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

&% KAISER PERMANENTE. : DEDUCTIBLE PLAN

Coverage Period: 01/01/2025 — 12/31/2025
Coverage for: Individual/Family | Plan Type: DHMO

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?

A STES

$250 Individual / $500 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
total amount of deductible expenses paid by all family members meets the
overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care and services indicated in
chart starting on page 2.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply.

Are there other
deductibles for specific
services?

Yes. $100 Individual for brand and specialty
prescription drugs. There are no other specific
deductibles.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

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

$2,500 Individual / $5,000 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.

Even 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.

For an ARP Chemical Dependency provider, call
t5h6e2/%s237is%tance Recovery Program (ARP) at 1-800-

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 areferral 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.

OPERATING ENGINEERS HEALTH & WELFARE
PID:33 CNTR:1 EU:1 Plan ID:11324 SBC ID:357874
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45 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider
(You will pay the most)

Common
Medical Event

Services You May

Limitations, Exceptions & Other Important
Information

If you visit a health

care provider's
office or clinic

(You will pay the least)

Primary care visit to - ,

treat an injury or ggg&wsn, deductible does not Not Covered None
illness '

Specialist visit $20/ visit, deductible does not Not Covered None

apply.

You may have to pay for services that aren't

Preventive care/ : . oo VL .

== o2 No Charge, deductible does not preventive. Ask your provider if the services

screening/ apply. Not Covered needed are preventive. Then check what your

immunization ,

plan will pay for.

Diagnostic test (x-

ray, blood work) $10/ encounter Not Covered None
Ifyou have a test Imaging (CT/PET 20% coinsurance up to $50 /

i b COINSU u
scans, MRI's) procedure Not Covered None
, . - . Up to a 100-day supply retail and mail order.
1G)ener|c drugs (Tier 32,23/ %ets:npltlon, deductible Not Covered Subject to formulary guidelines. No Charge for
PPly.- Contraceptives, deductible does not apply.

If you need drugs to - Up to a 100-day supply retail and mail order
treat vour illness or | Preferred brand $30/ prescription, after drug : e :
condilt/ion drugs (Tier 2) e Not Covered Subject to formulary guidelines. No Charge for

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

Contraceptives, deductible does not apply.

Non-preferred brand
drugs (Tier 2)

$30/ prescription, after drug
deductible.

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)

20% coinsurance up to $150 /

prescription, after drug
deductible.

Not Covered

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

Event

Services You May

Need

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

What You Will
Pay Non-Plan
Provider (You
will pay the
most)

Limitations, Exceptions & Other Important
Information

Facility fee (e.g., 20% coinsurance Not Covered None
If you have ambulatory surgery
outpatient cente.r).
surgery ]Ic:’hy3|C|an/surgeon 20% coinsurance Not Covered None
ees
Emergency room 20% coinsurance 20% coinsurance None
care
If you need Emergency medical | $150 / trip $150 / trip None
immediate transportation
medical attention o : . . : : .
Urgent care $20/ visit, deductible does not apply. | $20/ visit, deductible does | Non-Plan providers covered when temporarily

outside the service area.

not apply.
Facility fee (e.g., 20% coinsurance Not Covered None
If you have a hospital room)
hospital stay ]I:’hysician/surgeon 20% coinsurance Not Covered None
ee
Kaiser: Mental/Behavioral Health: Kaiser: Mental / Behavioral Health: $10 / group
$20/ visit, deductible does not apply. visit, deductible does not apply; Substance Abuse:
20% coinsurance for other outpatient $5 / group visit, deductible does not apply.
If you need mental services; Substance Abuse: $20/ visit, ARP: These supplemental chemical dependency
health. behavioral _ , deductible does not apply. 20% ) benefits are for the employee and spouse only.
heal i ehavioral | Qutpatient services | coinsurance up to $5/ day for other | Kaiser and ARP: Not
sﬁzstér?;e e outpatient services, deductible does | Covered
G not apply. ARP: No charge, deductible
does not apply
Inpatient services Kaiser: 20% coinsurance Kaiser and ARP: Not Kaiser: None

ARP: No charge, deductible does not
apply.

Covered

ARP: These supplemental chemical dependency
benefits are for the employee and spouse only.
Elective hospitalization at an ARP facility requires
preauthorization to avoid a $300 penalty. For
availability of benefits without prior authorization,
please refer to your benefits available through
Kaiser.
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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 are pregnant

(You will pay the least)

No Charge, deductible does not

(You will pay the most)

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

Office visits 200! Not Covered apply. Maternity care may include tests and
PPYy- services described elsewhere in the SBC (i.e.
ultrasound).
Childbirth/delivery -
orofessional services 20% coinsurance Not Covered None
Childbirth/delivery 20% coinsurance Not Covered None

facility services

If you need help
recovering or have
other special health
needs

Home health care

No Charge, deductible does not
apply.

Not Covered

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

Rehabilitation
services

Inpatient: 20% coinsurance;
Outpatient: $20 / visit

Not Covered

None

Habilitation services

$20 / visit

Not Covered

None

Skilled nursing care

20% coinsurance

Not Covered

100 day limit / benefit period.

Durable medical
equipment

20% coinsurance, deductible
does not apply.

Not Covered

Requires prior authorization.

