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NONDISCRIMINATION NOTICE 
Kaiser Foundation Health Plan of Colorado (Kaiser Health Plan) complies with 
applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or sex. Kaiser Health Plan does not exclude 
people or treat them differently because of race, color, national origin, age, disability, 
or sex. We also: 

• Provide no cost aids and services to people with disabilities to communicate 
effectively with us, such as: 
• Qualified sign language interpreters 
• Written information in other formats, such as large print, audio, and 

accessible electronic formats 

• Provide no cost language services to people whose primary language is not 
English, such as: 
• Qualified interpreters 
• Information written in other languages 

If you need these services, call 1-800-632-9700 (TTY: 711)

If you believe that Kaiser Health Plan has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, age, 
disability, or sex, you can file a grievance by mail at: Customer Experience 
Department, Attn: Kaiser Permanente Civil Rights Coordinator, 2500 South Havana, 
Aurora, CO 80014, or by phone at Member Services: 1-800-632-9700. 

You can also file a civil rights complaint with the U.S. Department of Health and 
Human Services, Office for Civil Rights electronically through the Office for Civil Rights 
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail 
or phone at: U.S. Department of Health and Human Services, 200 Independence 
Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019,  
1-800-537-7697 (TDD). Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 

____________________________________________________________________  

HELP IN YOUR LANGUAGE 
ATTENTION: If you speak English, language assistance services, free of charge, 
are available to you. Call 1-800-632-9700 (TTY: 711).

አአማርኛ (Amharic) ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት
ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 1-800-632-9700 (TTY: 711). 

 .، فإن خدمات المساعدة اللغویة تتوافر لك بالمجانالعربیةإذا كنت تتحدث  :ملحوظة(Arabic)العربیة
).TTY :711( 9700-632-800-1 اتصل برقم

Ɓǎsɔ́ɔ̀ Wùɖù (Bassa) Dè ɖɛ nìà kɛ dyéɖé gbo: Ɔ jǔ ké m̀ Ɓàsɔ́ɔ̀-wùɖù-po-nyɔ̀ jǔ 
ní, nìí, à wuɖu kà kò ɖò po-poɔ̀ ɓɛ́ìn m̀ gbo kpáa. Ɖá 1-800-632-9700 (TTY: 711)

(Chinese)
1-800-632-9700 TTY 711
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اگر بھ زبان فارسی گفتگو می کنید، تسھیلات زبانی بصورت رایگان برای  توجھ: (Farsi)فارسی
711)شما فراھم می باشد. با  :TTY)  تماس بگیرید.1-800-632-9700

Français (French) ATTENTION: Si vous parlez français, des services d'aide 
linguistique vous sont proposés gratuitement. Appelez le 1-800-632-9700 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen 
kostenlos sprachliche Hilfsdienstleistungen zur Verfügung.  
Rufnummer: 1-800-632-9700 (TTY: 711). 

Igbo (Igbo) NRỤBAMA: Ọ bụrụ na ị na asụ Igbo, ọrụ enyemaka asụsụ, n’efu, dịịrị gị.
Kpọọ 1-800-632-9700 (TTY: 711).

(Japanese)
1-800-632-9700 TTY: 711

(Korean)
1-800-632-9700 (TTY: 711)

Naabeehó (Navajo) Díí baa akó nínízin: Díí saad bee yáníłti’go Diné Bizaad, saad bee 
áká’ánída’áwo’dé̖é̖’, t’áá jiik’eh, éí ná hóló̖, koji̖’ hódíílnih 1-800-632-9700 (TTY: 711).

नेपाली (Nepali) यान दनुहोस:् तपाइले नेपाली बो नुहु छ भने तपाइको िन त भाषा 
सहायता सेवाह  िनःशु क पमा उपल ध छ । 1-800-632-9700 (TTY: 711) फोन गनुहोस ्।

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila 
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-632-9700 (TTY: 711).

Pусский (Russian) ВНИМАНИЕ: eсли вы говорите на русском языке, то вам 
доступны бесплатные услуги перевода. Звоните 1-800-632-9700 (TTY: 711).

Español (Spanish) ATENCIÓN: si habla español, tiene a su disposición servicios 
gratuitos de asistencia lingüística. Llame al 1-800-632-9700 (TTY: 711). 

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang 
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.  
Tumawag sa 1-800-632-9700 (TTY: 711). 

Tiếng Việt (Vietnamese) CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ 
ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800-632-9700 (TTY: 711). 

Yorùbá (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun 
yin o. E pe ero ibanisoro yi 1-800-632-9700 (TTY: 711). 
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SCHEDULE OF BENEFITS (WHO PAYS WHAT)

This Schedule of Benefits discusses:

I. DEDUCTIBLES (if applicable)

II. ANNUAL OUT-OF-POCKET MAXIMUMS (OPM)

III. COPAYMENTS AND COINSURANCE

IV. DEPENDENT LIMITING AGE

IMPORTANT INFORMATION:  PLEASE READ

This Schedule of Benefits does not fully describe the Services covered under this EOC.  For a complete
understanding of the benefits, limitations and exclusions that apply to your coverage under this plan, it is
important to read this EOC in conjunction with this Schedule of Benefits.  Please refer to the identical heading
in the "Benefits/Coverage (What Is Covered)" section and to the “Limitations/Exclusions (What Is Not Covered)”
section of this EOC.

Services received may be described in multiple sections of this Schedule of Benefits (for example, Office Services,
Durable Medical Equipment, X-ray, Laboratory, and X-ray Special Procedures may all apply to a broken arm). See
the appropriate sections for applicable Copayment, Coinsurance, and Deductible information.

You are responsible for any applicable Copayment or Coinsurance for Services performed as part of or in
conjunction with other outpatient Services, including but not limited to: office visits, Emergency Services, urgent care,
and outpatient surgery.

Here is some important information to keep in mind as you read this Schedule of Benefits:

1. For a Service to be a covered Service:

a. The Service must be Medically Necessary (refer to the “Definitions” section in this EOC); and

b. The Service must be provided, prescribed, recommended, or directed by a Plan Provider; and

c. The Service must be described in this EOC as covered. Refer to the “Benefits/Coverage (What is Covered)”
section.

2. The Charges for your Services are not always known at the time you receive the Service. You will get a bill for
any Deductibles, Copayments, or Coinsurance that are not known at the time you receive the Service.

3. The Deductibles, Copayments, or Coinsurance listed here apply to covered Services provided to Members
enrolled in this plan. Only covered Services apply to the Deductible and OPM. Non-covered Services will not
apply to the Deductible and OPM.

