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- Overview

TRAD

HDHP

PPO SR. ADV.

Complete Suite™ plan pairings and plan comparisons

The plans displayed below are the approved Dual Choice PPO plan pairings for
each of our traditional, deductible, and HSA-qualified high deductible base plans.

To see plan pairings, choose the “Pairing” checkbox next to the row you want

to review,

then select “See plan pairings.”

Benefit Pairing
(provides the best benefit parity

See plan pairings

Value Pairing

Base Plan with the base plan) (provides the best total premium option)
Pairing Traditional Dual Choice PPO®
TRAD PLAN A 10/1000 PPO PLAN A 10/1500 PPO PLAN B 20/2000
TRAD PLAN B 20/1500 PPO PLAN B 20/2000 PPO PLAN C20/2500
TRAD PLAN C 20/2000 PPO PLAN C 20/2500 PPO PLAN D 30/3000
TRAD PLAN D 30/2500 PPO PLAN D 30/3000 PPO PLAN E 35/3500
TRAD PLAN E 35/3000 PPO PLAN E 35/3500

DED PLAN A 250/10/10%/2000

Deductible

PPO PLAN A 250/10/10%/2500

Dual Choice PPO®

PPO PLAN B 500/20/10%/3500

DED PLAN A 250/15/20%/2500

PPO PLAN A 250/15/20%/3000

PPO PLAN B 500/20/20%/3500

DED PLAN B 500/20/10%/3000

PPO PLAN B 500/20/10%/3500

PPO PLAN C 750/20/20%/3500
(W/SPLIT COPAYS)

DED PLAN B 500/10%/10%/2000

PPO PLAN B 500/10%/10%/3000

PPO PLAN C 750/20%/20%/3500

DED PLAN B 500/10/20%/2000

PPO PLAN B 500/10/20%/3000

PPO PLAN C 750/20/20%/3500
(W/SPLIT COPAYS)

DED PLAN B 500/20/20%/3000

PPO PLAN B 500/20/20%/3500

PPO PLAN C 750/20/20%/3500
(W/SPLIT COPAYS)

DED PLAN C 750/20/20%/3250

PPO PLAN C 750/20/20%/3500
(W/SPLIT COPAYS)

PPO PLAN D 1000/25/20%/5000

DED PLAN C 750/20/20%/3000

PPO PLAN C 750/20/20%/3500
(W/O SPLIT COPAYS)

PPO PLAN D 1000/20/20%/4000

DED PLAN C750/20%/20%/3000

PPO PLAN C 750/20%/20%/3500

PPO PLAN D 1000/25/20%/5000

DED PLAN D 1000/20/20%/3000

PPO PLAN D 1000/20/20%/4000

PPO PLAN E 1500/25/20%/6000

DED PLAN D 1000/25/20%/4000

PPO PLAN D 1000/25/20%/5000

PPO PLAN E 1500/25/20%/6000
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- Overview

TRAD

DED HDHP

PPO SR. ADV.

Complete Suite™ plan pairings and plan comparisons

The plans displayed below are the approved Dual Choice PPO plan pairings for
each of our traditional, deductible, and HSA-qualified high deductible base plans.

To see plan pairings, choose the “Pairing” checkbox next to the row you want

to review, then select “See plan pairings.”

Pairing

Base Plan

Deductible (con't)

Benefit Pairing
(provides the best benefit parity
with the base plan)

See plan pairings

Value Pairing
(provides the best total premium option)

Dual Choice PPO®

DED PLAN E 1500/25/20%/5500

PPO PLAN E 1500/25/20%/6000

PPO PLAN F 2000/25/20%/6000

DED PLAN E 1500/20/30%/4000

PPO PLAN E 1500/20/30%/5000

PPO PLAN F 2000/25/20%/6000

DED PLAN E 1500/30%/30%/4000

PPO PLAN E 1500/30%/30%/5000

PPO PLAN F 2000/25/20%/6000

DED PLAN F 2000/25/20%/5000

PPO PLAN F 2000/25/20%/6000

PPO PLAN G 2500/25/20%/6000

DED PLAN G 2500/25/20%/5000

PPO PLAN G 2500/25/20%/6000

PPO PLAN H 3000/30/20%/8150

DED PLAN G 2500/30/30%/5000

PPO PLAN G 2500/30/30%/6000

PPO PLAN H 3000/30/20%/8150

DED PLAN G 2500/30%/30%/5000

PPO PLAN G 2500/30%/30%/6000

PPO PLAN H 3000/30%/30%/7000

DED PLAN H 3000/30/20%/7350

PPO PLAN H 3000/30/20%/8150

PPO PLAN | 3500/30/20%/8000

DED PLAN H 3000/30%/30%/6000

PPO PLAN H 3000/30%/30%/7000

PPO PLAN 1 3500/30/20%/8000

DED PLAN 1 3500/30/20%/7350

PPO PLAN 1 3500/30/20%/8000

PPO PLAN J 4000/30/20%/8150

DED PLAN J 4000/30/20%/7500

PPO PLAN J 4000/30/20%/8150

PPO PLAN K 5000/30/20%/8150

DED PLAN K 5000/30/20%/7350

HDHP (aggregate accumulation)

HDHP PLAN A 1500/10%/2500

PPO PLAN K'5000/30/20%/8150

PPO HDHP PLAN A 1500/10%/2500

Dual Choice PPO® - HDHP (aggregate accumulation)

PPO HDHP PLAN B 2000/20%/4000

HDHP PLAN A 1500/20%/2500

PPO HDHP PLAN A 1500/20%/2500

PPO HDHP PLAN B 2000/20%/4000

HDHP PLAN B 2000/20%/4000

PPO HDHP PLAN B 2000/20%/4000

PPO HDHP PLAN C 2500/20%/5000

HDHP PLAN B 2000/30%/4000

PPO HDHP PLAN B 2000/30%/4000

PPO HDHP PLAN C 2500/30%/5000

HDHP PLAN C 2500/20%/5000

PPO HDHP PLAN C 2500/20%/5000

PPO HDHP PLAN E 3000/20%/6000

HDHP PLAN C 2500/30%/5000

PPO HDHP PLAN C2500/30%/5000

PPO HDHP PLAN E 3000/30%/6000
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- Overview

TRAD DED HDHP PPO SR. ADV.

Complete Suite™ plan pairings and plan comparisons

The plans displayed below are the approved Dual Choice PPO plan pairings for

each of our traditional, deductible, and HSA-qualified high deductible base plans.

To see plan pairings, choose the "Pairing” checkbox next to the row you want

to review, then select “See plan pairings.”

Base Plan

Pairing

HDHP (embedded accumulation)

Benefit Pairing

(provides the best benefit parity

with the base plan)

See plan pairings

Value Pairing

(provides the best total premium option)

Dual Choice PPO® - HDHP (embedded accumulation)

HDHP PLAN D 2800/20%/5600

PPO HDHP PLAN D 2800/20%/5600

HDHP PLAN D 2800/30%/5600

PPO HDHP PLAN D 2800/30%/5600

HDHP PLAN E 3000/20%/6000

PPO HDHP PLAN E 3000/20%/6000

PPO HDHP PLAN F 3500/20%/6900

HDHP PLAN E 3000/30%/6000

PPO HDHP PLAN E 3000/30%/6000

PPO HDHP PLAN F 3500/30%/6900

HDHP PLAN F 3500/20%/6900

PPO HDHP PLAN F 3500/20%/6900

PPO HDHP PLAN G 4000/20%/6900

HDHP PLAN F 3500/30%/6900

PPO HDHP PLAN F 3500/30%/6900

PPO HDHP PLAN G 4000/30%/6900

HDHP PLAN G 4000/20%/6900

PPO HDHP PLAN G 4000/20%/6900

PPO HDHP PLAN H 5000/20%/6900

HDHP PLAN G 4000/30%/6900

PPO HDHP PLAN G 4000/30%/6900

PPO HDHP PLAN H 5000/30%/6900

HDHP PLAN G 4000/40%/6900

PPO HDHP PLAN G 4000/40%/6900

PPO HDHP PLAN H 5000/40%/6900

HDHP PLAN H 5000/20%/6900

PPO HDHP PLAN H 5000/20%/6900

HDHP PLAN H 5000/30%/6900

PPO HDHP PLAN H 5000/30%/6900

HDHP PLAN H 5000/40%/6900

PPO HDHP PLAN H 5000/40%/6900

Below are the Senior Advantage plans available for group coverage.

Senior Advantage

Low Plan

Mid Plan

High Plan

45)»
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Below are highlights of the benefits for each plan. A variety of options See plan comparisons
gives you the flexibility to choose a plan that meets employee needs and

business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan Reset

and then select “See plan comparisons.”

