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

&% KAISER PERMANENTE. : KAI-HMO-HDHP 2000-3300-North-CA

Coverage Period: 06/01/2025 - 05/31/2026
Coverage for: Individual / Family | Plan Type: HDHP

. 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 www.kp.org/plandocuments
or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider,
or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.

What is the overall
deductible?

$2,000 Self only enroliment; $3,300 for any one
member within a Family enroliment; $4,000 for an
entire Family

Important Questions _ 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

Yes. Preventive care and services indicated in

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 certain preventive services without cost-sharing and before you

for specific services?

your deductible? SENSEIEC Y meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles No. You don’t have to meet deductibles for specific services.

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

$3,300 Self only enroliment; $3,300 for any one
member within a Family enroliment; $6,600 for an
entire 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 Plan 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.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical

Services You May Need

What You Will Pay

Plan Provider

Non-Plan Provider

Limitations, Exceptions, & Other

Event i ; Important Information
(You will pay the least) (You will pay the most)
angry care il $30/ visit Not covered None
an injury or illness
If you visit a health | Specialist visit $30/ visit Not covered None
care provider's You may have to pay for services that aren’t
office or clinic Preventive care/screening/ | No charge, deductible does not preventive. Ask your provider if the services
: . Not covered :
immunization apply. needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, X-ray: $10 / encounter Not covered None
blood work) Lab tests: $10 / encounter
If you have a test maging (CTIPET
maging ( scans, $50 / procedure Not covered None
MRIs)
Up to a 30-day supply (retail); up to a 100-
Generic drugs (Tier 1) $10 (rgtqll); $20 (mail order) / Not covered day supply (mail order). No charge, .
prescription deductible does not apply for contraceptives.
If you need drugs to Subject to formulary guidelines.
treat your illness or i~ . Up to a 30-day supply (retail); up to a 100-
condition Prg ISRy $30 (rgtqll), $60(mail order) / Not covered day supply (mail order). Subject to formulary
_ , (Tier 2) prescription J
More information guidelines.
about prescription Up to a 30-day supply (retail); up to a 100-
drug coverage is Non-preferred brand drugs | $30 (retail); $60 (mail order) / Not covered day supply (mail order). Subject to formulary
available at (Tier 3) prescription guidelines, when approved through the
www.kp.org/formulary exception process.
Up to a 30-day supply (retail). Subject to
Specialty drugs (Tier 4) $30 (retail) / prescription Not covered formulary guidelines, when approved
through the exception process.
Facilty fee (e.g., $150 / procedure Not covered None
If you have ambulatory surgery center)
outpatient surge ici i i
P gery Physician/surgeon fees No charge Not covered Phy.s.|0|an/ surgeon fees are included in the
Facility fee.
If you need Emergency room care $100 / visit $100 / visit Copayment waived if admitted directly to the

immediate medical

hospital as an inpatient.
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Common Medical

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other

Event PI?n Provider Non-'PIan Provider Important Information
(You will pay the least) (You will pay the most)
attention Emerqency medical $100 / trip $100  trip None
transportation
Non-Plan Providers covered when
Urgent care $30/ visit Not covered temporarily outside the service area: $30 /
visit.
FRElliizs (50, ospltal $250 / admission Not covered None
If you have a room)
hospital sta ici ' i
> ! Physician/surgeon fees No charge Not covered Phy.s.|C|an/ surgeon fees are included in the
Facility fee.
Mental / Behavioral health: $30 /
individual visit. No charge for
If you need mental . . other outpatient services. Mental / Behavioral health: $15 / group visit.
health, behavioral Outpatient services Substance abuse: $30 / individual Not covered Substance abuse: $5 / group visit.
health, or substance visit. $5/ day for other outpatient
abuse services Services.
Inpatient services $250 / admission Not covered None
Depending on the type of services, a
. copayment, coinsurance, or deductible may
Office visits ’:0 clzharge, HRlETE ClEEs e Not covered apply. Maternity care may include tests and
pply. 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 services.
Ch|IQb|nh/deI|very 22 $250 / admission Not covered None
services
Home health care No charge Not covered |2h?;1r limit / visit, 3 visit limit / day, 100 visit
If you need help s ————T Imit 7 year.
recovering or have TRy . utpatient: visit
i el Rehabilitation services Inpatient: $2501/.admission Not covered None
needs Habilitation services $30/ visit Not covered None
Skilled nursing care $250 / admission Not covered 100-day limit / benefit period.
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What You Will Pay

