Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026

§\177/é KAISER PERMANENTE. : KP CO Silver 900/10%/87% CSR Coverage for: Individual / Family | Plan Type: HMO

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

https://kp.org/plandocuments or call 1-855-249-5005 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call
1-855-249-5005 (TTY: 711) to request a copy.

important Questions. | Answers | Whythis Matiers

Wh " I bGe}neralrl]y, y<|>u ng)ust pay all of tlr]le coshts fromhpro]yidelrs up tobthe dedtrJ]ctiblle amou}r;t

at is the overa - : efore this plan begins to pay. If you have other family members on the plan, eac

deductible? $900 Individual / $1,800 Family family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your

Are there services
covered before you meet

Yes. Preventive care and services indicated in

your deductible? chart starting on page 2. deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

ﬁ;ﬁﬁgﬁiﬁ é’st?g: specific Yes. Pediatric Dental: $50 Individual in network. ' You must pay all of the costs for these services up to the specific deductible amount

P e T P There are no other specific deductibles. before this plan begins to pay for these services.

services?

: f The out-of-pocket limit is the most you could pay in a year for covered services. If
Yivn?iet‘tf;sl'ttrtl\?soulta:f? ocket $3,350 Individual / $6,700 Family you have other family members in this plan, they have to meet their own out-of-
- pan pocket limits until the overall family out-of-pocket limit has been met.

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

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

IEven though you pay these expenses, they don't count toward the out-of-pocket

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you
Will you pay less if you  Yes. See www.kp.org or call 1-855-249-5005  might receive a bill from a provider for the difference between the provider’s charge
use a network provider?  (TTY: 711) for a list of network providers. and what your plan pays (balance billing). Be aware, your network provider might
use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

Do you need a referral to  Yes, but you may self-refer to certain This plan will pay some or all of the costs to see a specialist for covered services but
see a specialist? specialists. only if you have a referral before you see the specialist.
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May W?,alt Y%u ng Pay \KthatPTougV ll !:jay Limitations, Exceptions & Other Important
Medical Event Need an Frovicer on-r {dh Froviger Information
(You will pay the least) (You will pay the most)

Primary care visit to
treat an injury or 10% coinsurance Not covered Virtual Care Services: No charge
illness
If you visit a health ialict vigi % oo : .
care provider's Specialist visit 10% coinsurance Not covered Virtual Care Services: No chalrge
office or clinic You may have to pay for services that aren't

Preventive care/

No charge, deductible does not preventive. Ask your provider if the services

m{i i apply Notcovered needed are preventive. Then check what your
plan will pay for.
rDai;' &ggt(ijcvsgzt()(x- 10% coinsurance Not covered None
If you have a test I — e
srcr:]aar?én?\/l(Rl's) 10% coinsurance Not covered None
Up to a 30-day supply (retail); up to a 90-day
supply (mail order). Prescription refills of on-
o - going maintenance medications must be filled
Generic drugs $:&é%§gﬂ;’ $201 Not covered at a Kaiser Permanente Pharmacy. Subject to
prescription formulary guidelines. Formulary preventive
If you need drugs to drugs and contraceptives in all tiers are no
treazI ){pur illness or charge, deductible does not apply.
condition
g e Up to a 30-day supply (retail); up to a 90-day
More information (I?rrgfesrred DiElne $?&é%ﬂgﬂf’ $60/ Not covered supply (mail order). Subject to formulary
about prescription : preserizion guidelines.
on-preferred bran : supply (mail order). Subject to formular
www.kp.org/formulary  grygs 10% coinsurance Not covered guidelines when approved through the

exception process.

Up to a 30-day supply (retail); Subject to
Specialty drugs 10% coinsurance Not covered formulary guidelines when approved through
the exception process.
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Common

Medical Event

Services You May
Need

What You Will Pay
Plan Provider
(You will pay the least)

What You Will Pay
Non-Plan Provider
(You will pay the most)

Limitations, Exceptions & Other Important
Information

Facility fee (e.g.,

attention

transportation

i h ambulatory surgery  10% coinsurance Not covered None
you have center
outpatient surgery Phvsi ) |
fee);smlan sl 10% coinsurance Not covered None
E::: rgency room 10% coinsurance 10% coinsurance None
If you need .
immediate medical Emergency medical 10% coinsurance 10% coinsurance None

Urgent care

10% coinsurance

10% coinsurance

Non-plan providers are not covered inside the
service area.

Facility fee (e.g.,

facility services

EnlEea hospital room) 10% coinsurance Not covered None
hospital sta o
> 4 F’ef;ysmlan/ surgeon 10% coinsurance Not covered None
If you need mental Annual Wellness Visit: No charge, deductible
heyalth, behavioral | Outpatient services | 10% coinsurance Not covered does not apply. Virtual Care Services: No
health, or substance charge.
abuse services Inpatient services 10% coinsurance Not covered None
Cost sharil\;}gtdoqts not apply for pl r((ajvetnti\t/e ]
o v o ~ni services. Maternity care may include tests an
Vi e 10% goinsurance Not covered services described elsewhere in the SBC (i.e.
ultrasound).
If you are pregnant e .
g:g;gg'ggggflé\émces 10% coinsurance Not covered None
Childbirth/delivery 10% coinsurance Not covered None
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Common Services You May WI;aI;: %L::\\I’:ﬂ ePray ‘rflv::tPT:: I‘,’!g!,m‘:, Limitations, Exceptions & Other Important
Medical Event Need : ’ Information
(You will pay the least) (You will pay the most)

Home health care 10% coinsurance Not covered Less than 8 hours / day and 28 hours / week.