TRADITIONAL
Plan Options TRAIHan A TRA%an B TRAD!Ian C TRAD!Ian D TRAIHan E

10/1000 20/1500 20/2000 30/2500 35/3000
;Z‘:“C:tl':;:;'r”yzg Fr’;M) $0/$0 $0/$0 $0/$0 $0/$0 $0/$0
Out-of-pocket maximum $1,000/ $1,500/ $2,000/ $2,500/ $3,000/
(IND/FAM) $2,000 $3,000 $4,000 $5,000 $6,000
‘(,)viflllci l\lliilsdit(s:a—repreventive and 50 50 50 50 50
Office visits - prenatal care $0 $0 $0 $0 $0
Telehealth (phone/video) $0 $0 $0 $0 $0
Office visits - primary care $10 $20 $20 $30 $35
Office visits - urgent care $30 $40 $40 $50 $60
Office visits - specialty care $20 $30 $30 $40 $45
Lab and X-ray procedures $10 $20 $20 $30 $35
CT, MRI and PET scans $50 $50 $50 $50 $50
Outpatient surgery $50 $50 $50 $100 $150
patenthospalare | (U i 000t | 51 000persgt | SPOOPT2AT
Emergency care $100 $100 $200 $200 $200
Routine eye exam $10 $20 $20 $30 $35

These plans include limited coverage for dependent children outside the Kaiser Foundation Health Plan of the Northwest service area. For covered
services, the member pays 20% of the actual fee. Services are limited to 10 office visits, 10 diagnostic labs or X-rays, and 10 prescription drug fills.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.
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Overview TRAD DED HDHP PPO SR. ADV.

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and

See plan comparisons

business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan Reset

and then select “See plan comparisons.”

DEDUCTIBLE

Plan Options DED PLAN A DED PLAN A DED PLAN B DED PLAN B
250/10/10%/2000 250/15/20%/2500 500/20/10%/3000 500/10%/10%/2000

(Dpi(:uc;tli:r::;IrNyZ:l;M) $250/$750 $250/$750 $500/$1,500 $500/$1,500
8;;7:I“:;ka maximum $2,000/$6,000 $2,500/$7,500 $3,000/$6,000 $2,000/$6,000
o . . . .
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0 $0 $0 $0
Office visits — primary care $10 $15 $20 10%*
Office visits - urgent care $10 $35 $40 10%*
Office visits - specialty care $10 $25 $30 10%*
Lab and X-ray procedures 10%* $15 $20 10%*
CT, MRI and PET scans 10%* $100 $100 10%*
Outpatient surgery $10* 20%* 10%* 10%*
Inpatient hospital care 10%* 20%* 10%* 10%*
Emergency care $200* 20%* 10%* $200*
Routine eye exam $10 $15 $20 10%*

These plans include limited coverage for dependent children outside the Kaiser Foundation Health Plan of the Northwest service area. For covered
services, the member pays 20% of the actual fee. Services are limited to 10 office visits, 10 diagnostic labs or X-rays, and 10 prescription drug fills.

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.
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Overview TRAD DED HDHP PPO SR. ADV.

Below are highlights of the benefits for each plan. A variety of options

See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
Reset

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

DEDUCTIBLE

Plan Options DED PLAN B DED PLAN B DED PLAN C DED PLAN C
500/10/20%/2000 500/20/20%/3000 750/20/20%/3000 750/20%/20%/3000

(Dpi(:uc;tliebr::gNyZﬁl;M) $500/$1,500 $500/$1,500 $750/$2,250 $750/$2,250
8;;7:&:;"“ maximum $2,000/$6,000 $3,000/$9,000 $3,000/$9,000 $3,000/$9,000
o . . & .
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0 $0 $0 $0
Office visits — primary care $10 $20 $20 20%*
Office visits - urgent care $10 $40 $20 20%*
Office visits - specialty care $10 $30 $20 20%*
Lab and X-ray procedures 20%* $20 20%* 20%*
CT, MRI and PET scans 20%* $100 20%* 20%*
Outpatient surgery $10* 20%* $20* 20%*
Inpatient hospital care 20%* 20%* 20%* 20%*
Emergency care $200* 20%* $200* $200*
Routine eye exam $10 $20 $20 20%*

These plans include limited coverage for dependent children outside the Kaiser Foundation Health Plan of the Northwest service area. For covered
services, the member pays 20% of the actual fee. Services are limited to 10 office visits, 10 diagnostic labs or X-rays, and 10 prescription drug fills.

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.
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Overview TRAD DED HDHP PPO SR. ADV.

Below are highlights of the benefits for each plan. A variety of options

See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan Reset

and then select “See plan comparisons.”

DEDUCTIBLE

Plan Options DED PLAN C DED PLAN D DED PLAN D DED PLAN E
750/20/20%/3250 1000/20/20%/3000 1000/25/20%/4000 1500/25/20%/5500

:);(:uc:i:r:::‘lr'\l;:l;M) $750/$2,250 $1,000/$3,000 $1,000/$3,000 $1,500/$4,500
8;;7:&:;"“ maximum $3,250/$9,750 $3,000/$9,000 $4,000/$12,000 $5,500/$11,000
it . . & .
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0 $0 $0 $0

Office visits - primary care $20 $20 $25 $25
Office visits - urgent care $40 $20 $45 $45
Office visits - specialty care $30 $20 $35 $35

Lab and X-ray procedures $20 20%* $25 $25

CT, MRI and PET scans $100 20%* $100 $100
Outpatient surgery 20%* $20* 20%* 20%*
Inpatient hospital care 20%* 20%* 20%* 20%*
Emergency care 20%* $200* 20%* 20%*
Routine eye exam $20 $20 $25 $25

These plans include limited coverage for dependent children outside the Kaiser Foundation Health Plan of the Northwest service area. For covered
services, the member pays 20% of the actual fee. Services are limited to 10 office visits, 10 diagnostic labs or X-rays, and 10 prescription drug fills.

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

9> ] 8% KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.

Below are highlights of the benefits for each plan. A variety of options

See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
Reset

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

DEDUCTIBLE

Plan Options DED PLAN E DED PLAN E DED PLAN F DED PLAN G
1500/20/30%/4000 1500/30%/30%/4000 2000/25/20%/5000 2500/25/20%/5000

:)pee(:uc:i:r::;IrNyzg:rl)‘M) $1,500/$4,500 $1,500/$4,500 $2,000/$6,000 $2,500/$7,500
8;;7:I“:;kﬂ maximum $4,000/$12,000 $4,000/$12,000 $5,500/$10,000 $5,000/$10,000
o . . & .
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0 $0 $0 $0
Office visits - primary care $20 30%* $25 $25
Office visits - urgent care $20 30%* $45 $45
Office visits - specialty care $20 30%* $35 $35
Lab and X-ray procedures 30%* 30%* $25 $25
CT, MRI and PET scans 30%* 30%* $100 $100
Outpatient surgery $20* 30%* 20%* 20%*
Inpatient hospital care 30%* 30%* 20%* 20%*
Emergency care $200* $200* 20%* 20%*
Routine eye exam $20 30%* $25 $25

These plans include limited coverage for dependent children outside the Kaiser Foundation Health Plan of the Northwest service area. For covered
services, the member pays 20% of the actual fee. Services are limited to 10 office visits, 10 diagnostic labs or X-rays, and 10 prescription drug fills.

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

(410> 8% KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons
gives you the flexibility to choose a plan that meets employee needs and

business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan Reset

and then select “See plan comparisons.”

DEDUCTIBLE
H | B |

Plan Options DED PLAN G DED PLAN G DED PLAN H DED PLANH
2500/30/30%/5000 2500/30%/30%/5000 3000/30/20%/7350 3000/30%/30%/6000

(D;(:uc;tliebr::;IrNyZ:l;M) $2,500/$5,000 $2,500/$5,000 $3,000/$9,000 $3,000/$6,000
8;;7:&:;"“ maximum $5,000/$10,000 $5,000/$10,000 $7,350/$14,700 $6,000/$12,000
it . . & .
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0 $0 $0 $0
Office visits — primary care $30 30%* $30 30%*
Office visits - urgent care $30 30%* $50 30%*
Office visits - specialty care $30 30%* $40 30%*

Lab and X-ray procedures 30%* 30%* $30 30%*

CT, MRI and PET scans 30%* 30%* $100 30%*
Outpatient surgery $30* 30%* 20%* 30%*
Inpatient hospital care 30%* 30%* 20%* 30%*
Emergency care $200* $200* 20%* $200*
Routine eye exam $30 30%* $30 30%*

These plans include limited coverage for dependent children outside the Kaiser Foundation Health Plan of the Northwest service area. For covered
services, the member pays 20% of the actual fee. Services are limited to 10 office visits, 10 diagnostic labs or X-rays, and 10 prescription drug fills.

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.
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Overview TRAD DED HDHP PPO SR. ADV.

Below are highlights of the benefits for each plan. A variety of options

See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan Reset

and then select “See plan comparisons.”

