Disclosure Form Part One
605957 PRISM - CSURMA NORTH
Home Region: Northern California
1/1/22 through 12/31/22

Principal benefits for Kaiser Permanente Traditional HMO Plan

Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.
Out-of-Pocket Maximums and Deductibles

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation
Period once you have reached the amounts listed below.

Self-Only Coverage Family Coverage Family Coverage
Amounts Per Accumulation Period . Each Member in a Family of | Entire Family of two or more
(a Family of one Member) i
wo or more Members Members
Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits ............ccccccouvee. $20 per visit
Most Physician Specialist ViSits............ccceiiiiiiiiiiicce e $20 per visit
Routine physical maintenance exams, including well-woman exams ........................ No charge
Well-child preventive exams (through age 23 months)............cccceeeiiiiiiiiiiie e, No charge
Family planning counseling and consultations ..............cccccioiiiie e No charge
Scheduled prenatal Care eXams ..........ooii i No charge
Routine eye exams with a Plan Optometrist...........cocoiiiiiiiiiec e No charge
Urgent care consultations, evaluations, and treatment..............ccccccoiiiiiiiiic e, $20 per visit
Most physical, occupational, and speech therapy ...........ccccoeeiiiiiiiiieii e, $20 per visit
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures .............coccceviieeiiienennne $20 per procedure
Allergy antigens (including administration) ...........ccooceveiiiieiiie i $5 per visit
Most immunizations (including the vaccing) ...........ccooooiiieiiiii e, No charge
Most X-rays and [aboratory te€StS .........uueieiiiiiiiiie e No charge
Hospitalization Services You Pay
Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs............... No charge
Emergency Health Coverage You Pay
Emergency DepartMent VISItS ...........uuiiiiiiiiiiiiiieeiee e $100 per visit

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

Ambulance Services You Pay

AMDUIANCE SEIVICES ..ottt e et e e e e earaeeaeeeaa $100 per trip

Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy ..........cccoooiiieiiiiieieeeeee $10 for up to a 30-day supply
Most generic (Tier 1) refills through our mail-order service ..........c.coccevviviiiiecenneen. $20 for up to a 100-day supply
Most brand-name items (Tier 2) at a Plan Pharmacy .........c.cccoccviiiiiiniiineccnneen, $30 for up to a 30-day supply
Most brand-name (Tier 2) refills through our mail-order service ...........c.ccocceeennen. $60 for up to a 100-day supply
Most specialty items (Tier 4) at a Plan Pharmacy ..........cccccoeviiiiiiieiniicineeeen 20% Coinsurance (not to exceed $150) for up to a

30-day supply

Durable Medical Equipment (DME) You Pay

DME items as described in the EOC ...........ccoiiiiiiiiiiie e 20% Coinsurance

Mental Health Services You Pay

Inpatient psychiatric hospitalization ..............c.oooiiiiiii i No charge

Individual outpatient mental health evaluation and treatment...........cccccccei. $20 per visit

Group outpatient mental health treatment ...............ccccoooiiii i, $10 per visit

Substance Use Disorder Treatment You Pay

Inpatient detoXification .............oooiiiiiii e No charge

Individual outpatient substance use disorder evaluation and treatment.................... $20 per visit

Group outpatient substance use disorder treatment.............c..ccccooiiiiiiiiiiiic e, $5 per visit

(continues)




Disclosure Form Part One (continued)
Home Health Services You Pay

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

Other You Pay

Eyeglasses or contact lenses every 24 months..........ccoooiicciiiiiiiiiiiecceeee e Amount in excess of $175 Allowance
Skilled nursing facility care (up to 100 days per benefit period) ...........cccoceeeeeiennnnee.n. No charge

Prosthetic and orthotic devices as described inthe EOC...........cccccooieeiiiiiicieee. No charge

Diagnosis and treatment of infertility and artificial insemination (such as outpatient

procedures or laboratory tests) as described inthe EOC ............cccociiiiiiiiiieeeeee. 50% Coinsurance
Assisted reproductive technology (“ART”) SErvViCeSs .......cccevvviiiiiiiiiiiieeiieeeee e Not covered
HOSPICE CAB ....veiieieeee ettt e e et e e e e et eeeaeeeannneeeeeeannn No charge

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

the EOC. Please note that we provide all benefits required by law (for example, diabetes testing supplies).

