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

#% KAISER PERMANENTE.: Multnomah Bar Association —

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

Important

Questions

Coverage Period: 4/1/2017-3/31/2018
Coverage for: Individual / Family | Plan Type: POS

What is the
overall
Deductible?

Are there
services
covered before
you meet your
Deductible?
Are there other
deductibles for
specific
services?

What is the Out-
of-pocket Limit
for this Plan?

What is not
included in
the Out-of-
pocket Limit?
Will you pay

less if you use
a Network?

Select Provider: $1,000 Individual / $3,000 Family
PPO Provider: $2,000 Individual / $6,000 Family
Non-Participating Provider: $3,000 Individual / $9,000
Family

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

No.

Select Provider: $4,000 Individual / $8,000 Family

PPO Provider: $6,000 Individual / $12,000 Family
Non-Participating Provider: $7,500 Individual / $15,000
Family

Premiums, health care this Plan doesn’t cover, and
services indicated in chart starting on page 2.

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

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 meet your Deductible. See
a list of covered preventive services at https://www.healthcare.gov/coverage/preventive-
care-benefits/.

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
have other family members in this Plan, they have to meet their own Qut-of-pocket Limits
until the overall family Out-of-pocket Limit has been met.

Even though you pay these expenses, they don’t count toward the out—of—pocket limit.

You pay the least if you use a Provider in Select Provider tier. You pay more if you use a
Provider in PPO Provider tier. 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).
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Do you need a
Referral to see a | Yes, but you may self-refer to certain specialists.

Specialist?

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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Common
Medical Event

Services You May Need

Select

All Copayment and Coinsurance costs shown in this chart are after your Deductible has been met, if a Deductible applies.

What You Will Pa

Non-Participating

(You will pay

Limitations, Exceptions, & Other
Important Information

If you visit a health
care Provider office
or clinic

If you have a test

If you need drugs
to treat your illness
or condition

More information

about Prescription
Drug Coverage is

available at Formulary

Primary care visit to treat
an injury or illness

Specialist visit

Preventive

Care/Screening/
immunization

Diagnostic Test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty Drug
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(You will pay the least)

$25 / visit, Deductible
does not apply.

$35 / visit, Deductible
does not apply.

No charge, Deductible

does not apply.

X-ray: $25 / visit,
Deductible does not
apply.

Lab tests: $25 / visit,
Deductible does not

apply.

$100 / visit, Deductible

does not apply.

$15 retail; $30 mail
order / prescription
Deductible does not
apply

$30 retail: $60 mail
order / prescription
Deductible does not
apply

$50 retail; $100 mail
order / prescription
Deductible does not

apply
Refer to generic,

$35 / visit, Deductible
does not apply.

$45 / visit, Deductible
does not apply.

the most)

40% Coinsurance

40% Coinsurance

$35/ visit, Deductible

40% Coinsurance
does not apply. R

X-ray: $35 / visit,

Deductible does not X-ray: 40%
apply. Coinsurance
Lab tests: $35/ visit, | Lab tests: 40%
Deductible does not Coinsurance

apply.

30% Coinsurance 40% Coinsurance

$20 retail & mail order / prescription, Deductible

does not apply.

$40 retail & mail order / prescription, Deductible

does not apply.

$60 retail & mail order / prescription, Deductible

does not apply.

Refer to generi, brand or non-preferred brand

None

None

You may have to pay for services that
aren’t preventive. Ask your Provider if
the services needed are preventive.
Then check what your Plan will pay for.

None

None

KP pharmacies: Up to a 30-day supply
retail or 90-day supply mail order. No
charge for contraceptives, subject to
Formulary guidelines.

Non KP pharmacies: Up to a 30-day
supply. Some medications may require
prior authorization. No charge for
contraceptives, subject to Formulary
guidelines.