4. Copayments for Services are due at the time you receive the Service. Deductibles or Coinsurance for Services
may also be due at the time you receive the Service.

5. Except for #6 below, you may be responsible for any amounts over eligible Charges in addition to any
Copayment or Coinsurance.

6. With respect to Emergency Services received in a non-Plan Facility, or Services rendered by a non-Plan Provider
in a Plan Facility, you will not be balance billed by either the non-Plan Provider or non-Plan Facility. You are
responsible for the same Deductible, Copayment, or Coinsurance amounts that you would pay if the care was
provided in a Plan Facility or provided by a Plan Provider.

7. You may be charged separate Deductibles, Copayments, or Coinsurance for additional Services you receive
during your visit or if you receive Services from more than one provider during your visit.

8. We reserve the right to reschedule non-emergency, non-routine care if you do not pay all amounts due at the
time you receive the Service.

9. For items ordered in advance, you pay the Deductibles, Copayments, or Coinsurance in effect on the order date.

10. You, as the Subscriber, are responsible for any Deductibles, Copayments, and/or Coinsurance incurred by your
Dependents enrolled in the Plan.

HMO-BENCHT(01-20)
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11. If you are the only person on your plan, your plan will become a family plan upon the addition of any eligible
Dependent to your plan. This includes, but is not limited to, any temporary additions to your plan, such as the
coverage of a newborn for 31 days as required by state law.

I. DEDUCTIBLES

There is no medical Deductible.  If your Group has purchased a supplemental prescription drug benefit with a
pharmacy Deductible, payments made for prescription drugs apply only to the pharmacy Deductible.

The pharmacy Deductible represents the full amount you must pay for prescription drugs before any Copayment
or Coinsurance applies.  Prescription drugs may or may not be subject to the pharmacy Deductible.  It depends
on the plan your Group has purchased.

A. For prescription drugs that ARE subject to the pharmacy Deductible:

1. You must pay full charges for prescription drugs until your pharmacy Deductible is satisfied.  Please see
“III. Copayments and Coinsurance”, “Drugs, Supplies, and Supplements” to find out which prescription
drugs are subject to the pharmacy Deductible.

2. Once you have met your pharmacy Deductible for the Accumulation Period, you will then pay, for the rest
of the Accumulation Period, your applicable Copayment or Coinsurance for those prescriptions drugs
subject to the pharmacy Deductible (see “III. Copayments and Coinsurance”, “Drugs, Supplies, and
Supplements”).

3. Your applicable Copayment, Coinsurance, and pharmacy Deductible may not apply to your annual
Out-of-Pocket Maximum (OPM) (see “II. Annual Out-of-Pocket Maximums”).

B. For prescription drugs that ARE NOT subject to the pharmacy Deductible:  Your Copayment or Coinsurance
will always apply, as listed in “III. Copayments and Coinsurance”, “Drugs, Supplies, and Supplements.”

II. ANNUAL OUT-OF-POCKET MAXIMUMS

The OPM limits the total amount you must pay during the Accumulation Period for certain covered Services.
Covered Services may or may not apply to the OPM (see “III. Copayments and Coinsurance”).  It depends on the
plan your Group has purchased.

For covered Services that apply to the OPM, any amounts you pay over eligible Charges will not apply toward
the OPM.

A. For covered Services that APPLY to the OPM.

1. The only Copayments or Coinsurance that apply toward the OPM are those made for covered Services
listed as applying to the OPM (see “III. Copayments and Coinsurance”).

2. Once your OPM is met, you will no longer pay for covered Services that apply to the OPM for the rest of
the Accumulation Period.

B. For covered Services that do NOT APPLY to the OPM.

1. The only Copayments or Coinsurance that do not apply toward the OPM are those made for covered
Services listed as not applying to the OPM (see “III. Copayments and Coinsurance”).

2. Once your OPM is met, you will continue to pay for covered Services that do not apply to the OPM for
the rest of the Accumulation Period.

Tracking Pharmacy Deductible and Out-of-Pocket Amounts

Once you have received Services and we have processed the claim for Services rendered, we will provide an
Explanation of Benefits (EOB).  The EOB will list the Services you received, the cost of those Services, and the
payments made for the Services.  It will also include information regarding what portion of the payments were applied
to your pharmacy Deductible and/or OPM amounts.

For more information about your Deductible or OPM amounts, please call Member Services or go to kp.org.

HMO-BENCHT(01-20)
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Benefits for COUNTY OF ADAMS
385 - 001

III. COPAYMENTS AND COINSURANCE

Note:  Day, visit, and dollar limits, Deductibles, and Out-of-Pocket Maximums are based on a calendar year
Accumulation Period.

Out-of-Pocket Maximum

EMBEDDED OPM $2,000/Individual per Accumulation
Period
$4,500/Family per Accumulation
Period

An Embedded OPM means:
• Each individual family Member has his or her own OPM.
• If a family Member reaches his or her individual OPM before the family
OPM is met, he or she will no longer pay Copayments or Coinsurance for
those covered Services that apply to the OPM for the rest of the
Accumulation Period.
• After the family OPM is met, all covered family Members will no longer
pay Copayments or Coinsurance for those covered Services that apply to
the OPM for the rest of the Accumulation Period. This is true even for
family Members who have not met their individual OPM.

HMO-BENCHT(01-20)
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Office Services You Pay
Note:  Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Primary care visits
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

Specialty care visits
(Applies to Out-of-Pocket Maximum)

$25 Copayment each visit

Consultations with clinical pharmacists
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

Allergy evaluation and testing
· Primary care visits

(Applies to Out-of-Pocket Maximum)

Visit: $15 Copayment each visit

· Specialty care visits
(Applies to Out-of-Pocket Maximum)

Visit: $25 Copayment each visit

Allergy injections
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit
Copayment may apply for allergy
serum

Gynecology care visits
(Applies to Out-of-Pocket Maximum)

$25 Copayment each visit

Routine prenatal and postpartum visits
(Applies to Out-of-Pocket Maximum)

No Charge

Office-administered drugs
(Applies to Out-of-Pocket Maximum)

20% Coinsurance
with $250 maximum

· Travel immunizations
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Virtual Care Services

· Email
o Primary care visits

(Applies to Out-of-Pocket Maximum)
o Specialty care visits

(Applies to Out-of-Pocket Maximum)

No Charge

No Charge

· Chat with a doctor online via kp.org
o Primary care visits

(Applies to Out-of-Pocket Maximum)
o Specialty care visits

(Applies to Out-of-Pocket Maximum)

