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

Docusign Envelope ID: 980A848E-B8B4-43FF-95F7-4AF734B633D8

&% KAISER PERMANENTE. : TRADITIONAL PLAN

Coverage Period: 01/01/2026-12/31/2026

Coverage for: Individual/Family | Plan Type: HMO

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

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 Answers Why this Matters:
What is the overall 30 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.
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
your deductible?

Not Applicable.

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.

Fven 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.

BMC SOFTWARE, INC.
PID:14402 CNTR:1 EU:-1 Plan ID:9970 SBC ID:603826
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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 $25 / visit Not Covered None
illness
If you visit a health ialist visi iai
care provider's Specialist visit $25 / visit Not Covered None |
office or clinic Preventive care/ You maty haxe l;[o pay for sgwlg]ceti that aren't
P preventive. Ask your provider if the services
%{i a No Charge Not Covered needed are preventive. Then check what your
plan will pay for.
g;‘ ﬁgzt(m?ﬁ)(x' $10/ encounter Not Covered None
If you have a test i o
Isr::]:r?én?\/l(Rl‘s) $50 / procedure Not Covered None
Genericugs (e Retal 15/ prescpni Mol | vereg
1) order: $30 / prescription ch - U Jormuiary g '
If you need drugs to arge for Contraceptives.
treat your illness or | Preferred brand Retail: $35 / prescription; Mail Not Covered Up to a 30-day supply retail or 100-day supply
K/I%?gl'tr:?onrmat'on drugs (Tier 2) order: $70 / prescription mail order. Subject to formulary guidelines.
i [
about prescription The cost sharing for non-preferred brand drugs
drug coverage is Non-preferred brand | Retail: $35 / prescription; Mail Not Covered under this plan aligns with the cost sharing for
available at drugs (Tier 2) order: $70 / prescription preferred brand drugs (Tier 2), when approved
www.kp.ora/formulary through the formulary exception process.
Specialty drugs (Tier |30% coinsurance up to $250 / Up to a 30-day supply retail. Subject to
Not Covered
4) prescription formulary guidelines.
Facility fee (e.g.,
ambulatory surgery | $100 / procedure Not Covered None
If you have center)
outpatient surgery Phvsician) Phvsician/ : ; —
fee);smlan surgeon |\, ch arge Not Covered FaZi?ilg?gesurgeon ees are included in the
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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

Gare $200 / visit $200 / visit None
If you need :
, . . Emergency medical : :
:ag::at?;te medical fransportation $100/ trip $100 / trip None
. Non-Plan providers covered when temporarily
Urgent care §25 visit Not Covered outside the service area: $25 / visit.
Facility fee (e.g., .
If you have a hospital room) $500 / admission Not Covered None
hospital stay Physician/surgeon Physician/surgeon fees are included in the
fee No Charge Not Covered Facilty fee.
If you need mental , , $25 / individual visit. No Charge Mental / Behavioral Health: $12 / group visit;
health, behavioral | Outpatient services | £ "o outpatient services Not Covered Substance Abuse: $5 / group visit.
health, or substance : : —
abuse services Inpatient services $500 / 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 JHFZSOE
Childbirth/delivery Professional services are included in the Facility
professional services No Charge Not Covered services.
Childbirth/delivery $500 / admission 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

(You will pay the least)

(You will pay the most)

check-up

Home health care No Charge Not Covered 3 visit limit / day, 100 visit limit / year.
Rehabilitation Inpatient: $500 / admission;

- - services Outpatient: $25 / visit Not Covered None

ou need he

re)éoeering or hgve Habilitation services |$25 / visit Not Covered None

gzg%r:pedal health | Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.
W 20% coinsurance Not Covered Requires prior authorization.
Hospice service No Charge Not Covered None
Children's eye exam | No Charge for refractive exam | Not Covered None

If your child needs | Children's glasses | Not Covered Not Covered None

dental or eye care I
Children's 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.)

e (Children's glasses ® Hearing aids ® Private-duty nursing

e Cosmetic surgery ® | ong-term care ® Routine foot care

e Dental Care (Adult & Child) e Non-emergency care when traveling outside ® Weight 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.)