4206438.9.2.5000637740




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

&% KAISER PERMANENTE. : TRADITIONAL PLAN

Coverage Period: 01/01/2022-12/31/2022
Coverage for: Individual/Family | Plan Type: HMO

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

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.

Important Questions

What is the overall
deductible?

Answers

$0

Why this Matters:

See the Common Medical Events chart below for your costs for services this plan
COVers.

Are there services
covered before you meet
your deductible?

Not Applicable.

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/.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

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

$1,500 Individual / $3,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

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

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

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.

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.

PRISM - CSURMA NORTH
PID:605957 CNTR:1 EU:-1 Plan ID:1161 SBC ID:456020
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

What You Will Pay

Common Services You May : - Limitations, Exceptions & Other Important
: Plan Provider Non-Plan Provider :
Ll 2oen Need (You will pay the least) (You will pay the most) s
Primary care visit to
treat an injury or $20 / visit Not Covered None
illness
If you visit a health ialist visi o
care provider's Specialist visit $20 / visit Not Covered None .
office or clinic Preventive care/ You ma;_y haxe kto pay for sfgwlp]c(et?] that aren't
A mwe L preventive. Ask your provider if the services
m{i o No Charge Not Covered needed are preventive. Then check what your
plan will pay for.
E;i? &ggt(ijc\,bgﬁ)(x- No Charge Not Covered None
If you have a test — o
ls.rggr?;n?\/l(RIL)P ET No Charge Not Covered None

If you need drugs to
treat your illness or
condition

More information
about prescription

Generic drugs

Retail: $10 / prescription; Mail
order: $20 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives.

Preferred brand
drugs

Retail: $30 / prescription; Mail
order: $60 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives.

drug coverage is
available at

www.kp.org/formulary

Non-preferred brand
drugs

Same as preferred brand drugs

Not Covered

Same as preferred brand drugs when approved
through exception process.

Specialty drugs

20% coinsurance up to $150 /
prescription

Not Covered

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

If you have
outpatient surgery

Facility fee (e.g.,

ambulatory surgery | $20 / procedure Not Covered None
center)
]I?ez;;sician/surgeon No Charge Not Covered None
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What You Will Pay What You Will Pay
Non-Plan Provider

(You will pay the most)

Common Services You May
Medical Event Need

Limitations, Exceptions & Other Important
Information

Plan Provider
(You will pay the least)

Emergency room

health, or substance

Substance Abuse: $20 /
individual visit. $5 / day for other

care $100 / visit $100 / visit None
If you need P :
: h . Emergency medical . ;
| | cIergency medical | ¢40q 100/t N
;Ttglrﬁ?(mte medical fransoortation $100/ trip $100/ trip one
- - Non-Plan providers covered when temporarily
Urgent care $20 / visit $20 / visit outside the service area.
Facility fee (e.g.,
it you have a hospital room) No Charge Not Covered None
hospital sta ici
2 J Er;ysman/ Surgeon g Charge Not Covered None
Mental / Behavioral Health: $20 /
individual visit. No Charge for
Lfe\gi:'h“g:ﬂam%':_ﬁl Outpatient services | 21Mer outpatient services; Not Covered Mental / Behavioral Health: $10 / group visit;
, vi

Substance Abuse: $5 / group visit.

facility services

abuse services outpatient services
Inpatient services No Charge Not Covered None
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No Charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
If you are pregnant ulirasound).
Childbirth/delivery
professional services No Charge Not Covered None
Childbirth/delivery No Charge Not Covered None
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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

If you need help
recovering or have
other special health
needs

Home health care

No Charge

Not Covered

Up to 2 hours maximum / visit, up to 3 visits
maximum / day, up to 100 visits maximum /
year.

