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INTRODUCTION

Thank you for choosing to be a Kaiser Permanente member. We look forward to helping you live a
longer, healthier life. This member handbook will help you to learn more about Kaiser Permanente.
We hope that you are an active participant in your health care and use our many programs and tools
that empower you to thrive.

This member handbook provides general information, not medical advice or benefit coverage. For
complete details on your benefit coverage, including exclusions, limitations, and plan terms, please
call the Customer Service Center at 808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands).

If you are a member of one of the below plans, please refer to the guide that applies to your plan. If
you have questions about which guide applies to you, or for instructions on obtaining the correct
guide, please contact our Customer Service Center.

* Federal Employees Health Benefits Program members

¢ Kaiser Permanente Added Choice Plan members

¢ Kaiser Permanente for Individuals and Families Plan members
¢ Kaiser Permanente Medicare Cost members

¢ Kaiser Permanente QUEST and QUEST-Net members

* Kaiser Permanente Senior Advantage members

Information in this member handbook is current as of August 2012 and may be subject to change
without notice.
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PREVENTIVE CARE GUIDELINES

Make a positive impact on your health by following some basic health guidelines and by getting
recommended medical screening tests. Healthy lifestyle habits can go a long way toward keeping you
well and may potentially add years to your life. These habits include not smoking; eating a low-fat,
high-fiber diet; wearing seat belts; and maintaining a regular exercise program.

As your health care partner, we’ll do our part by focusing on early detection and timely treatment of
disease. To monitor your health and identify symptoms at an early stage, we ask that you follow
these preventive care guidelines. The services listed can be obtained through your health care team.

The preventive care guidelines on pages 3 to 7 are for healthy adults and children with no symptoms
of illness. Your doctor may recommend that you have some of these tests more often based on the
information you provide, including your age, medical history, and lifestyle. Children need frequent
health examinations to have their growth and development monitored and to receive
immunizations. Preventive care schedules often incorporate these aspects into each visit. The
schedules allow for some variation.

PREVENTIVE CARE GUIDELINES FOR CHILDREN AND ADOLESCENTS

Age Vaccination or screening test* Checkup
Birth Hep B (Hepatitis B)
2 weeks Well-child visit
2 months DTaP (diphtheria/tetanus/acellular pertussis), Hib | Well-child visit
(Haemophilus influenzae type B), 2nd Hep B, Polio
vaccine, 1st PCV (pneumococcal conjugate vaccine),
1st rotavirus oral vaccine
4 months 2nd DTaP, 2nd Hib, 2nd Polio vaccine, 2nd PCV, Well-child visit
2nd rotavirus oral vaccine
6 months 3rd DTaP, 3rd Hib, 3rd Hep B, 3rd Polio vaccine, Well-child visit
3rd PCV, influenza annually to age 18,3rd rotavirus
oral vaccine (if needed)
9 months Complete blood count, TB (tuberculosis) skin test Well-child visit
12t0 13 Ist MMR (measles/mumps/rubella), 1st Hep A Well-child visit
months (hepatitis A), 1st varicella (chicken pox)
15 months 4th DTaP, Hib, PCV, and Polio at age 15 to 18 Well-child visit (when
months indicated)
18 months 2nd Hep A, 4th DTaP, Hib, PCV, and Polio if not Well-child visit
completed at 15 months
2 to 5 years TB skin test once between the ages of 4 to 6 years, Every year
5th DTaP, 2nd MMR, 2nd varicella, 5th Polio
6 to 13 years | Tdap (tetanus/diphtheria/acellular pertussis) at age | Every two years
11 to 12 years; 1st MCV4 (meningococcal conjugate
vaccine) at age 11 to 12 years; HPV (human
papillomavirus) vaccine for females and males age
11 to 26 years; diabetes and lipid screening for high
risk individuals
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Age

Vaccination or screening test*

Checkup

14 to 18 years

Tdap if not given at 11 to 13 years, then Td
(tetanus/diphtheria) every 10 years; 2nd MCV4 at
age 16 to 18 years, annual chlamydia test for females
if sexually experienced; complete blood count for
females (once); diabetes and lipid screening for high

risk individuals

Every year—health risk
behavior screening

*Vaccine schedule subject to change based on Centers for Disease Control and Prevention and
American Academy of Pediatrics recommendations.

These are recommended preventive guidelines that are subject to change and may not reflect what is

a covered benefit.

Safety and Health

Age*

Recommendation

Comments

Infant

Ensure safe sleeping

Babies should sleep on their sides or backs
(not stomachs) to help prevent Sudden Infant
Death Syndrome (SIDS).

Infant

Avoid sun exposure

Sun exposure is the direct cause of skin cancer.
Keep your baby covered up when outside or
use a sunscreen specifically formulated for
infants.

Infant/toddler

Prevent injuries and accidents

Childproof your home with childproof latches,
outlet covers, and other safety devices.

Infant/toddler

Provide proper nutrition

Feed your baby with breast milk, or if not
possible, infant formula, for at least he first
year. Low-fat diets are not recommended for
infants and toddlers.

Infant/toddler

Prevent tooth decay

Wean your child off the baby bottle at age 1
year. Liquids with sugar, such as milk or juice,
contribute to tooth decay. Give daily fluoride
if recommended by your doctor.

Infant/toddler

Travel safely

Always put your child in an age-appropriate,
approved car seat. Car seats should be installed
in the back seat only.

School
age/adolescent

Practice good oral hygiene

Brush regularly with a fluoride toothpaste, and
floss daily to prevent gum disease.

School
age/adolescent

Prevent injuries and accidents

Always wear a seat belt. Use safety equipment,
such as helmets and other protective gear,
when riding a bicycle, skating, and playing
spofts.

School
age/adolescent

Avoid alcohol

Don’t drink. Don’t ride in a car with a driver
who has been drinking.
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Age*

Recommendation

Comments

School Say no to tobacco and drugs Don’t smoke or chew tobacco. Don’t take

age/adolescent drugs. If you want to quit, talk to your health
care practitioner—we can help.

School Limit sun exposure Apply sunscreen before going out in the sun

age/adolescent and reapply regularly. Wear long-sleeved shirts,
hats, and sunglasses whenever possible.

School Eat a balanced diet Have 5 or more servings of fruits and

age/adolescent vegetables every day. Limit fat and cholesterol.
Avoid sugary drinks. Eat foods high in fiber,
iron, and calcium.

School Exercise regularly Participate in sports or some other form of

age/adolescent exercise for at least 60 minutes each day.

Adolescent Prevent sexually transmitted Abstinence is your best protection. If you are

diseases and unintended sexually active, always practice safer sex and
pregnancy use contraception.

All Avoid accidental poisoning Keep medications, household chemicals, and
other dangerous substances locked up and out
of reach. Keep the Poison Help number
handy: 1-800-222-1222.

All Install smoke detectors Check alarms once a month and change the
batteries yearly.

All Prevent firearm accidents Encourage gun safety. Lock up guns and keep
ammunition separate.

All Provide clean air Don’t allow anyone to smoke in your house,

your car, or around your child.

*Infant=Dbirth through 12 months, Toddler=12 through 48 months, School age=48 months
through 10 years, Adolescent=11 through 18 years, All=birth through 18 years.

PREVENTIVE CARE GUIDELINES FOR ADULTS

Action | Age | Frequency
Vaccinations
Zoster 00 years and older Once

Td (tetanus/diphtheria)

Tdap (tetanus/diphtheria/
acellular pertussis)

18 and older

18 to 64 years

12 months

65 years and older
having close contact
with children under

Once every 10 years
Tdap in place of Td one time

Once

Influenza (flu)

18 years and older

Once every year
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Action | Age | Frequency
Vaccinations
Pneumococcal (pneumonia) | 19 to 64 years Once if high risk conditions exist, like

chronic renal failure, asthma,
smoking, etc. A second dose might be
needed in 5 years (check with your

doctor).

05 years and older Once, regardless of risk factors
HPV (human 11 to 26 years Once (series of 3 injections)
papillomavirus) vaccine
series for females and males
who have not been
previously vaccinated
Cancer risk screenings
iFOBT (stool blood test for | 50 to 75 years Once a year
colorectal cancer screen) OR
Flexible sigmoidoscopy Every 5 years (with iFOBT prior and
(speak to your doctor) OR at year 3)
Optional colonoscopy
(speak to your doctor) Every 10 years
Mammogram 40 to 74 years Every 1 to 2 years
Pap test 21 to 65 years For ages 21 to 29 years, pap tests

should be every two years. For ages
30 to 65 years, pap tests should be
every one to three years after
discussion with your doctor

Other preventive services

Blood pressure 18 years and older EBvery 2 years
Lipid evaluation Men and women age | Once if never done before
20

Men from 35 years | Every 5 years or more frequently for

Women from 45 higher risk individuals
years
Bone mineral density test 05 years Once

for osteoporosis

Sexually transmitted diseases

Chlamydia test | 18 to 25 years | Once a year for sexually active women

Self-care and risk counseling

Tobacco use All Don’t smoke and avoid second hand
exposure

Substance abuse All Avoid or quit drug use; limit alcohol






8§ KAISER PERMANENTE.

Other preventive services

Excessive sun exposure All Use a sunscreen daily with a minimum
rating of SPF (sun protection factor)
30

Physical activity All At least 30 minutes of moderate
activity per day, 5 days per week

Diet All 5 servings of fruit and vegetables a

day, plenty of fiber. Avoid sugary
drinks. Limit fat and cholesterol.

Injury/accident prevention | All Always wear seat belts; don’t drink
and drive; lock firearms in a safe place

Sexual practices All Avoid HIV/STDs and practice safer
sex

Pregnancy prevention All Always use effective birth control

Kaiser Permanente covers a variety of preventive care services, which are services that do one or
more of the following: 1) Protect against disease, such as in the use of immunizations; 2) Promote
health, such as counseling on tobacco use; and/or 3) Detect disease in its earliest stages before
noticeable symptoms develop, such as screening for breast cancer. If you have questions about

coverage of medical services mentioned in this grid, please see your Benefits Summary or contact our
Customer Service Center at 808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands).

These are recommended preventive guidelines that are subject to change and may not reflect what is
a covered benefit.

SPECIALTY CARE

You need a referral to see a specialist for services not listed below. Your personal physician can refer
you when it’s medically necessary.

SELF-REFERRALS

You don’t need a doctor’s referral to make appointments for the following services and

departments:
* Alcohol and drug treatment *  Obstetrics-gynecology
* Behavioral health services ®  Occupational health services
* Eye examinations for glasses and * Pediatrics
contact lenses * Physical Therapy
* Family practice * Social work
* Health education * Sports medicine
* Internal medicine * Tobacco telephone counseling
® Medication counseling e Travel medicine
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JOINT COMMISSION ACCREDITATION FOR KAISER
FOUNDATION HOSPITAL AND OAHU HOME HEALTH

The Joint Commission is an independent, not-for-profit organization founded in 1951. It is
dedicated to continuously improving the safety and quality of the nation's health care through the
accreditation process.

Organizations voluntarily undergo a survey by a full team of Joint Commission experts every three
years. Kaiser Foundation Hospital (Moanalua Medical Center) and Oahu Home Health voluntarily
completed the survey in April 2012, and full accreditation status was awarded to both entities.

As an accredited organization, our goal is to provide you with outstanding care. If you have a
concern about the quality of care and/or patient safety in the hospital or Oahu Home Health, please
contact Hospital Administration. You may find them on the first floor of the hospital, or you can
reach them through the hospital operator at 808-432-0000.

You may contact the Joint Commission's Office of Quality Monitoring at 1-800-994-6610 or by
emailing complaint@jointcommission.org

fax: 630-792-5636

or mail to:

TJC- Office of Quality Monitoring
One Renaissance Boulevard
Oakbrook Terrace, IL. 60181

TRANSPORTATION SERVICES

We provide FREE shuttle service on Oahu between our Moanalua Medical Center and the following
facilities:

* Honolulu Clinic

* Kahuku Clinic

* Kapolei Clinic

* Koolau Clinic

* Mapunapuna Clinic

* Nanaikeola Clinic

*  Waipio Clinic

* Honolulu International Airport Interisland Terminal

Shuttle operates Monday to Friday except holidays. Schedules and sign-ups are posted at each
location. You can also go to kp.org/shuttle/hi for more information.



mailto:complaint@jointcommission.org
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NEIGHBOR ISLAND CONCIERGE

If you have to go to Oahu for medically necessary care, we can assist you with coordinating your
medical appointments. Our concierge can also offer shuttle and ground transportation information,
hotel and housing recommendations, along with tips on making the most of your stay.

Moanalua Medical Center (main lobby)
808-432-8359 (Oahu)
Monday-Friday, 7:30 a.m.-4 p.m.

If you live on Maui, Kauai, Molokai, Lanai, or the Big Island and need transportation assistance to
Oahu for medically necessary care, call our Travel Department:

808-243-6589 (Maui)

1-800-214-6572 (Kauai, Molokai, Lanai, Big Island, and Oahu)

Monday-Friday, 8 a.m.-5 p.m., Saturday, 8 a.m.-noon (emergencies only)

Closed Sunday and most holidays

TRAVEL MEDICINE CLINIC

Traveling to a foreign destination? Visit our Travel Medicine Clinic based at the Honolulu Clinic for
immunizations, medications, and educational materials. You’ll receive a medical consultation and
advice based on your itinerary and, if necessary, you can come back for a health evaluation and
screening when you return from your trip. Travel supplies, such as insect repellent, are also available.
808-432-2365 (Oahu)

808-243-6540 (Maui)

808-334-4415 (Big Island)

OCCUPATIONAL HEALTH SERVICES

Occupational Health Services focuses on keeping Hawaii’s employees healthy and working. Work-
related injury care, employment physicals, commercial driver’s license examinations, and employer-
requested substance abuse testing are a few of the services available to our members and
nonmembers as well. These services are not covered under your benefit plan.

If you experience a work-related injury, call and ask for an appointment with Occupational Health
Services. Our Occupational Health Services clinics are located in our Honolulu, Waipio, Wailuku,
Hilo, and Kona Clinics. We offer medical care for work-related illnesses and injuries, and a variety of
prevention and safety services geared to the workplace.

We have clinics with specially trained occupational health physicians and staff. Our administrative
staff is available to assist you with all the paperwork associated with workers’ compensation claims.

After-hours or urgent care is available at the Moanalua Medical Center, Honolulu Clinic, and Maui
Lani Clinic. Please check the scheduled hours at these clinics. Our Moanalua Medical Center’s
Emergency Department provides emergency care for work-related injuries 24 hours a day, 365 days
a year. Follow-up care is normally scheduled at the Occupational Health Services clinic most
convenient to you.
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For more information, call Kaiser On-the-Job Customer Service:
808-432-2208 (Oahu)
1-888-683-2208 (Neighbor Islands)

FEE-FOR-SERVICE OFFERINGS

We offer a range of popular services for a fee. These services are not covered by your health plan
benefits, but are provided by Kaiser Permanente physicians and staff as support to our community
of health-conscious patients.