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

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 1-800-278-3296 (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.dmhc.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)

TRADITIONAL CHINESE (1 X): SR FZ R XHIFE R, BIKITIX S 1-800-757-7585 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff

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

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-278-3296 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 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:

iy

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 $25
M Hospital (facility) copayment $500
M Other (blood work) copayment $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)

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 $25
M Hospital (facility) copayment $500
M Other (blood work) copayment $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)

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

care)
B The plan's overall deductible $0
B Specialist copayment $25
M Hospital (facility) copayment $500
M Other (x-ray) copayment $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 | $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 $0 Deductibles $0 Deductibles $0
Copayments $600 Copayments $700 Copayments $400
Coinsurance $0 Coinsurance $100 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 $650 The total Joe would pay is $800 The total Mia would pay is $400

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

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical
Group, Inc., and the Southern California Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not 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 Services department at the numbers below. The call is free. Member services is closed on major holidays.

e Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
® Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
e All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

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

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these services or unlawfully discriminated in another way. You can file
a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage or Certificate of Insurance for details. You can call Member
Services for more information on the options that apply to you, or for help filing a grievance. You may file a discrimination grievance in the following ways:

e By phone: Call our Member Services department. Phone numbers are listed above.
e By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

¢ In 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
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You may also contact the Kaiser Permanente Civil Rights Coordinator 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:
e By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
e By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights 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 of Civil Rights. You can file your complaint in writing,
by phone, or online:

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

U.S. Department of Health and Human Services Office for Civil Rights Complaint forms are available at: hitps://www.hhs.gov/ocr/office/file/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
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Notice of Language Assistance

English: ATTENTION. Language assistance is available at no cost to you.
You can ask for interpreter services, including sign language interpreters. You
can ask for materials translated into your language or alternative formats,
such as braille, audio, or large print. You can also request auxiliary aids

and devices at our facilities. Call our Member Services department for help.
Member services is closed on major holidays.

. Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m.to 8 p.m., 7
days a week

. Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week

. All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week
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HSWUIgH SUSURIANGSUNSTMURISHIUAITHERIEY BgIUNITTBRINUMNSRUATITR AINUS W N s ER[Him S
GeishigutaEn S I

« Medicare, 5§ D-SNP: 1-800-443-0815 (TTY 711) (itNH 8 (A &6 8 WU 7 iGANYIMU]
e Medi-Cal: 1-855-839-7613 (TTY 711) 24 iDWIBUYWIG 7 i3AUGWaRMU
o IFjHIIG)52 1-800-464-4000 (TTY 711) 24 TENUANYUIG 7 IGANYWAIOU

Korean: SHl Abe}, -5 9lof A9l A2, 5 BG4S Ee 59 Nul 28 998 5 A& fFolz A9 A2 EE 4
A, 0Tl o me 2 2o ge diA 94 ARE L A z
oF I MBI Aol £6e £ 4SBT Fo FRUOIE sl A2

e Medicare(D-SNP *x3), = 7Y 27 8A|~2F 84l 1
e Medi-Cal: 1-855-839-7613 (TTY 711), 5= 74, 3}5 24 A1 7F
o 7]E}: 1-800-464-4000 (TTY 711), & 7%, 315 24X 7F

Laotian: tupgau. Snaugqufisoanwazgliinaulosd@ena. naugauag2ddnanyaswaga, aoufiguaswagal. navgapaasla
wdienszlduwasazesni §i sucuuduiBusngeyyy, 979, § nwivzzwaolng. venlnunaudizinsesie)gos
49 wxe evznounauzag e ysehauiizeguonida. Thuutrunddnaugeuadnzequwoniaiosaougouifie. wekundRnIy
geuasnubudo luSudintigasunage).

e Medicare, aouily D-SNP: 1-800-443-0815 (TTY 711), %,Tugﬁq ;9 8 Tw9Kay, 7 Subeafio

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 Solu9dd,_7 Sdeado

(9]

o Su°: 1-800-464-4000 (TTY 711), 24 Sotugdl, 7 Josaiio

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun meih muangx mv zugc heuc meih ndorqv
nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx.
Meih aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan,
fiev benx domh nzangc-pokc bun hluo, bungx waac-giez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc haih tov longc
benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz
taux yie mbuo dinc zangc domh gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux
baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei hnoi-nyieqc oc.

e Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx, yietc norm leiz
baaix zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

¢ Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz
baaix zoux gong 7 hnoi

Navajo: GIHA. Tséé’ naalkaah sida’igii éi doo t1’é¢’ iit’j” dah sidaa’igii. T1’é¢’gdo th’izi’igii éi tséé’ naalkaah sida’igii bikaa’ dah sidaaigii,
t’a’i1 bik’eh dah na’atkaigii. T 4’11 éi t1’éé°gdo th’izi’igii bik’eh dah deidiyds, t’a’ii éi bi’éé’ bik’eh dah na’altkaigii bik’eh dah deidiyos. T 4’1
bik’eh dah na’atkaigii bikaa’ dah na’atkaigii t’aa altso bik’eh dah deidiyos. Bi’éé’ naalkaah sida’igii bik’eh ha’a’aah. T°4’ii bik’eh dah
na’atkaigii éi bik’eh dah naazhjaa’igii bik’eh dah na’alkaigii.

8% KAISER PERMANENTE.
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e Medicare, bikaa’ dah deidiyos D-SNP: 1-800-443-0815 (TTY 711) 8 a.m. goo 8 p.m., 7 jj t’aatd’i damoo

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 tt’ohch’ooli t’aala’i ji, 7 ji t’aata’i damdo
e T’4a al’aa: 1-800-464-4000 (TTY 711), 24 ti’ohch’ooli t’aata’i ji, 7 ji t’aata’i damodo

Punjabi: fimrrs fe€1 g AgesT 3973 B4 9t f9n 313 © GUzed J) 37 e9fhe Emff AT 73 Te a8 Jfg AR 4, fn K9
ﬂ@ﬁ?ﬂéﬁéegrﬁq@émaﬁlsﬁmrawgwﬁa ﬁﬁéawhawaﬂazumwwwaaasﬁéaﬁrﬂaéé‘
IAT A AT 3T '3 AT 834 W3 QUIIST BY of 9631 aa’ﬂaéél HTE B8 A3 Agd’ o AT © fegdl § I8 J31 Heat emif
Reret T fagrdl HY gt @8 fos se Ifder Ji

e Medicare, fr f&9 D-SNP & AH® J:1-800-443-0815 (TTY 711), AR 8 SR S AH 8 S 39, I3 2 7 fos
e Medi-Cal: 1-855-839-7613 (TTY 711), fcs © 21 W2, 23 = 7 fos
o =S AI: 1-800-464-4000 (TTY 711), fes B 24 w2, ge3 2 7 fios

Russian: BHUMAHMUE! [Ina Bac goctynHbl 6ecnnatHble ycnyru nepesoga. Bl MoxeTe 3anpocuTb yCryrn yCTHOro nepesoja,

B TOM YKCIe yCnyru nepesogymnka sidbika XXecToB. Bbl Takke MoXxeTe 3anpocuTb MaTepuansl, NepeBeAeHHbIE Ha Ball S3bIK UIK

B anbTepHaTUBHbIX hopmMaTax, Hanpumep wpudTom bparins, KpynHbIM WpndTOM Unu B ayamnodopmare. Bbl Takke moxeTe
3anpocuTb AOMNONHUTENbHbIE MPUCNOCOBNEHNA U BCOMOraTenbHble YCTPOMCTBA B HALLMX yypexaeHuax. Ecnu Bam HyxHa
NOMOLLb, MO3BOHUTE B OTAEN 00CNy>XMBaHMA y4acTHMKOB. OTaen obcnyxmBaHus y4acTHUMKOB He paboTaeT B AHM rocy4apCTBEHHbIX
npasgHuKoB.

e Medicare, Bkntodaa D-SNP: 1-800-443-0815 (TTY 711), 6e3 BbixogHbix ¢ 8:00 go 20:00.
e Medi-Cal: 1-855-839-7613 (TTY 711), KpyrnocyTo4HO 6e3 BbIXOOHbIX.
¢ Jliobble gpyrue noctasLymku ycnyr: 1-800-464-4000 (TTY 711), KpyrnocyTo4HO 6€3 BbIXOAHbIX.