Up to a 30-day supply. Some

30f8


https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialty-drug

Common

Medical Event

Services You May Need

Non-Participating

(You will pay

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

preferred brand or
non-preferred drug
cost shares as
appropriate.
Deductible does not

apply

the most)

drug cost share as appropriate.

medications may require prior
authorization. No charge for
contraceptives, subject to Formulary
guidelines.

Facility fee (e.g., ambulatory

immediate medical
attention

Transportation

LT T surgery center) 20% Coinsurance 30% Coinsurance 40% Coinsurance Prior authorization required.
outpatient surgery .

Physician/surgeon fees

Emergency room care $200 / visit, Deductible does not apply. Waived if admitted.
If you need Emergency Medical 20% Coinsurance None

Urgent Care

$45 / visit, Deductible
does not apply.

$55 / visit, Deductible
does not apply.

40% Coinsurance

Non-participating providers covered
when temporarily outside the service
area.

If you have a
hospital stay

Facility fee (e.g., hospital
room)

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

If you are pregnant

20% Coinsurance 30% Coinsurance 40% Coinsurance None
Physician/surgeon fees

Mental / Behavioral Mental / Behavioral

Health: $25 / visit, Health: $35 / visit, Mental / Behavioral

Deductible does not Deductible does not Health: 40%
Outpatient services apply. apply. Coinsurance None

Substance Abuse: $25 | Substance Abuse: $35 | Substance Abuse:

/ visit, Deductible does | / visit, Deductible does | 40% Coinsurance

not apply. not apply.
Inpatient services 20% Coinsurance 30% Coinsurance 40% Coinsurance None

Depending on the type of services, a

Office visits No charge, Deductible | $35 / visit, Deductible 40% Coinsurance Copayment, Coinsurance, or

does not apply.

does not apply.

Deductible may apply. Maternity care
may include tests and services
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Common
Medical Event

Services You May Need

Select

(You will pay the least)

Non-Participating
(You will pay
the most)

Limitations, Exceptions, & Other
Important Information

described elsewhere in the SBC (i.e.
ultrasound.)

Childbirth/delivery
professional services

Childbirth/delivery facility

services

20% Coinsurance

30% Coinsurance

40% Coinsurance

None

If you need help
recovering or have
other special health
needs

Home Health Care

25% Coinsurance

30% Coinsurance

40% Coinsurance

130 day limit / year.

Rehabilitation Services

Outpatient: $35 / visit,
Deductible does not
apply.

Inpatient: 20%
Coinsurance

Outpatient: 30%
Coinsurance
Inpatient: 30%

Coinsurance

Outpatient: 35%
Coinsurance
Inpatient: 40%
Coinsurance

Outpatient: 20 visit limit / therapy / year
Inpatient: None

Habilitation services

Outpatient: $35 / visit,
Deductible does not
apply.

Inpatient: 20%
Coinsurance

Outpatient: 30%

Coinsurance

Inpatient: 30%

Coinsurance

Outpatient: 40%
Coinsurance
Inpatient: 40%
Coinsurance

Outpatient: 20 visit limit / therapy / year
Inpatient: None

Skilled Nursing Care

20% Coinsurance

30% Coinsurance

40% Coinsurance

100 day limit/ year

Durable medical
equipment

20% Coinsurance

30% Coinsurance

40% Coinsurance

Subject to Formulary guidelines.
Subject to Formulary guidelines.

Hospice Services

No charge, Deductible

does not apply.

No charge, Deductible
does not apply.

No charge, Deductible
does not apply.

None

If your child needs
dental or eye care

Children’s eye exam

No charge for
refractive exam,
Deductible does not

apply.

No charge, Deductible
does not apply.

40% Coinsurance

Limited to 1 exam / year. Does not
apply to the Out-of-pocket Limit.

Children’s glasses

No charge, Deductible

does not apply.

No charge, Deductible
does not apply.

50% Coinsurance,
Deductible does not

apply.

Limited to select glasses or contacts
every 24 months. Does not apply to the
Out-of-pocket Limit.