Common Medical . : : Limitations, Exceptions, & Other
Event Services You May Need PI?n Provider Non--PIan Provider Important Information
(You will pay the least) (You will pay the most)

Durable medical equipment | 20% coinsurance 'Not covered Prior authorization required.
Hospice services No charge Not covered None
Children’s eye exam $30/ V?Sit for refractive exam, Not covered None
|f your child needs deduct|b|e doeS not apply
dental or eye care | Children’s glasses Not covered 'Not covered None
Children’s dental check-up | 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.)

o Children’s glasses o Infertility treatment o Private-duty nursing
o Cosmetic surgery o Long-term care ¢ Routine foot care
o Dental care (Adult and child) ¢ Non-emergency care when traveling outside the U.S. e Weight loss programs

e Hearing aids

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

¢ Acupuncture (plan provider referred) o Chiropractic care (30 visit limit / year) ¢ Routine eye care (Adult)
o Bariatric surgery
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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.

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

Traditional Chinese (' X): 3N R FZ P XHITE B, F5IBITE 5% 1-800-757-7585 (TTY: 711).

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

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 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, &'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.

100720241853NA_48365 Page 5 of 6


https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
http://www.kp.org/memberservices
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers
http://www.cciio.cms.gov/
http://www.insurance.ca.gov/
http://www.healthhelp.ca.gov/
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

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)

B The plan’s overall deductible $3,300
M Specialist copayment $30
B Hospital (facility) copayment $250
B 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 $2,000
M Specialist copayment $30
B Hospital (facility) copayment $250
B 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 $2,000
M Specialist copayment $30
B Hospital (facility) copayment $250
B 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 $3,300 Deductibles $2,000 Deductibles $2,000
Copayments $0 Copayments $500 Copayments $200
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 $3,350 The total Joe would pay is $2,600 The total Mia would pay is $2,200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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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:
e 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)
e 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:
e By phone: Call Member Services at 1 800-464-4000 (TTY 711) 24 hours a day, 7 days a week (except closed holidays)
e By mail: Call us at 1 800-464-4000 (TTY 711) and ask to have a form sent to you

e 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)

e 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:
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:

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.aspXx

e 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:

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

Complaint forms are available at:
http:www.hhs.gov/ocr/office/file/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 0 mental, condicion médica, fuente de pago, informacion genética, ciudadania, lengua materna o estado
migratorio.

Kaiser Permanente ofrece los siguientes servicios:
e Ayuday servicios sin costo a personas con discapacidades para que puedan comunicarse mejor con nosotros, como lo siguiente:
¢ intérpretes calificados de lenguaje de sefias,
¢ informacion escrita en otros formatos (braille, impresion en letra grande, audio, formatos electronicos accesibles y otros formatos).
e 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, Ilame al 711.

Este documento estara disponible en braille, letra grande, casete de audio o en formato electronico a solicitud. Para obtener una copia en uno de
estos formatos alternativos o en otro formato, Ilame a nuestra Central de Llamadas de Servicio a los Miembros y solicite el formato que necesita.

Como 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:

e 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).

e Por correo postal: lldmenos 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 espafiol] para obtener las direcciones).

e En linea: utilice el formulario en linea en nuestro sitio web en 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

Cdmo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Servicios de Atencion 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 electrénico:

e Por teléfono: Ilame a la Oficina de Derechos Civiles del Departamento de Servicios de Atencién Médica (Department of Health Care Services,
DHCS) al 916-440-7370 (TTY 711).

e 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).
e En linea: envie un correo electrénico a CivilRights@dhcs.ca.gov.
Como 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:

e Por teléfono: llame al 1-800-368-1019 (TTY 711 o al 1-800-537-7697).
e 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://lwww.hhs.gov/ocr/office/file/index.html (en inglés).

e En linea: visite el Portal de quejas de la Oficina de Derechos Civiles en:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés).
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Théng Bao Khéng Phan Biét Béi X
Phan biét dbi xir Ia trai voi phap luat. Kaiser Permanente tuan tha cac luat dan quyén ciia Tiéu Bang va Lién Bang.

Kaiser Permanente khong phan biét 601 XU trai phap luat, loai trir hay d6i xir khac biét voi ngudi nao do6 vi 1y do tudi tac, chung toc, nhan dang nhom
sdc toc, mau da, ngudn gdc qudc gia, nén tang van hoa, t6 tién, ton gido, gioi tinh, nhén dang gidi tinh, cach thé hién gio1 tinh, khuynh hudng gioi
tinh, tinh trang hon nhan, tinh trang khuyét tat vé thé chat hodc tinh than, bénh trang, ngudn thanh toan, thong tin di truyén, quyén cong dan, ngén
nglr me¢ d¢ hodc tinh trang nhap cu.