No Charge

No Charge

· Telephone visits
o Primary care visits

(Applies to Out-of-Pocket Maximum)
o Specialty care visits

(Applies to Out-of-Pocket Maximum)

No Charge

No Charge

· Video visits
o Primary care visits

(Applies to Out-of-Pocket Maximum)
o Specialty care visits

(Applies to Out-of-Pocket Maximum)

No Charge

No Charge

Outpatient Hospital and Surgical Services You Pay
Note:  Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Outpatient surgery at Plan Facilities
(Applies to Out-of-Pocket Maximum)

Ambulatory surgical center: $150
Copayment each surgery
Outpatient hospital: $300
Copayment each surgery

HMO-BENCHT(01-20)
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Outpatient hospital Services
(Applies to Out-of-Pocket Maximum)

No Charge

Hospital Inpatient Care You Pay
(See Hospital Inpatient Care in “Benefits/Coverage (What Is Covered)” in this EOC for the list
of covered Services.)
(Applies to Out-of-Pocket Maximum)

$500 Copayment per admission

Inpatient professional Services
(See above line under “Hospital Inpatient Care” for Out-of-Pocket Maximum information.)

See above line under “Hospital
Inpatient Care” for applicable
Copayment or Coinsurance.

Alternative Medicine You Pay
Chiropractic care

· Evaluation and/or manipulation
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit
Limited to 20 visits per
Accumulation Period
See Additional Provisions

· Laboratory Services or x-rays required for chiropractic care
(See “X-ray, Laboratory, and X-ray Special Procedures” for Out-of-Pocket Maximum
information.)

See “X-ray, Laboratory, and X-ray
Special Procedures” for applicable
Copayment or Coinsurance.

Acupuncture Services
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Ambulance Services You Pay
(Applies to Out-of-Pocket Maximum) 20% Coinsurance

Up to $500 per trip

Bariatric Surgery You Pay
(Applies to Out-of-Pocket Maximum) 30% Coinsurance

Dental Services following Accidental Injury You Pay
(Does not apply to Out-of-Pocket Maximum) Not Covered

Dialysis Care You Pay
(Applies to Out-of-Pocket Maximum) $25 Copayment each visit

Durable Medical Equipment (DME) and Prosthetics
and Orthotics You Pay

Durable Medical Equipment
(Applies to Out-of-Pocket Maximum)

20% Coinsurance
See Additional Provisions

· Breast pumps
 (Applies to Out-of-Pocket Maximum)

No Charge

Prosthetic devices

· Internally implanted prosthetic devices
(See “Outpatient Hospital and Surgical Services” or “Hospital Inpatient Care” for
Out-of-Pocket Maximum information.)

See “Outpatient Hospital and
Surgical Services” or “Hospital
Inpatient Care” for applicable
Copayment(s) and/or Coinsurance.

· Prosthetic arm or leg
(Applies to Out-of-Pocket Maximum)

20% Coinsurance

· All other prosthetic devices
(Applies to Out-of-Pocket Maximum)

20% Coinsurance

HMO-BENCHT(01-20)
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Orthotic devices
(Applies to Out-of-Pocket Maximum)

20% Coinsurance

Oxygen
(Applies to Out-of-Pocket Maximum)

20% Coinsurance

Maximum limit paid by Health Plan for Durable Medical Equipment,
certain prosthetic devices, and orthotic devices

Not Applicable

Emergency Services You Pay
Note:  Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Plan and non-Plan emergency room visits and related covered Services
unless otherwise noted (covered 24 hours a day)
(Applies to Out-of-Pocket Maximum)

$250 Copayment each visit
Excludes X-ray special procedures.
Copayment waived if directly
admitted as an inpatient. If the
above amount is a Coinsurance, the
Coinsurance amount is not waived if
directly admitted as an inpatient.

If X-ray special procedures are
excluded, see “X-ray, Laboratory,
and X-ray Special Procedures” for
applicable Copayment or
Coinsurance.

Urgent Care You Pay
Note:  Additional charges may apply for Services described elsewhere in this Schedule of Benefits.

Plan Facility within Service Area
(Applies to Out-of-Pocket Maximum)

$50 Copayment each visit
Urgent care may require additional
Services described elsewhere in
this Schedule of Benefits (for
example: Office Services, Durable
Medical Equipment, X-ray,
Laboratory, and X-ray Special
Procedures). See the appropriate
section for applicable Copayment,
Coinsurance, and Deductible
information.

Urgent care outside Service Area
(Applies to Out-of-Pocket Maximum)

$50 Copayment each visit
Urgent care may require additional
Services described elsewhere in
this Schedule of Benefits (for
example: Office Services, Durable
Medical Equipment, X-ray,
Laboratory, and X-ray Special
Procedures). See the appropriate
section for applicable Copayment,
Coinsurance, and Deductible
information.

Covered only if all the following requirements are met:

· The care is required to prevent serious decline of health

· The need for care results from an unforeseen illness or injury when
temporarily away from our Service Area

· The care cannot be delayed until you return to our Service Area

HMO-BENCHT(01-20)
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Family Planning and Sterilization Services You Pay
Family planning counseling
(See “Office Services” for Out-of-Pocket Maximum information.)

See “Office Services” for applicable
Copayment or Coinsurance.

Associated outpatient surgery procedures
(See “Outpatient Hospital and Surgical Services” for Out-of-Pocket Maximum information).

See “Outpatient Hospital and
Surgical Services” for applicable
Copayment or Coinsurance.

Health Education Services You Pay
Training in self-care and preventive care
(See “Office Services” for Out-of-Pocket Maximum information.)

See “Office Services” for applicable
Copayment or Coinsurance.

Hearing Services You Pay
Hearing exams and tests to determine the need for hearing correction
when performed by an audiologist
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

Hearing exams and tests to determine the need for hearing correction
when performed by a specialist other than an audiologist
(Applies to Out-of-Pocket Maximum)

$25 Copayment each visit

Hearing aids for Members up to age 18
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

· Fitting and recheck visits
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

Hearing aids for Members age 18 and over
(Does not apply to Out-of-Pocket Maximum)

Not Covered

· Fitting and recheck visits
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Home Health Care You Pay
Home health Services provided in your home and prescribed by
a Plan Physician
(Applies to Out-of-Pocket Maximum)

No Charge

Hospice Care You Pay
Special Services program for hospice-eligible Members who have not yet
elected hospice care
(Applies to Out-of-Pocket Maximum)

No Charge

Hospice care for terminally ill patients
(Applies to Out-of-Pocket Maximum)

No Charge

HMO-BENCHT(01-20)
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Mental Health Services You Pay
Inpatient psychiatric hospitalization
(Applies to Out-of-Pocket Maximum)

$500 Copayment per admission

· Inpatient day limit Not Applicable

Inpatient professional Services for psychiatric hospitalization
(See above line under “Mental Health Services” “Inpatient psychiatric hospitalization” for
Out-of-Pocket Maximum information.)