VISION ESSENTIALS BY KAISER PERMANENTE

Our team of ophthalmologists, optometrists, and opticians are committed to providing high-quality
vision services that improve your quality of life. Our optical centers are conveniently located in our
clinics, offering one-stop vision services, including eye examinations, care for medical conditions
(such as glaucoma or cataracts), contact lens fitting services, and a broad selection of competitively
priced eyewear. Optical sales staff is available to assist you with selection, fitting, and adjustments,
and to answer your questions about the latest innovations in frame and lens technology. Most
eyeglass repairs and servicing are done on site. Eyeglass cleaning and adjustments are provided at no
charge. Visit us at kp2020.org

Contact lens orders only:
808-432-2610 (Oahu)
1-866-424-7908 (Neighbor Islands)

THE VISION CORRECTION CENTER BY KAISER PERMANENTE

LASIK Vision Correction

Members and the general public are invited to book a one-on-one consultation with an optometrist
to see if you are a candidate for LASIK surgery to correct nearsightedness, farsightedness, or
astigmatism. The LASIK fee includes a comprehensive pre-op examination, the LASIK procedure,
and all follow-up visits with your surgeon for one year. Enhancement (retreatment) procedures to
get you to your best level of vision are included for up to two years. The surgery is performed on
Oahu, but Neighbor Island members have the option of follow-up visits at a Kaiser Permanente
facility on their home island.

808-432-2600 (Oahu)
1-888-699-3937 (Neighbor Islands: to leave messages for call-back)

Premium Intraocular Lens Implants (IOL)

Upgrading to Premium IOLs may provide improved range of vision and less dependence on glasses
if you have cataracts and are facing surgery to remove them. This optional upgrade is not covered by
your health plan benefits or Original Medicare.

For information and consultation:
808-432-2600

10
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THE AESTHETIC CENTER BY KAISER PERMANENTE

Our Aesthetic Center offers cosmetic skin care and aesthetic surgery services not covered by your
health plan benefits to members and the general public. A fee is charged for a consultation with a
physician or physician’s assistant, but this fee is deducted from the price of the procedure
performed.

808-432-5670 for an appointment
1-866-400-1760 (toll-free from the Neighbor Islands)

Cosmetic Skin Care Services
Our cosmetic skin care services vary by location and include:
* State-of-the-art laser treatments for skin resurfacing, discolorations, and hair reduction

* Injectables, including Botox®, Dysport®, Restylane®, Juvederm®, Perlane®, and
Sculptra®

* Aesthetician services for microdermabrasion, chemical peels, and pharmaceutical grade skin
care products

Aesthetic Surgery
Our skilled and experienced cosmetic plastic surgeons perform:

* Breast augmentation, lift, or reduction

* Tummy tuck

* Arm, body, and thigh lifts

* Liposuction

* Facial procedures including brow, face, neck lifts, and nose reshaping

THE HEARING CENTER BY KAISER PERMANENTE

Ordering and fitting of nationally-recognized hearing aids by Doctors of Audiology are available to
members and the general public at our Honolulu, Hawaii Kai, Waipio, and Wailuku Clinics. Updated
assistive listening technology and equipment are also available. Most Kaiser Permanente members
typically have coverage for medically necessary hearing examinations. Refer to your Benefits Sumimary
for a description of coverage.

808-432-2155 (Oahu)
808-243-6191 (Maui)

11
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ADDITIONAL INFORMATION

EYE CARE COVERAGE IN BASE BENEFIT

All Kaiser Permanente members have an eye exam benefit as part of the base health plan coverage.
The eye exam screens for eye conditions related to injuries or disease of the eye, including glaucoma
or cataracts. Also included are routine eye examinations for eyeglasses. Your eye exam information
as well as your corrective vision prescription are stored in your electronic medical record, which is
accessible to your entire Kaiser Permanente health care team.

For information about your optical benefits, please review your Benefits Summary or call Customer
Service. If eligible, you may apply your Kaiser Permanente optical benefit toward eyeglasses or
contact lens purchases. To make an appointment, call a clinic location that is convenient for you.
For optical center locations, check Owr Physicians and Locations Directory or visit kp2020.org.

CARE RECEIVED OUTSIDE THE KAISER PERMANENTE SYSTEM

The only care from non-Kaiser Permanente practitioners or providers that may be covered is:

* An authorized referral when your Kaiser Permanente physician refers you for care that is not
available from Kaiser Permanente.

* Emergency care.

* Out-of-area urgent care when you temporarily travel outside the Hawaii service area.

Outside the Hawaii service area, benefits are limited to authorized referrals (when your Kaiser

Permanente physician determines the services you require are not available in the Hawaii service

area), emergency benefits, ambulance services, and out-of-area urgent care when you are temporarily

away from the Hawaii service area. “Urgent care” means necessary services for a condition that

requires prompt medical attention (but is not an emergency medical condition) when:

* You are temporarily away from the Hawaii service area.

* The care is required to prevent serious deterioration of your health.

* The care cannot be delayed until you are medically able to safely return to the Hawaii service area
or travel to one of our facilities in another Kaiser Permanente region.

Continuing or follow-up treatment at a non-Kaiser Permanente facility is not covered. When
you are temporarily traveling outside the Hawaii service area, which consists of the islands of Oahu,
Maui, Kauai, Lanai, Molokai, and Hawaii, you may require medical services for emergency or urgent
problems. Please have your Kaiser Permanente ID card with you at all times. If you’re admitted to a
hospital, you or a family member must call the toll-free number found on the back of your ID card

within 48 hours of your hospital admittance or your claim may be denied.

Services at Kaiser Permanente facilities in our other regions are provided while you’re visiting
the area for less than 90 days. Visiting member services are different from the coverage you receive
in your home region. Be sure you have your Kaiser Permanente ID card with you at all times. The
visiting member program is not a plan benefit but a service offered to members as a courtesy.
Changes to the program may occur at any time.

12
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Members who move anywhere outside the Hawaii service area will be terminated (this does
not apply to dependents up to age 26. However, should the subscriber move outside the Hawaii
service area, all dependents will be terminated, including dependents up to age 26.) Until your
membership is terminated, youll be covered only for initial emergency care in accordance with your
health plan benefits. Before you move outside the Hawaii service area, you should contact your
group benefits representative to discuss your options.

LIMIT ON SUPPLEMENTAL CHARGES

The amount of supplemental charges for “Basic Health Services” paid by a member (or family unit
of three or more members) in a calendar year is limited for each type of Kaiser Permanente plan.

Members must retain their receipts for the charges they have paid, and when the maximum
amount has been paid, they must present these receipts to one of our business offices at Moanalua
Medical Center or our Honolulu, Waipio, or Wailuku clinics, or to the cashier at other clinics. After
verification that the supplemental charges maximum has been paid, members will be given a card
that indicates no additional supplemental charges for covered “Basic Health Services” will be
collected for the remainder of the calendar year. Members must show this card during their visit
to ensure supplemental charges for “Basic Health Services” are not billed or collected for the
remainder of the calendar year. All payments are credited toward the calendar year in which
the medical services were received.

Once a member has met his or her supplemental charges maximum, he or she should submit proof
of payment as soon as reasonably possible. All receipts must be submitted by the member no later
than February 28 of the year following the one in which services were received.

Contact the Kaiser Permanente Customer Service Center at 808-432- 5955 (Oahu) or
1-800-966-5955 (Neighbor Islands) for more information.

REQUESTS FOR SERVICES OR SUPPLIES YOU HAVE NOT RECEIVED
Standard Decision

You, your authorized representative, or treating physician may request that we provide health care
services or supplies you have not received but believe you’re entitled to receive through Kaiser
Permanente. These requests should be submitted in writing to the following address:

Kaiser Foundation Health Plan, Inc.
Authorizations and Referrals Management
2828 Paa St.

Honolulu, HI 96819

Your written submission should include your name, the patient’s name and medical record number,
the specific service or supply you’re requesting, and any comments, records, or other information
you think is important for our review. We have the right to require that you provide all documents
and information that we deem necessary to make a decision. If you don’t provide any information
requested in regard to any request for coverage, claim for payment, or related appeal, or if the

13
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information you provide does not show entitlement to the coverage or payment you request, this
could result in an adverse decision.

You may appoint someone to make this request on your behalf. If you choose to appoint a
representative, you must name this person in writing and state that he or she may file the request on
your behalf. Both you and your representative must sign and date this statement, unless the person is
your attorney. When necessary, your representative will have access to your medical information as it
relates to the request. If you prefer, you may call our Customer Service Center at 808-432-5955
(Oahu) or 1-800-966-5955 (Neighbor Islands) to request an Appointment of Representative form.

Our standard decision will be made within 14 calendar days from the date we receive your non-
urgent pre-service request. If we cannot make a decision on your request within the standard allotted
time because we don’t have sufficient information or because of other special circumstances, within
the 14 calendar days, we’ll send you a written notice of the circumstances requiring an extension of
time and the date by which we expect to render a decision. If we determine that your request is not
covered, we’ll send you a denial notice, which will include the specific reason for the denial, refer to
the health plan provisions on which our denial is based, and your appeal rights. You can ask us to
reconsider our decision by filing an appeal if you disagree with our denial decision.

Expedited Decision

You, your authorized representative, or treating physician may ask that we decide your request on an
expedited basis if we find or if your health care provider states that waiting for a standard decision
could seriously affect your health or ability to regain maximum function or would subject you to
severe pain that cannot be adequately managed.

You, your authorized representative, or treating physician may request an expedited decision anytime
by calling toll-free 1-866-233-2851, or by faxing, writing, or delivering your request to the same
address listed for standard decisions. Our fax number is 808-432-5691. The fax number for appeals
is listed in the “How to file an appeal” section on page 17.

Specifically state that you want an expedited decision. If we have all the information we need to
make a decision and your request qualifies for expedited review, then we’ll give our decision to you
orally or in writing within 72 hours of our receipt of your request. If we gave you our decision orally,
then we must send you written confirmation within three calendar days following our oral notice.
We will decide your request within 24 hours if we have all the information we need to make a
decision when your request relates to an ongoing (sometimes called “concurrent”) course of
treatment that is being terminated or reduced and you make your request for continued coverage
within 24 hours before the services are scheduled to end.

If your request qualifies for expedited review but you don’t provide us with sufficient information to
determine coverage, we’ll inform you within 24 hours of our receipt of your request and give you at
least 48 hours to provide us with the specified information. If we decide that your request is not
covered, we'll send you a denial notice, which will include the reason for the denial and your appeal
rights. If you disagree with our decision, you can ask us to reconsider our decision by filing an
appeal, using the appeal procedures described in the “How to file an appeal” section.

14
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You may appoint someone to file your expedited request on your behalf by following the steps
described earlier in the “Standard decision” section. If a health care provider with knowledge of your
condition makes a request for an expedited decision on your behalf, we don’t require you to appoint
your health care provider in writing.

FILING A CLAIM

How to File a Claim for Payment

You can be reimbursed for covered care received from a non-Kaiser Permanente practitioner or
provider, based on:

* Written referral by a Kaiser Permanente physician that is authorized by Kaiser Permanente.
* Emergency care.
* Out-of-state urgent care when traveling.

You or the provider should submit a claim form, including itemized statements describing the
services received. We review and authorize claims after the services have been provided, not during
an emergency or urgent episode. If you, your family members, or practitioners call us during an
emergency or urgent episode, we’ll confirm your membership status. However, we will not authorize
coverage or payment at that time.

When we receive the claim(s) and medical information, we’ll determine whether the services are
covered by your Kaiser Permanente plan. Filing a claim does not guarantee payment of that claim. If
approved, reimbursement is made to providers according to your health plan benefits. If you paid
for services, you may file a claim by sending your name, the patient’s name and medical record
number, paid receipts, medical documentation, and a written statement describing the sequence of
events to the following address within 90 days (or as soon as reasonably possible) after the patient
received the out-of-plan emergency or out-of-area urgent care:

Kaiser Foundation Health Plan, Inc.
Attn: Claims Administration

80 Mahalani St.

Wailuku, HI 96793

If you have questions relating to filing a claim, please contact the Customer Service Center at the
number listed below. If you have questions specific to a claim already submitted, including the status
of your claim, the amount paid, information relating to your cost or the date the claim was paid, if
applicable, please call Claims Administration toll free at 1-877-875-3805 (Oahu and Neighbor
Islands).

You may appoint someone to file the claim on your behalf. If you choose to appoint a
representative, you must name this person in writing and state that he or she may file the claim on
your behalf. Both you and your representative must sign this statement, unless the person is your
attorney. When necessary, your representative will have access to medical information about you
that relates to the request. If you prefer, you may call our Customer Service Center at 808-432-5955
(Oahu) or 1-800-966-5955 (Neighbor Islands) to request an Appointment of Representative form.
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Claim Decisions

Our standard decision will be made within 30 calendar days from the date we receive your post-
service claim for payment. If we don’t have sufficient information to make a decision, we’ll send you
a written notice about the next steps available to you. If we determine that your claim is not covered,
we’ll send you a denial notice, which will include the specific reason for the denial, refer to the
Health Plan provisions on which our denial is based, and state your appeal rights. If you disagree
with our denial decision, you can file an appeal by following the appeal procedures described in the
“How to file an appeal” section.

Upon written request to the address listed above in the “Standard decision” section under the
“Requests for services or supplies you have not received” section, you may be provided a free copy
of (1) all documents and information relevant to your request for payment or coverage; (2) any rule,
guideline, or protocol we relied upon in denying the service or supply you requested; and (3) the
identity of any experts whose advice was obtained by us in connection with our denial of your
request.

You also have the right to request the diagnosis and treatment codes and their meanings that are the
subject of your claim for coverage or payment. You can request this information by calling Claims
Administration Customer Service at 1-877-875-3805 (Oahu and Neighbor Islands).

When a health plan like Kaiser Permanente issues an adverse benefit determination, the federal
Affordable Care Act requires the health plan to notify recipients of their right to request language
assistance to understand the denial notice and their appeal rights. The law also requires health plans
to notify recipients of the right to request translation of the denial notice.

Language assistance available in languages mandated by the federal Affordable Care Act:

Para obtener asistencia en Espafiol, llame al 808-432-5955 6 1-800-966-5955.

Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 808-432-5955 o di kaya’y 1-800-966-5955.
AR EE R SCRYEED,  24RF TN 5 808-432-5955 B 1-800-966-5955,

Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 808-432-5955 doodaii 1-800-966-5955.

HOW TO FILE AN APPEAL
Standard Appeal

If we deny your request for payment or coverage, you have the right to file an appeal and ask that
we reconsider our decision. Generally, we’ll issue a written notice that tells you the specific reasons
why we denied coverage or payment for the item or service. The notice will describe your appeal
rights and how to file an appeal. You must submit your appeal within 180 days of the date of our
denial notice.

You may appoint someone to file the appeal on your behalf. If you choose to appoint a
representative, you must name this person in writing and state that he or she may file the appeal on
your behalf. Both you and your representative must sign this statement, unless the person is your
attorney. When necessary, your representative will have access to medical information about you
that relates to the request. If you prefer, you may call our Customer Service Center at
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808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands) to request an Appointment of
Representative form.

You may file your appeal by mailing or delivering your request to:
Kaiser Foundation Health Plan, Inc.

Attn: Regional Appeals Office

2828 Paa St.

Honolulu, HI 96819

Include in your appeal your name, the patient’s name and Kaiser Permanente medical record
number, the date, the nature of our decision that you’re appealing, and all comments, documents,
and other information you want us to consider regarding your appeal. Fax your appeal to
808-432-5667 or file it by electronic mail at KPHawaii.Appeals@kp.org. If you have questions
about the appeals process, you may call our Customer Service Center at 808-432-5955 (Oahu) or
1-800-966-5955 (Neighbor Islands).

Standard appeals must be filed on weekdays during office hours, from 7 a.m. to 7 p.m. The receipt
date for appeals filed after office hours or on weekends will be the next business day.