Hospice service

No Charge, deductible does not
apply.

Not Covered

None

If your child needs
dental or eye care

No Charge for refractive exam,

You may have additional vision benefits through

Children's eye exam | e ctible does not apply. Not Covered a separate vision plan administered by VSP.
Children's glasses | Not Covered Not Covered
Children's dental Not Covered Not Covered You may have additional dental benefits through

check-up

a separate dental plan administered by Delta
Dental
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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 Chemical dependency services at an e Long-term care e Private-duty nursing
ARP provider for dependent children e Non-emergency care when traveling outside e Routine foot care

e Children's glasses (you may have the U.S. e Weight loss programs
additional vision benefits (adult and e Dental Care (Adult & Child) (available only
children) available through a separate through a separate benefit administered by
benefit administered by VSP) Delta Dental up to $3,500/calendar year)

e Cosmetic surgery

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

e Acupuncture (plan provider referred) e Chiropractic care (20 visit limit / year) e Routine eye care (Adult) (you may have
e Bariatric surgery e Infertility treatment additional vision benefits (adult and children)
e Hearing aids ($2,025/ear every 4 years, available through a separate benefit
benefits available through the Fund) administered by VSP)

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.

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.
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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 (" 30): an 52 rh iy i B, 183 FIiX 4513 1-800-757-7585 (TTY: 71)
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:

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

hospital delivery)

The plan's overall deductible $250
M Specialist copayment $20
B Hospital (facility) coinsurance 20%
| 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 $250
B Specialist copayment $20
m Hospital (facility) coinsurance 20%
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 $250
B Specialist copayment $20
m Hospital (facility) coinsurance 20%
W 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* $300 Deductibles $200 Deductibles* $300
Copayments $50 Copayments $800 Copayments $300
Coinsurance $1,700 Coinsurance $100 Coinsurance $200
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 $2,100 The total Joe would pay is $1,100 The total Mia would pay is $800

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.
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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.


https://www.kp.org/facilities
https://www.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).


http://www.hhs.gov/ocr/office/file/index.html
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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.
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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.

(TTY: 711) &0 o Juai¥) (oa o sheall o3 agd d sacluall dalay <X 1) Kaiser Permanente o dege e sl e 485 4l 038 (5 525 :Arabic
Ay it g Ailoa) Claeluey ey 35 Ll Wiy Aans 1) DUl oLl ol e sausd) ol Alk deludl jlae e 558 5ie saelusall 4y sl 522 Lua lh 51-800-464-4000

Armenian: Uw Juplnp wnkntynipmit E «Kaiser Permanente»-hg: Gpt wju mbntinipjniup hwuljubwnt hwdwp 2tq oqunipinit £
hwpluwynp, fuunpnid Eup quuquhwpt) 1-800-464-4000 (TTY 711) hkpwinuwhwdwpny b odwinulnipnit unnwbwg 1kqyh hwpgnud:
Quitiquhwpbp onp 24 dwd, pwpwipn 7 op” puigh winb optiphg: Uktip twl Jupnn Gup oquk) 2Eq odwlinul) ogunipjut b wyjptivnpuipuwjhe
Aliwswthbph hwpgnud:

Chlnese =22 H Kaiser Permanente AYE & - A1 EHEE R BB ARILE N - 55808 1-800-757-7585 (TTY EH#t 711) ZokeE= i) - FAM
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Hindi: g Kaiser Permanente I 3{R & HAgcaqol el g1 I MU 30 AT I TASA & [T Agg i T §, a HuAr
1800-464-4000(TTY711)wqﬂHa#3ﬂTwWa:ﬁqualWiﬁ%ﬁraﬁm ToaE & R, R & 24 w2,
39S ¥ &H T AT 3R dFfeud gredt Y ured e & 87 UL Age W TH T

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 75 B2 B HERH Y iﬁ“o ZDOIEREFIET D IO~V T RN, 1-800-464-4000 (TTY =]
B 7T11) [CEFEL T, S —ERXEZEEL T EEN, 20— R TFEPER (BUEHEZRS) CITRRAWEZET E3, MMbhdE - —
EARBID T =~ MTOWTH THRWZT 7,

Khmer:iS: ﬁmﬂﬁiﬂSﬁjZ}S uil Kalser Permanente"] iUﬁJSHﬁLﬁfmiﬁSUj @.ijUjﬂjuﬁﬂﬁiﬂSiS fJHGIﬁjﬂimiﬂB 1-800-464-4000
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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
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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: foJ Kaiser Permanente @8 wgdl Areard! J1 A 3¢ oA Aeardl § AWSE B8 Hee & 83 J,
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Russian: 3710 BaxHasa nHdopmauus ot Kaiser Permanente. Ecnn Bam Tpebyetca nomoLb, YTOObl 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: flifludiayasdeyann Kaiser Permanente innaasiasnisauaawmdalunisvinanuinladayatl Tuse Tns 1-800-464-4000 (Tvuiua TTY
711) uazzaanuiamdasunim insanlianuthawmdanaan 24 9310 7 Judaddaii anciuiungasanis sdednnsadniadnsaiuas
Jaahavdalusduuuduleadnee

Ukranian: Y LbOMy NOBIiAOMIIEHHI MICTUTBCS BaxknuBa 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.
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