See above line under “Mental
Health Services” “Inpatient
psychiatric hospitalization” for
applicable Copayment or
Coinsurance.

Outpatient individual therapy or intensive outpatient therapy
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit
$15 Copayment per partial
hospitalization day

Outpatient group therapy
(Applies to Out-of-Pocket Maximum)

50% of individual therapy
Copayment

Out-of-Area Benefit You Pay
The following Services are limited to Dependents up to the age of 26 outside the Service Area

Outpatient office visits
(Combined office visit limit between primary care, specialty care, outpatient mental health and
substance use disorder services, gynecology care, hearing exam, prevention immunizations,
preventive care, and the administration of allergy injections. Office vists do not include: allergy
evaluation, routine prenatal and postpartum visits, chiropractic care, acupuncture services,
hearing aids, hearing tests, home health visits, hospice services, and applied behavioral
analysis (ABA))
Visit: (Applies to Out-of-Pocket Maximum)
Other Services: (Do not apply to Out-of-Pocket Maximum)
Preventive immunizations: (Applies to Out-of-Pocket Maximum)

Visit limit: Limited to 5 visits per
Accumulation Period
Visit: $15 Copayment
Other Services received during an
office visit: Not Covered

Preventive immunizations:
No Charge

Diagnostic X-ray Services
(Applies to Out-of-Pocket Maximum)

Diagnostic X-ray Services limit:
Limited to 5 diagnostic X-rays per
Accumulation Period
20% Coinsurance

Outpatient physical, occupational, and speech therapy visits
(Applies to Out-of-Pocket Maximum)

Therapy visit limit: Limited to 5
therapy visits (any combination)
per Accumulation Period
Visit: $15 Copayment

Outpatient prescription drugs Prescription drug fills: Limited to 5
prescription drug fills (any
combination) per Accumulation
Period

· Copayment/Coinsurance (except as listed below)
(Applies to Out-of-Pocket Maximum)

50% Coinsurance Generic/50%
Coinsurance Brand name/50%
Coinsurance Non-preferred/50%
Coinsurance Specialty

· Prescribed diabetic supplies
(Applies to Out-of-Pocket Maximum)

20% Coinsurance

· Preventive drugs
o Contraceptive drugs

(Applies to Out-of-Pocket Maximum)

No Charge

o Over the counter (OTC) items:
(Federally mandated over the counter items)
(Applies to Out-of-Pocket Maximum)

No Charge

o Tobacco cessation drugs
(Applies to Out-of-Pocket Maximum)

No Charge

HMO-BENCHT(01-20)
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Physical, Occupational, and Speech Therapy
and Multidisciplinary Rehabilitation Services You Pay

Inpatient treatment in a multidisciplinary rehabilitation program provided in
a designated rehabilitation facility
(Applies to Out-of-Pocket Maximum)

No Charge
Up to 60 days per condition per
Accumulation Period

Short-term outpatient physical, occupational, and speech therapy visits
(Applies to Out-of-Pocket Maximum)

· Habilitative Services $15 Copayment each visit
Limited to 20 visits per therapy per
Accumulation Period

· Rehabilitative Services $15 Copayment each visit
Limited to 20 visits per therapy per
Accumulation Period

Outpatient physical, occupational, and speech therapy visits to treat
Autism Spectrum Disorder
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

Applied Behavioral Services

· Applied Behavior Analysis (ABA)
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

Pulmonary rehabilitation
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit

HMO-BENCHT(01-20)
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Prescription Drugs, Supplies, and Supplements You Pay
Outpatient prescription drugs
(Applies to Out-of-Pocket Maximum)

· Pharmacy Deductible Not Applicable

· Copayment/Coinsurance (except as listed below): $15 Generic/$30 Brand name

· Infertility drugs
(Does not apply to Out-of-Pocket Maximum)

Not Covered

· Insulin Applicable Copayment/Coinsurance
not to exceed $100 up to a 30-day
supply

o Prescribed supplies
(When obtained from sources designated by Kaiser Permanente)
(Applies to Out-of-Pocket Maximum)

20% Coinsurance

· Over the counter (OTC) items:
(Federally mandated over the counter (OTC) items. OTCs require a prescription and
must be filled at a Kaiser Permanente pharmacy.)

No Charge

· Prescription contraceptives
(Supply limit according to applicable law)
(Applies to Out-of-Pocket Maximum)

No Charge

· Preventive tier drugs
(Applies to Out-of-Pocket Maximum)

See applicable Outpatient
prescription drug
Copayment/Coinsurance

· Sexual dysfunction drugs
(Does not apply to Out-of-Pocket Maximum)

Not Covered

· Specialty drugs
(Applies to Out-of-Pocket Maximum)

20% Coinsurance up to $250 per
drug dispensed

· Tobacco cessation drugs
(Not subject to pharmacy Deductible)

No Charge

Supply Limit

· Day supply limit 30 days

· Mail-order supply limit $30 Generic/$60 Brand
Up to 90 days
See Additional Provisions

HMO-BENCHT(01-20)
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Preventive Care Services You Pay
Preventive care visits
(Applies to Out-of-Pocket Maximum)

No Charge

· Adult preventive care exams and screenings
· Behavioral health screening
· Well-woman care exams and screenings
· Well-child care exams
· Immunizations
Colorectal cancer screenings
(Applies to Out-of-Pocket Maximum)

· Colonoscopies No Charge

· Flexible sigmoidoscopies No Charge
Preventive Virtual Care Services
(Applies to Out-of-Pocket Maximum)

No Charge

· Email
· Chat with a doctor online via kp.org
· Telephone
· Video visits
Non-preventive covered Services received in conjunction with preventive
care exam

See “Office Services” or “Laboratory
Services” for applicable Copayment
or Coinsurance

Reconstructive Surgery You Pay
(See “Outpatient Hospital and Surgical Services” or “Hospital Inpatient Care” for
Out-of-Pocket Maximum information.)

See “Outpatient Hospital and
Surgical Services” or “Hospital
Inpatient Care” for applicable
Copayment or Coinsurance.