When received, your appeal will be prepared for an internal review. Appeal reviews will consider all
information you submit (whether or not that information was submitted with your initial request for
payment or coverage), will be decided by a different reviewer than the person who denied your
initial request, and will not give deference to the initial decision you’re appealing. When you appeal,
you may give testimony in writing or by telephone. Please call the Customer Service Center to get
information about giving testimony by phone. If we consider, rely upon or generate any new or
additional evidence in our appeal review, or if our appeal decision is based on a new or additional
coverage rationale, we will provide you, free of charge, such evidence or coverage rationale as soon
as possible and give you a reasonable opportunity to respond before our decision is due. If you do
not respond before we must make our decision, our decision will be based on the information that
we have on hand. If we continue to deny your request after our appeal is completed, our written
notice to you will include the specific reasons for the decision and refer to the specific plan
provisions on which our decision was made. If you are not satisfied with our decision, you may
request external review as noted later in this section.

You may request a free copy of (1) all documents and information relevant to your initial claim and
appeal; (2) any rule, guideline, or protocol we relied upon in denying the service or supply you
requested; and (3) the identity of any experts whose advice was obtained by us in connection with
our denial of your request. You can request the information by calling our Customer Service Center
at 808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands).

You also have the right to request the diagnosis and treatment codes and their meanings that are the
subject of your claim. You can request this information by calling Claims Administration Customer
Service at 1-877-875-3805 (Oahu and Neighbor Islands).

When a health plan like Kaiser Permanente issues an adverse benefit determination, the federal
Affordable Care Act requires the health plan to notify recipients of their right to request language
assistance to understand the denial notice and their appeal rights. The law also requires health plans
to notify recipients of the right to request translation of the denial notice.
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Language assistance available in languages mandated by the federal Affordable Care Act:

Para obtener asistencia en Espafiol, llame al 808-432-5955 6 1-800-966-5955.

Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 808-432-5955 o di kaya’y 1-800-966-5955.
AR SR SCRYEE),  24RF TN 5 808-432-5955 B 1-800-966-5955,

Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 808-432-5955 doodaii 1-800-966-5955.

Expedited Appeal

You may ask that we make an expedited decision on your appeal. The expedited procedure applies
to denied requests for services or supplies that you have not yet received or are currently receiving
that are being reduced or terminated. It does not apply to denied requests for payment for services
or supplies that you have already received. We’ll make an expedited decision in not longer than 72
hours if we find, or if your physician states, that reviewing your appeal under the 30-day process
would seriously jeopardize your life or health, seriously affect your ability to regain maximum
function, or subject you to severe pain that cannot be adequately managed without the care or
treatment you are requesting. Our decision may take longer if we have to wait for information from
you or medical records about your case, but we must make a decision within 72 hours of our receipt
of such additional information.

You or your physician may request an expedited appeal anytime by calling toll-free

1-866-233-2851, or by faxing, writing, or delivering your request to the same address and phone
numbers listed for standard appeals. If we determine that your request does not meet the criteria for
an expedited appeal, we’ll automatically review your written appeal under the 30-day process.

Different procedures apply to the following plans: Kaiser Permanente Senior Advantage, Kaiser
Permanente Medicare Cost, Kaiser Permanente QUEST, the Federal Employees Health Benetfits
Program, and Kaiser Permanente Individuals and Families. Members on these plans should consult
their respective Evidence of Coverage, handbook, or brochure for a description of the claims and
appeals procedures that apply to them.

External Appeal with an Independent Review Organization

Once you’ve exhausted your internal appeal rights and we’ve continued to deny coverage or
payment as stated in any final adverse benefit determination (ABD) notice that you receive from us,
you can request an external appeal with an independent review organization (IRO). The process is
available for decisions about medical judgment including one based on our requirements for medical
necessity, appropriateness, health care setting, level of care of effectiveness of a covered service, or
our determination that the requested care or service is experimental or investigational. If our ABD
does not involve medical judgment or medical information, then your request is not eligible for
external review through the Hawaii state process.

An IRO is independent from Kaiser Permanente and has the authority to overturn our denial of
coverage or payment. The IRO that is responsible for conducting your external appeal is based on
your Kaiser Permanente plan.

Our ABD notice will contain information about the IRO that applies to you and instructions on

filing an external appeal with the IRO. You may also be able to simultaneously request external
review as permitted under federal law in connection with an expedited internal appeal.
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If you are covered by a state or county employee plan, certain employee disability or a qualified
church plan, or an employee health plan subject to ERISA (the Employee Retirement Income
Security Act), then you may have the right to request external review by the Hawaii Insurance
Commissioner. You, your appointed representative, or treating provider may file the request for
review. Requests for external review must be submitted to the commissioner within 130 days of your
receipt of Kaiser Permanente's final adverse decision. Requests for external review may be filed at
the address below or by facsimile to 808-587-5379. You can reach the Health Insurance Branch of
the Hawaii Insurance Division by calling 808-586-2804.

State of Hawaiit DCCA

Insurance Division - External Appeals
335 Merchant St., 2nd FI.

Honolulu, HI 96813

If the request is determined eligible for external review, the commissioner will assign the case to an
IRO approved by the Insurance Division within three business days. Once assigned, the IRO will
notify you and Kaiser Permanente within five business days that the external appeal has been
opened for review. We must submit to the IRO within five business days of our receipt of the notice
from the IRO all the documents and information that we considered during our internal review of
your request. You or your authorized representative may submit additional written information to
the IRO within five business days of your receipt of the notice from the IRO.

The IRO will perform the external review by considering the information noted above and the
terms of your Kaiser Permanente plan as well as your medical records, any recommendations from
your attending health care professional, additional consulting reports from appropriate health care
professionals, the medical necessity statute defined under Hawaii law (Hawaii Revised Statutes
chapter 432E-1), the most appropriate practice guidelines, any applicable clinical review criteria
developed and used by Kaiser Permanente, and the opinion of the IRO’s clinical reviewer. The IRO
will not be bound by our initial and appeal adverse decisions in deciding your external appeal. The
IRO will send you its decision in writing within 45 days of receiving your external review request. In
the event the IRO reverses our adverse decision, we must immediately cover or pay for the service
or item that you are requesting.

Expedited External Appeal

Expedited review may be requested from the commissioner by you, your authorized representative,
or health care provider if processing under the standard timeframe would result in serious jeopardy
to your life or health, seriously affect your ability to regain maximum function, or subject you to
severe pain that cannot be adequately managed without the care or treatment you are requesting.
Expedited review may also be requested from the commissioner if your appeal involves admission
to a facility for health care services, the availability of care or a continued stay at a facility for health
care services, or a health care service that you are receiving during an emergency visit before you are
discharged from the facility where the emergency services are being obtained. If your request
qualifies for expedited processing at the time you receive our initial ABD or file your internal appeal,
you have the right to simultaneously request expedited review with the commissioner. The expedited
process does not apply to services or items that you have already received.

19





8§ KAISER PERMANENTE.

If the request is determined eligible for expedited external review, the commissioner will
immediately assign the case to an IRO approved by the Insurance Division and provide Kaiser
Permanente with the name of the IRO. We must transmit to the IRO in an expeditious manner all
the documents and information that we considered during our internal review of your request.

The IRO will perform the external review by considering the same types of information as noted
earlier under the standard process. The IRO will not be bound by our initial and appeal adverse
decisions in deciding your external expedited appeal. The IRO will notify you of its decision as
expeditiously as your medical condition or the circumstances require, but in no event more than 72
hours of its receipt of your eligible expedited request. If its decision was provided verbally at first,
then the IRO must send written confirmation within 48 hours of its verbal notice. In the event the
IRO reverses our adverse decision, we must immediately cover or pay for the service or item that
you are requesting.

External Review Requests for Experimental or Investigational Services or Treatments

Additional procedures apply to a request involving an experimental or investigational service or
treatment. You or your authorized representative may make an oral request for expedited review if
your treating physician certifies in writing that the service or treatment you are requesting would be
significantly less effective if it was not initiated promptly. This certification must be filed promptly
with the commissioner following your oral request for review. If you or your authorized
representative request expedited review in writing rather than orally, you must include your treating
physician’s written certification with the written request. If your request is determined eligible for
expedited review, the commissioner must immediately assign the case to an IRO approved by the
Insurance Division and provide Kaiser Permanente with the name of the IRO. We must transmit to
the IRO in an expeditious manner all the documents and information that we considered during our
internal review of your request.

Within three business days after being assigned to perform the external review, the IRO will select
one or more clinical reviewers who are experts in the treatment of the condition and knowledgeable
about the service or treatment that is the subject of the request. Each clinical reviewer must provide
an opinion regarding whether the service or treatment should be covered. This opinion must be
provided to the IRO orally or in writing as expeditiously as your condition requires but in no event
more than five calendar days after the reviewer was selected. If the opinion was provided orally, then
the reviewer must provide a written report to the IRO within 48 hours following the date the oral
opinion was provided. The IRO must provide you, your authorized representative, and Kaiser
Permanente with its decision either orally or in writing within 48 hours after it receives the opinion.
If its decision was provided orally, then the IRO must send its decision in writing within 48 hours of
the oral notice. If a majority of the clinical reviewers recommend that the service or treatment
should be covered, then the IRO must reverse Kaiser Permanente’s adverse decision. If a majority
of the reviewers recommend that the service or treatment should not be covered, then the IRO will
make a decision to uphold Kaiser Permanente’s adverse decision. If the reviewers are evenly split as
to whether the service or treatment should be covered, then the IRO must obtain the opinion of
another clinical reviewer. The processing timeframes are not extended if the IRO needs to obtain
the opinion of an additional reviewer.

For non-expedited requests involving an experimental or investigational service or treatment that are
determined eligible for external review, the commissioner has three business days after the eligibility
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decision was made to assign the case to an IRO approved by the Insurance Division and provide
Kaiser Permanente with the name of the IRO. We must submit to the IRO within five business days
of our receipt of the name of the IRO all the documents and information that we considered during
our internal review of your request. You or your authorized representative may submit additional
written information to the IRO within five business days of your receipt of the Insurance Division’s
notice that your case was assigned to an IRO. The IRO must select one or more clinical reviewers
within three business days after it was assigned to perform the external review. Each reviewer must
provide its opinion to the IRO in writing within 20 days of the date the IRO was assigned to
perform the review. The IRO must then provide its written decision to you, your authorized
representative, and Kaiser Permanente within 20 days after the opinions were received. The IRO
must decide to reverse or uphold Kaiser Permanente’s adverse decision in the same manner
discussed earlier based on a majority of the clinical reviewers’ recommendations.

Procedures Applicable to All Requests for External Review

The IRO’s decision is binding on you and Kaiser Permanente except for any additional remedies
that may be available to you or Kaiser Permanente under applicable federal or state law. You or your
authorized representative may not file a subsequent request for external review involving the same
adverse decision for which you already received an external decision.

When filing any request for external review, you must include a copy of Kaiser Permanente’s final
ABD with your request, unless you are seeking simultaneous expedited external review or we have
substantially failed to comply with our internal appeals procedures. You or your authorized
representative will also be required to authorize the release of your medical records that need to be
reviewed for the external appeal, as well as provide written disclosure that permits the commissioner
to perform a conflict of interest evaluation as part of the selection process for an appropriate IRO.
You can find forms that meet each requirement on our website at kp.org or by calling our
Customer Service Center at 808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands). Lastly, a
$15 filing fee must be included with the external appeal request. The filing fee will be refunded if
Kaiser Permanente’s adverse determination is reversed through the external review or the
commissioner waives the fee because it poses an undue hardship on you. Your request will be
considered incomplete and the external review delayed if you do not submit all the required
information with the request.

When you submit a request for external review, the commissioner will inform Kaiser Permanente
about your request. We will be responsible for notifying the commissioner and you or your
authorized representative in writing whether the request is complete and eligible for external review.
If we believe your request is not eligible for external review, you may file an appeal with the
commissioner. Our notice of ineligibility will include information on requesting this appeal.

You must exhaust Kaiser Permanente’s internal claims and appeals process before you may request
external review, except 1) when external review is permitted to occur simultaneously for requests
that qualify for expedited review, or 2) we have failed to comply with applicable claims and appeals
requirements under federal or state law. You may have certain additional rights if you remain
dissatisfied after you have exhausted our internal claims and appeals procedures and external review.
If you are enrolled through a plan that is subject to ERISA, you may file a civil action under section
502(a) of ERISA. To understand these rights, you should check with your benefits office or contact
the Employee Benefits Security Administration (part of the U.S. Department of Labor) at

21





8§ KAISER PERMANENTE.

1-866-444-3272. Alternatively, if your plan is not subject to ERISA (for example, most state or local
government plans and church plans or all individual plans), you may have a right to request review in
state coutt.

Different procedures apply to the following plans: Kaiser Permanente Senior Advantage, Kaiser
Permanente Medicare Cost, Kaiser Permanente QUEST, and the Federal Employees Health
Benefits Program. Members on these plans should consult their respective Evidence of Coverage,
handbook, or brochure for a description of the independent external review procedures that apply
to them.

BINDING ARBITRATION

Except for certain situations outlined in your Service Agreement, all claims, disputes, or causes of
action arising out of, or related to, your Service Agreement, its performance or alleged breach, or the
relationship or conduct of the parties, must be resolved by binding arbitration. For claims,
disputes, or causes of action subject to binding arbitration, all parties give up the right to
jury or court trial. For a complete description of arbitration information, please refer to your Service
Agreement, which may be obtained upon request by calling the Customer Service Center.

THIRD-PARTY LIABILITY

Kaiser Permanente has the right to recover the cost of care for a member’s injury or illness caused
by another person or in an auto accident from a judgment, settlement, or other payment paid to the
member by an insurance company, individual, or other third party.

UTILIZATION MANAGEMENT

Utilization management (UM) describes the methods we use to ensure you receive the right care at
the right time in the right place. We use the advice and cooperation of practitioners and providers to
ensure quality, cost-effective care for members. Some of these services, which we continuously
monitor and evaluate, are:

* Review of hospital admissions

* Review of referred services

* Review of post-service claims

¢ Case management services for certain medical conditions

¢ Clinical pharmacist services

¢ Care maps and clinical practice guidelines

If, at any time, you feel you are not receiving coverage for an item or service that you believe is
medically necessary, you have the right to make a request for services or supplies you have not
received, or to file a claim for payment of charges you’ve incurred. If you don’t agree with our
decision regarding your request, you have the right to request an appeal.

Kaiser Permanente physicians, employees, and affiliated practitioners (professionals contracted with
Kaiser Permanente) who make decisions about your medical treatments and services have a primary
focus on providing the level of care that is appropriate for your needs. All UM decision making is
based on evidence that service and care are medically necessary and appropriate. There is no reward
for denying care and no financial incentives that encourage denial of service or coverage that may
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result in underutilization. Kaiser Permanente does not make decisions regarding hiring, promoting
or terminating practitioners, or other individuals based on the likelihood that the individual would
(or tend to) support the denial of benefits.

UM inquiries during regular business hours and any requests for language assistance services
provided free of charge through an interpreter should go to our Customer Service Center:
808-432-5955 (Oahu)

1-800-966-5955 (Neighbor Islands)

1-877-447-5990 (toll free) TTY hearing/speech impaired

Monday through Friday, 8 a.m. to 5 p.m.

Saturday, 8 a.m.-noon

After regular business hours and holidays

808-432-7100 (Oahu)

1-800-227-0482 (Neighbor Islands)

After regular business hours, your message will be forwarded to our UM team and your call will be
returned the next business day. You may also fax us at 808-432-7419.

