLLIbIO YCTHOMO
nepesog4uka. Bbl Takke MoxeTe 3anpocuTb 6GecnnaTtHbli NnepeBos
mMaTepuanos Ha Baw a3bik. [1pocTo N03BOHMTE HaM MO TenedoHy
1-800-464-4000, koTOpbIN SOCTYNEH 24 Yaca B CyTKW, 7 AHEN B HEAEMNO
(kpome npasgHuYHbIX gHen). MNonb3oBatenu NuHUKM TTY MOryT 3BOHUTH NO
Homepy 711.

Spanish: Ofrecemos servicios de traduccion al espafiol sin costo alguno
para usted durante todo el horario de atencion, 24 horas al dia, siete dias
a la semana. Puede contar con la ayuda de un intérprete para responder
las preguntas que tenga sobre nuestra cobertura de atenciéon médica.
Ademas, puede solicitar que los materiales se traduzcan a su idioma sin
costo alguno. Solo llame al 1-800-788-0616, 24 horas al dia, siete dias a la
semana (cerrado los dias festivos). Los usuarios de TTY, deben llamar al
7M11.

Tagalog: May magagamit na mga serbisyo ng tagasalin ng wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat linggo, sa lahat
oras ng trabaho. Makakatulong ang tagasalin ng wika sa pagsagot sa mga
tanong mo tungkol sa iyong coverage sa pangangalagang pangkalusugan.
Maaari kang humingi ng mga babasahin na isinalin sa iyong wika nang
wala kang babayaran. Tawagan lamang kami sa 1-800-464-4000, 24 na
oras bawat araw, 7 araw bawat linggo (sarado sa mga pista opisyal). Ang
mga gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: idusasarunidniuaanran 24 179 mnuumaamjﬂmmms
waomnmmmmwa‘lmmumumanmmmaonmmmmnnmmnumaams
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Vietnamese: Chung t6i cung cép dich vu théng dich mién phi cho quy vi
24 gid mbi ngay, 7 ngay trong tuan, trong tat ca cac gid lam viéc. Quy vi co
thé dwoc thong dich vién gitp tra 1&i thdc méc vé quyén lgi bdo hiém sirc
khée clia chang téi. Quy vi cling cé thé yéu ciu dwoc cip mién phi tai liéu
phién dich ra ngén ngi cGia quy vi. Chi can goi cho chung t6i tai s
1-800-464-4000, 24 gio> mbi ngay, 7 ngay trong tuan (tri» cac ngay 18).
Ngwoi dung TTY xin goi 711.