Reproductive Support Services You Pay

Covered Services for diagnosis and treatment of infertility (including lab
and X-ray)
(Applies to Out-of-Pocket Maximum)

50% Coinsurance
See Additional Provisions

Intrauterine insemination (IUI)
(Applies to Out-of-Pocket Maximum)

50% Coinsurance
See Additional Provisions

In Vitro Fertilization (IVF)
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Gamete Intrafallopian Transfer (GIFT)
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Zygote Intrafallopian Transfer (ZIFT)
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Skilled Nursing Facility Care You Pay
(Applies to Out-of-Pocket Maximum) No Charge

Limited to 100 days per
Accumulation Period

Substance Use Disorder Services (formerly Chemical
Dependency Services) You Pay

Inpatient medical detoxification
(Applies to Out-of-Pocket Maximum)

$500 Copayment per admission

HMO-BENCHT(01-20)
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Inpatient professional Services for medical detoxification
(See above line under “Chemical Dependency Services” “Inpatient medical detoxification” for
Out-of-Pocket Maximum information.)

See above line under “Chemical
Dependency Services” “Inpatient
medical detoxification” for
applicable Copayment or
Coinsurance.

Outpatient individual therapy or intensive outpatient therapy
(Applies to Out-of-Pocket Maximum)

$15 Copayment each visit
$15 Copayment per partial
hospitalization day

Outpatient group therapy
(Applies to Out-of-Pocket Maximum)

50% of individual therapy
Copayment

Residential rehabilitation
(Applies to Out-of-Pocket Maximum)

$500 Copayment per inpatient
admission

Transplant Services You Pay
(See “Office Services”, “Outpatient Hospital and Surgical Services”, or “Hospital Inpatient
Care” for Out-of-Pocket Maximum information.)

See “Office Services”, “Outpatient
Hospital and Surgical Services”, or
“Hospital Inpatient Care” for
applicable Copayment or
Coinsurance

Vision Services and Optical You Pay
Eye exams for treatment of injuries and/or diseases See “Office Services” for applicable

Copayment or Coinsurance.
Routine eye exam when performed by an Optometrist

· Members up to the end of the calendar year he/she turns age 19
Visit:  (Applies to Out-of-Pocket Maximum)
Refraction test: (Applies to Out-of-Pocket Maximum)

Visit: $15 Copayment each visit
Test: $15 Copayment each visit

· Members age 19 and over
Visit:  (Applies to Out-of-Pocket Maximum)
Refraction test:  (Applies to Out-of-Pocket Maximum)

Visit: $15 Copayment each visit
Test: $15 Copayment each visit

Routine eye exam when performed by an Ophthalmologist

· Members up to the end of the calendar year he/she turns age 19
Visit: (Applies to Out-of-Pocket Maximum)
Refraction test:  (Applies to Out-of-Pocket Maximum)

Visit: $25 Copayment each visit
Test: $25 Copayment each visit

· Members age 19 and over
Visit: (Applies to Out-of-Pocket Maximum)
Refraction test:  (Applies to Out-of-Pocket Maximum)

Visit: $25 Copayment each visit
Test: $25 Copayment each visit

Optical hardware

· Members up to the end of the calendar year he/she turns age 19
(Does not apply to Out-of-Pocket Maximum)

Not Covered

· Members age 19 and over
(Does not apply to Out-of-Pocket Maximum)

Not Covered

HMO-BENCHT(01-20)
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X-ray, Laboratory, and X-ray Special Procedures You Pay
Diagnostic laboratory Services
(Applies to Out-of-Pocket Maximum)

No Charge

Diagnostic X-ray Services
(Applies to Out-of-Pocket Maximum)

No Charge

Therapeutic X-ray Services
(Applies to Out-of-Pocket Maximum)

$25 Copayment each visit

X-ray special procedures including but not limited to CT, PET, MRI,
nuclear medicine
(Applies to Out-of-Pocket Maximum)

$100 Copayment per procedure
Copayment waived if X-ray special
procedure is performed during an
Emergency Room visit and you are
directly admitted as an inpatient. If
the above amount is a Coinsurance,
the Coinsurance amount is not
waived if directly admitted as an
inpatient.

· Diagnostic procedures include administered drugs

· Therapeutic procedures may incur an additional charge for
administered drugs.
(See “Office Services” for “Office-administered Drugs”.)

Plus Benefit You Pay
Maximum limit per Accumulation Period Not Applicable

· Preventive care visits with a non-Plan Provider
(Does not apply to Out-of-Pocket Maximum)

Not Covered

· Primary care and allergy injection visits, hearing exams, outpatient
mental health and substance use disorder individual therapy visits, and
short-term outpatient physical, occupational, or speech therapy visits
with a non-Plan Provider. Visits include phone or email virtual care
Services.
(Does not apply to Out-of-Pocket Maximum)

Not Covered

· Specialty and gynecology care visits, hearing exams, and allergy
testing and evaluations with a non-Plan Provider. Visits include phone
or email virtual care Services.
(Does not apply to Out-of-Pocket Maximum)

Not Covered

· Covered Services received during an office visit with a non-Plan
Provider, allergy injections, durable medical equipment, diagnostic
X-ray and laboratory Services, and implantable or injectable
contraceptives.
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Prescription Drug fill maximum per Accumulation Period Not Applicable

· Outpatient prescription drugs filled at a non-Plan Pharmacy
(Does not apply to Out-of-Pocket Maximum)

Not Covered

Outpatient prescription drugs prescribed by a non-Plan Provider and filled
at a Plan Pharmacy
(Does not apply to Out-of-Pocket Maximum)

Not Covered

IV. DEPENDENT LIMITING AGE
The Dependent limiting age as described under Dependents in the "Eligibility" section of the EOC is the end of the
month in which age 26 is reached.  A Dependent child will continue to be eligible until the Dependent child reaches
this age, if he or she continues to meet all other eligibility requirements.  For additional information regarding eligible
Dependents, including certain Dependents over the limiting age, please refer to the “Eligibility” section in the EOC.

Additional Provisions
Please see “Additional Provisions” for any supplemental information that applies to your coverage.

HMO-BENCHT(01-20)
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ADDITIONAL PROVISIONS

Please refer to the Summary Chart in this booklet for specific charges and other limitations that may apply to the
coverage(s) described below.

ELECTIVE ABORTION EXCLUSION

Voluntary, elective abortions and any related Services, drugs or supplies are excluded.  Exceptions to this are:

1. When an abortion is Medically Necessary to preserve the life or health of the mother if the pregnancy continues to term; or
2. When the pregnancy is the result of an act of rape or incest; or
3. Treatment of complications following an abortion.
TABS0AA (01-12)

DOMESTIC PARTNER COVERAGE

Your Group coverage includes health benefits for both same- and opposite-sex domestic partners. To be covered they must meet:

(1) the eligibility requirements as described in the “Eligibility” section of this EOC; and
(2) the conditions for domestic partnership as described in the Affidavit of Domestic Partnership.