INTERPRETER SERVICES

We offer interpreter services at no charge. If you need an interpreter during your next doctor visit,
inform the appointment clerk when scheduling your appointment

For all other questions, call our Customer Service Center at 808-432-5955 (Oahu) or
1-800-966-5955 (Neighbor Islands). A Customer Service representative will provide an interpreter
over the phone. Members who are deaf, hard of hearing, or speech impaired may call toll free
1-877-447- 5990 (TTY). Our interpreter services are available only at Kaiser Permanente facilities.
Requests for Kaiser Permanente members outside Kaiser Permanente facilities will be reviewed on a
case by case basis, and Kaiser Permanente will provide interpretive services if the servicing non-
Kaiser Permanente facility is not able to provide such service.

By
?ﬂf’%%f L0 2 1 3RS, ﬁﬂ%@?/ﬁ(ﬁ@xﬁﬂi* R O A BB, TR RS 5K
ANB. AT, 5T 808-432-5955 (R K) = 1- 800-966-
5955 (At 5 L) Wﬁ/\jﬁﬁgﬁﬂ& b, BPRBE S HZIRERS &R 0 ERE, KR, FiE
Va; ﬂi%%ﬁﬁﬁ%ﬁ"}@ﬁjﬁiﬂﬁﬁ 555 : 1-877-447-5990 (TTY) , FAMAY O FRARFESE R Kaiser Permanente
MERETRAL, Kaiser Permanente & B 2R TE Kaiser Permanente H45 LA A i
EEEROL O EEARYSS, RIFEARIBE RGN ERE, MERREEHIE Kaiser Permanente F5 ME AR L
IR, H Kalser Permanente & #2{ 1 ZRARFS.

Tiéng Viét

Chung t6i cung cap mién phi dich vu thong dich. Néu quy vi cin mét théng dich vién trong 1an tham kham ké tiép,
hay thong bao cho nhan vién xép lich hen khi d3t hen. Néu c6 thic mic khac, hay goi Trung Tam Dich Vu Khach
Hang cua ching t6i qua s6 808-432-5955 (Oahu) hoic 1-800-966-5955 (Cac Pao Lan Cén). S& c6 mot dai dién Dich
Vu Khéch Hang cung cap thong dich vién qua dién thoai. Di v6i hoi vién khiém thinh, ning tai hoac khiém thanh
¢6 thé goi s6 mién cude 1- 877-447-5990 (TTY). Dich vu théng dich ctia ching t6i chi dugc cung cip tai cac co s&
cua Kaiser Permanente. Yéu clu cua céc hoi vién Kaiser Permanente ngoai cac co sd Kaiser Permanente s€ dugc
xem xét timg truong hop, Kaiser Permanente s& cung cip dich vu thong dich néu co so phuc vu khong phai cua
Kaiser Permanente khong thé cung cap dich vu nhu thé.
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Espafiol

Ofrecemos servicios gratuitos de interpretacion. Si necesita un intérprete durante su proxima visita al médico,
avisele al encargado de las citas cuando haga su siguiente cita. Si tiene alguna otra pregunta, llame a nuestro Centro
de Servicio al Cliente al 808-432-5955 (Oahu) o 1-800-966-5955 (en las islas vecinas). Un representante de Servicio
al Cliente le comunicara con un intérprete por teléfono. Los miembros con problemas auditivos o del habla pueden
llamar al nimero sin costo 1-877-447-5990 (linea TTY). Nuestros servicios de intérpretes estan disponibles
solamente en los centros de Kaiser Permanente. Las solicitudes de los miembros de Kaiser Permanente fuera de
nuestros centros se revisaran en cada caso y Kaiser Permanente proporcionara servicios de interpretacion en caso de
que el centro tratante ajeno a Kaiser Permanente no pueda ofrecerlo.

YOUR RIGHTS AND RESPONSIBILITIES

You are our partner in your health care, and your participation in decisions about your health care is
important. Your willingness to speak with your doctor and other health care practitioners about your
needs can help us provide you with the right type of care.

For detailed information about your rights to privacy, please refer to your Notice of Privacy
Practices on our website at kp.org. Simply click on the “Privacy practices” link at the bottom of the
page, and then click on the “Hawaii” link. Or contact our Customer Service Center at
808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands).
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YOUR RIGHTS

As a person using our services, you have specific rights regardless of your age, cultural background,
gender, gender identity, sexual orientation, financial status, national origin, race, religion, or
disability.

You have a right to:

* Receive information about Kaiser Permanente, our services, our health care practitioners and
providers, and your rights and responsibilities.

* Get information about the people who provide your health care, including their names,
professional status, and board certification.

* Be treated with consideration, compassion, and respect, taking into account your dignity and
individuality, including privacy in treatment and care.

* Make decisions about your medical care. This includes advance directives to have life-prolonging
medical or surgical treatment given, ended, or stopped; withholding resuscitative services; and care
at the end of life. You have the right to assign another person to make health care decisions for
you, to the extent allowed by law.

* Discuss all medically necessary treatment options, regardless of cost or benefit coverage.

* Voice your complaints freely, without fear of discrimination or retaliation. If you are not satistied
with how your complaint was handled, you may have us reconsider your complaint.

* Make recommendations regarding Kaiser Permanente’s Member Rights and Responsibilities
statement.

* Be involved and include your family in the planning of your medical care. You have the right to be
informed of the risks, benefits, and consequences of your actions. You may refuse to participate in
experimental research.

¢ Choose your primary care physician, change your primary care physician, or obtain a second
opinion within Kaiser Permanente. You also have the right to consult with a non-Plan doctor at
your own expense.

* Establish a relationship with a specialist or qualified practitioner of women’s health services to
assure your continuing care for specific conditions.

* Receive information and discuss with your doctor your medical condition, available treatment
options, alternatives, and diagnosis in a manner appropriate to your condition and ability to
understand.

¢ Obtain language interpretation services when required to understand your care and services.

* Be involved in the consideration of bioethical issues. You have the right to contact our Bioethics
Committee for help in resolving ethical, legal, and moral matters relating to your care.

* Be informed of the relationship between Kaiser Permanente and other health care programs,
providers, and schools.

* Be informed about how new technologies are evaluated in relation to benefit coverage.

* Receive the medical information and education you need to participate in your health care.

* Give informed consent before the start of any procedure or treatment.

* Have access to medically necessary services and treatment including emergency treatment, and
covered benefits, in a timely and fair way. Services should not be arbitrarily denied or reduced in
amount, duration or scope because of diagnosis, type of illness, or condition.

* Have your cultural, psychological, social, and spiritual needs considered and respected.

* Be assured of privacy and confidentiality of all communications and records related to your care
and have your confidentiality protected. You or a person you choose can request and receive a
copy of or access your medical records and request to amend or correct the record, within the
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limits of the law. In addition, you have the right to limit, restrict or prevent disclosure of protected
health information.

* Be treated in a safe, secure, and clean environment free from physical and drug restraints except
when ordered by a doctor or, in the case of an emergency, when it is necessary to protect you or
others from injury.

* Receive appropriate and effective pain management as an important part of your care plan.

* Get an explanation of your bill and benefits regardless of how you pay. You have the right to know
about our available services, referral procedures, and costs.

* Receive other information and services required by various state or federal programs.

* When appropriate, be informed about the outcomes of care, including unanticipated outcomes.

YOUR RESPONSIBILITIES

As a partner in your health care, you have a responsibility to:

* Provide accurate and complete information about your present and past medical conditions.

* Follow the treatment plan agreed on by you and your health care practitioner. You have a
responsibility to inform your health care practitioner if you do not understand or cannot follow
through with your treatment.

* Understand your health problems and participate in developing mutually agreed-upon treatment
goals, to the extent possible.

¢ Identify yourself appropriately and use your Kaiser Permanente identification card in accordance
with Kaiser Permanente policies and procedures.

* Cooperate with our staff to help ensure proper diagnosis and treatment of your illness or
condition.

* Keep your appointments or, if you cannot keep them, cancel appointments in a timely manner.

* Know your benefit coverage and its limitations.

¢ Cooperate in signing a release form when you choose to refuse recommended treatment or
procedures.

* Realize the effects your lifestyle has on your health and understand that decisions you make in your
daily life, such as smoking, can affect your health.

* Be considerate of others by respecting the rights and feelings of the staff and respect the privacy of
other patients.

* Refrain from disturbing or disrupting operations and administration, and cooperate with our staff
to allow services to other patients to be performed without interruption.

* Follow all hospital, clinic, and health plan rules and regulations, including respecting hospital
visiting hours.

* Pay your bills when they’re due and cooperate in the proper processing of third-party payments.

* Inform us when you or your covered dependents change addresses or other contact information.

PATIENT SAFETY
Kaiser Permanente is committed to being a national leader in patient safety. We strive to provide
care that is reliable, effective, consistent, and safe. We believe that patient safety is every patient’s

right and every person’s responsibility.

To foster mutual responsibility and accountability for patient safety throughout Kaiser Permanente,
we’ll continue to implement activities broadly aimed at achieving the following ideals:
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¢ Safe Culture: Create and maintain a strong, unified patient safety culture, with patient safety and
error-reduction embraced as shared organizational values.

¢ Safe Care: Ensure that the actual and potential hazards associated with high-risk procedures,
processes, and patient care populations are identified, assessed, and controlled in a way that
demonstrates continuous improvement and moves the organization toward the ultimate objective
of ensuring our patients’ freedom from accidental injury or illness.

e Safe Staff: Ensure that our staff has the knowledge and competence to safely perform required
duties and improve system safety performance.

* Safe Support Systems: Identify, implement, and maintain support systems that provide the right
information to the right people at the right time. This includes responsible reporting.

¢ Safe Place: Design, construct, operate, and maintain the environment of care as well as evaluate,
purchase, and utilize equipment and products in a way that enhances the efficiency and
effectiveness with which safe health care is provided.

* Safe Patients: Engage the patient and his or her family, as appropriate, in reducing medical errors
and improving overall system safety performance. It’s important that you take an active role in
ensuring your own patient safety. Here are some ways you can work with your medical team to
help keep yourself safe when visiting our medical offices or as a patient in the hospital.

* Ask questions: It’s OK to ask questions and to expect answers you can understand.

* Know the members of your medical team: All health care professionals must wear identification
badges. Don’t hesitate to ask them to show their identification badges.

* Wash your hands: Hand washing prevents the spread of infections. Wash your hands after you
move around the room, touch things, or use the bathroom. Don’t hesitate to ask your medical
team and visitors if they have washed their hands.

¢ Share important health information with your medical team: Several staff members may ask
you the same questions—that’s OK. It’s part of making sure you receive safe care. Discuss all of
the medications you’re taking, including herbal and over-the counter medications.

* Know how to use your medications: If you don’t understand why you’re taking a medicine, ask.
Ask about side effects and what food or drinks to avoid when taking any medication. Read the
labels and all warnings. Make sure that it’s the medication ordered for you and that you know what
to expect.

* Make sure that you’re receiving the correct treatment: Make sure that all staff members check
your identification wristband (if in the hospital) when you receive medication or treatments. When
visiting our medical offices, make sure staff members check your name and birth date. Bringing
proper identification, including a photo ID, helps to ensure that we have the correct member
when registering you for services.

* Get all your test results: Don’t assume that the results of your test are OK—always ask for your
results. Ask when and how you can expect to receive them.

* Before you leave the medical offices or hospital: Make sure you know what you need to do
next and who to contact if you have questions.

* Always carry a list of your current medications with you: Make sure that you keep an updated
list of your medications with you, including the doses and how often you’re taking each one. When
you’re admitted to the hospital, your health care team can make sure that your medications don’t
interfere with your current treatment and won’t interact with other medications. Make sure you
also list any over-the-counter and herbal medications.

If you have concerns about patient safety or quality of care while in the hospital or home health
facility: Please speak with the physician in charge or ask for the department manager. If you still
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have concerns, please contact Hospital Administration. You may find them on the first floor of the
hospital, or you can reach them through the hospital operator at 808-432-0000.

You may contact the Joint Commission’s Office of Quality Monitoring at 1-800-994-6610 or by
email: complaint@jointcommission.org
fax: 630-792-5636

or mail to:

TJC- Office of Quality
Monitoring, One Renaissance Blvd.
Oakbrook Terrace, IL. 60181

HOSPITAL PATIENT RIGHTS

As a person receiving our services, you have specific rights regardless of your age, cultural
background, gender, gender identity, sexual orientation, financial status, national origin, race,
religion, or disability.

As a patient in the Moanalua Medical Center, you also have the right to:

* Receive information about your rights and responsibilities when you’re admitted.

* Receive orderly transfer and discharge for your welfare, for other patients’ welfare, or other causes
as determined by your physician. Also, you have the right to receive reasonable advance notice and
discharge planning by qualified hospital staff to help ensure appropriate post-hospital placement
and care.

* Request visits by clergy at any time and participate in social and religious activities, unless doing so
infringes on the rights of other patients or would compromise your medical care.

* Receive and use your own clothing and possessions as space permits, unless doing so infringes on
the rights of other patients, is in violation of hospital safety practices, or would compromise your
medical care.

* Give informed consent before the start of any recording, films, or other images for purposes of
nonpatient care.

* Access protective and advocacy services.

* Access appropriate educational services when a child or adolescent patient’s treatment necessitates
a significant absence from school.

* Protection from requests to perform services for Kaiser Foundation Hospital that are not included
for therapeutic purposes in your plan of care.

* Be free from any form of restraint or seclusion as a means of coercion, discipline, convenience or
retaliation as specified in federal regulations on the use of restraints and seclusion.

File a complaint in the hospital by first asking to speak with the department manager or supervisor.
If you are not satisfied with the response, contact Hospital Administration. You may find them on
the first floor of the hospital, or you can reach them through the hospital operator at 808-432-0000.

If the concern cannot be resolved by the hospital, you may contact the Joint Commission’s Office of
Quality Monitoring at 1-800-994-6610

ot by email: complaint@)jointcommission.org

fax: 630-792-5636
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or mail to:

TJC- Office of Quality Monitoring
One Renaissance Blvd.

Oakbrook Terrace, IL. 60181

Questions or concerns
Contact our social workers at 808-432-7100 (Oahu) or page us through the hospital operator at
808-432-0000 (Oahu) or 1-800-966-5955 (Neighbor Islands).

MEMBER SATISFACTION PROCEDURE

We welcome your comments and concerns. They are an encouragement when we meet your
expectations and an opportunity for improvement when we fall short. You may provide your
comments and concerns to your personal physician or the departmental supervisor. You may also
use the Let Us Hear From You customer feedback forms found in all Kaiser Permanente clinics, or
call or write to our Customer Service Center. We’ll respond within 30 days of receiving your
comments and concerns.

Our address Phone numbers

Kaiser Foundation Health Plan, Inc. 808-432-5955 (Oahu)

Customer Service Center 1-800-966-5955 (Neighbor Islands)
711 Kapiolani Blvd. 1-877-447-5990 (toll free) TTY
Honolulu, HI 96813 hearing/speech impaired

ABOUT QUALITY CARE

Each year, Kaiser Permanente drafts a quality summary report that identifies the goals, objectives,
and activities we use to improve care and service to members and our community. For a free copy
of this report, please call our Customer Service Center at 808-432-5955 (Oahu) or
1-800-966-5955 (Neighbor Islands). You may also view the report on our website at kp.org

PRIVACY INFORMATION

Your privacy is important to us. Our physicians and employees are required to keep your protected
health information (PHI) confidential whether it is oral, written, or electronically transmitted. We
have policies, procedures, and other safeguards in place to help protect your PHI from improper use
and disclosure in all settings, as required by state and federal laws.