Children’s dental check-up

Not Covered

Not Covered

Not Covered

None
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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 Dental care (Adult & Child) o Non-emergency care when traveling outside the U.S
¢ Routine eye care (age 19 and older) e Private-duty nursing
[
e Infertility treatment ¢ Routine foot care
e Cosmetic surgery e Long-term care o Weight loss programs

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

e Acupunture ($1500 limit / year combined for « Routine eye care (age 19 and older)
all alternative care services) y 9
e Hearing aids (under age 18 - 1 aid / ear, every 48

e Bariatric surgery (Medically Necessary) months)

e Acupunture ($1500 limit / year combined for
all alternative care services)
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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 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 1-800-813-2000 (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.
1-888-877-4894 or www.oregon.gov/DCBS/insurance

Oregon Department of Insurance

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

Does this Plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Does this Plan meet the Minimum Value Standards? Yes
If your Plan doesn’t meet the Minimum Value Standard, you may be eligible for a Premium 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 (H30): AN AR 22 ey #s B, EIRITIX NS5 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:

i '\

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)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

M The Plan overall Deductible $1,000
W Specialist Copayment $35
W Hospital (facility) Coinsurance 20%
m Other (blood work) Copayment $25

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 $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $1,000

Copayments $500

Coinsurance $1,600

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,160

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

M The Plan overall Deductible $1,000
W Specialist Copayment $35
W Hospital (facility) Coinsurance 20%
® Other (blood work) Copayment $25

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 $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $171

Copayments $1,800

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $2,031

M The Plan overall Deductible $1,000
W Specialist Copayment $35
M Hospital (facility) Coinsurance 20%
® Other (x-ray) Copayment $25

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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $700
Coinsurance $700
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,700
8 0of 8
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Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. Kaiser Health Plan does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex. We also:

+* Provide no cost aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Whitten 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
= Information written in other languages

If you need these services, call the number provided below.

Cregon 1-800-813-2000
Washington 1-800-813-2000
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, or sex, you can file a grievance with the Kaiser Civil Rights Coordinator, 500 NE Multnomah 5t_, Ste 100, Portland OR
97232, telephone number: 1-800-813-2000. You can file a grievance by mail or phone. If you need help filing a grievance, the Kaiser Civil Rights
Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at https.#ocrportal.hhs.gov/ocr/portal/lobby. jsf, or by mail or
phone at- U 5. Department of Health and Human Services, 200 Independence Avenue 5W_, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at hitp #www hhs gov/ocriofficefile/index html

60487011



Help in your Language

English: You have the right to get help in your language at no cost. If you have questions
about your application or coverage through Kaiser Permanente, or if this is a notice that
requires you to take action by a specific date, call the number provided for your state or

region to talk to an interpreter.

ATcE (Amharic): £AF™9° hef (0P 3% A P77
ol APt (A TemanFP o9 hh(c Tem Tk
Kaiser Permanente NATLPTF1- fid7 175 @-9° 7P T
NPT @D B TIGOEP 199408 (1HmP +7F 71847
PANP ¥10 ATAA POLE0782P hiFy: Nhmeio- fliah |70
AETP L Ahad® Loam: hAl-HCA™, 2C 84,274

g diahselual e Jaasll s 50l S 2 Arabic) 4w all
Shiylat g il g gl Sl Col€ 13 CallSs i Jasd
Gl ez s Gl 13 i Kaiser Permanente leo il
B DT 2 e o T J3a ol ) s i Cllaly
Fos8 e e M oaill el i ST aesll

Zumtpkh (Armenian): imp miukp 2k Eqym]
min]dupn ogimpmih nrnm bt hpunjmip:

Bk mp hupghp mukp 2Ep nphadnadh Gunl

Kaiser Permanente-h Uhengm] kp swblynyph
Yhpupbppuy, Jund bpl v Smimgnd , npp
upupuiurpm E 2kq, npugkuqh qnpsnumpmiiikp
dbEnmplibp Uphtsh npnowljh wnluwrph], wopm
qubiquhupk p 2bp imhwigh Yund spgmih
hunfop wnpunfummjus hbnwomumhonfomm]*
pungumish hbn oo bunfop:

Kaiser Foundation Health Plan, Inc., in Northern and Southem California and Hawaii = Kaiser Foundation Health Plan of Coloradi = Kaiser Foundation Health Plan of
Georgia, Inc., Nine Piedmont Center, 3495 Piedmont Road NE, Atlanta, GA 30205, 404-384-7000 = Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., in

‘Basa3 Wudu (Bassa): D m2 ni kpé be m ké gbo-
kpa-kpa dyé dé ni mioun niin bidi-wudd ma pidyi.
D jii ké m dyi dyi-die-dé bé bédé ba ni céé-dg i
16 b6 de 23 jé dyie ni, moo ji ba ni kiiun kp3 jé dyi
dyiin dé Kaiser Permanente mue ni, mao 2 dyi b
do ju bé ri ké de do nyu bo wé jé€ do k5 ni, nii, da
noba be wa toa bo ni badad moo ni gbéed biie, ké
ni mu ny2-wudutin-za-ny do gbo wadain.

ANAT (Bengali): fer 2@5 aree Fiee sem /e A SieR
ATFH E SR 35 S o a3 Kaiser Permanente-m
HARTE I POl B @ 5 WS A A A @ T = A
o WrFE TG e e e @ T I SAE OEEE T,
B GO WRY ] e W A A S 96 I8 eao

EF

Cebuano (Bisaya): Anaa moy katungod nga
mangayo og tabang sa inyo pinulongan ug kini
walay bayad. Kung naa mo pangutana bahin sa
inyo aplikasyon o coverage sa Kaiser Permanente,
o kung kaning pahibalo nanginahanglan sa inyo
paglihok sa dili pa usa ka piho nga petsa, palihug
lang pagtawag sa mga numero sa telepono

nga gihatag sa imong estado ("state”) o rehiyon
(“region”) para makigstorya sa usa ka interpreter.

Maryland, Virginia, and Washington, D.C,, 2101 E. Jefferson St Rockville, MD 20852 * Kaiser Foundation Health Plan of the Northwest, 500 NE Multnomah St.,

Suite 100, Portland, OR 97232
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California................... 1-800-464-4000
Colorado................... 1-800-632-9700
District of Columbia..... 1-800-777-7902
Georgia.................... 1-888-865-5813
Hawaii...................... 1-800-966-5955
Maryland................... 1-800-777-7902
Oregon..................... 1-800-813-2000
Virginia..................... 1-800-777-7902
Washington ............... 1-800-813-2000
TTY 71




th3z (Chinese): {8 LUTTARE S 1EGEEN -
MFEIEEHTA I Kaiser Permanente A5 E0E RS T
far%ERs] - BRI R AR A TR e ARG AR piEk
HufEht - SRR EEPRERIN Bt EATERS - BAOS
BT -

Chuuk (Chukese): Mei wor omw pwuung omw
kopwe angei aninis non foosun fonuomw
(Chuukese), ese kamo. lka mei wor omw kapas
eis usun omw apilikeison me/ika policy fan
nemenien Kaiser Permanente, are ika ei esinesin
a erenuk pwe kopwe fori pwan ekoch fofor, ka
tongeni omw kopwe kori ewe nampa mei kawor
faniten omw state ika fonu (asan) iwe eman chon
chiakku epwe anisuk non kapasen fonuomw.

Francais (French): Une assistance gratuite

dans votre langue est a votre disposition. Si
vous avez des questions a propos de votre
demande d'inscription ou de la couverture par
Kaiser Permanente, ou si cet avis vous demande
de prendre des mesures a une date precise,
appelez le numéro indiqué pour votre Etat ou
votre région pour parler & un interpréte.