DEDUCTIBLE

Plan Options .
DED PLAN 13500/30/20%/7350 | DED PLAN J 4000/30/20%/7500 | DED PLAN K 5000/30/20%/7350

:);(:li;tli:r::;lrh;:;?“n) $3,500/$10,500 $4,000/$10,000 $5,000/$10,000
gﬁgﬁmjket maximum §7,350/$14,700 $7,500/$15,000 $7,350/$14,700
it . . .
Office visits - prenatal care $0 $0 $0
Telehealth (phone/video) $0 $0 $0
Office visits - primary care $30 $30 $30
Office visits - urgent care $50 $50 $50
Office visits - specialty care $40 $40 $40
Lab and X-ray procedures $30 $30 $30
CT, MRI and PET scans $100 $100 $100
Outpatient surgery 20%* 20%* 20%*
Inpatient hospital care 20%* 20%* 20%*
Emergency care 20%* 20%* 20%*
Routine eye exam $30 $30 $30

These plans include limited coverage for dependent children outside the Kaiser Foundation Health Plan of the Northwest service area. For covered
services, the member pays 20% of the actual fee. Services are limited to 10 office visits, 10 diagnostic labs or X-rays, and 10 prescription drug fills.

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

(412> 8% KAISER PERMANENTE.



Overview TRAD DED

HDHP PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

HIGH DEDUCTIBLE HEALTH PLAN

Plan Options HDHP Plan A HDHP Plan A HDHP Plan B HDHP Plan B
1500/10%/2500 1500/20%/2500 2000/20%/4000 2000/30%/4000

:);)z(irljc:tl?r::;IrNyIZ:?M) $1,500/$3,000 $1,500/$3,000 $2,000/$4,000 $2,000/$4,000
8:;7::“:;ket maximum $2,500/$5,000 $2,500/$5,000 $4,000/$8,000 $4,000/$8,000
miwlidare 0 ¥ 0 0
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0* $0* $0* $0*
Office visits - primary care 10%* 20%* 20%* 30%*
Office visits - urgent care 10%* 20%* 20%* 30%*
Office visits - specialty care 10%* 20%* 20%* 30%*

Lab and X-ray procedures 10%* 20%* 20%* 30%*

CT, MRl and PET scans 10%* 20%* 20%* 30%*
Outpatient surgery 10%* 20%* 20%* 30%*
Inpatient hospital care 10%* 20%* 20%* 30%*
Emergency care 10%* 20%* 20%* 30%*
Routine eye exam 10%* 20%* 20%* 30%*

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED

HDHP PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

HIGH DEDUCTIBLE HEALTH PLAN

Plan Options HDHP Plan C HDHP Plan C HDHP Plan D HDHP Plan D
2500/20%/5000 2500/30%/5000 2800/20%/5600 2800/30%/5600

(Dpidruc:tl?r:::IrNVIZ:?M) $2,500/$5,000 $2,500/$5,000 $2,800/$5,600 $2,800/$5,600
3;;7:;;;"“ maximum $5,000/$7,500 $5,000/$7,500 $5,600/$11,200 $5,600/$11,200
vl . . . "
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0* $0* $0* $0*
Office visits - primary care 20%* 30%* 20%* 30%*
Office visits - urgent care 20%* 30%* 20%* 30%*
Office visits - specialty care 20%* 30%* 20%* 30%*
Lab and X-ray procedures 20%* 30%* 20%* 30%*
CT, MRI and PET scans 20%* 30%* 20%* 30%*
Outpatient surgery 20%* 30%* 20%* 30%*
Inpatient hospital care 20%* 30%* 20%* 30%*
Emergency care 20%* 30%* 20%* 30%*
Routine eye exam 20%* 30%* 20%* 30%*

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED

HDHP PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

HIGH DEDUCTIBLE HEALTH PLAN

Plan Options HDHP Plan E HDHP Plan E HDHP Plan F HDHP Plan F
3000/20%/6000 3000/30%/6000 3500/20%/6900 3500/30%/6900

:)pidruc:tli::::lrhﬁ:;“w) $3,000/$6,000 $3,000/$6,000 $3,500/$7,000 $3,500/$7,000
8:;7::;;ket meximum $6,000/$12,000 $6,000/$12,000 $6,900/$13,800 $6,900/$13,800
milidare ¥ ¥ 0 0
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0* $0* $0* $0*
Office visits - primary care 20%* 30%* 20%* 30%*
Office visits - urgent care 20%* 30%* 20%* 30%*
Office visits - specialty care 20%* 30%* 20%* 30%*
Lab and X-ray procedures 20%* 30%* 20%* 30%*
CT, MRI and PET scans 20%* 30%* 20%* 30%*
Outpatient surgery 20%* 30%* 20%* 30%*
Inpatient hospital care 20%* 30%* 20%* 30%*
Emergency care 20%* 30%* 20%* 30%*
Routine eye exam 20%* 30%* 20%* 30%*

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED

HDHP PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

HIGH DEDUCTIBLE HEALTH PLAN

Plan Options HDHP Plan G HDHP Plan G HDHP Plan G HDHP Plan H
4000/20%/6900 4000/30%/6900 4000/40%/6900 5000/20%/6900
z)i(:li:tlt)r::;lrhﬁ:l;lw) $4,000/$8,000 $4,000/$8,000 $4,000/$8,000 $5,000/$10,000
8;;7:2)“:;kﬂ maximum $6,900/$13,800 $6,900/$13,800 $6,900/$13,800 $6,900/$13,800
mwlidars . ¥ ¥ 0
Office visits - prenatal care $0 $0 $0 $0
Telehealth (phone/video) $0* $0* $0* $0*
Office visits - primary care 20%* 30%* 40%* 20%*
Office visits - urgent care 20%* 30%* 40%* 20%*
Office visits - specialty care 20%* 30%* 40%* 20%*
Lab and X-ray procedures 20%* 30%* 40%* 20%*
CT, MRI and PET scans 20%* 30%* 40%* 20%*
Outpatient surgery 20%* 30%* 40%* 20%*
Inpatient hospital care 20%* 30%* 40%* 20%*
Emergency care 20%* 30%* 40%* 20%*
Routine eye exam 20%* 30%* 40%* 20%*

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

HIGH DEDUCTIBLE HEALTH PLAN

Plan Options [ 1oHP Plan H 5000/30%/6900 [ HOHP Plan H 5000/40%/6900

([:::uc;t:;:IrNVZ/;I;M) $5,000/$10,000 $5,000/$10,000
8:;7:2)“:;“'[ maximum $6,900/$13,800 $6,900/$13,800
Office visits - preventive

and weII-chiIdpcare 0 0

Office visits - prenatal care $0 $0
Telehealth (phone/video) $0* $0*
Office visits — primary care 30%* 40%*
Office visits - urgent care 30%* 40%*
Office visits - specialty care 30%* 40%*

Lab and X-ray procedures 30%* 40%*

CT, MRI and PET scans 30%* 40%*
Outpatient surgery 30%* 40%*
Inpatient hospital care 30%* 40%*
Emergency care 30%* 40%*
Routine eye exam 30%* 40%*

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice PPO - Traditional

Plan Options
[l rroPLANA10/1500 [l rroPLAN B 2072000
Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
(p‘;r‘lzan:;rye: ) ) $0/$0 $1,500/$3,000 $0/50 $2,000/$4,000
Out-of-pocket i
(|:|D7F:|;; e maximum $1,500/$3,000 $4,500/$9,000 $2,000/$4,000 $6,000/$12,000
Office visits.- preventive 50 0%+ 50 20%*
and well-child care
Office visits - prenatal care $0 30%* $0 30%*
Telehealth (phone/video) $0 30%* $0 30%*
o . $10 enhanced provider o $20 enhanced provider o
Office visits - primary care $30 network provider 30% $40 network provider 30%
N $30 enhanced provider o $40 enhanced provider s
NS AN $60 network provider 30% $80 network provider 30%
o : $20 enhanced provider s $30 enhanced provider s
Offce visits - specialty care $40 network provider 30% $50 network provider 30%
Lab and X-ray procedures $10 30%* $20 Applies to OOP 30%*
CT, MRI and PET scans $50 30%* $50 Applies to OOP 30%*
Outpatient surgery $50 30%* $50 Applies to OOP 30%*

. . $100 per day, o $100 per day, s
Inpatient hospital care $500 per admit 30% $500 per admit 30%
Emergency care $100 $100

: $10 enhanced provider s $20 enhanced provider -
Routine eye exam $30 network provider 30% $40 network provider 30%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).

To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.




Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice PPO - Traditional

Plan Options
[ rrorLanc20i2500 [ rrorLan D 3013000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
ST ) $0/$0 §2,000/$4,000 $0/50 $2,000/$4,000
(per calendar year)
Out-of-pocket maxi
o pocket maximim $2,500/$5,000 $6,000/$12,000 $3,000/$6,000 $6,000/$12,000
(IND/FAM)
Office visits.— preventive 50 30%* 50 30%*
and well-child care
Office visits - prenatal care $0 30%* $0 30%*
Telehealth (phone/video) $0 30%* $0 30%*
L . $20 enhanced provider s $30 enhanced provider s
Office visits ~ primary care $40 network provider 30% $50 network provider 30%
o $40 enhanced provider s $50 enhanced provider o
UIEHSSUERINEE $80 network provider 30% $100 network provider 30%
R, . $30 enhanced provider 0% $40 enhanced provider %
Office visits - specialty care $50 network provider 30% $60 network provider 30%
Lab and X-ray procedures $20 Applies to OOP 30%* $30 Applies to OOP 30%*
CT, MRI and PET scans $50 Applies to OOP 30%* $50 Applies to OOP 30%*
Outpatient surgery $50 Applies to OOP 30%* $100 Applies to OOP 30%*

. . $200 per day, ok $200 per day, .
Inpatient hospital care $1,000 per admit 30% $1,000 per admit 30%
Emergency care $200 $200

. $20 enhanced provider 0% $30 enhanced provider o
Routine eye exam $40 network provider 30% $50 network provider 30%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

(419> 8% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

Dual Choice PPO - Traditional Dual Choice PPO - Deductible
Plan Options

I rPropLan A 250110/10%/2500

I rropLANE 353500

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
. ) $0/$0 §2,000/$4,000 §250/$750 $2,000/$6,000
(per calendar year)
Out-of-pocket maxi
O pOTEl maximum $3,500/$7,000 $6,000/$12,000 $2,500/$7,500 $6,000/$12,000
(IND/FAM)
Office visits.— preventive 50 30%* 50 30%*
and well-child care
Office visits - prenatal care $0 30%* $0 30%*
Telehealth (phone/video) $0 30%* $0 30%*
S . $35 enhanced provider - $10 enhanced provider s
Office visits ~ primary care $55 network provider 30% $30 network provider 30%
"o $60 enhanced provider o $10 enhanced provider o
Office visits - urgent care $110 network provider 30% $30 network provider 30%
L . $45 enhanced provider 0% $10 enhanced provider o
Office visits - specialty care $65 network provider 30% $30 network provider 30%
Lab and X-ray procedures $35 Applies to OOP 30%* 10%* 30%*
CT, MRI and PET scans $50 Applies to OOP 30%* 10%* 30%*
Outpatient surgery $150 Applies to OOP 30%* 10%* 30%*
Inpatient hospital care $800 per admit 30%* 10%* 30%*
Emergency care $200 $200*
. $35 enhanced provider s $10 enhanced provider s
Routine eye exam $55 network provider 30% $30 network provider 30%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

[l Pro PLAN A 250/15/20%/3000

Il Pro PLAN B 500/20/10%/3500

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
LG ) §250/$750 §2,000/$6,000 $500/$1500 $2,500/$7,500
(per calendar year)
Out-of-pocket maxi
O pOTiEEl maximum $3,000/$9,000 $6,000/$12,000 $3,500/$10,500 §7,500/$15,000
(IND/FAM)
Office visits.— preventive 50 30%* 50 30%*
and well-child care
Office visits - prenatal care $0 30%* $0 30%*
Telehealth (phone/video) $0 30%* $0 30%*
o . $15 enhanced provider s $20 enhanced provider s
Office visits ~ primary care $35 network provider 30% $40 network provider 30%
"o $35 enhanced provider o $40 enhanced provider o
UIEHHSSUERINEE $55 network provider 30% $80 network provider 30%
A, . $25 enhanced provider 0% $30 enhanced provider %
Office visits - specialty care $45 network provider 30% $50 network provider 30%
Lab and X-ray procedures $15 30%* $20 Applies to OOP 30%*
CT, MRI and PET scans $100 30%* $100 Applies to OOP 30%*
Outpatient surgery 20%* 30%* 10%* 30%*
Inpatient hospital care 20%* 30%* 10%* 30%*
Emergency care 20%* 10%*
. $15 enhanced provider - $20 enhanced provider s
Routine eye exam $35 network provider 30% $40 network provider 30%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

. PPO PLAN B 500/10%/10%/3000

. PPO PLAN B 500/10/20%/3000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
(erlicallenZ;ryear) ) $500/$1500 §2,500/87,500 $500/$1500 $2,500/$7,500
Out-of-pocket maxi
(Ill\IID(/)F:I\:; e maximum $3,000/$9,000 §7,500/$15,000 $3,000/$9,000 $7,500/$15,000
Office visits - ti
Office visits - prenatal care $0 30%* $0 40%*
Telehealth (phone/video) $0 30%* $0 40%*
o . 10% enhanced provider s $10 enhanced provider -
Office visits - primary care 20% network provider 30% $30 network provider 40%
S 10% enhanced provider o $10 enhanced provider o
UIERHSSUERIEE 20% network provider 30% $30 network provider 40%
U . 10% enhanced provider % $10 enhanced provider o
Office visits - specialty care 20% network provider 30% $30 network provider 40%
Lab and X-ray procedures 10%* 30%* 20%* 40%*
CT, MRl and PET scans 10%* 30%* 20%* 40%*
Outpatient surgery 10%* 30%* $10* 40%*
Inpatient hospital care 10%* 30%* 20%* 40%*
Emergency care $200* $200*
. $20 enhanced provider s $10 enhanced provider s
Routine eye exam $40 network provider 30% $30 network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

Dual Choice PPO - Deductible

Plan Options
PPO PLAN B PPO PLAN C
500/20/20%/3500 750/20/20%/3500 (w/SPLIT COPAYS)
Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
eductible (IND/EAM) $500/$1500 §2,500/57,500 §750/$2250 $3,000/$9,000
(per calendar year)
Out-of-pocket maxi
O pocket maximum §3,500/510,500 §7,500/$15,000 §3,500/$10,500 §7,500/$22,500
(IND/FAM)
Office visits.— preventive 50 20%* 50 4%
and well-child care
Office visits - prenatal care $0 40%* $0 40%*
Telehealth (phone/video) $0 40%* $0 40%*
R, . $20 enhanced provider 0% $20 enhanced provider o
Office vists - primary care $40 network provider 40% $40 network provider 40%
L $40 enhanced provider - $40 enhanced provider -
Office vsits -urgent care $80 network provider 40% $80 network provider 40%
o . $30 enhanced provider o $30 enhanced provider -
Office visits - specialty care $50 network provider 40% $50 network provider 40%
Lab and X-ray procedures $20 40%* $20 40%*
CT, MRl and PET scans $100 40%* $100 40%*
Outpatient surgery 20%* 40%* 20%* 40%*
Inpatient hospital care 20%* 40%* 20%* 40%*
Emergency care 20%* 20%*
. $20 enhanced provider 0% $20 enhanced provider o
Routine eye exam $40 network provider 40% $40 network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.
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To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
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Dual Choice PPO - Deductible

Plan Options
PPO PLAN C 750/20/20%/3500 PPO PLAN C
(w/o SPLIT COPAYS) 750/20%/20%/3500

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
(pirlgl'en:;r yegr) ) §750/$2250 $3,000/$9,000 §750/$2250 $3,000/$9,000
Out-of-pocket maxi
“;D;’FAPM"; e maximum $3,500/$10,500 $7,500/$22,500 $3,500/$10,500 §7,500/$22,500
Office visits.— preventive 50 40%* 50 40%*
and well-child care
Office visits - prenatal care $0 40%* $0 40%*
Telehealth (phone/video) $0 40%* $0 40%*

U . $20 enhanced provider o 20% enhanced provider o
Office visits - primary care $40 network provider 40% 30% network provider 40%

o $20 enhanced provider - 20% enhanced provider s
Office visits - urgent care $40 network provider 40% 30% network provider 40%

L . $20 enhanced provider o 20% enhanced provider -
Office visits - specialty care $40 network provider 40% 30% network provider 40%
Lab and X-ray procedures $20 40%* 20%* 40%*
CT, MRI and PET scans $100 40%* 20%* 40%*
Outpatient surgery 20%* 40%* 20%* 40%*
Inpatient hospital care 20%* 40%* 20%* 40%*
Emergency care 20%* $200*

. $20 enhanced provider o 20% enhanced provider %

Routine eye exam $40 network provider 40% 30% network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

I rro PLaN D 1000/20/20%/4000

I rro pLAN D 1000/25/20%/5000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
LLGLGY ) $1,000/$3,000 $3,000/$9,000 $1,000/$3,000 $3,000/$9,000
(per calendar year)
Out-of-pocket maxi
O pocel maximim $4,000/$12,000 §9,000/$27,000 $5,000/$15,000 §9,000/$27,000
(IND/FAM)
Office visits.— preventive 50 0%+ 50 20%*
and well-child care
Office visits - prenatal care $0 40%* $0 40%*
Telehealth (phone/video) $0 40%* $0 40%*
o . $20 enhanced provider s $25 enhanced provider -
Office visits ~ primary care $40 network provider 40% $45 network provider 40%
o $20 enhanced provider - $45 enhanced provider o
ChithECpU ot $40 network provider 40% $90 network provider 40%
S, . $20 enhanced provider 0% $35 enhanced provider 0%
Office visits - specialty care $40 network provider 40% $55 network provider 40%
Lab and X-ray procedures 20%* 40%* $25 40%*
CT, MRl and PET scans 20%* 40%* $100 40%*
Outpatient surgery 20%* 40%* 20%* 40%*
Inpatient hospital care 20%* 40%* 20%* 40%*
Emergency care $200* $200*
. $20 enhanced provider - $25 enhanced provider s
Routine eye exam $40 network provider 40% $45 network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