Rehabilitation

Inpatient: No Charge; Outpatient:

services $20 / visit Not Covered None

Habilitation services |$20 / visit Not Covered None

Skilled nursing care | No Charge Not Covered Up to 100 days maximum / benefit period.
Durable medical 20% coinsurance Not Covered Requires prior authorization.

equipment

If your child needs
dental or eye care

Hospice service No Charge Not Covered None
Children's eye exam | No Charge Not Covered None

Children's glasses

Amounts in excess of $175
allowance

Not Covered

Allowance limited to once every 24 months.

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.)

® Cosmetic surgery ® |ong-term care ® Routine foot care
® Dental Care (Adult & Child) ® Non-emergency care when traveling outside ® Weight loss programs
® Hearing aids the U.S.

® Private-duty nursing

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

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

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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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/ebsalhealthreform
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.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espafiol, 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 (91 30): Wi iR 75 E v Se s B, 1B IR $TIX AN 565 1-800-757-7585 (TTY: 711)
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:

different health plans. Please note these coverage examples are based on self-only coverage.

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

The plan's overall deductible $0
W Specialist copayment $20
W Hospital (facility) copayment $0
H 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 (ulfrasounds and blood work)
Specialist visit (anesthesia)

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

The plan's overall deductible $0
W Specialist copayment $20
W Hospital (facility) copayment $0
W 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)

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

care)
B The plan's overall deductible $0
B Specialist copayment $20
B Hospital (facility) copayment $0
B 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 | $12,700  Total Example Cost | $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $10 Copayments $800 Copayments $300
Coinsurance $0 Coinsurance $100 Coinsurance $10
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 $60 The total Joe would pay is $900 The total Mia would pay is $310

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

Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information, citizenship, primary
language, or immigration status.

Language assistance services are available from our Member Service Contact Center 24 hours a day, 7 days a week (except closed holidays). Interpreter
services, including sign language, are available at no cost to you during all hours of operation. Auxiliary aids and services for individuals with disabilities are
available at no cost to you during all hours of operation. We can also provide you, your family, and friends with any special assistance needed to access our
facilities and services. You may request materials translated in your language at no cost to you. You may also request these materials in large text or in other
formats to accommodate your needs at no cost to you. For more information, call 1-800-464-4000 (TTY 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. For example, if you
believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of Insurance or speak with
a Member Services representative for the dispute-resolution options that apply to you.

You may submit a 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).

e By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you.

® In person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your provider directory at
kp.org/facilities for addresses).

® Online: Use the online form on our website at kp.org.
Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin, sex, age,
or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at:

Northern California Southern Califormnia

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16th Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

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 ocrportal.hhs.gov/ocr/portal/lobby.jsfor by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Ave. SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TTY). Complaint forms are available at
hhs.gov/ocr/office/file/index.htmi.
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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 and ask for language
assistance. Help is available 24 hours a day, 7 days a week, excluding holidays.

sacluall 3y g3l 3aeliue (alla s 1-800-464-4000 o850 e Juai¥) o p ilaslaall 038 agd 8 sacluall dalay <€ 13} Kaiser Permanente (- dags Gl sl e 3835l 028 5 5is3 1 Arabic
Aol Ul Al eliiuly g sl Al Alka deldl jlae o 556 i

Armenian: Uu Juplnp mbntinipinit k «Kaiser Permanentex»-hg: Ept wyju wknknipniup hwuljutwnt hwdwp 2tq oqunipinit k hwplunp, jutungpoud
kup quuquhwipty 1-800-464-4000 htinwhinuwhwdwpny b odwinulnipnit uinwtwy 1kqh hupgnid: Quiuquhwptp opp 24 dwd, pwpwpp 7 op' pugh nnt
opkphg:

Chinese: i= 27K H Kaiser Permanente FYE & o IRETERBIEERILE N » $5808 1-800-757-7585 FoRE= Tl - M 7 K > K 24 /NG ERHR L
fBh (EiREERE) -

S i€ Gl a0 L) dlaal 6l g &; o 1-800-464-4000 o )les: L {akl ca 5l b SeS 4 cile Sl o) aegd ) )§t 3L e Kaiser Permanente s« )l sage ekl oyl :Farsi
Sl 35 ga Jadaad 5l 55 Jald catin 55, 7 5 oiled Celu 24 50 Gl