Spanish: ATENCION. Se ofrece ayuda en otros idiomas sin ningun costo para usted. Puede solicitar servicios de interpretacién,
incluyendo intérpretes de lengua de sefias. Puede solicitar materiales traducidos a su idioma o en formatos alternativos, como
braille, audio o letra grande. También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencién.
Llame al Departamento de Servicio a los Miembros para pedir ayuda. Servicio a los Miembros esta cerrado los dias festivos
principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), de 8 a. m. a 8 p. m., los 7 dias de la semana.
e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.
e Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari kang humiling ng mga serbisyo ng
interpreter, kasama ang mga interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong
wika o sa mga alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang
tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa Miyembro para sa tulong. Ang
mga serbisyo sa miyembro ay sarado sa mga pangunahing holiday.

e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa isang linggo

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo
e Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

&% KAISER PERMANENTE.



Docusign Envelope ID: 980A848E-B8B4-43FF-95F7-4AF734B633D8
Thai: &iay JUTNTIRANUAILLUIAMTUAIEN LLﬂ‘I/I']‘L!iG\EIVLNNﬂ']‘l?JT\EI Vinug s uasuusNIsaIN Nudva I fia’le vinugusaua

Wudatanas dunszasyinu ma‘(usﬂunuﬁuq ifudnusiusad TWaRas wiaghdnsauialnel mummsmasngﬂnsm eda
waradnsaliginle o fouriluznisuass sdasacausnssundnuadinifiazamiuianda’le dhauinsaunnasilavinnstuiunga
5124A15619°9)

e Medicare 72uéiy D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. £iv 20.00 u.n3a 7 Jusadueu
e Medi-Cal: 1-855-839-7613 (TTY 711) aaan 24 1 1ug wia 7 Jusaddaul
o Auq uniua: 1-800-464-4000 (TTY 711) axnam 24 1 1ug wia 7 Jusaddau

Ukrainian: YBATA! lNocnyru nepeknagaya HagaTbcs 6€3KOLTOBHO. By MoXeTe 3anvumTi 3anuT Ha NOCnyrn YCHOro nepeknaay,
30Kpema MOBOIO XecCTiB. Bu moxeTe 3po0buMTu 3annT Ha OTPUMaHHA MaTepianis, NepeknageHnx BaLlo MoBoto, abo B
anbTepHaTMBHUX hopmaTax, SK-0T HagpyKoBaHUM WpudTom bpanna yn Benvkum WpndTom, a Takox y 3Bykosomy copmarti. Kpim
TOro, BU MOXeTe 3pobUTN 3anuT Ha OTPUMAaHHA JONOMIDKHMUX 3acobiB i NPUCTPOIB Y 3aknagax HaLoi MepeXxi KOMNaHin. AKwo Bam
noTpibHa gonomora, 3atenedoHynTe y Biaain obcnyroByBaHHA KNieHTIB. Bigain o6cnyroByBaHHA KNIEHTIB 3a4NMHEHUIN Y AepXKaBHi
cBgTa.

e Medicare, s3okpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 go 20:00, 6e3 BUXigHUX.
e Medi-Cal: 1-855-839-7613 (TTY 711), uinogoboBo, 6e3 BuxigHuXx.
e Yci iHWi Hagasadyi nocnyr: 1-800-464-4000 (TTY 711), uinogoboso, 6e3 BUXigHuX.

Viethamese: LUU Y. Chung t6i cung cép dich vu hd tro ngén ngwr | mién phi cho quy vi. Quy vj c6 thé yéu cau dich vu théng dich,
bao gébm cé théng dich vién ngdn ng ky hiéu. Quy vi co thé yéu cau tai liéu dwoc dich sang ngon ngir cua quy vi hay dinh dang
thay thé, chdng han nhw chi néi braille, bang dia thu am hay ban in khd chi I&n. Quy vi cling c6 thé yéu cau cac phwong tién va
thiét bi phu tro’ tai cac co’ s& clia chiing t6i. Goi cho ban Dich Vu Héi Vién cuia chiing t6i d& dwoc tro gidp. Ban dich vu hoi vién
khéng lam viéc vao nhirng ngay € I1&n.

e Medicare, bao gébm ca D-SNP: 1-800-443-0815 (TTY 711) 8 gic‘r sang dén 8 gi® t6i, 7 ngay trong tuan.