[l PPo PLAN E 1500/20/30%/5000

[l PPoPLAN E 1500/30%/30%/5000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
LG ) $1,500/$4,500 $3,500/$10,500 $1,500/$4,500 $3,500/$10,500
(per calendar year)
Out-of-pocket maxi
O POTER maximumm $5,000/$12,000 $10,500/$21,000 $5,000/$12,000 $10,500/$21,000

(IND/FAM)
Office visits.— preventive 50 509+ 50 509+
and well-child care
Office visits - prenatal care $0 50%* $0 50%*
Telehealth (phone/video) $0 50%* $0 50%*

N . $20 enhanced provider s 30% enhanced provider s
Offce visits - primary care $40 network provider >0% 40% network provider 20%

o $20 enhanced provider o 30% enhanced provider o
Office visits - urgent care $40 network provider 20% 40% network provider 50%

S, . $20 enhanced provider % 30% enhanced provider o
Office visits - specialty care $40 network provider 20% 40% network provider 20%
Lab and X-ray procedures 30%* 50%* 30%* 50%*
CT, MRl and PET scans 30%* 50%* 30%* 50%*
Outpatient surgery $20* 50%* 30%* 50%*
Inpatient hospital care 30%* 50%* 30%* 50%*
Emergency care $200* $200*

. $20 enhanced provider o 30% enhanced provider o

Routine eye exam $40 network provider >0% 40% network provider 20%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

Il Pro PLANE 1500/25/20%/6000

[l ProPLAN F 2000/25/20%/6000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
LG ) §1,500/$4,500 $3,500/$10,500 $2,000/$6,000 $4,000/$12,000
(per calendar year)
Out-of-pocket maxi
O pOTiEl maximum $6,000/$12,000 $10,500/$21,000 $6,000/$12,000 $12,000/$24,000
(IND/FAM)
Office visits.— preventive 50 0% 50 10%*
and well-child care
Office visits - prenatal care $0 40%* $0 40%*
Telehealth (phone/video) $0 40%* $0 40%*
o . $25 enhanced provider s $25 enhanced provider s
Office visits — primary care $45 network provider 40% $45 network provider 40%
"o $45 enhanced provider - $45 enhanced provider o
AT DL $90 network provider 40% $90 network provider 40%
S, . $35 enhanced provider 0% $35 enhanced provider o
Office visits - specialty care $55 network provider 40% $55 network provider 40%
Lab and X-ray procedures $25 40%* $25 40%*
CT, MRl and PET scans $100 40%* $100 40%*
Outpatient surgery 20%* 40%* 20%* 40%*
Inpatient hospital care 20%* 40%* 20%* 40%*
Emergency care 20%* 20%*
. $25 enhanced provider o $25 enhanced provider o
Routine eye exam $45 network provider 40% $45 network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.
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PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

Il rropPLAN 6 2500/25/20%/6000

Il ProPLAN 6 2500/30/30%/6000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
LG ) §2,500/$7,500 $4,500/$13,500 $2,500/$5,000 $4,500/$13,500
(per calendar year)
Out-of-pocket maxi
O POTEl maximum $6,000/12,000 $13,500/$27,000 $6,000/12,000 $13,500/$27,000
(IND/FAM)
Office visits.— preventive 50 0%+ 50 509+
and well-child care
Office visits - prenatal care $0 40%* $0 50%*
Telehealth (phone/video) $0 40%* $0 50%*
o . $25 enhanced provider - $30 enhanced provider s
Office visits ~ primary care $45 network provider 40% $50 network provider 20%
"o $45 enhanced provider - $30 enhanced provider o
Office visits - urgent care $90 network provider 40% $50 network provider 50%
A, . $35 enhanced provider 0% $30 enhanced provider o
Office visits - specialty care $55 network provider 40% $50 network provider 20%
Lab and X-ray procedures $25 40%* 30%* 50%*
CT, MRI and PET scans $100 40%* 30%* 50%*
Outpatient surgery 20%* 40%* 30%* 50%*
Inpatient hospital care 20%* 40%* 30%* 50%*
Emergency care 20%* $200*
. $25 enhanced provider - $30 enhanced provider s
Routine eye exam $45 network provider 40% $50 network provider 20%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.
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PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

. PPO PLAN G 2500/30%/30%/6000

[ PPo PLAN H 3000/30/20%/8150

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
(piruc:Ilen:;ryear) ) §2,500/$5,000 $4,500/$13,500 $3,000/$9,000 $5,000/$15,000
Out-of-pocket maxi
“;D‘/’FAPM°; ¢l maximum $6,000/12,000 $13,500/$27,000 $8,150/$16,300 $15,000/$30,000
Office visits - ti
mdwellchldcre . i % 5
Office visits - prenatal care $0 50%* $0 40%*
Telehealth (phone/video) $0 50%* $0 40%*
S . 30% enhanced provider s $30 enhanced provider o
Office visits - primary care 40% network provider >0% $50 network provider 40%
o 30% enhanced provider o $50 enhanced provider o
ISP 40% network provider >0% $100 network provider 40%
L . 30% enhanced provider 0% $40 enhanced provider o
Office visits - specialty care 40% network provider 20% $60 network provider 40%
Lab and X-ray procedures 30%* 50%* $30 40%*
CT, MRl and PET scans 30%* 50%* $100 40%*
Outpatient surgery 30%* 50%* 20%* 40%*
Inpatient hospital care 30%* 50%* 20%* 40%*
Emergency care $200* 20%*
. 30% enhanced provider o $30 enhanced provider o
Routine eye exam 40% network provider 20% $50 network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

[ PPo PLAN H 3000/30%/30%/7000

[l PPoPLANI13500/30/20%/8000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
(p:ruc:Ilen:;ryear) ) $3,000/$6,000 $5,000/$15,000 $3,500/$10,500 $5,000/$16,500
Out-of-pocket maxi
“:D‘/’FAPI\:; el maximum $7,000/$14,000 $15,000/$30,000 $8,000/$16,000 $15,000/$30,000
Office visits - preventive .
* 4 0/ %
and well-child care X 20% L 0
Office visits - prenatal care $0 50%* $0 40%*
Telehealth (phone/video) $0 50%* $0 40%*
U . 30% enhanced provider s $30 enhanced provider s
Office visits - primary care 40% network provider >0% $50 network provider 40%
s 30% enhanced provider o $50 enhanced provider o
Office visits - urgent care 40% network provider 20% $100 network provider 40%
L . 30% enhanced provider 0% $40 enhanced provider o
Office visits - specialty care 40% network provider >0% $60 network provider 40%
Lab and X-ray procedures 30%* 50%* $30 Applies to OOP 40%*
CT, MRI and PET scans 30%* 50%* $100 Applies to OOP 40%*
Outpatient surgery 30%* 50%* 20%* 40%*
Inpatient hospital care 30%* 50%* 20%* 40%*
Emergency care $200* 20%*
. 30% enhanced provider 0% $30 enhanced provider o
Routine eye exam 40% network provider 20% $50 network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

Plan Options

Dual Choice PPO - Deductible

B rroPLAN 1 4000/30/20%/8150

B rropLAN K 5000/30/20%/8150

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
LG ) $4,000/$10,000 $6,000/$18,000 $5,000/$10,000 $6,500/$19,500
(per calendar year)
Out-of-pocket maxi
O pockel maximum $8,150/$16,300 $15,000/$30,000 $8,150/$16,300 $15,000/$30,000
(IND/FAM)
Office visits.— preventive 50 0% 50 240%*
and well-child care
Office visits - prenatal care $0 40%* $0 40%*
Telehealth (phone/video) $0 40%* $0 40%*
o . $30 enhanced provider s $30 enhanced provider -
Office visits ~ primary care $50 network provider 40% $50 network provider 40%
N— $50 enhanced provider o $50 enhanced provider o
UIENHSSUERIEE $100 network provider 40% $100 network provider 40%
S, . $40 enhanced provider 0% $40 enhanced provider o
Office visits - specialty care $60 network provider 40% $60 network provider 40%
Lab and X-ray procedures $30 Applies to OOP 40%* $30 Applies to OOP 40%*
CT, MRI and PET scans $100 Applies to OOP 40%* $100 Applies to OOP 40%*
Outpatient surgery 20%* 40%* 20%* 40%*
Inpatient hospital care 20%* 40%* 20%* 40%*
Emergency care 20%* 20%*
, $30 enhanced provider 0% $30 enhanced provider -
Routine eye exam $50 network provider 40% $50 network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

See plan comparisons
Reset

Below are highlights of the benefits for each plan. A variety of options
gives you the flexibility to choose a plan that meets employee needs and
business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan
and then select “See plan comparisons.”