Kaiser Permanente cung cip cac dich vu sau:
e Phuong tién hd tro va dich vu mién phi cho ngudi khuyét tat dé giup ho giao tiép hiéu qua hon véi chung t6i, chang han nhur:
¢ Thong dich vién ngdn ngit ky hiéu du trinh do

¢ Thong tin bang vin ban theo cac dinh dang khac (chit ndi braille, ban in khé chit 10n, 4m thanh, dinh dang dién tir dé truy cap va cac dinh
dang khac)

e Dich vy ngon ngit mién phi cho nhiing ngudi c6 ngdn ngit chinh khong phai 1a tiéng Anh, chang han nhu:
¢ Thong dich vién du trinh do
¢ Thong tin dugc trinh bay bang cac ngdn ngit khac

Néu quy vi can nhitng dich vu nay, xin goi dén Trung Tam Lién Lac ban Dich Vu Hoi Vién cta ching t6i theo s 1-800-464-4000 (TTY 711),
24 gid trong ngay, 7 ngdy trong tuan (dong cira ngay 18). Néu quy vi khong thé néi hay nghe rd, vui 10ng goi 711 .

Theo yéu cau, tai liéu nay cé thé dugc cung cép cho quy vi dudi dang chit ndi braille, ban in kho chit 10n, bang thu 4m hay dang dién tir. Dé 1dy mot
ban sao theo mot trong nhimng dinh dang thay thé nay hay dinh dang khéc, xin goi dén Trung Tam Lién Lac ban Dich Vu Héi Vién ctia chung toi va
yéu cau dinh dang ma quy vi can.

Cach dé trinh phan nan véi Kaiser Permanente

Quy vi c6 thé dé trinh phan nan vé phén biét dbi xtr v6i Kaiser Permanente néu quy vi tin ring ching toi da khong cung cap nhiing dich vu nay hay
phan biét d6i xtr trai phap luat theo cach khac. Vui long tham khao Chitng Tur Bao Hiém (Evidence of Coverage) hay Chitng Nhan Bao Hiém
(Certificate of Insurance) cua quy vi dé biét thém chi tiét. Quy vi cling c6 thé noi chuyén v6i nhan vién ban Dich Vu Hoi Vién vé nhitng lya chon ap
dung cho quy vi. Vui 10ng goi dén ban Dich Vu Hoi Vién néu quy vi can duoc tro giup dé dé trinh phan nan.

Quy Vi c6 thé dé trinh phan nan vé phan biét dbi xir bang cac cach sau day:
e Qua dién thoai: Goi dén ban Dich Vy Hoi Vién theo sé 1-800-464-4000 (TTY 711) 24 gio trong ngay, 7 ngay trong tun (dong cira ngay 18)
e Qua thw tin: Goi chiing tdi theo s6 1-800-464-4000 (TTY 711) va yéu cau giri mau don cho quy vi

e Truec tiép: Hoan tit mau don Than Phién hay Yéu Cau Thanh Toan/Yéu Cau Ql{yén’LQi tai van phong dich vu héi vién 6 mot Co S¢ Thudc
Chuong Trinh (truy cap danh muc nha cung cap cua quy vi tai kp.org/facilities dé biét dia chi)

e Truec tuyén: Sir dung miu don tryc tuyén trén trang mang cua chiing toi tai kp.org



Quy vi ciing c6 thé lién hé tryc tiép voi Piéu Phdi Vién Dan Quyén cua Kaiser Permanente theo dia chi duéi 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 Vin Phong Dan Quyén Ban Dich Vu Y Té California (Danh Riéng Cho Ngwoi Thy Hudng Medi-Cal)
Quy vi ciing c6 thé dé trinh than phién vé dan quyén véi Van Phong Dan Quyén Ban Dich Vu Y Té California bang vin ban, qua dién thoai hay qua
email:

e Qua dién thoai: Goi dén Vin Phong Dan Quyén Ban Dich Vu Y Té (Department of Health Care Services, DHCS) theo s6 916-440-7370
(TTY 711)

e Qua thwr tin: Dién mau don than phién va hay gt 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 c6 tai: http://www.dhcs.ca.gov/Pages/Language_Access.aspx