You are required to complete and submit an Affidavit of Domestic Partnership to Health Plan. Please check with your Group’s benefit
administrator for details.

This rider amends the EOC to provide coverage for same- and opposite-sex domestic partners. All of the terms, conditions, limitations
and exclusions of the EOC shall also apply to this rider except where specifically changed by this rider.

DMPA0AA (01-18)

SURVIVING DEPENDENTS

Your Group coverage includes health benefit coverage for surviving Dependents.

Surviving Spouse and eligible Dependent children may continue coverage in the Group, if they wish.
SRDC0AK (01-08)

WOR0AA

ELIGIBILITY AND ENROLLMENT

(Does not apply to Kaiser Permanente Senior Advantage HMO Plan)

The following paragraph of your EOC is amended, as follows:

I. Eligibility
A. Who Is Eligible

1. General
To be eligible to enroll and to remain enrolled in this health benefit plan, you must meet the following requirements:
a. You must meet your Group's eligibility requirements that we have approved. Your Group is required to inform

Subscribers of the Group's eligibility requirements; and

b. You must also meet the Subscriber or Dependent eligibility requirements as described below; and

c. The Subscriber must live, reside, or work in our Service Area. Our Service Area is described in  the  “Definitions”
section.

This rider amends the general eligibility provision of the EOC. All of the terms, conditions, limitations and exclusions of the EOC shall
also apply to this rider except where specifically changed by this rider.

WOR0AA (01-20)

CHIROPRACTIC CARE
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1. Coverage
Chiropractic Services are covered as shown on the “Schedule of Benefits (Who Pays What)” when provided by contracted
providers. Coverage includes:
a. Evaluation;
b. Manual and manipulative therapy of the spinal and extraspinal regions.

You may self-refer for visits to contracted providers.

Note: The following are covered, but not under this section:  X-ray and laboratory tests, see “X-ray, Laboratory, and X-ray Special
Procedures”.

2. Exclusions
a. Hypnotherapy.
b. Behavior training.
c. Sleep therapy.
d. Weight loss programs.
e. Services related to the treatment of the musculoskeletal system, except for the spinal and extraspinal regions.
f. Vocational rehabilitation Services.
g. Thermography.
h. Air conditioners, air purifiers, therapeutic mattresses, supplies, or any other similar devices and appliances.
i. Transportation costs. This includes local ambulance charges.
j. Prescription drugs, vitamins, minerals, food supplements, or other similar products.
k. Educational programs.
l. Non-medical self-care or self-help training.
m. All diagnostic testing related to these excluded Services.
n. MRI and/or other types of diagnostic radiology.
o. Physical or massage therapy that is not a part of the manual and manipulative therapy.
p. Durable medical equipment (DME) and/or supplies for use in the home.

This rider amends the EOC to provide coverage for Chiropractic Care. All of the terms, conditions, limitations and exclusions of the
EOC shall also apply to this rider except where specifically changed by this rider.

CHIR0AA (01-18)
DMES0AB

DURABLE MEDICAL EQUIPMENT (DME) AND
PROSTHETIC AND ORTHOTIC DEVICES

When prescribed by a Plan Physician and obtained from sources designated by Health Plan on either a purchase or rental basis, as
determined by Health Plan, DME, prosthetics and orthotics, including replacements other than those necessitated by misuse, theft, or
loss, are provided as shown on the “Schedule of Benefits (Who Pays What)” for your use during the period prescribed. Necessary
fittings, repairs and adjustments, other than those necessitated by misuse, are covered. Health Plan may repair or replace a device at
its option. Repair or replacement of defective equipment is covered at no additional charge.

Health Plan uses Local Coverage Determinations (LCD) and National Coverage Determinations (NCD) (hereinafter referred to as
Medicare Guidelines) for our DME, prosthetic, and orthotic formulary guidelines. These are guidelines only. Health Plan reserves the
right to exclude items listed in the Medicare Guidelines (does not apply to Kaiser Permanente Senior Advantage plans). Please note
that this EOC may contain some, but not all, of these exclusions.

Limitations: Coverage is limited to a standard item of DME, prosthetic device, or orthotic device that adequately meets your medical
needs.

1. Durable Medical Equipment (DME)
a. Coverage

i. DME is equipment that is appropriate for use in the home, able to withstand repeated use, Medically Necessary, not of
use to a person in the absence of illness or injury, and approved for coverage under Medicare. It includes, but is not
limited to, infant apnea monitors, insulin pumps and insulin pump supplies, and oxygen and oxygen dispensing
equipment.

ii. Insulin pumps and insulin pump supplies are provided when clinical guidelines are met and when obtained from sources
designated by Health Plan.

iii. When use is no longer prescribed by a Plan Physician, DME must be returned to Health Plan or its designee. If the
equipment is not returned, you must pay Health Plan or its designee the fair market price, established by Health Plan, for
the equipment.

b. Limitation: Coverage is limited to the lesser of the purchase or rental price, as determined by Health Plan.

c. Durable Medical Equipment Exclusions
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i. Electronic monitors of bodily functions, except infant apnea monitors are covered.
ii. Devices to perform medical testing of body fluids, excretions or substances, except nitrate urine test strips for home use

for pediatric patients are covered.
iii. Non-medical items such as sauna baths or elevators.
iv. Exercise or hygiene equipment.
v. Comfort, convenience, or luxury equipment or features.
vi. Disposable supplies for home use such as bandages, gauze*, tape, antiseptics, dressings, and ace-type bandages.

*Gauze not excluded in Kaiser Permanente Senior Advantage Part D plans.
vii. Replacement of lost or stolen equipment.
viii. Repairs, adjustments, or replacements necessitated by misuse.
ix. More than one piece of DME serving essentially the same function, except for replacements.
x. Spare equipment or alternate use equipment is not covered.