Deutsch (German): Sie haben das Recht,
kostenlose Hilfe in lhrer Sprache zu erhalten.
Falls Sie Fragen bezlglich Ihres Antrags

oder lhres Krankenversicherungsschutzes
durch Kaiser Permanente haben oder falls

Sie aufgrund dieser Benachrichtigung bis

zu bestimmten Stichtagen handeln missen,
rufen Sie die fiir lhren Bundesstaat oder lhre
Region aufgeflihrte Nummer an, um mit einem
Dolmetscher zu sprechen.

aje21cl (Gujarati): diat 518 el W2l ol
Au?l euwiui yee donadiel wlbse & ol
dYel Kaiser Permanente 141%5?[ dutdl W%
Wl 5cie (A9l usll slat, wacl sl vt o2y
slat Ul duel slefulssy il uoial
Aeltell %32 8lat, dl gena ud did s2al
dMIRL 222 waal Falel M2 Y1 sl
WIAE An? UR glol 520

Kreyol Ayisyen (Haitian Creole): Ou gen dwa
pou jwenn &d nan lang ou gratis. Si ou gen
nenpot kesyon sou aplikasyon ou an oswa
asirans ou ak Kaiser Permanente, oswa si nan avi
sa a gen bagay ou sipoze fé sa a avan yon séten
dat, rele nimewo nou mete pou Eta oswa rejyon
ou a pou w ka pale ak yon entéprét.

‘dlelo Hawai‘i (Hawaiian): He pono a ua loa'a no
kekahi kdkua me kau ‘Olelo ind makemake a he
manuahi no ho’. Ind he mau ninau kau e pili ana i
kau palapala noi ‘inikua ola kino a i ‘ole 1 kikua ma'c
ka polokalamu kokua ola kino Kaiser Permanente, a
i ‘ole ina ke ha'i nei paha kéia leka neiia'oe e hana
koke aku i kéia ma mua o kekahi la i waiho ‘ia, e
kelepona aku i ka helu iloa’a ma ké&ia leka nei no
kau moku‘aina a i ‘ole pana‘aina no ka wala‘au ‘ana
me kekahi kanaka unuhi ‘dlelo.

f&=8Y (Hindi): 3T1aeht =T el hietar gehme 3mmaeht
AT F TEar U @ 38R &) afe 30 3
He UA & &9 & I Kaiser Permanente @
FeS & A A TS YO =ed © A1 G @ Th
ifeq & fooeh SRoT U TR e 3 o
PRATS HL=ll U dl 3T0h =21 ar &5 & faw
feT a0 FaX W Wi b TR i W ard &

Hmoob (Hmong): Koj muaj cai kom tau tais kev pab
uas hais koj hom lus yarn tsis tau them ngji. Yog koj muaj
|lus nug txog koj daim rtawy thov los yog cov kev pab
them nyiaj tim Kaiser Permanente, los yog tias daim
ntawv no yog ib tsab ntaww ceebtoom uas yuav kom
koj ua ib yam dabtsi raws i hnub tau teev tseg, hu rau
tus nab npawb xovtooj uas tau muab rau koj lub xeev
lossis cheeb tsam ko tau tham nrog tus kws txhais lus.

Igbo (Igbo): | nwere ikike inweta enyemaka n'asusu
gi na akwughi ugwo o bula. O buru na i nwere ajuju
ghasara akwukwo anamachoihe gi ma o bu mkpuchi
sina Kaiser Permanente, ma o bu o buru na nke

bu okwa a chorg ka 1 mee ihe tupu otu ubochi, kpoo
nomba enyere maka steeti ma o bu mpaghara gi iji
kwukorita okwu netiti onye okowa okwu.