Dual Choice - HDHP (aggregate accumulation)

[l PPO HDHP PLAN A 1500/10%/2500 [l PO HDHP PLAN A 1500/20%/2500

Plan Options

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
(piruc:Ilen:;ryear) ) $1,500/$3,000 $3,500/$9,750 $1,500/$3,000 §3,500/$9,750
Out-of-pocket maxi
“;D‘/’F:h:; el maximum §2,500/$5,000 $10,500/$21,000 $2,500/$5,000 $10,500/$21,000
Office visits - preventive
4 0/ % 4 0/ *
and well-child care L 0 X 0
Office visits - prenatal care $0 40%* $0 40%*
Telehealth (phone/video) $0* 40%* $0* 40%*
N . 10%* enhanced provider s 20%* enhanced provider s
Office visits - primary care 20%* network provider 30% 30%* network provider 40%
N— 10%* enhanced provider o 20%* enhanced provider o
AT RIS 20%* network provider 30% 30%* network provider 40%
A . 10%* enhanced provider % 20%* enhanced provider %
Office visits - specialty care 20%* network provider 30% 30%* network provider 40%
Lab and X-ray procedures 10%* 30%* 20%* 40%*
CT, MRl and PET scans 10%* 30%* 20%* 40%*
Outpatient surgery 10%* 30%* 20%* 40%*
Inpatient hospital care 10%* 30%* 20%* 40%*
Emergency care 10%* 20%*
. 10%* enhanced provider o 20%* enhanced provider o
Routine eye exam 20%* network provider 30% 30%* network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).

To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.




Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice - HDHP (aggregate accumulation)

Plan Options
[l PPo HDHP PLAN B 2000/20%/4000 [l Pro HDHP PLAN B 2000/30%/4000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM

eductible ) $2,000/$4,000 $4,000/$12,000 $2,000/$4,000 $4,000/$12,000
(per calendar year)
Out-of-pocket i

ut-oFpocket maximum $4,000/$8,000 $12,000/$24,000 $4,000/$8,000 $12,000/$24,000
(IND/FAM)
Office visits.— preventive 50 0%+ 50 59+
and well-child care
Office visits - prenatal care $0 40%* $0 50%*
Telehealth (phone/video) $0* 40%* $0* 50%*

20%* enhanced provider 30%* enhanced provider

e 0% %
Office visits - primary care 30%* network provider 40% 40%* network provider >0%
N 20%* enhanced provider - 30%* enhanced provider o
USSR 30%* network provider 40% 40%* network provider 20%
(VA H (VA H
Lab and X-ray procedures 20%* 40%* 30%* 50%*
CT, MRl and PET scans 20%* 40%* 30%* 50%*
Outpatient surgery 20%* 40%* 30%* 50%*
Inpatient hospital care 20%* 40%* 30%* 50%*
Emergency care 20%* 30%*
. 20%* enhanced provider o 30%* enhanced provider o
Routine eye exam 30%* network provider 40% 40%* network provider >0%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice - HDHP (aggregate accumulation)

Plan Options
[l Ppo HDHP PLAN C 2500/20%/5000 Il PPo HDHP PLAN C 2500/30%/5000

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM

HTELIE ) $2,500/$5,000 $5,000/$15,000 $2,500/$5,000 $5,000/$15,000
(per calendar year)
Out-of-pocket maxi

ut-oFpocket maximum $5,000/$7.500 $15,000/$30,000 $5,000/$7.500 $15,000/$30,000
(IND/FAM)
Office visits.— preventive 50 0%+ $0 59+
and well-child care
Office visits - prenatal care $0 40%* $0 50%*
Telehealth (phone/video) $0* 40%* $0* 50%*

20%* enhanced provider 30%* enhanced provider

e 0% %
Office visits - primary care 30%* network provider 40% 40%* network provider >0%
S 20%* enhanced provider - 30%* enhanced provider o
AR R 30%* network provider 40% 40%* network provider >0%
0/ % H 0/ % H
Lab and X-ray procedures 20%* 40%* 30%* 50%*
CT, MRl and PET scans 20%* 40%* 30%* 50%*
Outpatient surgery 20%* 40%* 30%* 50%*
Inpatient hospital care 20%* 40%* 30%* 50%*
Emergency care 20%* 30%*
. 20%* enhanced provider o 30%* enhanced provider o
Routine eye exam 30%* network provider 40% 40%* network provider >0%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice - HDHP (embedded accumulation)

Plan Options
. PPO HDHP PLAN D 2800/20%/5600 . PPO HDHP PLAN D 2800/30%/5600
Tiers In-network Qut-of-network In-network Out-of-network
Deductible (IND/FAM
TELIE ) $2,800/$5,600 $5,000/$15,000 $2,800/$5,600 $5,000/$15,000
(per calendar year)
Out-of-pocket maxi
ut-ol-pociket maximum $5,600/$11,200 $15,000/$30,000 $5,600/$11,200 $15,000/$30,000
(IND/FAM)
Office visits.— preventive 50 10%* $0 509+
and well-child care
Office visits - prenatal care $0 40%* $0 50%*
Telehealth (phone/video) $0* 40%* $0* 50%*

20%* enhanced provider 30%* enhanced provider

e % 0%
Office visits - primary care 30%* network provider 40% 40%* network provider >0%
S 20%* enhanced provider - 30%* enhanced provider o
USRS 30%* network provider 40% 40%* network provider >0%
0/ % i 0/ % i
Lab and X-ray procedures 20%* 40%* 30%* 50%*
CT, MRI and PET scans 20%* 40%* 30%* 50%*
Outpatient surgery 20%* 40%* 30%* 50%*
Inpatient hospital care 20%* 40%* 30%* 50%*
Emergency care 20%* 30%*
. 20%* enhanced provider o 30%* enhanced provider %
Routine eye exam 30%* network provider 40% 40%* network provider >0%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice - HDHP (embedded accumulation)

Plan Options
[l PO HDHP PLAN E 3000/20%/6000 [l Pro HDHP PLAN E 3000/30%/6000

Tiers In-network Out-of-network In-network Out-of-network
D ible (IND/FAM

B $3,000/$6,000 $5,000/$15,000 $3,000/$6,000 $5,000/$15,000
(per calendar year)
Out-of-pocket i

U -OFPOCKEL maximim $6,000/$12,000 $15,000/$30,000 $6,000/$12,000 $15,000/$30,000
(IND/FAM)
Office visits.— preventive 50 0% 50 59+
and well-child care
Office visits - prenatal care $0 40%* $0 50%*
Telehealth (phone/video) $0* 40%* $0* 50%*

20%* enhanced provider 30%* enhanced provider

e 0% %
Office visits - primary care 30%* network provider 40% 40%* network provider 20%
N 20%* enhanced provider - 30%* enhanced provider o
UIETHSSUERINEE 30%* network provider 40% 40%* network provider >0%
0o/ % H 0o/ % H
Lab and X-ray procedures 20%* 40%* 30%* 50%*
CT, MRl and PET scans 20%* 40%* 30%* 50%*
Outpatient surgery 20%* 40%* 30%* 50%*
Inpatient hospital care 20%* 40%* 30%* 50%*
Emergency care 20%* 30%*
. 20%* enhanced provider o 30%* enhanced provider o
Routine eye exam 30%* network provider 40% 40%* network provider >0%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice - HDHP (embedded accumulation)

Plan Options
Il Pro HDHP PLAN F 3500/20%/6900 Il rro HDHP PLAN F 3500/30%/6900
Tiers In-network Qut-of-network In-network Out-of-network
Deductible (IND/FAM
IO ) $3,500/$7,000 $5,500/$16,500 $3,500/$7,000 $5,500/$16,500
(per calendar year)
Out-of-pocket maxi
ut-ol-pociet maximum $6,900/$13,800 $15,000/$30,000 $6,900/$13,800 $15,000/$30,000
(IND/FAM)
Office visits.— preventive 50 10%* 50 509+
and well-child care
Office visits - prenatal care $0 40%* $0 50%*
Telehealth (phone/video) $0* 40%* $0* 50%*

20%* enhanced provider 30%* enhanced provider

e 0% ok
Office visits - primary care 30%* network provider 40% 40%* network provider >0%
S 20%* enhanced provider - 30%* enhanced provider o
AT RIS 30%* network provider 40% 40%* network provider >0%
0/ % H 0/ % H
Lab and X-ray procedures 20%* 40%* 30%* 50%*
CT, MRl and PET scans 20%* 40%* 30%* 50%*
Outpatient surgery 20%* 40%* 30%* 50%*
Inpatient hospital care 20%* 40%* 30%* 50%*
Emergency care 20%* 30%*
. 20%* enhanced provider o 30%* enhanced provider o
Routine eye exam 30%* network provider 40% 40%* network provider >0%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice - HDHP (embedded accumulation)