e Truc tuyén: Gui email dén CivilRights@dhcs.ca.gov

Céach d¢ trinh phan nan véi Vin Phong Dan Quyén ciia B9 Y Té va Dich Vu Nhan Sinh Hoa K3y.
Quy vi cling co quyép dé trinh than phién vé phan biét d6i xir v6i Van Phong Déan Quyén ctiia B6 Y Té va Dich Vu Nhan Sinh Hoa Ky. Quy vi ¢6 thé
dé trinh than phién bang van ban, qua dién thoai hodc truc tuyén:

e Qua dién thoai: Goi 1-800-368-1019 (TTY 711 hay 1-800-537-7697)

e Qua thu tin: Dién mau don than phién va hay giri 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

e Truec tuyén: Truy cip Céng Thong Tin Than Phién ciia Van Phong Dan Quyén tai:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.



Language Assistance Services

English: Language assistance is available at
no cost to you, 24 hours a day, 7 days a
week. You can request interpreter services,
materials translated into your language, or
in alternative formats. You can also request
auxiliary aids and devices at our facilities.
Just call us at 1-800-464-4000, 24 hours

a day, 7 days a week (closed holidays).
TTY users call 711.
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Hmong: Muaj kec pab txhais lus pub dawb rau koj, 24 teev ib hnub twg, 7 hnub
ib lim tiam twg. Koj thov tau cov kev pab txhais lus, muab cov ntaub ntawv
txhais ua koj hom lus, los yog ua lwm hom. Koj kuj thov tau lwm yam kev pab
thiab khoom siv hauv peb tej tsev hauj lwm. Tsuas hu rau 1-800-464-4000,

24 teev ib hnub twg, 7 hnub ib lim tiam twg (cov hnub caiv kaw). Cov neeg siv
TTY hu 711.
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Laotian: »awgoeciiscmwrzdloiosdcdyacnuio, omeo 24
3009, 7 SVAOIHO. UIMVFIVIOSEIZELOSNIVLIBWITM, TuiccUce
nrFVCiLWIFIZEUIL, B WSLECLLSD. NIVIIVIN2YUENOD)
oSy T HUNBLINY WTTTIVLLSNIV2IWONCSNT W)
el MIWoNCEI 1-800-464-4000, (rzme0 24 F0ln9, 7 Svdeahio
(GodvBNG99). wilgze TTY tu 711.

Mien: Mbenc nzoih liouh wang-henh tengx nzie faan waac bun muangx maiv
zugc cuotv zinh nyaanh meih, yietc hnoi mbenc maaih 24 norm ziangh hoc,
yietc norm liv baaiz mbenc maaih 7 hnoi. Meih se haih tov heuc tengx lorx faan
waac mienh tengx faan waac bun muangx, dorh nyungc horngh jaa-sic mingh
faan benx meih nyei waac, a'fai liouh ginv longc benx haaix hoc sou-guv daan
yaac dugv. 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. Kungx douc waac mingh lorx taux yie mbuo yiem njiec naaiv
1-800-464-4000, yietc hnoi mbenc maaih 24 norm ziangh hoc, yietc norm liv
baaiz mbenc maaih 7 hnoi. (hnoi-gec se guon gorn zangc oc). TTY nyei mienh
nor douc waac lorx 711.

NavajO' Doo bik’é asiniléég()o' saad bee ata’ hane’ bee aiké e’elyeed nich"’
naaltsoos t’4a Diné blzaad bee bik’i’ ashchiigo, éi doodago hane bee
didiits’iitigii yidiikit. Hane’ bee bik’i’ di’diitiitigii d66 bee hane’ didiits’iitigii
bina’iditkidgo yidiikit. Kojj hodiilnih 1-800-464-4000, t’44 4tahjj’, jiigo d66
th’ée’go 4ad6o tsosts’iji ag’at’é. (Dahodilzingéne’ doo nida’anish dago éi
da’deelkaal). TTY chodayoot’inigii kojj dahalne’ 711.

