Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 12/01/2023-11/30/2024

&% KAISER PERMAMETEinn Wilsonville School District - - Classified/Licensed Traditional Plan Coverage for: Individual / Family | Plan Type: EPO
All plans offered and underwritten by Kaiser Foundation Health Plan of the Northwest

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
4 B 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 www.kp.org/plandocuments or call
1-800-813-2000 (TTY: 711). For 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 http://www.healthcare.gov/sbc-glossary or call 1-800-813-2000 (TTY: 711) to request a copy.

Important Questions Answers Why This Matters:

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

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
Not applicable. 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 services covered before
you meet your deductible?

Are there other

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you
$600 Individual / $1,200 Family 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 the out-of-pocket limit for
this plan?

Premiums, health care this plan
doesn’t cover, and services indicated | Even though you pay these expenses, they don’t count toward the out-of—pocket limit.
in chart starting on page 2.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing).Be aware your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Yes. See www.kp.org or call 1-800-
813-2000 (TTY: 711) for a list of

participating providers.

Will you pay less if you use a
network provider?
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Do you need a referral to see a

specialist?

specialists.

Yes, but you may self-refer to certain

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.

4% Allcopayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

Participating Provider
(You will pay the least)

Non-Participating Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

angry CIDUENOEE $10/ visit Not covered None
an injury or illness
If you visit a health | Specialist visit $10/ visit Not covered None
c:fre provider’s You may have to pay for services that aren’t
office or clinic i ' i ider i i
Ereventlvg care/screening/ No charge Not covered preventive. Ask your provider if the services
immunization needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, X-ray: Nq charge Not covered None
blood work) Lab tests: No charge
If you have a test ) , .
Imaging (CT/PET scans, Some services may require prior
No charge Not covered o
MRlIs) authorization.
~ , Up to a 30-day supply (retail); up to a 90-day
Generic drugs $:£sf:rr(iat?i|<|))r’1 $20 (mail order) / Not covered supply (mail order). Subject to formulary
If you need drugs i i quidefines.
. . , Up to a 30-day supply (retail); up to a 90-day
oL your Ui Preferred brand drugs $10 (rgtqﬂ), $20 (mail order) Not covered supply (mail order). Subject to formulary
or condition prescription uidelines
LB ?J toa 30l-da supply (retail); up to a 90-da
about prescription Applicable Generic or Preferred sup ly (mail o)rlderg)psyub'ect tc’) fc?rmular !
drug coverage is Non-preferred brand drugs bpp dd Not covered PPly - O] FOTLA
available at rand drug cost shares apply. gwdell[pes, when approved through
www.kp.org/formulary EXCEpTion Process. . .
Applicable Generic or Preferred DD &l el U RE), U
Specialty drugs brand drug cost shares appl Not covered formulary guidelines, when approved
9 pply. through exception process.
If you have Facility fee (e.g., ambulatory . , . :
outpatient surgery | surgery center) $10/ visit Not covered Prior authorization required.
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Common
Medical Event

Services You May Need

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

Physician/surgeon fees are included in the

Physician/surgeon fees No charge Not covered o
Facility fee.
. . Copayment waived if admitted directly to the
Emergency room care $25 / visit $25 / visit hospital as an inpatient,
If you need Emergency medical , .
immediate medical | transportation $50//tip $50//tip MEITE
attention Non-Participating Providers covered when
Urgent care $10/ visit Not covered temporarily outside the service area: $10 /
visit
Facility fee (e.g., hospital No charge Not covered Prior authorization required.
If you have a room)
A B Physician/surgeon fees No charge Not covered Prior authorization required.
If you need mental . . .
health, behavioral Outpatient services $10/ visit Not covered None
LI O Su SR Inpatient services No charge Not covered Prior authorization required.
abuse services
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
If you are pregnant (i.e., ultrasound).
Childbirth/delivery Professional services are included in the
, ! No charge Not covered "
professional services facility fee.
Ch||db|r1h/de||very facility $10Q / Qay up to $500 / Not covered None
services admission
Home health care No charge Not covered 130 YISI’[ limit / year. Prior authorization
If you need help required.
recovering or have L . Outpatient: 20 visit limit / therapy / year.
other special needs | Rehabilitation services Outpatient: $10/ visit Not covered Prior authorization required.
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Inpatient: No charge

Inpatient: Prior authorization required.
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Common Limitations, Exceptions, & Other

Services You May Need Participating Provider Non-Participating Provider

Medical Event (You will pay the least) (You will pay the most)

Important Information

20 visit limit / therapy / year. Prior

Habilitation services $10/ visit Not covered N :
authorization required.