Plan Options
[l Pro HDHP PLAN G 4000/20%/6900 [ Pro HDHP PLAN G 4000/30%/6900

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM

eductible ) $4,000/$8,000 $6,000/$12,000 $4,000/$8,000 $6,000/$12,000
(per calendar year)
Out-of-pocket i

ut-oFpocket maximum §6,900/$13,800 $15,000/$30,000 §6,900/$13,800 $15,000/$30,000
(IND/FAM)
Office visits.— preventive 50 10%* 50 509+
and well-child care
Office visits - prenatal care $0 40%* $0 50%*
Telehealth (phone/video) $0* 40%* $0* 50%*

20%* enhanced provider 30%* enhanced provider

e 0% ok
Office visits - primary care 30%* network provider 40% 40%* network provider >0%
S 20%* enhanced provider - 30%* enhanced provider o
AT RIS 30%* network provider 40% 40%* network provider >0%
0/ % H 0/ % H
Lab and X-ray procedures 20%* 40%* 30%* 50%*
CT, MRl and PET scans 20%* 40%* 30%* 50%*
Outpatient surgery 20%* 40%* 30%* 50%*
Inpatient hospital care 20%* 40%* 30%* 50%*
Emergency care 20%* 30%*
. 20%* enhanced provider o 30%* enhanced provider o
Routine eye exam 30%* network provider 40% 40%* network provider >0%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.
Below are highlights of the benefits for each plan. A variety of options See plan comparisons

gives you the flexibility to choose a plan that meets employee needs and

business goals.
To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Dual Choice - HDHP (embedded accumulation)

Plan Options
I Pro HDHP PLAN G 4000/40%/6900 Il Pro HDHP PLAN H 5000/20%/6900

Tiers In-network Out-of-network In-network Out-of-network

Deductible (IND/FAM)

$4,000/$8,000 $6,000/$12,000 $5,000/$10,000 $7,000/$14,000

(per calendar year)
Out-of-pocket i

-OFPOCKEt maximdm £6,900/$13,800 $15,000/$30,000 $6,900/$13,800 $17,000/$34,000
(IND/FAM)
Office visits.— preventive 50 509+ 50 20%*
and well-child care
Office visits - prenatal care $0 50%* $0 40%*
Telehealth (phone/video) $0* 50%* $0* 40%*

40%* enhanced provider 20%* enhanced provider

e % o
Office visits - primary care 50%* network provider >0% 30%* network provider 40%
SN 40%* enhanced provider o 20%* enhanced provider o
Office visits - urgent care 50%* network provider >0% 30%* network provider 40%
0/ % ; o/ % .
Lab and X-ray procedures 40%* 50%* 20%* 40%*
CT, MRI and PET scans 40%* 50%* 20%* 40%*
Outpatient surgery 40%* 50%* 20%* 40%*
Inpatient hospital care 40%* 50%* 20%* 40%*
Emergency care 40%* 20%*
. 40%* enhanced provider o 20%* enhanced provider o
Routine eye exam 50%* network provider 20% 30%* network provider 40%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

& KAISER PERMANENTE.



Overview TRAD DED HDHP

PPO SR. ADV.

Below are highlights of the benefits for each plan. A variety of options

gives you the flexibility to choose a plan that meets employee needs and

business goals.

To compare the benefits of up to any 3 plans, check the checkboxes next to each plan

and then select “See plan comparisons.”

Plan Options

I Pro HDHP PLAN H 5000/30%/6900

Dual Choice - HDHP (embedded accumulation)

See plan comparisons
Reset

B PPo HDHP PLAN H 5000/40%/6900

Tiers In-network Out-of-network In-network Out-of-network
Deductible (IND/FAM
(erlicallenZ;ryear) ) $5,000/$10,000 $7,000/$14,000 $5,000/$10,000 §7,000/$14,000
Out-of-pocket maxi
“:D‘/’FAPM°; el maximum $6,900/$13,800 $17,000/$34,000 $6,900/$13,800 §17,000/$34,000
Office visits - preventive - o
and well-child care L 20% X 20%
Office visits - prenatal care $0 50%* $0 50%*
Telehealth (phone/video) $0* 50%* $0* 50%*
S . 30%* enhanced provider s 40%* enhanced provider s
Office visits - primary care 40%* network provider 20% 50%* network provider 20%
S 30%* enhanced provider o 40%* enhanced provider o
USRI 40%* network provider >0% 50%* network provider 20%
L . 30%* enhanced provider % 40%* enhanced provider o
Office visits - specialty care 40%* network provider 20% 50%* network provider >0%
Lab and X-ray procedures 30%* 50%* 40%* 50%*
CT, MRl and PET scans 30%* 50%* 40%* 50%*
Outpatient surgery 30%* 50%* 40%* 50%*
Inpatient hospital care 30%* 50%* 40%* 50%*
Emergency care 30 40%*
. 30%* enhanced provider % 40%* enhanced provider o
Routine eye exam 40%* network provider >0% 50%* network provider >0%

*After deductible.

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

&% KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.

Compare plans - Traditional, Deductible, HDHP

Plan Options

Deductible (IND/FAM)
(per calendar year)

Out-of-pocket maximum
(IND/FAM)

Office visits - preventive
and well-child care

Office visits - prenatal care

Telehealth (phone/video)

Office visits - primary care

Office visits - urgent care

Office visits - specialty care

Lab and X-ray procedures

CT, MRI and PET scans

Outpatient surgery

Inpatient hospital care

Emergency care

Routine eye exam

& KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.

Compare plans - Dual Choice PPO

Plan Options

Deductible (IND/FAM)
(per calendar year)

Out-of-pocket maximum
(IND/FAM)

Office visits - preventive
and well-child care

Office visits - prenatal care

Telehealth (phone/video)

Office visits - primary care

Office visits - urgent care

Office visits - specialty care

Lab and X-ray procedures

CT, MRI and PET scans

Outpatient surgery

Inpatient hospital care

Emergency care

Routine eye exam

(442> 8% KAISER PERMANENTE.



Overview TRAD DED HDHP PPO SR. ADV.

Plan pairings

Plan Options

Deductible (IND/FAM)
(per calendar year)

Out-of-pocket maximum
(IND/FAM)

Office visits - preventive
and well-child care

Office visits - prenatal care

Telehealth (phone/video)

Office visits - primary care

Office visits - urgent care

Office visits - specialty care

Lab and X-ray procedures

CT, MRI and PET scans

Outpatient surgery

Inpatient hospital care

Emergency care

Routine eye exam




Overview TRAD DED HDHP PPO SR. ADV.

A BETTER WAY TO TAKE CARE OF BUSINESS

SUPPLEMENTAL BENEFIT OPTIONS
OUTPATIENT PRESCRIPTION DRUGS

Traditional, deductible, and HSA-qualified HDHP plans

Below are pharmacy benefit designs available for traditional, deductible, and HSA-qualified plans.
The Kaiser Permanente formulary applies to all plans below. View our formulary at kp.org/formulary.

TRADITIONAL AND DEDUCTIBLE COST SHARE OPTIONS

GENERIC PREFERRED BRAND NON-PREFERRED BRAND SPECIALTY
$10 $20 $40 $150
$10 $20 $40 20% or 50% (up to a max of $100 or $150)
$10 $30 $50 $150
$15 $30 $50 $150
$15 $30 $50 20% or 50% (up to a max of $100 or $150)
$15 $40 $60 $150
$20 $40 $60 $150
$20 $40 $60 20% or 50% (up to a max of $100 or $150)
$25 $50 $75 $150

HSA-QUALIFIED HIGH DEDUCTIBLE COST SHARE OPTIONS
All cost share amounts shown for the HSA-qualified plans below are after deductible.

GENERIC PREFERRED BRAND NON-PREFERRED BRAND SPECIALTY
$10 $20 $40 20% or 50% (up to a max of $100 or $150)
$10 $30 $50 $150
$15 $30 $50 20% or 50% (up to a max of $100 or $150)
$15 $40 $60 $150
$20 $40 $60 20% or 50% (up to a max of $100 or $150)
$25 $50 $75 $150
10% 10% 10% 10%
20% 20% 20% 20%
30% 30% 30% 30%
40% 40% 40% 40%
50% 50% 50% 50%

A prescription drug rider for HSA-qualified high deductible health plans may also be purchased with certain preventive drugs not subject to the
deductible. Contact your Kaiser Permanente sales representative or account manager for details. Note: Prescription drug cost shares apply to the
medical out-of-pocket maximum.
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Overview TRAD DED HDHP PPO SR. ADV.

A BETTER WAY TO TAKE CARE OF BUSINESS

Dual Choice PPO® and HSA-qualified Dual Choice PPO® plans

Below are pharmacy benefit designs available for Dual Choice plans. Dual Choice members have access to a
broad national network of pharmacies through MedImpact, as well as access to Kaiser Permanente pharmacies.