lloko (llocano): Adda ti karbenganyo a
dumawat iti tulong iti pagsasaoyo nga awan ti
bayadanyo. No addaankayo kadagiti saludsod
maipanggep ti aplikasionyo wenno coverage
babaen ti Kaiser Permanente, wenno no

daytoy ket maysa a pakdaar a kalikagumanna

a rumbeng nga aramidenyo ti addang iti
espesipiko a petsa, tawagan ti numero nga
inpaay para ti estado wenno rehion tapno
makipatang ti maysa mangipatarus iti pagsasao.

ltaliano (ltalian): Hai il diritto di ricevere assistenza
nella tua lingua gratuitamente. In caso di domande
riguardlanti la tua richiesta o la copertura attraverso
Kaiser Permanente, o se occorre intervenire entro
una data specifica secondo quanto indicato in questa
comunicazione, chiama il numero fornito per il tuo
stato o la tua regione per parlare con un interprete.
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H &% (Japanese): H7e7/-|2, BHA&HEL2 LTS
EHOFETEELZS T AOENEFREFLTVWE
T, B LiAZAE - 1XKaiser Permanente DR R
o e o N {3 PR W B ol s o G 1 1

N, il EDRTECliTHhaiR -+
Lo shTWa5Ee, BEEVOMELIL
Husg oot L Cigt S EEEE I ESE L T,
HEREBEECIEE N,

{81 (Khmer): NSI§ s gIMSHgthMani
UrHNWRAARNG 1 idsyRmsaAInNm
yrfimada umimanummuits:

Kaiser Permanente gﬁjfﬁﬁiﬂzﬁmméﬁQSfﬁfm
nisunpgigmnoBimsmiffiumuuiigema
AN agEgiIRiIgTiSiium S NigSaiinig
yHuSuAHMEESuneimSHRURTY
=59 (Korean): Aste] A= 50| TG4 H| =
gz 2oq Qe st desh

Kaiser Permanentes 53+ #3519 29 A3 ML}
B B3 d9e 88 2&°] 8le BF EE
°] 822 T2 = RINA £HE
HAdfobst st A5, Aske] = 2 259 AlFd
ARANIE G585 9419 SaEMN 2

292 (Laotian): aﬁnuﬁﬁmﬁw‘tﬁ%vnwéaau‘ﬁa
Tuwﬁmqgajmanmaunaan 909 mqu.umm
umanunwmwneagmw & mununagcaw
Kaiser Permanente, &I msumﬁnmmmmms']n
ssagﬂznmmmmumumw‘tmanmquwﬁnmg
ntnoaumasanilntosaduio § izazegmay
(WesSufuuaswage.
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Kajin Majdl (Marshallese): EwWGr jimwe eo am
in bok jipaf ilo kajin eo am ejjelok wonaan. Ne
ewdr am kajjitk kon peba in aplaiki eo am ak
insurance eo am jan Kaiser Permanente, ak fie
enaan in kdjela in ej aikuj bwe kwdn maktkat
mokta jan juon raan eo emadj an kallikkar, kalok
nomba eo g] lelok fian state eo am ak jikim bwe
kwdn marofi kdnono ippan juon ri-ukot.

Naabeehé (Navajo): T"34 ni nizaad bee nika
i"doolwol doo bik'é asinitaagoo €1 bee nahaz’a.
Kaiser Permanente ki ana’ilwo’ nd bik’é
azliadoo yinikeedgo naaltsoos hadinilaa, &i
bina’iditkid doogo, €1 doodagoe dii naaltsoos haa'ida
voolkaalgo hait’aoda 1°diiliif nilniigo €1 nitsaa
hahoodzoji €1 doodago t'aa aadi nahos’a’di ata’
dahalne’igii bich’i” hélne’go bee bit ahit hodiilnih.