Hindi: I§ Kaiser Permanente &1 3 ¥ #gcaqul Foem §1 I 3T 38 T & WA & [T FAgg &1 9 §, dF FH9AT 1-800-464-4000 T Hief
H AR AT T & TIT G| FErIAT PITA F OISH, WeE F Al food, A F 24 €@, 3usy g

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
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.

o —

il
aul

Japanese: Kaiser Permanente 7> 5 EE /AR BAMLENH Y i“«a"o ZOWEREEIFT D7D~V T BLE A1, 1-800-464-4000 (ZFERL L T,
EAZEHHL TS, ZOV—ERFEPER (BURH ZR<) TIRMWZT £,

Khmer:i8:AROHENSAI2S Bl Kaiser Pemanente] {GAISHATIMINGW GJMSWNIEMITINSIS: AJHGIATISTIIE 1-800-464-4000 SRITFIGSLISH
MENT GSWANS 24 IRYWIG 7 IGYWH S jHiguanEn

Korean: 1= % 1 = Kaiser Permanente ° 4 A &l= T3 FlAAJUT B AW E o]dfsl b =2 DA, 1-800-464-4000 H o 2 A 3}3] <o
AD M 2E 2334 Q. 2 B A7k #AIgle] AAEA EE AT SHYUTHEFL A<).

Laotlan mwnzuummmﬂn Kaiser Permanente. mm mnumeamvamuaaeLmeTunwaaa‘tmcanTwuuu msm?ms 1-800-464-4000 (Rz2(8aN9U
aammemnwﬂm nwaaacmsﬁ‘?mmzmso 24 29?;13 7 Suneaio, Uaououwnmgg

Navajo: Dii éi hane’ biholniihii at’éego Kaiser Permanente yee nihalne’. Dii hane’igii doo hazhd’6 bik’i’diitijhgdo t’aa sheodi koji’ hodiilnih 1-800-464-4000 ako saad
bee dka i’iilyeed yidiikit. Kwe’é aka ana’alwo’ t'44 alahji’ naadiindi{’ ahéé’ilkidgoo doo tsosts’id j{ aa’at’é. Dahodilzingéne’ éi da’deelkaal.

Punjabi: f&3 Kaiser Permanente 28 Tgal At 31 7 36 oA Areardt § AHTE S8 Hee @ 87 J, 37 f99ur 598 1-800-464-4000 '3 & I W3 T8
AIfes B8 U1 Hee, 8 § 83 3, I=3 2 7 fos, w3 fea T 24 w2 ¥ige 31

Russian: 310 BaxHas nHpopmauus ot Kaiser Permanente. Ecnn Bam Tpebyetcsa nomoLLb, YTOGbI MOHATL 3Ty MHGOPMAaLMIO, MO3BOHUTE MO HOMEPY
1-800-464-4000 1 nonpocute npefocTaBuTe Bam ycnyrn nepesoguunka. NMomollb AOCTynNHa 24 Yyaca B CyTkW, 7 OHEN B Heaento, KpoMe NpasaHUYHbIX OHEN.



Spanish: La presente incluye informacién importante de Kaiser Permanente. Si necesita ayuda para entender esta informacion, llame al 1-800-788-0616 y
pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.

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 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.

Thai: fhiflurayasdann Kaiser Permanente mnandasnMsanuhmudalunisvinanuinladayat nsaninslaldomanaiay 1-800-464-4000 LHauanuahe
Widadune Snsatnsiacalanaan 24 M Tuanniu aaiuiunganania.

Vietnamese: Day la thong tin quan trong tir Kaiser Permanente. Néu quy vi can duoc gitip d& dé hiéu rd thong tin nay, vui long goi s6 1-800-464-4000 va
yéu cau duoc cap dich vu vé ngdn ngir. Quy vi sé dwoc giup d& 24 gio trong ngay, 7 ngay trong tuan, trir ngay Ié.
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