We will release your PHI when you give us written authorization to do so, when the law requires us
to disclose information, or under certain circumstances when the law permits us to use or disclose
information without your permission. For example, in the course of providing treatment, our health
care professionals may use and disclose your PHI in order to provide and coordinate your care,
without obtaining your authorization.

Your PHI may also be used without your authorization to determine who is responsible to pay for
medical care and for other health care operations purposes such as quality assessment and
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improvement, customer service, and compliance programs. If you are enrolled in Kaiser Permanente
through your employer or employee organization, we may be allowed under the law to disclose
certain PHI to them, such as information regarding health plan eligibility or payment, or regarding a
workers’ compensation claim. Sometimes, we contract with others (business associates) to perform
services for us and in those cases, our business associates must agree to safeguard any PHI they
receive.

Our privacy policies and procedures include information about your right to see, correct or update,
and receive copies of your PHI. You may also ask us for a list of our disclosures of your PHI, which
we are required to track under the law.

For a more complete explanation of our privacy policies, please request a copy of our Notice of
Privacy Practices, which is on our website kp.org and in our medical offices, by calling our
Customer Service Center. If you have questions or concerns about our privacy practices, please
contact our Customer Service Center at 808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor
Islands).

NEW MEDICAL TECHNOLOGIES RECEIVE THOROUGH REVIEW

Doctors depend on research and advances in science to give their patients a better and sometimes
longer life. Our Interregional New Technologies Committee, made up of physicians and scientists
from across Kaiser Permanente nationwide, studies medical advances to ensure they are tested, safe,
and helpful. By continually reviewing medical advances and our benefit coverage, we strive to
provide advanced, effective, and efficient medical care. If you would like to know more about the

review process for medical technologies in relation to benefit coverage, please call our Customer
Service Center at 808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands).

ADVANCE HEALTH CARE DIRECTIVE

At Kaiser Permanente Hawaii, we support your right to make decisions regarding your health care,
and we want to know how to manage your health care when you can no longer tell us. In fact, we
encourage you to make these important decisions now, when you’re healthy. With an Advance
Health Care Directive, you can take charge of your health care and help ensure that your wishes will
be respected.

By putting your wishes in writing, you can be sure that your family and health care team will know
your preferences if you become unable to make decisions for yourself. By clarifying your wishes
when you’re able to think clearly about them, you free your family from having to make difficult
decisions for you. Your completed document(s) will be available 24 hours a day from Kaiser
Permanente.

If you want more information or to request a forms packet, please contact our Customer Service

Center at 808-432-5955 (Oahu), 1-800-966-5955 (Neighbor Islands) or 1-877-447-5990 (TTY
hearing/speech impaired).
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ELIGIBILITY, ENROLLMENT, AND TERMINATION OF
YOUR MEMBERSHIP

Detailed information on enrollment, eligibility, and membership termination topics listed below are
included in your Service Agreement. You may obtain a copy of your Service Agreement by calling the
Customer Service Center at 808-432-5955 (Oahu) or 1-800-966-5955 (Neighbor Islands).

* Who may enroll

* Timely enrollment

* Effective date for newborns

* Effective date for newborns/children who atre subject to a petition to adopt
*  Who is eligible for this plan

* Loss of eligibility

* Termination of your membership

* Termination for discontinuance of a particular plan

® Special enrollment

MEDICARE ELIGIBILITY

Medicare is the federal health insurance program for people 65 or older, some people under 65 with
certain disabilities, and people of all ages with end-stage renal disease (permanent kidney failure
requiring dialysis or kidney transplant).

When you reach 65 or become eligible for Medicare, a change in your premium may occur. You may
continue your Kaiser Permanente membership in addition to Original Medicare or you may be
eligible for enrollment in Kaiser Permanente Senior Advantage (HMO), our Medicare Advantage
plan. Prospective Senior Advantage plan enrollees must reside in the Senior Advantage Hawaii
service area of Oahu, Maui, and Hawaii (except for ZIP codes 96718, 96772, and 96777).

To obtain information about your eligibility under Original Medicare, visit medicare.gov or call:
1-800-MEDICARE (1-800-633-4227).

For more information about whether or not you qualify to enroll in Senior Advantage, call Senior
Advantage Plan Customer Service Center at 1-800-805-2739, 8 a.m.-8 p.m. daily.

552MEM-12
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Citigroup

Effective Dates: 1/1/2013 — 12/31/2013
General Information
Website
Member Services Number

Member Services Weekday Hours
Member Services Weekend Hours

Annual Deductible: Individual/Family

Annual Out-of-Pocket Max: Individual/Family

Office Visits (Outpatient)
Primary Care

Specialty Care

Preventive Care!”

Scheduled Prenatal Visits and 1st Postpartum Visit
Well-Baby Care (18 months or younger)(z)

Vision Exam - Optometrist

Vision Exam - Ophthalmologist

Physical, Occupational, Speech Therapy

Outpatient/Ambulatory Surgery
Lab and X-Ray (Outpatient)
Laboratory

X-Ray
MRI/CT/PET/Nuclear Medicine

Emergency Care

Ambulance (Ground or Air)

Emergency Room (Worldwide)

Urgent Care

Hospital Care (Inpatient)

Inpatient

Delivery and Inpatient Baby Care

Hawaii
HMO
Group #996

my.kp.org/citigroup
432-5955 (Oahu), 1-800-966-5955 (Neighbor Islands)

8a.m.to5p.m.

Saturday: 8 a.m. to noon
Sunday: Closed

None

$2,000 (Individual)
$6,000 (Family)

$15 copay per visit

$15 copay per visit
No charge

$15 copay for initial visit to confirm pregnancy

No charge

$15 copay per visit

$15 copay per visit

$15 copay per visit

$15 copay per visit

$15 copay per department per day
$15 copay per department per day
$15 copay per department per day

No charge

$50 copay per visit

$15 copay per visit at a Kaiser Permanente facility within the Hawaii service area;
20% of applicable charges at a non-Kaiser Permanente facility outside the Hawaii

service area

No charge

No charge

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, cost sharing, out-of-pocket maximums, exclusions, or
limitations, nor does it list all benefits and cost sharing. For a complete explanation, please refer to your Evidence of Coverage.
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Citigroup

Effective Dates: 1/1/2013 — 12/31/2013
Mental Health and Chemical Dependency
Mental Health Outpatient
Mental Health Inpatient
Chemical Dependency Outpatient

Chemical Dependency Inpatient

Prescription Drugs

Pharmacy/Retail: Generic®

Pharmacy/Retail: Brand®
Pharmacy/Retail: Day Supply
Mail Order - Generic®”
Mail Order - Brand®

Mail Order - Day Supply
Other
Skilled Nursing Facility (SNF)

Infertility Services
Hospice Care
Home Health Care

Durable Medical Equipment (DME)
Chiropractic Care

Notes

Hawaii
HMO
Group #996

$15 copay per visit
No charge
$15 copay per visit

No charge

$10 copay per prescription
$20 copay per prescription
30-consecutive day supply
$20 copay per prescription
$40 copay per prescription

90-consecutive day supply

No charge, limited to 60 days per benefit period
$15 copay per visit
No charge
No charge

No charge

Specialty Health Network.

$15 copay per visit, limited to 20 visits per calendar year. Must use American

(1) One well-woman office visit or office visit for physical exam per calendar year. Preventive screenings covered at no charge include all services

mandated by the Patient Protection and Affordable Care Act.

(2) At birth, ages 2 months, 4 months, 6 months, 9 months, 12 months, 15 months, and 18 months.
(3) Up to a 30-consecutive-day supply or an amount determined by the Health Plan formulary.
(4) Applies to refills for most maintenance drugs. The mail-order program does not apply to certain drugs and mailing is limited to addresses inside the

Hawaii Service Area.

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, cost sharing, out-of-pocket maximums, exclusions, or
limitations, nor does it list all benefits and cost sharing. For a complete explanation, please refer to your Evidence of Coverage.
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Kaiser Foundation Health Plan, Inc.
A NONPROFIT HEALTH PLAN - HAWAII REGION

2013 Summary of Important Changes for Contract Renewals for

Citigroup, #996

This summary does not apply to Added Choice out-of-network coverage, QUEST, Kaiser Permanente for
Individuals and Families, federal, state, or Medicare members. Changes for Senior Advantage and Medicare Cost
appear separately.

This summary does not fully describe your coverage. For details on your coverage, please refer to your
employer’s applicable Face Sheet, Group Medical and Hospital Service Agreement, Benefit Schedule, and Riders
if any (collectively known as “Service Agreement”). The Service Agreement is the legally binding document
between Health Plan and its members. In the event of ambiguity, or a conflict between this summary and the
Service Agreement, the Service Agreement shall control.

Your employer may have purchased benefits (referred to as “riders”) that override some of these changes.
However, riders are not available for some of the changes described below.

Under the Patient Protection and Affordable Care Act (PPACA), your coverage may be considered a
“grandfathered plan.” Some of the benefit changes below may not be applicable to a grandfathered plan.

BENEFIT AND CONTRACT CHANGES:
These changes become effective on your employer’s contract renewal date, unless specified otherwise below.

1. Preventive care services. When required, the preventive care services benefit will expand in
accordance with the Patient Protection and Affordable Care Act. These additional preventive care
services are covered at no charge. (effective 8/1/2012)

BENEFIT AND CONTRACT CLARIFICATIONS:
These clarifications are effective immediately, unless otherwise specified below.

1. Premium rebates. Clarify that if Kaiser Permanente rebates premiums to an employer, then the employer must
use the rebate for the benefit of its members.

2. Gender reassignment exclusion. Clarify that services, procedures, treatments and supplies related to gender
reassignment surgery are excluded. Also clarify that this exclusion does not apply to treatment for complications
resulting from gender reassignment services provided by a Kaiser Permanente physician and in a Kaiser
Permanente facility.

3. Durable medical equipment exclusion. Clarify that durable medical equipment is excluded, except that
diabetes and home phototherapy equipment is provided in accord with section W of the applicable benefit
schedule.

4. Third party lien rights. Clarify that equitable claims for third party liability lien rights under Section 502(a)(3) of
the Employee Retirement Income Security Act (ERISA) are not subject to mandatory arbitration.

5. Compliance with Laws. Clarify that employers will provide summaries of benefits and coverage (SBCs) to its
participants as required by the Patient Protection and Affordable Care Act (PPACA) and that Kaiser Permanente
will provide SBCs to members upon request.





6. HIPAA Certificates of Creditable Coverage. Clarify that employers must provide Kaiser Permanente timely
enrollment information in order for Kaiser to complete and mail Certificates of Creditable Coverage as required by
the Health Information Portability and Accountability Act (HIPAA).

7. Observation. Clarify that observation services are covered under the outpatient section.

8. Radiation therapy. Clarify that radiation therapy includes services such as radium therapy and radioactive

isotope therapy.
KPGROUP_IMPORTCHG_13 1/2013

9. Formulary criteria. Clarify that drugs and supplies must be on the Health Plan formulary and used in
accordance with formulary guidelines or restrictions.

10. Tobacco cessation drugs and products. Clarify that tobacco cessation drugs and products must be
prescribed by a licensed prescriber.

11. Mail order program for prescribed drugs. Clarify that the mail order program for prescribed drugs applies to
contraceptive drugs, diabetes supplies, and tobacco cessation drugs and products.

12. Self-administered drugs exclusion. Clarify that self-administered drugs are excluded, except when required
by state or federal law.

13. Immunizations. Clarify that prescribed immunizations include Influenza and Pneumococcal immunizations.

14. Hospice care. Clarify that while receiving hospice care, visits by a Kaiser Permanente physician are covered
upon payment of $20.00 per visit.

15. Urgent care services. Clarify that urgent care services received within the service area from Kaiser
Permanente physicians or at Kaiser Permanente-designated facilities also include after hours care.

16. Diabetes supplies. Clarify within the diabetes equipment section that diabetes supplies are covered under
the prescribed drugs section.





Kaiser Permanente Group Plan
2013 Benefits summary

This is only a summary. It does not fully describe your benefit coverage. For details on your benefit coverage, exclusions,
and plan terms, please refer to your employer’s applicable Face Sheet, Group Medical and Hospital Service Agreement,
benefit schedule, and Riders (collectively known as “Service Agreement"). The Service Agreement is the legally binding
document between Health Plan and its members. In event of ambiguity, or a conflict between this summary and the Service
Agreement, the Service Agreement shall control. Senior Advantage members must refer to their Kaiser Permanente Senior
Advantage Evidence of Coverage for a description of their benefits. Medicare Cost members must refer to their Kaiser
Permanente Medicare Cost Evidence of Coverage for a description of their benefits.

You are covered for medically necessary services within the Hawaii service area at Kaiser Permanente facilities, and which are
provided or arranged by a Kaiser Permanente physician. All care and services need to be coordinated by a Kaiser Permanente
physician.

Unless explicitly described in a particular benefit section (e.g. physical therapy is explicitly described under the hospice
benefit section), each medical service or item is covered in accord with its relevant benefit section. For example, drugs or
laboratory services related to in vitro fertilization are not covered under the in vitro fertilization benefit. Drugs related to in
vitro fertilization are covered under the prescribed drugs benefit section. Laboratory services related to in vitro fertilization
are covered under the laboratory services benefit section.

Your employer may have purchased benefits (referred to as “riders") that override some of the benefits listed below. Riders, if
any, are described after the Exclusions and Limitations section.

Section Benefits You pay
Outpatient Primary care and specialty care office visits(office visits are limited to one or ~ $15 per visit
Services more of the following services: exam, history, medical decision making)

Choice of primary care providers and access to specialty care:
e Member may choose any primary care physician available to accept Member.

e Parents may choose a pediatrician as the primary care physician for their child.

e Members do not need a referral or prior authorization for certain specialty care, such
as Obstetrical or Gynecological care.

e The physician may have to get prior authorization for certain services.

Outpatient surgery and procedures $15 per visit

Eye examinations for eyeglasses ~ $15 per visit

Ear examinations to determine the need for hearing correction $15 per visit

Routine immunizations No charge

Unexpected mass immunizations 50% of applicable charges
Short-term physical, occupational and speech therapy ** $15 per visit

(only if the condition is subject to significant, measurable improvement in physical function;
Kaiser Permanente clinical guidelines apply)

Dialysis
o Kaiser Permanente physician and facility services for dialysis 10% of applicable charges
e Equipment, training and medical supplies for home dialysis No charge

Materials for dressings and casts No chargef

.1.

v

*
kk

When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
Members must pay their office visit copay for the office visit.
See Coverage Exclusions

See Coverage Limitations

39960 KAH1296 1/2013
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Section Benefits You pay
Hospital Hospital inpatient care includes services such as: No charge
inpatient e Room and board

care (for acute

e General nursing care and special duty nursing
care registered e Physicians’ services
bed patients) e Surgical procedures
e Respiratory therapy and radiation therapy
e Anesthesia
e Medical supplies
e Use of operating and recovery rooms
o Intensive care room
Short-term physical, occupational and speech therapy ** Included in the above
(only if the condition is subject to significant, measurable improvement in physical hospital inpatient care
function; Kaiser Permanente clinical guidelines apply) copay
Materials for dressings and casts Included in the above
hospital inpatient care
copay
Inpatient laboratory services, imaging services, and testing services Included in hospital inpatient
Laboratory, care copay
imaging, and Outpatient laboratory services, imaging services, and testing services $15 copay per department
testing per day
services

Transplants

Transplants, including kidney, heart, heart-lung, liver, lung, simultaneous kidney-
pancreas, bone marrow, cornea, small bowel, and small bowel-liver transplants *

See applicable benefit
sections (e.g. - office visits
subject to office visit copay,
inpatient care subject to
hospital inpatient care
copay, etc.)