Punjabi: f9&" fart 3913 €, fos © 24 W2, Ie3 B 7 fos, T3HmIr ATt
3I3 B QuBET JI I 6 TIHE T Hee B, AHIESMT § wust 3T
&g vigee Fgege 88, A fan 2 T9ne f9 YUz 996 8¢ 89631 a9
Hee J1 3H A3 Afearet g & Aofea Argst W3 Quads a8 9631
S AT If| =A fAIE G 1-800-464-4000 3, fos € 24 42, ge3 € 7 fes
(Bt 3 fos st Ifder I) 26 31 TTY T QUiidl 59 @3 711 ‘3 26
EE]

Russian: Mei 6ecrinatao obecrieunBaeM Bac ycimyramu nepeBosa 24 yaca B CyTKH,
7 nHeit B Hemeno. BeI MoykeTe BOCIIONB30BaThCs TOMOIIBIO YCTHOTO IIEPEBOAUNKA,
3aIIPOCUTH TIEPEBO]] MATEPUATIOB HA CBOM SI3bIK WJIM 3aIIPOCHUTH UX B OHOM U3
AIbTEPHATHBHBIX (hopMaToOB. MBI Taroke MOXKEM MOMOYb BaM C BCIIOMOTaTEJIbHBIMU
CpeICTBaMH U aJIbTepHATUBHBIMU (hopmaTamu. [IpocTo no3BoHnTe Ham 1o
tenedony 1-800-464-4000, koTopslii ocTyneH 24 yaca B CyTKH, 7 THEH B HEIEIIO
(xpome mpazaHUYHBIX nHei). [Tonb3oBateny auaun T 1Y MOTYT 3BOHUTH 110
HoMmepy 711.

Spanish: Tenemos disponible asistencia en su idioma sin ningln costo para
usted 24 horas al dia, 7 dias a la semana. Puede solicitar los servicios de un
intérprete, que los materiales se traduzcan a su idioma o en formatos
alternativos. También puede solicitar recursos para discapacidades en nuestros
centros de atencidn. Solo llame al 1-800-788-0616, 24 horas al dia, 7 dias a la
semana (excepto los dias festivos). Los usuarios de TTY, deben llamar al 711.

8% KAISER PERMANENTE.


tel:1-800-788-0616

Tagalog: May magagamit na tulong sa wika nang wala kang babayaran,

24 na oras bawat araw, 7 araw bawat linggo. Maaari kang humingi ng mga
serbisyo ng tagasalin sa wika, mga babasahin na isinalin sa iyong wika o sa mga
alternatibong format. Maaari ka ring humiling ng mga karagdagang tulong at
device sa aming mga pasilidad. Tawagan lamang kami sa 1-800-464-4000,

24 na oras bawat araw, 7 araw bawat linggo (sarado sa mga pista opisyal).

Ang mga gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: flusnsthomdashunsninass 24 921ue 7 Tusiodan Asuanunsn
wp [Busmsanu waenasidunuvsins nio lusuuuuduls
AaEnusnvagUnsalianieiosdiothumas lafigudusns fanugnwdovods
TagTnsm 1511 1-800-464-4000 maon 24 alua 7 Susioddenid’
(ariuwiungeswonis) Wig TTY Twlus 711

Ukrainian: [ocayru nepekianaya HaJarThesi OE3KOIITOBHO, 1iN0I000BO,

7 IHIB Ha THOKZICHB. B MOkeTe 3p0OHTH 3aIIMT Ha MOCIYTH YCHOTO TIepeKiaaada,
OTpPHMAaHHS MaTepiajiB y MepeKIIaii MOBOIO, SIKOIO BOJIOIiETe, 00 B
anbTepHATHUBHUX (popMarax. TakoK BH MOXKeTe 3pOOUTH 3aITUT Ha OTPUMAHHSI
JIONOMDKHUX 3aC00iB 1 IPUCTPOIB y 3aKiiaiax Hamoi Mepexi komnadii. [Tpocto
3atenedoHyiite Ham 3a HomepoM 1-800-464-4000. Mu mpairoeMo 11110100080,

7 nHIB Ha THOXKACHB (KpIM CBATKOBHX AHIB). Homep aist kopuctyBadiB

Teneraiina: 711.

Vietnamese: Dich vy thng dich dugc cung cdp mién phi cho quy vi 24 gio mdi
ngay, 7 ngay trong tuan. Quy vi c6 thé yéu cau dich vu thong dich, tai li¢u phién
dich ra ngdn ngit cia quy vi hoac tai liéu bang nhiéu hinh thirc khac. Quy vi ciing
c6 thé yéu ciu cac phuong tién tro gilip va thiét bi bé tro tai cac co s¢ cua chiing
t6i. Quy Vi chi can goi cho ching tdi tai s6 1-800-464-4000, 24 gid mdi ngay,

7 ngay trong tuan (trir cac ngay 18). Ngudi ding TTY xin goi 711.

8% KAISER PERMANENTE.