Outpatient: 20-visit limit / therapy / year (autism
spectrum disorders are not subject to visit limit).

Rehabilitation 10% coinsurance Not covered Virtual Care Services: No charge, deductible

Services does not apply; Inpatient: 60-day limit /
If d hel condition / year
ou need he
re¥:overing or h%ve 20-visit limit / therapy / year (autism spectrum
other special health ilitati i % coi disorders are not subject to visit limit). Virtual
Ceods p Habilitation services | 10% coinsurance Not covered Care Services: No charge, deductible does not
apply.
Skilled nursing care | 10% coinsurance Not covered 100-day limit / year
Durable medical . . L
cquipment 10% coinsurance Not covered Subject to formulary guidelines.
Hospice service 10% coinsurance Not covered None
Children's eye exam | 10% coinsurance Not covered %A?irtﬁgé%é??mgg r1s9up tothe end of the year

Limited to members up to the end of the year in
Children's glasses ~ 10% coinsurance Not covered which the member turns 19. One pair of frames

If your child needs and lenses or contact lenses / 24 months.

dental or eye care No charge for preventive care /
diagnostic services after
Children's dental pediatric dental deductible. 50%

Limited to members up to the end of the month
the member turns 19; limited coverage for

: Sy Not covered diagnostic and preventive services, minor
check-up coinsurance for basic/major e . y
services after pediatric dental (r:er(s):tﬂcl)rr]e;tlve (fillings), simple extractions and

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
® Cosmetic Surgery ® Non-Emergency Care when Traveling Outside ® Routine Foot Care
®Dental Care (Adult) the U.S. ® Weight Loss Programs
®| ong-Term Care ® Routine Eye Care (Adult)
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion ® Chiropractic Care (20-visit limit / year) ® |Infertility Treatment
® Acupuncture (6-visit limit / year) ® Hearing Aids (Up to age 18: 1 aid / ear / 60 ® Private-Duty Nursing
® Bariatric Surgery months)

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

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agency in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-855-249-5005 (TTY: 711) or www.kp.org/memberservices

Colorado Division of Insurance 1-303-894-7490 in state, or 1-800-930-3745 out of state or www.colorado.gov/pacific/dora/
division-insurance

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax
credit.

Does this plan meet the Minimum Value Standards? Not Applicable.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
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Language Access Services:

SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-249-5005 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-249-5005 (TTY: 711)

TRADITIONAL CHINESE (1 32): 4N gE 2 ch e iNEE R » 1E R TS50 1-855-249-5005 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-855-249-5005 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-249-5005 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-855-249-5005 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-855-249-5005 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-855-249-5005 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

Sl

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

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

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital

Managing Joe's Type 2 Diabetes

(a year of routine in-network care of a well-controlled

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

delivery) condition)
B The plan's overall deductible $900 M The plan's overall deductible $900 M The plan's overall deductible $900
M Specialist coinsurance 10% M Specialist coinsurance 10% M Specialist coinsurance 10%
M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
M Other (blood work) coinsurance 10% M Other (blood work) coinsurance 10% M Other (x-ray) coinsurance 10%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $900 Deductibles $900 Deductibles $900
Copayments $10 Copayments $500 Copayments $10
Coinsurance $1,100 Coinsurance $200 Coinsurance $200
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,070 The total Joe would pay is $1,600 The total Mia would pay is $1,110

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

Kaiser Foundation Health Plan of Colorado (Kaiser Health Plan) complies with applicable Federal and state civil rights laws and does not discriminate,
exclude people or treat them less favorably on the basis of race, color, national origin (including limited English proficiency and primary language), ancestry,
age, disability, sex (including sex characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender identity, gender expression, and

sex stereotypes), religion, creed or marital status.
Kaiser Health Plan:
® Provides no-cost auxiliary aids and services to people with disabilities to communicate effectively with us, such as:
® (Qualified sign language interpreters
e \Written information in other formats, such as large print, audio, braille, and accessible electronic formats
® Provides no-cost language services to people whose primary language is not English, such as:
® Qualified interpreters
e |nformation 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, ancestry,
age, disability, sex,(including sex characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender identity, gender expression, and
sex stereotypes), religion, creed, or marital status, you can file a grievance by mail at: Customer Experience Department, Attn: Kaiser Permanente Civil
Rights Coordinator, 10350 E. Dakota Ave, Denver, CO 80247, or by phone at Member Services 1-800-632-9700 (TTY 711).

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, (TTY 1-800-537-7697). Complaint forms are

available at hhs.gov/ocr/officeffile/index.html.