Preventive
screening
services

Preventive care services (which protect against disease, promote health, and/or
detect disease in its earliest stages before noticeable symptoms develop)

e FDA approved contraceptive drugs and devices** that are available on
the Health Plan formulary, as required by the federal Patient Protection
and Affordable Care Act (PPACA). Coverage of all other FDA approved
contraceptive drugs and devices are described in the Obstetrical care section.

e Female sterilizations**

e Rental or purchase of breast feeding pump, including any equipment that is
required for pump functionality

A list of preventive care services provided at no charge is available through the
Customer Service Center. This list is subject to change at any time. If you receive
any other covered services during a preventive care visit, you will pay the applicable
charges for those services.

No charge;
(non-preventive care
services according
to member’s regular
plan benefits)

Preventive care office visits for:
e Well child office visits (at birth, ages 2 months, 4 months, 6 months,
9 months, 12 months, 15 months and 18 months)
e One preventive care office visit per calendar year for members
2 years of age and over
e One gynecological office visit per calendar year for female members

t  When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
Members must pay their office visit copay for the office visit.
See Coverage Exclusions

See Coverage Limitations
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Section Benefits You pay

Prescribed drugs that require skilled administration by medical No charge Y1
Prescribed personnel (e.g. cannot be self-administered) which meet all of the following:
drugs e Prescribed by a Kaiser Permanente licensed prescriber,
e On the Health Plan formulary and used in accordance with formulary criteria,
guidelines or restrictions, and
e Prescription is required by law

Diabetes supplies ** 50% of applicable charges
(a minimum price as
determined by Pharmacy
Administration may apply)

Tobacco cessation drugs and products ** No charge

Exclusions:
e Self-administered drugs (such as drugs taken orally)
e Drugs that are necessary or associated with services that are excluded or not covered
Your group may have purchased drug coverage for self-administered drugs under a separate rider. If so, it will be listed

on the attached pages.

t  When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
V¥  Members must pay their office visit copay for the office visit.
* See Coverage Exclusions 39960 _KAH1296 1/2013
**  See Coverage Limitations Page 4 of 21





Section Benefits You pay
Obstetrical Routine obstetrical (maternity) care No charge after confirmation
care, e Prenatal visits at the routine scheduled intervals, uncomplicated of pregnancy

interrupted delivery/hospital stay, and routine post-partum visit (non-routine obstetrical care
preg_nancy’ Note: If member is discharged within 48 hours after delivery (or within 96 hours if a;:corghngﬁtto member's regular
family delivery is by cesarean section), the member’s Kaiser Permanente physician may plan benefits)

planning, order a follow-up visit for the member and newborn to take place within 48 hours

involuntary after discharge.

infertility I . . . . , o

services, and npgtlent stay anq inpatient care for newborn durlpg or after mother’s Hospital inpatient care .

s s hospital stay (assuming newborn is timely enrolled on Kaiser Permanente benefits apply (see hospital
art|f|0|al_ subscriber’s plan) inpatient care section)
conception . . . .. . .
services Family planr.nng c.>f.f|ce VI.SItS o $15 per visit

Involuntary infertility office visits $15 per visit
In vitro fertilization * 20% of applicable charges
e Limited to one-time only benefit at Kaiser Permanente
e Limited to female members using spouse’s sperm
Artificial insemination * $15 per visit
Home health Home health care, nurse and home health aide visits to homebound members, No charge (office visit copay
care and when prescribed by a Kaiser Permanente physician applies for physician house calls)
hospice care Hospice care. Supportive and palliative care for a terminally ill member, as No charge
directed by a Kaiser Permanente physician. Hospice coverage includes two 90-day
periods, followed by an unlimited number of 60-day periods. The member must be
certified by a Kaiser Permanente physician as terminally ill at the beginning of each
period. (Hospice benefits apply in lieu of any other plan benefits for treatment of
terminal illness.) Hospice includes services such as:
e Nursing care (excluding private duty nursing)
e Medical social services
e Home health aide services
e Medical supplies
e Physician services
e Counseling and coordination of bereavement services
e Services of volunteers
e Physical therapy, occupational therapy, or speech language pathology
Skilled Up to 60 days of prescribed skilled nursing care services in an No charge

nursing care

approved facility (such as a hospital or skilled nursing facility) per benefit
period. Covered services include nursing care, room and board, medical social
services, medical supplies, and durable medical equipment ordinarily provided by a
skilled nursing facility.

In addition to Health Plan criteria, Medicare guidelines are used to determine when
skilled nursing services are covered, except that a prior three-day stay in an acute
care hospital is not required.

Exclusions: Personal comfort items, such as telephone, television and take-home
medical supplies.

t  When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
Members must pay their office visit copay for the office visit.
See Coverage Exclusions

See Coverage Limitations
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Section Benefits You pay
Emergency At a facility within the Hawaii service area for covered emergency services $50 per visit
services 4 At a facility outside the Hawaii service area for covered emergency services $50 per visit

(covered for
initial
emergency
treatment only)

Note: Member (or Member’s family) must notify Health Plan within 48 hours if admitted to a non-Kaiser
Permanente facility.

A Emergency Services are those medically necessary services available through the emergency department to medically
screen, examine and Stabilize the patient for Emergency Medical Conditions. An Emergency Medical Condition is a
medical condition manifesting itself by acute symptoms of sufficient severity that meet the prudent layperson standard
and the absence of immediate medical attention will result in serious impairment to bodily functions, serious
dysfunction of any bodily organ or part, or place the health of the individual in serious jeopardy.

Continuing or follow-up treatment at a non-Kaiser Permanente facility is not covered.

Out-of-area
urgent care
services (while
temporarily outside
the Hawaii service

At a non-Kaiser Permanente facility for covered urgent care services 20% of applicable charges
(Coverage for initial urgent care treatment only)®

% “Urgent Care Services" means medically necessary services for a condition that requires prompt medical attention
but is not an Emergency Medical Condition.

area) Continuing or follow-up treatment at a non-Kaiser Permanente facility is not covered.
Ambulance Ambulance Services are those services in which: No charge
services e Use of any other means of transport, regardless of availability of such other
means, would result in death or serious impairment of the member’s health,
and
o Is for the purpose of transporting the member to receive medically necessary
acute care.
In addition, air ambulance must be for the purpose of transporting the Member to
the nearest medical facility designated by Health Plan for receipt of medically
necessary acute care, and the member’s condition must require the services of an
air ambulance for safe transport.
Blood Regardless of replacement, units and processing of units of whole blood, red No charge
cell products, cryoprecipitates, platelets, plasma, fresh frozen plasma,
and Rh immune globulin
Collection, processing, and storage of autologous blood when prescribed by a Kaiser ~ No charge
Permanente physician for a scheduled surgery whether or not the units are used
Mental Outpatient office visits $15 per visit
health o
services Hospital inpatient care No charge
Specialized facility services
Services in a specialized mental health treatment unit or facility approved by Kaiser
Permanente Medical Group
e Day treatment or partial hospitalization services $15 per visit
e Non-hospital residential services No charge
Chemical Outpatient office visits $15 per visit
dependency o )
services Hospital inpatient care No charge

Specialized facility services

Services in a specialized alcohol or chemical dependence treatment unit or facility

approved by Kaiser Permanente Medical Group
e Day treatment or partial hospitalization services $15 per visit
o Non-hospital residential services No charge

t  When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
Members must pay their office visit copay for the office visit.
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See Coverage Exclusions
See Coverage Limitations
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Section Benefits You pay
Internal Implanted internal prosthetics (such as pacemakers and hip joints), and No charge
prosthetics, internally implanted devices and aids (such as surgical mesh, stents, bone
devices, and  cement, implanted nuts, bolts, screws, and rods) which are prescribed by a
aids ** Physician, preauthorized in writing by Kaiser Permanente, and obtained from

sources designated by Health Plan

Fitting and adjustment of these devices, including repairs and replacement other than ~ No charge

those due to misuse or loss

t  When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
V¥  Members must pay their office visit copay for the office visit.
* See Coverage Exclusions
**  See Coverage Limitations
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Section Benefits You pay

Diabetes Diabetes equipment (limited to glucose meters and external insulin pumps, and ~ 50% of applicable charges
equipment the supplies necessary to operate them) which are prescribed by a Kaiser

and home Permanente physician, preauthorized in writing by Kaiser Permanente, and

phototherapy obtained from sources designated by Health Plan on either a purchase or rental

equipment basis, as determined by Health Plan

Home phototherapy equipment for newborns which are prescribed by a No Charge
Kaiser Permanente physician, preauthorized in writing by Kaiser Permanente, and
obtained from sources designated by Health Plan on either a purchase or rental
basis, as determined by Health Plan
Diabetes equipment and home phototherapy equipment is that
equipment and supplies necessary to operate the equipment which:
e Is intended for repeated use,
e Is primarily and customarily used to serve a medical purpose,
e Is appropriate for use in the home,

e Is generally not useful to a person in the absence of illness or injury,

e Was in general use on March 1 of the year immediately preceding the year in
which this Service Agreement became effective or was last renewed,

e Is not excluded from coverage from Medicare, and if covered by Medicare,
meets the coverage definitions, criteria and guidelines established by
Medicare at the time the diabetes equipment is prescribed, and

e Is on the Health Plan formulary and used in accordance with formulary
criteria, guidelines, or restrictions.

Exclusions:
e Comfort and convenience equipment, and devices not medical in nature.
e Disposable supplies for home use such as bandages, gauze, tape, antiseptics,
and ace type bandages.
e Repair, adjustment or replacement due to misuse or loss.
e Experimental or research equipment.

Limitations:

o If rented or loaned from Health Plan, the Member must return any diabetes
equipment items to Health Plan or its designee or pay Health Plan or its
designee the fair market price for the equipment when it is no longer
prescribed by a Physician or used by the Member.

e Coverage is limited to the standard item of diabetes equipment in accord with
Medicare guidelines that adequately meets the medical needs of the Member.
Convenience and luxury items and features are not covered.

Dependent Dependent (biological, step or adopted) children of the Subscriber (or the Subscriber’s spouse) are eligible up to
coverage the child’s 26™ birthday.

Other dependents may include:

o The Subscriber’s (or Subscriber’s spouse’s) dependent (biological, step or adopted) children (over age 26)
who are incapable of self-sustaining employment because of a physically- or mentally-disabling injury,
illness, or condition that occurred prior to reaching age 26, and receive 50 percent or more of their
support and maintenance from the Subscriber (or Subscriber’s Spouse) (proof of incapacity and
dependency may be required).

e A person who is under age 26, for whom the Subscriber (or Subscriber’s spouse), is (or was before the
person’s 18th birthday) the court appointed legal guardian.

.1.
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When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
Members must pay their office visit copay for the office visit.
See Coverage Exclusions

See Coverage Limitations
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Section

Benefits You pay

Supplemental
charges
maximum

Your out-of-pocket expenses for covered Basic Health Services are $2,000 per member,

capped each year by a supplemental charges maximum. $6,000 per family unit
(3 or more members),
for calendar year

YOU MUST RETAIN YOUR RECEIPTS for these supplemental charges and when that maximum amount has
been PAID, present these receipts to our Business Office at Moanalua Medical Center, Honolulu, Waipio, or
Wailuku Clinics, or to the cashier at other clinics. After verification that the supplemental charges maximum has
been PAID, you will be given a card which indicates that no additional supplemental charges for covered Basic
Health Services will be collected for the remainder of the calendar year. You need to show this card at your
visits to ensure no additional supplemental charges are billed or collected for the remainder of the calendar year
in which the medical services were received. All payments are credited toward the calendar year in which
the medical services were received.

You will be provided an updated status about which of your payments may be applied to the supplemental
charges maximum. Please allow a minimum of 10 working days to verify that your supplemental charge
maximum has been met.

Note: Once you have met the supplemental charges maximum, please submit your proof of payment as soon as
reasonably possible. All receipts must be submitted no later than February 28 of the year following the one in
which the medical services were received.

Supplemental charges for the following covered Basic Health Services can be applied toward the
supplemental charges maximum: ambulance service, artificial insemination, chemical dependency services
(including residential services), dialysis, drugs requiring skilled administration, emergency service, family
planning office visits, health evaluation office visits for adults, home health, imaging (including X-rays),
immunizations (excluding travel immunizations), in vitro fertilization procedure (excluding drugs), infertility
office visits, inpatient room (semi-private), interrupted pregnancy/abortion, laboratory, mental health services,
obstetrical (maternity) care, covered office visits for services listed in this Basic Health Services section,
outpatient surgery and procedures, radiation and respiratory therapy, reconstructive surgery, short-term physical
therapy, short-term speech therapy, short-term occupational therapy, testing services, transplants (the
procedure), and urgent care.

These are not Basic Health Services and charges for these services/items are not applicable towards the
supplemental charges maximum: all services for which coverage has been exhausted, all excluded or
non-covered benefits, all other services not specifically listed above as a Basic Health Service, allergy test
materials, blood or blood processing, braces, complementary alternative medicine (chiropractic, acupuncture, or
massage therapy), contraceptive drugs and devices, dental services, diabetes supplies and equipment, dressings
and casts, durable medical equipment, external prosthetics, handling fee or taxes, health education services,
classes or support groups, hospice, internal prosthetics, internal devices and aids, medical foods, medical social
services, office visits for services which are not Basic Health Services, orthopedic devices, radioactive
materials, self administered/outpatient prescription drugs, skilled nursing care, take-home supplies, and travel
immunizations.

t  When provided in an outpatient office visit, copay is as indicated. When service or items are received in any other setting (e.g., hospital
inpatient, skilled nursing facility, or outpatient surgery or procedure in an ASC), the copay is in accord with the relevant benefit section.
Members must pay their office visit copay for the office visit.
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See Coverage Exclusions
See Coverage Limitations
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Coverage exclusions for in-network Services

When a Service is excluded or non-covered, all Services that are necessary or related to the excluded or non-covered Service are also
excluded. "Service" means any treatment, diagnosis, care, procedure, test, drug, injectable, facility, equipment, item, device, or supply.
The following Services are excluded:

Acupuncture. (This exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.)

Alternative medical Services not accepted by standard allopathic medical practices such as: hypnotherapy, behavior testing,
sleep therapy, biofeedback, massage therapy, naturopathy, rest cure and aroma therapy. (The massage therapy portion of this
exclusion may not apply if you have the applicable Complementary Alternative Medicine Rider.)

Artificial aids, corrective aids, and corrective appliances such as external prosthetics, braces, orthopedic aids,
orthotics, hearing aids, corrective lenses and eyeglasses. (The external prosthetic devices and braces portion of this exclusion
may not apply if you have an External Prosthetic Devices and Braces Rider. The hearing aids portion of this exclusion may not
apply if you have a Hearing Aid Rider. The eyeglasses and contact lens portion of this exclusion may not apply if you have an
Optical Rider).

All blood, blood products, blood derivatives, and blood components whether of human or manufactured origin and
regardless of the means of administration, except as stated under the "Blood" section. Donor directed units are not covered.
Cardiac rehabilitation.

Chiropractic Services. (This exclusion may not apply if you have the applicable Complementary Alternative Medicine
Rider.)

Services for confined members (confined in criminal institutions, or quarantined).