TRADITIONAL AND DEDUCTIBLE COST SHARE OPTIONS

Kaiser Permanente Pharmacies MedImpact Pharmacies

Non-
Preferred | Preferred Preferred Preferred
Generic Specialty Generic Brand Brand Specialty
$10 $20 $40 $150 $20 $40 $70 30%
$10 $20 $40 20g1lé)%t§ra$r1n5a(;( o $20 $40 $70 30%
0,
$10 $20 $40 50;‘8?;1?‘538‘ £l $20 $40 $70 50%
$10 $30 $50 $150 $20 $50 $80 30%
$15 $30 $50 $150 $25 $50 $80 30%
0,
$15 $30 $50 20g1l(1)%t§ra$;n53(;( o $25 $50 $80 30%
0,
$15 $30 $50 50§1l(1)%t§ra$;"538( o $25 $50 $80 50%
$15 $40 $60 $150 $25 $60 $90 30%
$20 $40 $60 $150 $30 $60 $90 30%
$20 $40 $60 20?118%'(;33;;“538( ! $30 $60 $90 30%
0,
$20 $40 $60 50:1%%'[;2;“535 o $30 $60 $90 50%
$25 $50 $75 $150 $35 $70 $105 30%

& KAISER PERMANENTE.
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A BETTER WAY TO TAKE CARE OF BUSINESS

HSA-QUALIFIED HIGH DEDUCTIBLE COST SHARE OPTIONS

All cost shares amounts shown for the HSA-qualified plans below are after deductible.

Kaiser Permanente Pharmacies MedImpact Pharmacies

Non-
Preferred | Preferred Preferred Preferred
Generic Specialty Generic Brand Brand Specialty
$10 $20 $40 zoglé)%t:ra;;g ! $20 $40 $70 30%
$10 $20 $40 Sof%%tjrafﬁ;n;g o $20 $40 $70 50%
$10 $30 $50 $150 $20 $50 $80 30%
0,
$15 $30 $50 zo;l:)%tzrzq?g ! $25 $50 $80 30%
0,
$15 $30 $50 50:;:)%'[;3;535 ! $25 $50 $80 50%
$15 $40 $60 $150 $25 $60 $90 30%
0,
$20 $40 $60 20;3?;2?;8‘ ! $30 $60 $90 30%
0,
$20 $40 $60 50§1%%t§ra$r1n5a(;( o $30 $60 $90 50%
$25 $50 $75 $150 $35 $70 $105 30%
10% 10% 10% 10% 20% 20% 20% 20%
20% 20% 20% 20% 30% 30% 30% 30%
30% 30% 30% 30% 40% 40% 40% 40%
40% 40% 40% 40% 50% 50% 50% 50%
50% 50% 50% 50% 50% 50% 50% 50%

The Kaiser Permanente formulary applies to Kaiser Permanente pharmacies as a part of Dual Choice plans. View our formulary at kp.org/
formulary. Members get up to a 30-day supply for each cost share (up to a 90-day supply of maintenance drugs for 2 copays when our
mail-order pharmacy is used).*

*Specialty drugs are provided at 1 cost share (or 1 maximum) for a 30-day supply.

(<a6> 8% KAISER PERMANENTE.
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A BETTER WAY TO TAKE CARE OF BUSINESS

ADULT HEARING AIDS
Traditional, deductible, and HSA-qualified HDHP plans

Our traditional, deductible, and HSA-qualified plans offer several options for hearing aid benefits. Members can
get 1 hearing aid per ear per 36, 48, or 60 months up to a $250, $500, $1,000, or $1,500 allowance per ear.

Dual Choice PPO® and HSA-qualified Dual Choice PPO® plans

Dual Choice plans (including HSA-qualified plans) offer several options for hearing aid benefits. Members may
purchase hearing aids through Kaiser Permanente or direct contracted providers, First Choice Health, First Health
Network, or out-of-network providers. One hearing aid per ear per 36, 48, or 60 months up to a $250, $500,
$1,000, or $1,500 allowance per ear.

ALTERNATIVE CARE
Traditional, deductible, and HSA-qualified HDHP plans

Physician-referred alternative care benefits included as standard in plans

When medically necessary, Kaiser Permanente doctors may refer members for acupuncture, chiropractic care,
and naturopathic treatment at the same cost share as a specialty care office visit.

Buy-up self-referred alternative care benefits

Members will pay the same cost share per treatment as a primary care office visit. Coverage applies an annual
benefit maximum of $1,000, $1,500, or $2,000. Note: Massage office copay is always $25 (subject to deductible
on HSA-qualified plans) with a 12-visit limit per calendar year. Services may be received from the CHP Group, a
broad network of alternative care providers in the Pacific Northwest. Visit chpgroup.com for a list of providers.
Self-referred alternative care without prior authorization is available for the following bundles:

e Chiropractic only

* Naturopathic only

e Chiropractic and acupuncture

e Chiropractic, acupuncture, naturopathic, and massage therapy

Dual Choice PPO® and HSA-qualified Dual Choice PPO® plans

Buy-up self-referred alternative care benefits

Self-referred alternative care without prior authorization is available for the following bundles:
e Chiropractic only

e Chiropractic and acupuncture

e Chiropractic, acupuncture, and massage therapy

Coverage applies an annual benefit maximum of $1,000, $1,500, or $2,000. Members will pay the same cost
share as a primary office visit. Note: Massage office copay is always $25 (subject to deductible on HSA-qualified
plans) with a 12-visit limit per calendar year. Dual Choice members may select providers from the CHP Group,
First Choice Health, First Health Network, or out-of-network providers.

&% KAISER PERMANENTE.
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VISION HARDWARE
Traditional, deductible, and HSA-qualified HDHP plans

Eye exams are covered as a medical benefit at the applicable office visit cost share. Vision hardware must be
purchased from Vision Essentials by Kaiser Permanente or participating facilities. Visit kp2020.org for more info.

For members 19 and older

An allowance is provided toward the purchase of eyeglass lenses and a frame or contact lenses.

$100, $150, $200, $250, $300, $400, or $500 every calendar year
ALLOWANCE OPTIONS or
$100, $150, $200, $250, $300, $400, or $500 every 2 calendar years

For members 18 and younger - Standard benefit

Each calendar year, 1 pair of eyeglass lenses and a standard frame from a specified collection of frames, or contact lenses.

For members 18 and younger - Enhanced benefit

With the enhanced benefit, the member may purchase frames outside of the specified collection. An allowance is provided toward the purchase
of the eyeglass lenses/frame or contact lenses.

ALLOWANCE OPTIONS $100, $150, $200, $250, $300, $400, or $500 every calendar year

Dual Choice PPO® and HSA-qualified Dual Choice PPO® plans

Eye exams are covered as a medical benefit at the applicable office visit cost share. Vision hardware must be
purchased from Vision Essentials by Kaiser Permanente or participating facilities, First Choice Health optical
providers, First Health Network optical providers, or nonparticipating optical providers.

For members 19 and older

An allowance is provided toward the purchase of eyeglass lenses and a frame, or contact lenses.

$100, $150, $200, $250, $300, $400, or $500 every calendar year
or

$100, $150, $200, $250, $300, $400, or $500 every

2 calendar years

For members 18 and younger

Each calendar year, 1 pair of eyeglass lenses and a standard frame from a specified collection of frames or contact lenses are covered in full
when purchased from Vision Essentials by Kaiser Permanente or participating facilities, and First Choice Health optical vendors and First Health
Network optical vendors. Vision hardware purchased from nonparticipating optical vendors is covered at 50%.

ALLOWANCE OPTIONS

QDD Kp.org/choosebetter % KAISER PERMANENTE.
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SENIOR ADVANTAGE

Plan Options LOW PLAN MID PLAN HIGH PLAN

Deductible (IND/FAM) (per calendar year) $0 $0 $0

Out-of-pocket maximum (IND/FAM) $1,500 $1,000 $600

Office visits - preventive and well-child care $0 $0 $0

Office visits - prenatal care $0 $0 $0

Telehealth (phone/video) $0 $0 $0

Office visits - primary care $20 $15 $10

Office visits - urgent care $25 $20 $15

Office visits - specialty care $25 $20 $15

Lab and X-ray procedures $0 $0 $0

CT, MRI and PET scans $50 $25 $0

Outpatient surgery $150 $100 $50

Outpatient therapies $25 $20 $15

Inpatient hospital care $250 per admission $200 per admission $100 per admission

Emergency care $50 $50 $50

Ambulance $100 $75 $50

Routine eye exam $20 $15 $10

Outside service area $1,000 maximum per $1,000 maximum per $1,000 maximum per
year - 20% coinsurance | year-20% coinsurance | year-20% coinsurance

Pharmacy $15 generic/$30 brand | $10 generic/$20 brand $5 generic/$10 brand

Outpatient therapies include physical, occupational, speech, rehabilitative, and habilitative services (25 visits combined per calendar year plus
additional 25 visits for neurodevelopmental therapy).

These plans are subject to exclusions and limitations. A complete list of the exclusions and limitations is included in the Evidence of Coverage (EOC).
To geta copy of the EOC, please contact your sales executive or account manager.

(429> 8% KAISER PERMANENTE.
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