FAqrelt (Nepali): AUSHIT Fet Yo AfGS 3MF=AT
HIUTAT Terdl Ursa 3fUaR & | dusadr
HITHET HAEa @ a1 Kaiser Permanente
HANGA Hals] aHT Het UHEE 8T, a1 Al
Aifed FgaER quse gt FuiRg fAfaar oo
GOEIGI ) U= HIEGADAT HUAT, STATAHT
TR dUTSehl = T &7FhT o
fsua! Tt Fa e |

Afaan Oromoo (Oromo): Baasii malee afaan
keetiin gargaarsa argachuudhaaf mirga
gabda. Waa'ee iyyata keetii yookaan tajaajila
Kaiser Permanente hammatu ilaalchisee
gaaffii yoo gabaatte, yookaan yoo kun
beeksisa guyyaa murtaa'e irratti tarkaanfii akka
ati fudhattu gaafatu ta'e, lakkoofsa bilbilaa
naannoo yookaan goodina keetiif kenname
bilbiluudhaan turjumaana haasofsiisi.

gl aie i w48 )l 3a Lus o Persian) geuld
AR TN FEGUIN PRS- ERT. gl ERRE WL YEg 1
ol sl 1 4ty 5w Kaiser Permanente 2 25
Crimm (g0 35l amy ol _miidia o 0 15 iy 4sadic)
Ll (gl 5 ol 4300 ol o e U oalad aa jie So by
B el s ailie

lokaiahn Pohnpei (Pohnpeian): Komw anehki
pwung en rapahki sounkawehwe en omw

palien lokaia ni sohte isaihs. Ma mie iren owmi
kalelapak ohng aplikeisin de iren audepe kan
ohng Kaiser Permanente, de ma pakair wet

me anahne komwi en mwekid ohng rahn me
kileledi, ah komw anahne koahl nempe me
sansalehr ohng owmi palien wehi pwe komwi en
lokaiaieng owmi tungoal soun kawehwe.

Portugués (Portuguese): Vocé tem o direito de
obter ajuda em seu idioma sem nenhurm custo.
Se vocé tiver dlvidas sobre sua solicitagdo ou
cobertura por meio da Kaiser Permanente, ou se
este aviso exigir que vocé tome alguma medida
até uma data especifica, ligue para o ndimero
fornecido para seu estado ou regido para falar
com um intérprete.

Urrelt (Punjabi): 396 fas fam g8a 3 wmret 977
feg vee us o 99 3. Had 3T3 WuE vigdt 7
Kaiser Permanente 3=l d=ad 99 A='S I5,
g ol 83 U2, 3T ETHIE 58 318 Sd6 BUl WS
o A foma By Jg<8 912 559 3 26 99,



Romana (Romanian): Aveti dreptul de a solicita
ajutor care sa va fie oferit in mod gratuit in limba
dumneavoastra. Daca aveti intrebari legate de
solicitarea dumneavoastra sau de acoperirea
oferitd de Kaiser Permanente sau daca acest aviz
va solicita sa luati masuri pana la o anumita data,
sunati la numarul de telefon furnizat pentru statul
sau regiunea dumneavoastra pentru a sta de
vorba cu un interpret.

Pyccknia (Russian): ¥ Bac eCTb NpaBo Nony4unTh
DecnnartHy NOMOLLL Ha CBOEM A3kbIKe. Ecnn y
Bac MMeKTCA BOMPOCkl OTHOCMTENBHO BaLLEro
3aABNEHNA UM MEQULWMHCKOMD CTpaxoBaHus

B Kaiser Permanente, Nbo ecnu Takoe
yBeaomneHue TpebyeT 0T Bac Kakmx-nubo
OeNCTBUIA K onpefeneHHoOR gaTte, No3BoHUTe

no Homepy TenedhoHa ANA CBOEN0 WTaTa W1
pervoHa, 4tobbl NOrOBOPUTE € NEPEBOAYMKOM.