Contraceptive foams and creams, condoms or other non-prescription substances used individually or in conjunction
with any other prescribed drug or device.

Cosmetic Services, such as plastic surgery to change or maintain physical appearance, which is not likely to result in
significant improvement in physical function, including treatment for complications resulting from cosmetic services. However,
Kaiser Permanente physician services to correct significant disfigurement resulting from an injury or medically necessary
surgery, incident to a covered mastectomy, or cosmetic service provided by a Physician in a Health Plan facility are covered.

Custodial Services or Services in an intermediate level care facility.

Dental care Services such as dental x-rays, dental implants, dental appliances, or orthodontia and Services relating to
temporomandibular joint dysfunction (TMJ) or Craniomandibular Pain Syndrome. (Part of this exclusion may not apply if you
have a Dental Rider.)

Durable medical equipment, such as crutches, canes, oxygen-dispensing equipment, hospital beds and wheelchairs used in
the member’s home (including an institution used as his or her home), except diabetes blood glucose monitors and external
insulin pumps. (This exclusion does not apply if you have a Durable Medical Equipment Rider.)

Employer or government responsibility: Services that an employer is required by law to provide or that are covered by
Worker’s Compensation or employer liability law; Services for any military service-connected illness, injury or condition when
such Services are reasonably available to the member at a Veterans Affairs facility; Services required by law to be provided only
by, or received only from, a government agency.

Experimental or investigational Services.

Eye examinations for contact lenses (Eye exams for contact lens may be partially covered if you have an Optical Rider.) and
vision therapy, including orthoptics, visual training and eye exercises.

Eye surgery solely for the purpose of correcting refractive defects of the eye, such as Radial keratotomy (RK), and
Photo-refractive keratectomy (PRK).

Routine foot care, unless medically necessary.

Health education: specialized health promotion classes and support groups (such as the bariatric surgery program).
Homemaker Services.

The following costs and Services for infertility services, in vitro fertilization or artificial insemination:

— The cost of equipment and of collection, storage and processing of sperm.

39960 KAH1296 1/2013
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— In vitro fertilization using either donor sperm or donor eggs.
— In vitro fertilization that does not meet state law requirements.

— Services related to conception by artificial means other than artificial insemination or in vitro fertilization, such as ovum
transplants, gamete intrafallopian transfer (GIFT) and zygote intrafallopian transfer (ZIFT), including prescription drugs
related to such Services and donor sperm and donor eggs used for such Services.

— Services to reverse voluntary, surgically-induced infertility.

e Non FDA-approved drugs and devices.

e Certain exams and Services. Certain Services and related reports/paperwork, in connection with third party requests, such
as those for: employment, participation in employee programs, sports, camp, insurance, disability, licensing, or on court-order or
for parole or probation. Physical examinations that are authorized and deemed medically necessary by a Kaiser Permanente
physician and are coincidentally needed by a third party are covered according to the member’s benefits.

¢ Radial keratotomy (RK), Photo-refractive keratectomy (PRK), and similar procedures.

e Long term physical therapy, occupational therapy, speech therapy; maintenance therapies; physical, occupational, and
speech therapy deficits due to developmental delay; therapies not expected to result in significant, measurable improvement in
physical function with short-term therapy.

e Services not generally and customarily available in the Hawaii service area.

e Services and supplies not medically necessary. A service or item is medically necessary (in accord with medically
necessary state law definitions and criteria) only if, 1) recommended by the treating Kaiser Permanente physician or treating
Kaiser Permanente licensed health care practitioner, 2) is approved by Kaiser Permanente’s medical director or designee, and 3)
is for the purpose of treating a medical condition, is the most appropriate delivery or level of service (considering potential
benefits and harms to the patient), and known to be effective in improving health outcomes. Effectiveness is determined first by
scientific evidence, then by professional standards of care, then by expert opinion. Coverage is limited to the services which are
cost effective and adequately meet the medical needs of the member.

e All Services, drugs, injections, equipment, supplies and prosthetics related to treatment of sexual dysfunction, except
evaluations and health care practitioner’s services for treatment of sexual dysfunction.

e All Services, drugs, prosthetics, devices or surgery related to gender re-assighment.

e Take home supplies for home use, such as bandages, gauze, tape, antiseptics, ace type bandages, drug and ostomy supplies,
catheters and tubing.

e The following costs and Services for transplants:

— Non-human and artificial organs and their transplantation.

— Bone marrow transplants associated with high-dose chemotherapy for the treatment of solid tissue tumors, except for germ
cell tumors and neuroblastoma in children.

e Services for injuries or illness caused or alleged to be caused by third parties or in motor vehicle accidents.
e Transportation (other than covered ambulance services), lodging, and living expenses.

Travel immunizations.
Services for which coverage has been exhausted, Services not listed as covered, or excluded Services.

Coverage limitations for in-network Services

Benefits and Services are subject to the following limitations:

e In-network benefits and services must be performed, prescribed, or directed by a Kaiser Permanente Physician.

e Services may be curtailed because of major disaster, epidemic, or other circumstances beyond Kaiser Permanente’s control such
as a labor dispute or a natural disaster.

e Coverage is not provided for treatment of conditions for which a member has refused recommended treatment for personal
reasons when physicians believe no professionally acceptable alternative to treatment exists. Coverage will cease at the point the
member stops following the recommended treatment.

e Members are covered for contraceptive drugs and devices only when the prescription drugs meet all of the following
criteria: 1) prescribed by a licensed Prescriber, 2) the drug is one for which a prescription is required by law, and 3) obtained at
pharmacies in the Service Area that are operated by Kaiser Foundation Hospital or Kaiser Foundation Health Plan, Inc.

39960 KAH1296 1/2013
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Durable medical equipment (if you have a Durable Medical Equipment Rider), and external prosthetics and braces (if
you have an External Prosthetic Devices and Braces Rider) are subject to Medicare coverage guidelines and limitations.

When covered under the preventive care services section, the following types of female sterilizations and related items and
services are provided: 1) sterilization surgery for women: Trans-abdominal Surgical Sterilization/Surgical Implant; 2)
sterilization implant for women: Trans-cervical Surgical Sterilization Implant; 3) pre and post operative visits associated with
female sterilization procedures; and 4) Hysterosalpingogram test following sterilization implant procedure.

Specialty imaging services are services such as CT, interventional radiology, MRI, nuclear medicine, and ultrasound. General
radiology includes services such as x-rays and diagnostic mammography.

Internal prosthetics, devices, and aids (such as pacemakers, hip joints, surgical mesh, stents, bone cement, bolts, screws,
and rods) are those which meet all of the following: 1) are required to replace all or part of an internal body organ or replace all
or part of the function of a permanently inoperative or malfunctioning body organ, 2) are used consistently with accepted medical
practice and approved for general use by the Federal Food and Drug Administration (FDA), 3) were in general use on March 1 of
the year immediately preceding the year in which this Service Agreement became effective or was last renewed, and 4) are not
excluded from coverage from Medicare, and if covered by Medicare, meet the coverage definitions, criteria and guidelines
established by Medicare at the time the device is prescribed. The following are excluded from coverage: 1) all implanted internal
prosthetics and devices and internally implanted aids related to an excluded or non covered service/benefit, and 2) Prosthetics,
devices, and aids related to sexual dysfunction. Coverage is limited to the standard prosthetic model that adequately meets the
medical needs of the Member. Convenience and luxury items and features are not covered.

Diabetes equipment and supplies necessary to operate them are subject to Medicare coverage guidelines and limitations, must
be preauthorized in writing by Kaiser Permanente, and obtained from a Health Plan designated vendor.

Up to a 30-consecutive-day supply of diabetes supplies is provided (as described under the prescribed drugs section) if all
of the following criteria are met: 1) prescribed by a licensed Prescriber, 2) on the Health Plan formulary and used in accordance
with formulary criteria, guidelines, or restrictions, and 3) obtained at pharmacies in the Service Area that are operated by Kaiser
Foundation Hospital, Kaiser Foundation Health Plan, Inc. or a pharmacy we designate.

Home phototherapy and diabetes equipment which are prescribed by a Kaiser Permanente physician, preauthorized in
writing by Kaiser Permanente, and obtained from sources designated by Health Plan on either a purchase or rental basis, as
determined by Health Plan is that equipment and supplies necessary to operate the equipment which: 1) is intended for repeated
use, 2) is primarily and customarily used to serve a medical purpose, 3) is appropriate for use in the home, 4) is generally not
useful to a person in the absence of illness or injury, 5) was in general use on March 1 of the year immediately preceding the year
in which this Service Agreement became effective or was last renewed, 6) is not excluded from coverage from Medicare, and if
covered by Medicare, meets the coverage definitions, criteria and guidelines established by Medicare at the time the diabetes
equipment is prescribed, and 7) is on the Health Plan formulary and used in accordance with formulary criteria, guidelines, or
restrictions. The following are excluded items or services: 1) comfort and convenience equipment, and devices not medical in
nature, 2) disposable supplies for home use such as bandages, gauze, tape, antiseptics, and ace type bandages, 3) repair,
adjustment or replacement due to misuse or loss, and 4) experimental or research equipment. The following limitations apply to
diabetes and home phototherapy equipment: 1) if rented or loaned from Health Plan, the Member must return any diabetes or
home phototherapy equipment items to Health Plan or its designee or pay Health Plan or its designee the fair market price for the
equipment when it is no longer prescribed by a Physician or used by the Member, and 2) coverage is limited to the standard item
of diabetes or home phototherapy equipment in accord with Medicare guidelines that adequately meets the medical needs of the
Member. Convenience and luxury items and features are not covered.

Specialty laboratory services include tissue samples, cell studies, chromosome studies, and testing for genetic diseases.

Short-term physical, occupational and speech therapy Services means medical services provided for those conditions
which meet all of the following criteria: a) the therapy is ordered by a Physician under an individual treatment plan; b) in the
judgment of a Physician, the condition is subject to significant, measurable improvement in physical function with short-term
therapy; c) the therapy is provided by or under the supervision of a Physician-designated licensed physical, speech, or
occupational therapist, as appropriate; and d) as determined by a Physician, the therapy must be necessary to sufficiently restore
neurological and/or musculoskeletal function that was lost or impaired due to an illness or injury. Neurological and/or
musculoskeletal function is sufficient when one of the following first occurs: i) neurological and/or musculoskeletal function is
the level of the average healthy person of the same age, ii) further significant functional gain is unlikely, or iii) the frequency and
duration of therapy for a specific medical condition as specified in Kaiser Permanente Hawaii’s Clinical Practice Guidelines has
been reached. Occupational therapy is limited to hand rehabilitation services, and medical services to achieve improved self
care and other customary activities of daily living. Speech-language pathology is limited to deficits due to trauma, drug
exposure, chronic ear infections, hearing loss, and impairments of specific organic origin. 1

Up to a 30-consecutive-day supply of tobacco cessation drugs and products is provided when all of the following criteria
are met: 1) available on the Health Plan formulary.s Tobacco Cessation list of approved drugs and products, including
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over-the-counter drugs and products, and in accordance with formulary criteria, guidelines, or restrictions, 2) obtained at
pharmacies in the Service Area that are operated by Kaiser Foundation Hospital, Kaiser Foundation Health Plan, Inc. or a
pharmacy we designate, and 3) Member meets Health Plan-approved program-defined requirements for smoking cessation
classes or counseling (tobacco cessation classes and counseling sessions are provided at no charge).

e Tuberculin skin test is limited to one per calendar year, unless medically necessary.

e Transplant services for transplant donors. Health Plan will pay for medical services for living organ and tissue donors and
prospective donors if the medical services meet all of the requirements below. Health Plan pays for these medical services as a
courtesy to donors and prospective donors, and this document does not give donors or prospective donors any of the rights of
Kaiser Permanente Members.

— Regardless whether the donor is a Kaiser Permanente member or not, the terms, conditions, and Supplemental Charges of
the transplant-recipient Kaiser Permanente member will apply. Supplemental charges for medical services provided to
transplant donors are the responsibility of the transplant-recipient Kaiser Permanente member to pay, and count toward the
transplant-recipient Kaiser Permanente member’s limit on supplemental charges.

— The medical services required are directly related to a covered transplant for a Kaiser Permanente member and required for
a) screening of potential donors, b) harvesting the organ or tissue, or c) treatment of complications resulting from the
donation.

— For medical services to treat complications, the donor receives the medical services from Kaiser Permanente practitioners
inside a Health Plan Region or Group Health service area.

— Health Plan will pay for emergency services directly related to the covered transplant that a donor receives from non Kaiser
Permanente practitioners to treat complications.

— The medical services are provided not later than three months after the donation.

— The medical services are provided while the transplant-recipient is still a Kaiser Permanente member, except that this
limitation will not apply if the Kaiser Permanente member’s membership terminates because he or she dies.

— Health Plan will not pay for travel or lodging for donors or prospective donors.

— Health Plan will not pay for medical services if the donor or prospective donor is not a Kaiser Permanente member and is a
member under another health insurance plan, or has access to other sources of payment.

— The above policy does not apply to blood donors.

Third party liability, motor vehicle accidents, and surrogacy health services

Kaiser Permanente has the right to recover the cost of care for a member’s injury or illness caused by another person or in an auto
accident from a judgment, settlement, or other payment paid to the member by an insurance company, individual or other third party.
Kaiser Permanente has the right to recover the cost of care for Surrogacy Health Services. Surrogacy Health Services are Services the
Member receives related to conception, pregnancy, or delivery in connection with a Surrogacy Arrangement. The Member must
reimburse Kaiser Permanente for the costs of Surrogacy Health Services, out of the compensation the Member or the Member’s payee
are entitled to receive under the Surrogacy Arrangement.
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Benefits You pay

Durable
medical
equipment
rider - $0

Durable medical equipment, including oxygen dispensing equipment (and No Charge
oxygen), used during a covered stay in a Hospital or Skilled Nursing Facility

Medically necessary and appropriate durable medical equipment for use No charge
in the home, when prescribed by a Physician, preauthorized in writing by

Kaiser Permanente, and obtained from sources designated by Health Plan on

either a purchase or rental basis, as determined by Health Plan

Oxygen for use in conjunction with prescribed durable medical No charge
equipment

Repair, replacement and adjustment of durable medical equipment, other than No charge
those due to misuse or loss

Durable medical equipment is that equipment and related supplies which meet all of the following
criteria:

Is intended for repeated use,

Is primarily and customarily used to serve a medical purpose,

Is appropriate for use in the home,

Is generally not useful to a person in the absence of illness or injury,

Was in general use on March 1 of the year immediately preceding the year in which this Service Agreement
became effective or was last renewed, and

Is not excluded from coverage from Medicare, and if covered by Medicare, meets the coverage definitions,
criteria and guidelines established by Medicare at the time the durable medical equipment is prescribed.

Exclusions:

All durable medical equipment related to an excluded or non-covered service/benefit
Supplies, whether or not related to durable medical equipment

Comfort and convenience equipment, disposable supplies, and devices not medical in nature such as sauna baths
and elevators

Exercise and hygiene equipment

Electronic monitors of the function of the heart or lungs

Diabetes equipment.

Devices to perform medical tests on blood or other body substances or excretions
Dental appliances or devices

Repair, replacement or adjustment due to misuse or loss

Experimental or research equipment

Durable medical equipment related to sexual dysfunction

Modifications to a home or car

Limitations:

If rented or loaned from Health Plan, the Member must return any durable medical equipment items to Health
Plan or its designee or pay Health Plan or its designee the fair market price for the equipment when it is no longer
prescribed by a Physician or used by the Member.