Skilled nursing care No charge Not covered :gc?u?r?é Tty 7 ey ez ton
Durgble medical 20% coinsurance Not covered Subjeqt tolformulalry guidelines. Prior
equipment - authorization required.
Hospice services No charge Not covered Prior authorization required.
Children’s eye exam No charge for refractive exam Not covered None

If your child needs , , Limited to one pair of select frames and
Children’s glasses No charge Not covered

dental or eye care lenses or contact lenses / 12 months.
Children’s dental checkups | 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 Cosmetic surgery e Non-emergency care when traveling outside Routine foot care
o Dental care (Adult and Child) the U.S e Weiaht loss proarams
e Long-term care e Private-duty nursing g prog

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

e Chiropractic care (20 visit limit / year)
e Hearing aids (dependents under age 26: 1 aid
| ear, every 36 months)

e Acupuncture (12 visit limit / year)
o Bariatric surgery

Infertility treatment
¢ Routine eye care (Adult)
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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.

Kaiser Permanente Member Services 1-800-813-2000 (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

Oregon Division of Financial Regulation 1-888-877-4894 or www.dfr.oregon.gov

Washington Department of Insurance 1-800- 562- 6900 or www.insurance.wa.gov

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

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

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-813-2000 (TTY: 711).

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-813-2000 (TTY: 711).
[Chinese (H 32): an SR SCROFEE B, 1B ITX 1518 1-800-813-2000 (TTY: 711).

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-813-2000 (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

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)

M The plan’s overall deductible $0
M Specialist copayment $10
M Hospital (facility) copayment $0
M Other (blood work) copayment $0

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

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

Deductibles $0

Copayments $100

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $160

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

controlled condition)

M The plan’s overall deductible $0
M Specialist copayment $10
M Hospital (facility) copayment $0
M Other (blood work) copayment $0

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles $0

Copayments $500

Coinsurance $10

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $510

up care)
M The plan’s overall deductible $0
M Specialist copayment $10
M Hospital (facility) copayment $0
M Other (x-ray) copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800

In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $50
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $250
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MNondiscrimination Motice

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and state civil rights
lavws and does not discriminate on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual
orientation. Kaiser Health Plan does not exclude people or treat them differently because of race, color, national origin,
age, disabiity, sex, gender identity, or sexual ornentation. We also:

* Provide no cOst alds and senvices 1o people with disabllities 1o communicate emectivery with us, such as:

« Qualified sign language interpreters

« WWritten information in other formats, such as large print, audio, and accessible electronic formats
= Provide no cost language services to people whose primary language is not English, such as:

« Qualified interpreters

« [nformation written in other languages

If you need these services, call Member Services at 1-800-812-2000 (TTY: 711)

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with
our Civil Rights Coordinator, by mail, phone, or fax. If you need help filing a grievance, our Civil Rights Coordinator

is available to help you. You may contact our Civil Rights Coordinator at: Member Relations Department, Attention:
Kaiser Civil Rights Coordinator, 500 NE Multnomah 3t. Ste 100, Portland, OR 97232-20939, Phone: 1-800-813-2000
(TTY.T11), Fax 1-855-347-7239

You can also file a civil ights complaint with the U_S. Department of Health and Human Services, Office for Civil Rights,

electronically through the Office for Civil Rights Compiaint portal, available at https /ocrportal hhs. gov/ocr/portal/lobby st
or by mail or phone at. U .S, Department of Health and Human Services, 200 Independence Avenue SW, Room 5089F,

HHH Building. Washington, DC 2020, Phone: 1-800-368-1015, TDD: 1-800-5237-7697. Compiaint forms are available at
www _hhis_gov/ocr/office/file/index_htmil.