2. Prosthetic Devices
a. Coverage

Prosthetic devices are those rigid or semi-rigid external devices that are required to replace all or part of a body organ or
extremity. Coverage of prosthetic devices includes:
i. Internally implanted devices for functional purposes, such as pacemakers and hip joints.
ii. Prosthetic devices for Members who have had a mastectomy. Medical Group or Health Plan will designate the source

from which external prostheses can be obtained. Replacement will be made when a prosthesis is no longer functional.
Custom-made prostheses will be provided when necessary.

iii. Prosthetic devices, such as obturators and speech and feeding appliances, required for the treatment of cleft lip and cleft
palate are covered when prescribed by a Plan Physician and obtained from sources designated by Health Plan.

iv. Prosthetic devices intended to replace, in whole or in part, an arm or leg when prescribed by a Plan Physician, as
Medically Necessary and when obtained from sources designated by Health Plan.

b. Prosthetic Devices Exclusions
i. Dental prostheses, except for Medically Necessary prosthodontic treatment for treatment of cleft lip and cleft palate, as

described above.
ii. Internally implanted devices, equipment, and prosthetics related to treatment of sexual dysfunction.
iii. More than one prosthetic device for the same part of the body, except for replacements.
iv. Spare devices or alternate use devices.
v. Replacement of lost or stolen prosthetic devices.
vi. Repairs, adjustments, or replacements necessitated by misuse.

3. Orthotic Devices
a. Coverage

Orthotic devices are those rigid or semi-rigid external devices that are required to support or correct a defective form or
function of an inoperative or malfunctioning body part or to restrict motion in a diseased or injured part of the  body.

b. Orthotic Devices Exclusions
i. Corrective shoes and orthotic devices for podiatric use and arch supports, except for diabetic shoes in accordance with

clinical guidelines and therapeutic shoes for patients with a diagnosis of peripheral vascular disease or peripheral
neuropathy.

ii. Dental devices and appliances except that Medically Necessary treatment of cleft lip or cleft palate is covered when
prescribed by a Plan Physician, unless you are covered for these Services under a dental insurance policy or contract.

iii. Experimental and research braces.
iv. More than one orthotic device for the same part of the body, except for covered replacements.
v. Spare devices or alternate use devices.
vi. Replacement of lost or stolen orthotic devices.
vii. Repairs, adjustments, or replacements necessitated by misuse.

This rider amends the EOC to provide coverage for Durable Medical Equipment (DME) and prosthetic and orthotic devices. All of
the terms, conditions, limitations and exclusions of the EOC shall also apply to this rider except where specifically changed by this
rider.

DMES0AB (01-20)
REPRODUCTIVE SUPPORT SERVICES

1. Coverage
We cover the following Services as shown on the “Schedule of Benefits (Who Pays What)”:

a. Services for diagnosis and treatment of involuntary infertility (including X-ray and laboratory tests).
b. Intrauterine insemination (IUI).
c. Office administered drugs supplied and used during an office visit for IUI.
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Note: Prescription drugs are not covered under this section. See “Prescription Drugs, Supplies, and Supplements” in the
“Schedule of Benefits (Who Pays What)” to determine if you have coverage for prescription drugs received from a Plan
Pharmacy for IUI.

2. Limitations
a. IUI coverage is limited to three (3) treatment cycles per lifetime.

 b. Services are covered only for the person who is the Member.

3. Exclusions
These exclusions apply to fertile as well as infertile individuals or couples.
a. Any and all Services to reverse voluntary, surgically induced infertility.
b. Acupuncture for the treatment of infertility, unless your Group has purchased additional coverage for this service. See the

“Schedule of Benefits (Who Pays What)” to determine if your Group has the acupuncture benefit.
c. Donor semen, sperm, or eggs.
d. Any and all Services, supplies, office administered drugs, and prescription drugs received from a pharmacy related to the

procurement and/or storage of semen, sperm, eggs, reproductive materials, and/or embryos, except as listed in the
“Coverage” section of this benefit.

e. Prescription drugs received from a pharmacy for infertility services unless prescription drug coverage for infertility is
purchased.

f. Any and all Services, supplies, office administered drugs, and prescription drugs received from a pharmacy that are related
to conception by artificial means, except as listed in the “Coverage” section of this benefit.

This rider amends the EOC to provide limited coverage for Reproductive Support Services. All of the terms, conditions, limitations and
exclusions of the EOC shall also apply to this rider except where specifically changed by this rider.

INFT0AA (01-20)

PREVENTIVE SERVICES RIDER

Preventive care services, as defined under the Patient Protection and Affordable Care Act, are provided at no charge including those
shown on the “Schedule of Benefits (Who Pays What)” when prescribed by a Plan Physician. Please contact Member Services for a
complete list of covered Preventive Services.

Note: If you receive any other covered Services before, during, or after a preventive care visit, you may pay the applicable Deductible,
Copayment, and Coinsurance for those Services. For example:

· You schedule a routine physical maintenance exam. During your preventive exam your provider finds a problem with your health
and orders non-preventive Services to diagnose your problem (such as laboratory or radiology tests). You may pay the applicable
Deductible, Copayment, or Coinsurance for these additional diagnostic Services.

· You schedule a routine preventive exam. Your provider orders laboratory tests that are not preventive care Services according to the
guidelines below. You may pay the applicable Deductible, Copayment, or Coinsurance for these additional non-preventive Services.

· You schedule a routine well-person exam. During your exam, you discuss new symptoms with your provider, or new health
concerns are discovered. You may pay the applicable Deductible, Copayment, or Coinsurance for this visit.

Coverage includes, but is not limited to, preventive health care Services for the following in accordance with the A or B
recommendations of the U.S. Preventive Services Task Force, the Health Resources Services Administration women’s preventive
services guidelines, and those preventive services mandates required by state law, for the particular preventive health care Service:

1. Office visits for preventive care Services.
2. Alcohol misuse screening and behavioral counseling interventions for adults by your primary care provider.
3. Cervical cancer screening.
4. Breast cancer screening.
5. Blood pressure screening.
6. Cholesterol screening.
7. Colorectal cancer screening.
8. Prostate cancer screening.
9. Immunizations pursuant to the schedule established by the ACIP.
10. Tobacco use screening, counseling, cessation attempt services, FDA-approved tobacco cessation medications, and the Colorado

QuitLine.
11. Type 2 diabetes screening for adults with high blood pressure.
12. Diet counseling for adults with hyperlipidemia and at higher risk for cardiovascular and diet-related chronic disease.
13. Cervical cancer vaccines.
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14. Influenza and pneumococcal vaccinations.
15. Approved Affordable Care Act contraceptive categories.

“ACIP” means the Advisory Committee on Immunization Practices to the Center for Disease Control and Prevention in the federal
Department of Health and Human Services, or any successor entity. Go to cdc.gov/vaccines/acip/. For a list of preventive services that
have a rating of A or B from the U.S. Preventive Task Force, go to uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-
recommendations/. For the Health Resources and Services Administration women’s preventive services guidelines, go to
hrsa.gov/womensguidelines/.