Coverage is limited to the standard item of durable medical equipment in accord with Medicare guidelines that
adequately meets the medical needs of the Member. Convenience and luxury items and features are not covered.
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Benefits You pay

External
prosthetic
devices and
braces rider -
$0

External prosthetic devices and braces, when prescribed by a Physician, =~ No charge
preauthorized in writing by Kaiser Permanente, and obtained from sources
designated by Health Plan

Fitting and adjustment of these devices, including repairs and No charge
replacements other than those due to misuse or loss

A prosthetic device following mastectomy, if all or part of a breast is No charge
surgically removed for medically necessary reasons. Replacement will be made

when a prosthesis is no longer functional. Custom-made prostheses will be

provided when necessary.

Definitions:
External Prosthetic Devices are those which meet all of the following criteria:

Are affixed to the body externally,

Are required to replace all or part of any body organ or replace all or part of the function of a permanently
inoperative or malfunctioning body organ,

Were in general use on March 1 of the year immediately preceding the year in which this Service Agreement
became effective or was last renewed, and

Are not excluded from coverage from Medicare, and if covered by Medicare, meet the coverage definitions,
criteria and guidelines established by Medicare at the time the prosthetic is prescribed.

Braces are those rigid and semi-rigid devices which:

Are required to support a weak or deformed body member, or
Are required to restrict or eliminate motion in a diseased or injured part of the body, and

Are not excluded from coverage from Medicare, and if covered by Medicare, meet the coverage definitions,
criteria and guidelines established by Medicare at the time the brace is prescribed.

Exclusions:

All external prosthetic devices and braces related to an excluded or non-covered service/benefit
Supplies, whether or not related to external prosthetic devices or braces

Prosthetic devices related to sexual dysfunction

Dental prostheses, devices and appliances

Non-rigid appliances such as elastic stockings, garter belts, arch supports, non-rigid corsets and similar devices
Pacemakers and other surgically implanted internal prosthetic devices

Hearing aids

Corrective lenses and eyeglasses

Orthopedic aids such as corrective shoes and shoe inserts

Replacement of lost prosthetic devices

Repairs, adjustments or replacements due to misuse or loss

Experimental or research devices and appliances

External prosthetics for comfort and/or convenience, or which are not medical in nature

Disposable supplies for home use such as bandages, gauze, tape, antiseptics, and ace type bandages

Limitations:

Coverage is limited to the standard model of external prosthetic device or brace in accord with Medicare
guidelines that adequately meets the medical needs of the Member. Convenience and luxury items and features
are not covered.
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Benefits You pay

Hearing Aids Up to $500 allowance per calendar year for up to 2 hearing aid(s) every 36 $500 less than regular cost
rider - $500 months, when prescribed by a KP physician or KP audiologist, and obtained
allowance from sources designated by Health Plan
Exclusions:
o All other hearing aid related costs, including but not limited to: consultation, fitting, rechecks and adjustments for the
hearing aid(s).

e All other costs greater than the $500 allowance given once every 36 months.
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Benefits You pay

National For each prescription, when the quantity does not exceed: $10 per generic drug

Accounts o
2-tiered drug
rider $10/$20

a 30-consecutive-day supply of a prescribed drug, or prescription,
$20 per brand-name drug

an amount as determined by the formulary. prescription

Self-administered drugs are covered only when all of the following criteria
are met:

prescribed by a Kaiser Permanente physician/licensed prescriber, or a prescriber we
designate,

on the Kaiser Permanente Hawaii Drug Formulary. Senior Advantage members
with Medicare Part D are entitled to drugs on the Kaiser Permanente Hawaii Drug
Formulary and Kaiser Permanente Hawaii Medicare Drug Formulary. Drugs must
be used in accordance with formulary criteria, guidelines, or restrictions,

the drug is one for which a prescription is required by law,

obtained at pharmacies in the Service Area that are operated by Kaiser Foundation
Hospital or Kaiser Foundation Health Plan, Inc., or pharmacies we designate, and

drug does not require administration by nor observation by medical personnel..

Insulin $10 per generic drug

prescription

Contraceptive drugs and devices are described in the obstetrical care,
interrupted pregnancy, family planning, involuntary infertility services, and
artificial conception services section

Exclusions:

Drugs for which a prescription is not required by law (e.g. over-the-counter drugs) including condoms, contraceptive
foams and creams or other non-prescription substances used individually or in conjunction with any other prescribed
drug or device.

Drugs and their associated dosage strengths and forms in the same therapeutic category as a non-prescription drug that
have the same indication as the non-prescription drug.

Drugs obtained from a non-Kaiser Permanente pharmacy.

Non-prescription vitamins.

Drugs when used primarily for cosmetic purposes.

Medical supplies such as dressings and antiseptics.

Reusable devices such as blood glucose monitors and lancet cartridges.

Diabetes supplies such as blood glucose test strips, lancets, syringes and needles.

Non-formulary drugs unless specifically prescribed and authorized by a Kaiser Permanente physician/licensed prescriber,
or prescriber we designate.

Brand-name drugs requested by a Member when there is a generic equivalent.

Prescribed drugs that are necessary for or associated with excluded or non-covered services, except for Senior Advantage
Members with Medicare Part D.

Drugs related to sexual dysfunction.

Drugs to shorten the duration of the common cold.

Drugs related to enhancing athletic performance (such as weight training and body building).
Any packaging other than the dispensing pharmacy’s standard packaging.

Immunizations, including travel immunizations.

Contraceptive drugs and devices (to prevent unwanted pregnancies).

Abortion drugs (such as RU-486).

Replacement of lost, stolen or damaged drugs.
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Questions and answers about the drug rider

1. How does the drug rider work?
When you visit a Kaiser Permanente physician, a licensed prescriber or a prescriber we designate, and they prescribe a drug for which a
prescription is legally required, you can take it to any Kaiser Permanente pharmacy or pharmacy we designate.

e In most cases you will be charged only $10 for a generic drug prescription and $20 for a brand-name drug prescription when it does not
exceed a 30-consecutive-day supply of a prescribed drug (or an amount as determined by the formulary). Each refill of the same
prescription will also be provided at the same charge. A generic drug that is available in the United States only from a single source
manufacturer and that is not listed as generic in the then current commercially available drug database(s) to which Health Plan subscribes,
is provided upon payment of $20 if the quantity prescribed does not exceed (i) a 30-consecutive-day supply, or (ii) an amount as
determined by the formulary.

e If you go to a non-Kaiser Permanente pharmacy, you will be responsible for 100% of charges.

2. Where are Kaiser Permanente pharmacies located?
Most Kaiser Permanente Clinics have a pharmacy on premises. Please consult the Member Handbook for the pharmacy nearest you and its
hours of operation.

3. Can I get any drug prescribed by my Physician?
Our drug formulary is considered a closed formulary, which means that medications on the list are usually covered under the prescription drug
rider. However drugs on our formulary may not be automatically covered under your prescription drug rider depending on which plan you’ve
selected. Even though nonformulary drugs are generally not covered under your prescription drug rider, your Kaiser Permanente physician can
sometimes request a nonformulary drug for you, specifically when formulary alternatives have failed or use of nonformulary drug is medically
necessary, provided — the drug is not excluded under the prescription drug rider.

Kaiser Permanente pharmacies may substitute a chemical or generic equivalent for a brand-name drug unless this is prohibited by your Kaiser
Permanente physician. If you want a brand-name drug for which there is a generic equivalent, or if you request a non-formulary drug, you will
be charged Member Rates for these selections, since they are not covered under your prescription drug rider. If your KP physician deems a
higher priced drug to be medically necessary when a less expensive drug is available, you pay the usual drug copayment. If you request the
higher priced drug and it has not been deemed medically necessary, you will be charged Member Rates.

4. Do I need to present any identification when I receive drugs?
Yes, always present your Kaiser Permanente membership ID card, which has your medical record number, to the pharmacist. If you do not have
a medical record number, please call the Customer Service Center at 432-5955 on Oahu or 1-800-966-5955 on Neighbor Islands.

5. What if I need more than a month’s supply of medication?
Your Kaiser Permanente membership contract entitles you to a maximum one-month’s supply per prescription. However, as a convenience to
you, our Kaiser Permanente Pharmacies will dispense up to a three-month’s supply of certain prescriptions upon request (you will be
responsible for three copayment amounts). Dispensing a three-month’s supply is done in good faith, presuming you will remain a Kaiser
Permanente member for the next three months. If you terminate your membership with Kaiser Permanente before the end of the three-month
period, we will bill you the retail price for your remaining drugs. For example, if you end your membership after two months, we will bill you
for the remaining one-month’s supply. Refills are allowed when 75% of the current prescription supply is taken/administered according to
prescriber’s directions.

6. How do I receive prescriptions by mail?
Save time and money on refills! If you have prescription drug coverage, you can get a 90-day supply of qualified prescription drugs covered
under your drug rider for the price of 60 by using our convenient mail order service*. And we pay the postage!

You can order your refills at your convenience, 24/7, using one of the methods below.

e For the quickest turnaround time, order online at kp.org.
e Order via our automated prescription refill service by calling 432-7979 (Oahu) or 1-888-867-2118 (Neighbor Islands). You’ll have the
following options:
— To check your order status, press 1.

— To order refills, press 2. You will be asked to enter your medical record number and prescription number. Then you’ll have the
option of receiving your refills via mail order (by pressing 1) or picking up your refills at one of our locations (by pressing 2)

— To listen to detailed instructions, press 3.

Order using our mail-order envelope, available at all Kaiser Permanente clinic locations.

e Order via our Pharmacy Refill Center at (808) 432-5510 (Oahu), or toll free 1-866-250-1805 (Neighbor Islands), Monday to Friday, 8:30
am. to 5 p.m. TTY users may call 1-877-447-5990.

So the next time you’ve used two-thirds of your existing supply of prescription medications, try using one of these convenient options.

If you must pick up your prescriptions at a clinic pharmacy, refillable prescriptions are usually ready for pickup at the designated pharmacy in
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one business day. Prescriptions requiring a physician’s approval are usually ready in two business days. Call the pharmacy or Kaiser
Permanente Hawaii’s automated prescription refill line in advance to make sure that your prescription is ready. Orders not picked up within one
week are returned to stock.

*We are not licensed to mail medications out of state. There are restrictions for delivery of certain medications and supplies, including but not
limited to controlled medications, injections, medications affected by temperature, and medications excluded by Kaiser Permanente’s Pharmacy
& Therapeutic Committee.
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This brochure is only a summary.

It does not fully describe your benefit coverage. For details on your benefit coverage, exclusions, and plan terms, please refer to your employer’s

applicable Face Sheet, Group Medical and Hospital Service Agreement, benefit schedule, and Riders (collectively known as ”Service Agreement").

The Service Agreement is the legal binding document between Health Plan and its members. In event of ambiguity, or a conflict between this

summary and the Service Agreement, the Service Agreement shall control.

Benefits You pay
Alternative Chiropractic services
medicine Up to a maximum of 20 office visits per calendar year. This rider does $15 copayment per office
rider A-20 not cover services which are performed or prescribed by a Kaiser visit

visits / $15  Permanente physician or other Kaiser Permanente health care provider.
Services must be performed and received from Participating Chiropractors of
American Specialty Health Networks (ASHN). Covered Services include:

Chiropractic services for the treatment or diagnosis of Neuromusculo-skeletal
Disorders which are authorized by ASHN and performed by a Participating
Chiropractor.

Adjunctive therapy as set forth in a treatment plan approved by ASHN, which may
involve chiropractic modalities such as ultrasound, hot packs, cold packs, electrical
muscle stimulation and other therapies.

Diagnostic tests are limited to those required for further evaluation of the Member’s
condition and listed on the payor summary and fee schedule. Medically necessary
x-rays, radiologic consultations, and clinical laboratory studies must be performed by
either an appropriately certified Chiropractor or staff member or referred to a facility
that has been credentialed to meet the criteria of ASHN. Diagnostic tests must be
performed or ordered by a Participating Chiropractor and authorized by ASHN.

Chiropractic appliances when prescribed and provided by a Participating Chiropractor ~ Payable up to a maximum

and authorized by ASHN. of $50 per calendar year
Exclusions:

Any Chiropractic service or treatment not furnished by a Participating Chiropractor and not provided in the Par-
ticipating Chiropractor’s office.

Examination and/or treatment by a Chiropractor of conditions other than Neuromusculo-skeletal Disorders.
Services, lab tests, x-rays and other treatments not documented as medically necessary or as appropriate.
Services, lab tests, x-rays and other treatments classified as experimental or investigational.

Diagnostic scanning and advanced radiographic imaging, including Magnetic Resonance Imaging (MRI), CAT
scans, and/or other types of diagnostic scanning or therapeutic radiology; thermography; bone scans, nuclear
radiology, any diagnostic radiology other than plain film studies.

Alternative medical services not accepted by standard allopathic medical practices including, but not limited to,
acupuncture, hypnotherapy, behavior training, sleep therapy, weight programs, massage therapy, lomi lomi, edu-
cational programs, naturopathy, podiatry, rest cure, aroma therapy, osteopathy, non-medical self-care or self-help,
or any self-help physical exercise training, or any related diagnostic testing.

Vitamins, minerals, nutritional supplements, botanicals, ayurvedic supplements, homeopathic remedies or other
similar-type products.

Nutritional supplements which are Native American, South American, European, or of any other origin.
Traditional Chinese herbal supplements.

Nutritional supplements obtained by Members through a health food store, grocery store or by any other means.
Prescriptive and non prescriptive drugs, injectables and medications.

Transportation costs, such as ambulance charges.
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Benefits You pay

e Hospitalization, manipulation under anesthesia, anesthesia or other related services.
e Services or treatment for pre-employment physicals or vocational rehabilitation.

e Any services or treatments caused by or arising out of the course of employment or covered under any public
liability insurance.

e Air conditioners, air purifiers, therapeutic mattresses, supplies or any other similar devices or appliances; all
chiropractic appliances (except as covered above in this brochure) or durable medical equipment.

e Services provided by a chiropractor outside the State of Hawaii.

e All auxiliary aids and services, such as interpreters, transcription services, written materials, telecommunications
devices, telephone handset amplifiers, television decoders, and telephones compatible with hearing aids.

e Adjunctive therapy not associated with spinal, muscle or joint manipulation.

e Services and/or treatment which are not documented as Medically Necessary services.
e Any services or treatment not authorized by ASHN, except for an initial examination.
e Any office visits beyond 20 per calendar year.

What you need to know about your alternative medicine benefits

. Do I need to see my Kaiser Permanente physician to obtain a referral for a Participating Chiropractor?
No. These alternative medicine services do not require a Kaiser Permanente physician’s approval.

. How do I choose a chiropractor?

You may select any chiropractor who participates with ASHN. You may obtain a list with their addresses and phone numbers by
calling the Kaiser Permanente Customer Service Center at 432-5955 on Oahu, and 1-800-966-5955 on Neighbor Islands. You
may also view the list by logging on to our website at www.kp.org.

. Will an X-ray be covered if it is ordered by my chiropractor and performed at a Kaiser Permanente location?
Only medically necessary X-rays authorized by ASHN are covered. The X-rays must be performed in either a Participating
Chiropractor’s office or an ASHN participating ancillary provider’s office in order to be covered.

. How do I obtain chiropractic services in Hawaii?
Simply select a Participating Chiropractor and call to set-up an appointment. At your appointment, present your Kaiser
Foundation Health Plan membership information card and pay your designated copayment.
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