For Washington Members

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically through

the Office of the Insurance Commissioner Complaint portal, available at hitps //www.insurance . wa. gov/file-complaint-or-
check-your-complaint-status, or by phona at 1-200-562-6900, or 360-586-0241 (TDD). Complaint forms are available at

hitps Affortress. wa. gov/oic/onlinesernvices!/ co/pub/complaintinformation.aspx.




HELF IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance
services, free of charge, are available to you.
Call 1-800-813-2000 (TTY: 711).

h*c (Amharic) "0 72574 £ AOICT WPy #4RCH ACAL
BCEAFT 1% LPTHPT HHIETFA: O FLhtA@ &TC ELD
1-500-613-2000 (TTY. 711).

dsgalll samluall (lass 18 ol gl ctirms o 1) A0 gala l‘.ﬂfﬂhl'ﬂ} s !
A TI'Y} 1-800-813-20000 s Joamt) laally Sl 8 oo

i3 (Chinese) FERL @ 205 E(EREREH I, EFLIGEREIS
SESERIRTE. SHEE 1-800.813.2000 (TTY : 711) .

i ppear byt oot e SR ugls Ly a S vAa g (Farsi) e s
ko ks (T11 TTY) 1-300-813-2000 230 s pi# Las gl 501

Frangais (French) ATTENTION: 5i vous parlez francais, des

semvices d'aide linguistique vous sont proposes gratuitement.
Appelez le 1-800-813-2000 (TTY: 711).

Deutech (German) ACHTUNG: Wenn Sie Deutsch sprechen,

stehen Ihnen kostenlos sprachliche Hilfsdienstizisfungen zur
Verfigung. Rufnummer: 1-800-813-2000 (TTY: 711).

HAES (Japanese) HEBEIE : BEERESE SN DIBE. BiO
SR IEE TR AW IErE Y. 1-800-813-2000
(TTY: 7 T o, BEEEICTT@EE 3w,

21 (Khmer) {5t g iSaS g S #an iz NS
‘Eﬁ?"ﬁf‘ﬁﬁj‘t EA‘UJHEHHFILFU F"IE—I"‘ET:‘I"IE ﬁ.TI"‘IUUI:JHﬁq '.'EI'

"-‘EH“} 1-800-813-2000 {TT"l" 711

$120] (Korean) 39k 13018 8 eA:
ol A9 HE|AS 222 ol Bad & o
1-800-813-2000 TT"I'“ M) HeE {2 £ Al

295 [LH-DtIElrI]_IUEEﬂu. 009 N9UCH9LINSS D90, NN

] 2 il

UANIVS0LCESOTLWIST, I0ales]E, cundwanimnaw.
{ins 1-800-813-2000 (TTY: 7T11).

A
=
L
_.S

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbatiu
Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-800-813-2000 [TT“‘E’ 711).

Y=t (Punjabi) s 126 3 AT J9= 58¢ 4,
I I o0 AdES Y SO BEl HES SusEd o
1-800-813-2000 (TTY.T11) S 5= EET

Romana (Romanian) ATENTIE: Daca vorbiti limba roméana.
va stau la dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-800-813-2000 (TTY: 711).

Pycckun (Russian) BHUMAHMWE: ecnu sul roeopute Ha
PYCCKOM R3LIEe, To BAM A0CTYNHE BecnnaTtHeie yonyrm

nepesoaa. 3soduTte 1-800-813-2000 (TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espancl, tiene
a su disposicion servicios gratuitos de asistencia linghistica.
Liame al 1- 8008132000 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka
ng Tagalog, maaarl kang gumamit ng maga serbisyo
ng tulong sa wika nang walang bayad.

Tumawag sa 1-300-813-2000 (TTY: 711).

Twa (Thai) Gau: aaawans v anansaltusnig
Wsnaan a1 IEWE s 1-800-813-2000 (TTY: 711).

Yepaiuckra (Ukrainian) VBATA! Hewpo en pozmornaete

VEDaTHCEEOKD MOBOIO. BM MOXETE 2BeDHYTUCA 40 De3kowTosHoI
cry#bwr MoeHo! nigrpimen. TenedoHydTe 2a HOMEepOM
1-800-813-2000 - T11).

Tiéng Viét (Vietnamese) CHU Y: Néu ban ndi Tiéng Viét, cé
cac dich vu hd trr ngon nogif mién phi danh cho ban. L""m =11

1-800-813-2000 (TTY- 711}