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gi® trong ngay, 7 ngay trong tuan.
e Moi chwong trinh khac: 1-800-464-4000 (TTY 711), 24 gid trong ngay, 7 ngay trong tuan.

8% KAISER PERMANENTE.
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Disclosure Form Part One

14402 BMC SOFTWARE, INC.
Home Region: Northern California

1/1/26 through 12/31/26

Principal benefits for Kaiser Permanente Traditional HMO Plan

Accumulation Period

The Accumulation Period for this plan is January 1 through December 3
Out-of-Pocket Maximums and Deductibles

1.

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the

Accumulation Period once you have reached the amounts listed below.

Self-Only Coverage

Amounts Per Accumulation Period (a Family of one Member)

Each Member in a Family
of two or more Members

Family Coverage Family Coverage
Entire Family of two or

more Members

Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Plan Provider Office Visits You Pay

Most Primary Care Visits and most Non-Physician Specialist Visits...... $25 per visit

Most Physician Specialist Visits .........ccccooiiiiiiiees $25 per visit

Routine physical maintenance exams, including well-woman exams.... No charge

Well-child preventive exams (through age 23 months) ...........ccccceeeee No charge

Routine eye exams with a Plan Optometrist ..............ccccoiiieii e, No charge

Urgent care consultations, evaluations, and treatment......................... $25 per visit

Most physical, occupational, and speech therapy...........cccccccciiniinnnins $25 per visit

Telehealth Visits You Pay

Primary Care Visits and Non-Physician Specialist Visits by interactive

AV o [=To X o g (=1 1T o] a o] o 1SR No charge

Physician Specialist Visits by interactive video or telephone ................. No charge

Outpatient Services You Pay

Outpatient surgery and certain other outpatient procedures.................. $100 per procedure

Most immunizations (including the vaccing)............ccccccviiiieiiieeeeeciees No charge

Most X-rays and laboratory tests
Preventive X-rays, screenings, and laboratory tests as described in

$10 per encounter

TE EOC ... e e No charge
MRI, most CT, and PET SCaANS.........ccccciuiuiiiiieiieee e $50 per procedure
Hospital Inpatient Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and
drugs

Emergency Services and Care

$500 per admission
You Pay

Emergency department visits

$200 per visit

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share
instead of the emergency department Cost Share (see “Hospital Inpatient Services” for inpatient Cost Share)

Ambulance Services You Pay
AMDbBUIANCE SEIVICES. ... .ooiiiiieii e $100 per trip
Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy
Most generic (Tier 1) refills through our mail-order service
Most brand-name items (Tier 2) at a Plan Pharmacy
Most brand-name (Tier 2) refills through our mail-order service
Most specialty items (Tier 4) at a Plan Pharmacy

$15 for up to a 30-day supply

$30 for up to a 100-day supply

$35 for up to a 30-day supply

$70 for up to a 100-day supply

30% Coinsurance (not to exceed $250) for up to a
30-day supply

Durable Medical Equipment (DME) You Pay
DME items as described inthe EOC..........c.cooveieiiiiiiiiieeeeeeeee e, 20% Coinsurance
Mental Health Services You Pay

Inpatient psychiatric hospitalization

$500 per admission

(continues)
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Disclosure Form Part One (continued)
Mental Health Services You Pay

Individual outpatient mental health evaluation and treatment................ $25 per visit

Group outpatient mental health treatment.................cccces $12 per visit
Substance Use Disorder Treatment You Pay

Inpatient detoxification...............cooociiiiiiiii e $500 per admission
Individual outpatient substance use disorder evaluation and treatment $25 per visit

Group outpatient substance use disorder treatment.............c....cccoens $5 per visit

Home Health Services You Pay

Home health care (up to 100 visits per Accumulation Period) ............... No charge

Other You Pay

Skilled nursing facility care (up to 100 days per benefit period)............. No charge
Prosthetic and orthotic devices as described in the EOC ...................... No charge

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, please refer to the EOC.