This rider amends the EOC to provide coverage for preventive Services. All of the terms, conditions, limitations and exclusions of the
EOC shall also apply to this rider except where specifically changed by this rider.
PV0AD (01-20)
RX0BL

PRESCRIPTION DRUG BENEFIT

NOTE: When used in this Evidence of Coverage or Membership Agreement, the term “preferred” refers to drugs that are included in
the Health Plan drug formulary. The term “non-preferred” refers to drugs that are not included in the Health Plan drug formulary.

Please refer to the “Schedule of Benefits (Who Pays What)” in this booklet for the specific Copayments, Coinsurance, Deductible,
and supply limits that apply to the covered prescription drugs described below.

1. Coverage
Prescribed covered drugs are provided at the applicable prescription drug Copayment or Coinsurance for each tier of drug
coverage. This may include: a preferred generic drug tier; a tier for preferred brand-name drugs or medications not having a
generic or a generic equivalent; a tier for prescribed non-preferred drugs authorized through the non-preferred drug process; and
a tier for certain specialty drugs. Note: Some specialty drugs are available in other tiers. To learn more,  please visit our website
at kp.org/formulary.

Non-Formulary Drug Exception Process:
You, your designee, or your Plan Provider may request access to clinically appropriate drugs not otherwise covered by Health
Plan (non-formulary drugs) through a special exception process. We will make a coverage determination within 72 hours of
receipt for standard requests and within 24 hours of receipt for expedited requests. As long as you are an active Member and the
exception request is granted, Health Plan will provide coverage of the non-formulary drug for the  duration of the prescription. If
the exception request is denied, you, your designee, or your Plan Provider may request an external review of the decision by an
independent review organization. For additional information about the prescription drug exception processes for non-formulary
drugs, please contact Member Services.

Prescribed supplies and accessories include, but may not be limited to:
a. Home glucose monitoring supplies.
b. Glucose test strips.
c. Acetone test tablets.
d. Nitrate urine test strips for pediatric patients.
e. Disposable syringes for the administration of insulin.
Such items are provided when obtained at Plan Pharmacies or from sources designated by Health Plan.

For Copayment or Coinsurance information related to contraceptive drugs and certain devices please refer to your “Schedule of
Benefits (Who Pays What).”

For each drug, the amount covered will be the lesser of the quantity prescribed or the day supply limit. Any amount you receive
that exceeds the day supply will not be covered. If you receive more than the day supply limit, you will be charged as a
non-Member for any prescribed amount exceeding the limit. Certain drugs have a significant potential for waste and diversion.
Those drugs will be provided for up to a 30-day supply. Each prescription refill is provided on the same basis as the original
prescription. Kaiser Permanente may, in its sole discretion, establish quantity limits for specific prescription drugs.

Generic drugs that are available in the United States only from a single manufacturer and that are not listed as generic in the
then-current commercially available drug database(s) to which Health Plan subscribes are provided at the brand-name
Copayment or Coinsurance. The amount covered will be the lesser of the quantity prescribed or the day supply limit.

Prescription drugs are covered only when prescribed by a:
a. Plan Physician and obtained at Plan Pharmacies; or
b. Physician to whom a Member has been referred by a Plan Physician and obtained at Plan Pharmacies; or
c. Dentist (when prescribed for acute conditions) and obtained at Plan Pharmacies.

Covered drugs include:
a. Drugs for which a prescription is required by law. Plan Pharmacies may substitute a generic equivalent for a brand-name

drug unless prohibited by the Plan Physician. If you request a brand-name drug when a generic equivalent drug is the
preferred product, you must pay the brand-name Copayment or Coinsurance, plus any difference in price between the
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preferred generic equivalent drug prescribed by the Plan Physician and the requested brand-name drug. If the brand-name
drug is prescribed due to Medical Necessity, you pay only the brand-name Copayment or Coinsurance.

b. Insulin.

c. Renewal of prescription eye drops and one additional bottle of prescription eye drops in accordance with state law.

d. Compounded medications. Note: In all Service Areas, if you use a Kaiser Permanente pharmacy, compounded medications
must be picked up or mailed from the pharmacy that is designated by Health Plan. Refills of compounded medications
cannot be ordered on kp.org, by mail order, or through the automated refill line. Please call 303-764- 4900 (TTY 711) and
press “0” to speak to the pharmacy staff for assistance. In the Southern and Northern Colorado Service Areas, you may fill
or refill compounded medications at a network pharmacy.

2. Limitations
a. Some drugs may require prior authorization. You do not need prior authorization for any FDA-approved prescription drug

listed on our formulary, for the treatment of substance use disorder.
b. With the exception of substance use disorder drugs, we may apply Step Therapy to certain drugs. You or your Plan Provider

may request an exception if you previously tried a drug and your use of the drug was discontinued due to lack of efficacy or
effectiveness, diminished effect, or an adverse event.

c. Coverage determinations for the off-label use of medications will be consistent with Medicare compendia, and coverage
determinations for the off-label use of oncologic agents will be consistent with the Medicare Improvements for Patients and
Providers Act (MIPPA) of 2008.

3. Prescription Drugs, Supplies, and Supplements Exclusions
a. Drugs for which a prescription is not required by law.

b. Disposable supplies for home use such as bandages, gauze, tape, antiseptics, dressing and ace-type bandages.
c. Prescription drugs necessary for Services excluded in the Evidence of Coverage or Membership Agreement.
d. Non-preferred drugs, except those prescribed and authorized through the non-preferred drug process.
e. Any drugs listed as not covered in the “Schedule of Benefits (Who Pays What)”.
f. Drugs to shorten the length of the common cold.
g. Drugs to enhance athletic performance.
h. Drugs available over the counter and by prescription for the same strength.
i. Individual drugs determined excluded by our Pharmacy and Therapeutics Committee.
j. Drugs for the treatment of weight control.
k. Any prescription drug packaging except the dispensing pharmacy's standard packaging.
l. Replacement of prescription drugs for any reason. This includes spilled, lost, damaged, or stolen prescriptions.
m. Drugs administered during a medical office visit.
n. Medical Foods and Medical Devices.
o. Unless approved by Health Plan, drugs not approved by the FDA.

This rider amends the Evidence of Coverage or Membership Agreement to provide coverage for Prescription Drugs. All of the terms,
conditions, limitations and exclusions of the Evidence of Coverage or Membership Agreement shall also apply to this rider except
where specifically changed by this rider.
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Important plan information

Kaiser Foundation Health 
Plan of Colorado
2500 S. Havana St. 

Aurora, CO 80014-1622 

FORWARDING SERVICE REQUESTED

USPS 1000 Approved Poly
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PERMIT #300
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BREANNA L FISKE
12763 LEYDEN ST UNIT B
THORNTON, CO  80602-5238
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