This notice is available at https://healthy.kaiserpermanente.org/colorado/language-assistance/nondiscrimination-notice
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HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services including appropriate auxiliary aids and services, free of charge, are available to you. Call
1-800-632-9700 (TTY 711).

AMCE (Amharic) FhedF: ATICE PA9EI% NI+ PUR 487 AOCEPTY AT AIATARTY IR PEY% ACSH A1ATFT NIR £754: N 1-800-632-9700 £L@-
(TTY 711)z=

A8l Jaadl | laalls dpnliall chlaadd) g 32 busall Jilu g (pe Glld 8 Loy 4 salll Bacbisall chleas Gl 8 655 ¢dy jall Eaaai S 1)) 14 (Arabic) Ay )
(TTY 711) 1-800-632-9700

‘Bas3d Wudu (Bassa) Mbi sog: nia maa Basaa, njal mbom a ka maa njang ndol ni mbom mi tson ni son, nin ma kénnen y€, mbi €yem. Wo nan
1-800-632-9700 (TTY 711)

H13Z (Chinese) EREEIH © AIREERHF 5L » EOESREES MBI - GfEEENEE M AR - 217 1-800-632-9700(TTY 711) -
Gl ey 53 OB &) g 4 cmalie iy ledd 5 WSS alan ) il Shendy (S o Cumaa ()l Gl 4 8 14 5 (Farsi) (o
(711 (e CAD) TTY) 2 (4lat 1-800-632-9700 L )

Francgais (French) ATTENTION: si vous parlez frangais, des services d'assistance linguistique comprenant des aides et services auxiliaires appropriés,
gratuits, sont a votre disposition. Appelez le 1-800-632-9700 (TTY 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit entsprechenden Hilfsmitteln und Dienstleistungen
kostenfrei zur Verfigung. Rufen Sie 1-800-632-9700 an (TTY 711).

Igbo (Igbo) TINYE UCHE: O bury na i na-asu Igbo, Oru enyemaka nke asusu gunyere udi enyemaka na oru kwesiri ekwesj, n'efu, di nye gi. Kpoo
1-800-632-9700 (TTY 711).

HAGE (Japanese) FE : HAEZFETHA. @URMIMERC —EX 2B L EHXEY — e AR EE Cift = EJ, 1-800-632-9700 £ THEF 72
W (TTY : 711),

gh=o] (Korean) 9: gt=o]l & FALed 49, Qg Bx 7]7] W Au| 27t 32305 o] A9 Anj 27 F 52 A3 YTt 1-800-632-9700= 1 3}3f 5
AL (TTY 711).

Naabeehé (Navajo) Dii BAA AKO NINIZIN: Dii saad bee yanitti'go Diné Bizaad, saad bee aka’anida’awo’déé’, biniit'aa da beeso ndinish’aah t'aala’l bi'aa
‘anashwo’ doo biniit'aa, t'aadoo baahilinigoo bits’aadoo yeel, t'aa jiik'eh, éi na hoélg, koji’ hédiilnih 1-800-632-9700 (TTY 711).

AqTelT (Nepali) &aret et afe qurg aAurelr Noolgeo Hel, 3UGF HGRIH HGRICT T YAGE AT 19T HGRIT AATEE, foT:9oeh Tt Tel| Ble
1-800-632-9700 (TTY: 711).

Afaan Oromoo (Oromo) XIYYEEFFANNOO: Yoo Afaan Oromo dubbattu ta'e, Tajaajila gargaarsa afaanii, gargaarsota dabalataa fi tajaajiloota barbaachisoo
kaffaltii irraa bilisa ta'an, isiniif ni jira. 1-800-632-9700 irratti bilbilaa (TTY 711)

Pyccknn (Russian) BHUMAHMUE! Ecnu Bbl roBopuTE NO-PYCCKM, BaM AOCTYNHbI GecnnaTtHble YCryr S3blKOBOW NoAAEPXKKN, BKIoYasi COOTBETCTBYOLLNE
BCromoraTernbHble cpeacTea u yenyru. lNossoHute no Homepy 1-800-632-9700 (TTY 711).
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Espaiiol (Spanish) ATENCION: Si habla espaifiol, tiene a su disposicién servicios de asistencia lingiiistica que incluyen ayudas y servicios auxiliares
adecuados y gratuitos. Llame al 1-800-632-9700 (TTY 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng tulong sa wika kabilang ang mga naaangkop na
karagdagang tulong at serbisyo, nang walang bayad. Tumawag sa 1-800-632-9700 (TTY 711).

Tiéng Viét (Vietnamese) CHU Y: Néu ban ndi tiéng Viét, ban cé thé st dung cac dich vu hé tro ngdn ngir mién phi, bao gdm céac dich vu va phwong tién hd
tro phu hop. Xin goi 1-800-632-9700 (TTY 711).

Yoruba (Yoruba) AKIYESI: Ti o ba ri so &dé Yoruba, awon isé iranléwd ede té fi kin awon ohun €16 iranléwd to ye ati awon isé laisi idiyelé wa fun 9. Pe
1-800-632-9700 (TTY 711).
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