Disclosure Form Part Two
|

The Disclosure Form Part Two provides an overview of important features of your Health Plan membership, including how
to obtain Services, principal exclusions, and important notices. To view or download a copy, go to kp.org/choosekp or
call Member Services at 1-800-464-4000 (TTY users call 711).

30110.72.1.S000786098
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Kaiser Foundation Health Plan, Inc.
Northern California

2026 Disclosure Form Amendment for Chiropractic Services

This document amends your Kaiser Foundation Health Plan, Inc. Disclosure Form to add coverage for Chiropractic Services.

August 27, 2025
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Your Kaiser Permanente Chiropractic Benefit

Benefit Highlights

Professional Services (ASH Participating Provider office visits) You Pay

Chiropractic office visits (up to a total of 30 visits per 12-month period) .. $10 per visit

Other You Pay
X-rays and laboratory tests that are covered Chiropractic Services............ No charge
Chiropractic supports and appliances ...........cceeeeeverierereereseiereeieseeneeneens Amounts in excess of the $50 Allowance

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, refer to the Chiropractic Services amendment to your Health Plan EOC.

Introduction

Kaiser Foundation Health Plan, Inc. contracts with American Specialty Health Plans of California, Inc. (“ASH Plans”) to
make the network of ASH Participating Providers available to you. When you need chiropractic care, you have direct
access to more than 3,000 licensed chiropractors in California.

In addition to the terms defined in the “Definitions” section of your Disclosure Form, some capitalized terms have special
meaning in this document, as described in the "Definitions" section at the end of this document.

This amendment is only a summary of your chiropractic coverage. The Chiropractic Services Amendment to your EOC
provides details about the terms and conditions of your chiropractic coverage, including exclusions and limitations.

To obtain the amendment to your EOC please contact your group.

ASH Participating Providers

The list of ASH Participating Providers is available on the ASH Plans Website at ashlink.com/ash/kp or from the ASH
Plans Customer Service Department at 1-800-678-9133 (TTY users call 711) weekdays, hours may vary. The list of ASH
Participating Providers is subject to change at any time without notice.

How to Obtain Services

You can obtain services from any ASH Participating Providers without a referral from a Plan Physician.

To obtain services, call an ASH Participating Provider to schedule an initial examination. If additional Services are required
after the initial examination, verification that the Services are Medically Necessary may be required. Your ASH
Participating Provider will request any required medical necessity determinations. An ASH Plans' clinician in the same or
similar specialty as the provider of Services under review will determine whether the Services are or were Medically
Necessary Services. For more information about how to obtain covered Services, refer to the Chiropractic Services
amendment to your Health Plan EOC.

Disclosure Form Amendment for Chiropractic Services
Issue Date: August 27, 2025 Page 1
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Second Opinions

You may request a second opinion in regard to covered Service by contacting another ASH Participating Provider. Your
visit to another ASH Participating Provider for a second opinion generally will count toward any visit limit, if applicable.
An ASH Participating Provider may also request a second opinion in regard to covered Services by referring you to another
ASH Participating Provider in the same or similar specialty. If you are referred by an ASH Participating Provider to another
ASH Participating Provider, or see an ASH Participating Provider for lab work or an X-ray, your visit to the other ASH
Participating Provider will not count toward any visit limit. An authorization or denial of your request for a second opinion
will be provided in an expeditious manner, as appropriate for your condition. If your request for a second opinion is denied,
you will be notified in writing of the reasons for the denial, and of your right to file a grievance as described in your Health
Plan EOC.

Your Costs

When you receive covered Services, you must pay the Cost Share as described in the Chiropractic Services amendment to
your Health Plan EOC. The Cost Share does not apply toward the Plan Deductible or Plan Out-of-Pocket Maximum
described in the Health Plan EOC.

ASH Plans Customer Service

If you have question about the Services you can get from an ASH Participating Provider, you may call the ASH Plans
Customer Service Department toll free at 1-800-678-9133 (TTY users call 711) weekdays, hours may vary.