Faa-Samoa (Samoan): E iai lou ‘aia e maua se
fesoasocani i lou gagana e aunoa ma le totogi.
Afai e iai ni fesili e uiga i lou tusi apalai po o
puipuiga e ala mai Kaiser Permanente, po o
lenei tusi @ manaomia ona e gaocioi i se taimi
atofaina, vili le numera ua fuafuaina mo lou
setete po o oganuu e fesoota’i i se faaliliu.

Espafiol (Spanish): Usted tiene derecho a
obtener ayuda en su idioma sin costo alguno. Si
tiene preguntas acerca de su solicitud o cobertura
a traves de Kaiser Permanente, o si este es un
aviso que requiere que usted tome alguna
medida antes de una fecha determinada, llame al
ndmero de teléfono que se propaorciona para su
estado o region para hablar con un intérprete.

Tagalog (Tagalog): Mayroon kang karapatang
hurmingi ng tulong sa iyong wika nang walang
bayad. Kung mayroon kang mga katanungan
tungkol sa iyong aplikasyon o coverage sa
pamamagitang ng Kaiser Permanente, o kung ito
ay abisong nangangailangan ng iyong aksyon

sa tiyak na petsa, tumawag sa numerong ibinigay
para sa iyong estado o rehiyon para makipag-usap
sa isang interpreter.

e (Thai): vinudidnaiagladsuanumudalu
M nasvitulaglaidad g9 e winvinuidranu
Wendunsaiasuadyiny wiaauANATaIHIY
Kaiser Permanente wiamnildaniisdasasnis
Tivinuddiunisaaluduiidswuald Tilsadasa
winaaaA W ldduivssusaafuiizasninuia
CEGHERH

Lea Faka-Tonga (Tongan): '‘Cku ‘ia ho totonu ke
ke ma'u ha fakatonulea ta'etotongi. Kapau ‘oku

‘i ai ha'o fehu'i ki ho tohi kole na'e fakafonu ki he
malu'i ‘inisiua ‘a e Kaiser Permanente, pea kapau
ko e tohini ‘oku fiema'u keke fai ha me'a ki ai pe
ko ha ‘aho na'e tuku pau atu ke fai ia, taa ki he fika
kuo ‘oatu ki ho siteiti pe ko e vahefonua ‘oku ke

‘i ai ke talanoa mo ha tokotaha tene fakatonu lea
atu kiate koe.

YkpaiHceka (Ukrainian): Y Bac € npaeo Ha
OTpUMaHHA aonomMory Be3akolwToBHO Ha Baluii
PiOHIA MoBI. HAKLO Bu maeTe NUTaHHA CTOCOBHO
Baluoro 3BepHeHHA YK CTPAXOBOIO NOKPUTTA

B Kaiser Permanente, yn AKLWLIO BIANOBIAHO 00
Takoro noeigomneHHa Bam Tpeba Oyne 3niAcHUTK
NeBHy OjH0 00 KOHKPETHOT AATW, NOA3BOHITE NO
HOMepy, Wo eionoeigae Baluii kpaiHi ym perioHy,
Wob NOroBOpUTH 3 Nepeknagaqden.
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Tiéng Viét (Vietnamese): Quy vi c6 quyén duoc
nhan tro’ giip mién phi bang ngén ngii ctia minh.
Néu quy vi co cac cau hdi vé mau don hodc muirc
bao hiém ctia minh thong qua Kaiser Permanente,
hoac day la thdng bao yéu cdu quy vi thure hién
vao mot ngay cu thé, hay goi dén sb dién thoai
dwoe cung cap cho bang hodc khu vire ctia quy vi
dé tro chuyén véi phién dich vién.

Yoruba (Yoruba): O ni &to lati ri iranlowo gba nipa
édé re laisan owd. Bi o ba ni ibééré nipa iwétio
ko tabi isedéedé nipase Kaiser Permanente, tabi
ifitoniléti yii j& éyi o nild lati ighésé kan ni gjo kan
patd, p& némba ti a pésé fun ipinlé tabi agbégbé
re lati ba ongbifé kan sord.
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