Exclusions

The items and services listed in this "Exclusions" section are excluded from coverage under the Chiropractic Services
amendment. (Note: Some items and services listed in this “Exclusions” section may be covered Services under your Health
Plan EOC. Please refer to your Health Plan EOC for details.) These exclusions apply to all Services that would otherwise
be covered under the Chiropractic Services amendment regardless of whether the services are within the scope of a
provider's license or certificate:

e Services provided by a chiropractor that are not within the scope of licensure for a chiropractor licensed in California
e Adjunctive therapy not associated with spinal, muscle, or joint manipulations

e Air conditioners, air purifiers, therapeutic mattresses, chiropractic appliances, durable medical equipment, supplies,
devices, appliances, and any other item except those listed as covered under “Chiropractic Supports and Appliances” in
the “Covered Services” section of this Amendment

e Services for asthma or addiction, such as nicotine addiction
e Hypnotherapy, behavior training, sleep therapy, and weight programs
e Thermography

e Experimental or investigational Services. If coverage for a Service is denied because it is experimental or investigational
and you want to appeal the denial, refer to your Health Plan £OC for information about the appeal process

e CT scans, MRIs, PET scans, bone scans, nuclear medicine, and any other type of diagnostic imaging or radiology other
than X-rays covered under the “Covered Services” section of this Amendment

e Ambulance and other transportation

e Education programs, non-medical self-care or self-help, any self-help physical exercise training, and any related
diagnostic testing

e Services for pre-employment physicals or vocational rehabilitation

Disclosure Form Amendment for Chiropractic Services
Issue Date: August 27, 2025 Page 2
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e Drugs and medicines, including non-legend or proprietary drugs and medicines

e Services you receive outside the state of California, except for Services covered under “Emergency and Urgent Services
Covered Under this Amendment” in the “Covered Services” section

e Hospital services, anesthesia, manipulation under anesthesia, and related services

¢ Dictary and nutritional supplements, such as vitamins, minerals, herbs, herbal products, injectable supplements, and
similar products

e Massage therapy

e Maintenance care (services provided to Members whose treatment records indicate that they have reached maximum
therapeutic benefit)

Definitions

ASH Participating Provider: A chiropractor who is licensed to provide chiropractic services in California and who has a
contract with ASH Plans to provide Medically Necessary Chiropractic Services to you. A list of ASH Participating
Providers is available on the ASH Plans website at ashlink.com/ash/kaisercamedicare for Kaiser Permanente Senior
Advantage Members, or ashlink.com/ash/kp for all other Members, or from the ASH Plans Customer Service Department
toll free at 1-800-678-9133 (TTY users call 711). The list of ASH Participating Providers is subject to change at any time,
without notice. If you have questions, please call the ASH Plans Customer Service Department.

ASH Plans: American Specialty Health Plans of California, Inc., a California corporation.

Chiropractic Services: Chiropractic services include spinal and extremity manipulation and adjunctive therapies such as
ultrasound, therapeutic exercise, or electrical muscle stimulation, when provided during the same course of treatment and in
conjunction with chiropractic manipulative services, and other services provided or prescribed by a chiropractor (including
laboratory tests, X-rays, and chiropractic supports and appliances) for the treatment of your Musculoskeletal and Related
Disorder.

Musculoskeletal and Related Disorders: Conditions with signs and symptoms related to the nervous, muscular, and/or
skeletal systems. Musculoskeletal and Related Disorders are conditions typically categorized as structural, degenerative, or
inflammatory disorders; or biomechanical dysfunction of the joints of the body and/or related components of the muscle or
skeletal systems (muscles, tendons, fascia, nerves, ligaments/capsules, discs and synovial structures) and related
manifestations or conditions.

Treatment Plan: The course of treatment for your Musculoskeletal and Related Disorder, which may include laboratory
tests, X-rays, chiropractic supports and appliances, and a specific number of visits for chiropractic manipulations
(adjustments) and adjunctive therapies that are Medically Necessary Chiropractic Services for you.

Disclosure Form Amendment for Chiropractic Services
Issue Date: August 27, 2025 Page 3



