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

N’é KAISER PERMANENTE. : DEDUCTIBLE PLAN

Coverage Period: 10/01/2024-09/30/2025

Coverage for: Individual/Family | Plan Type: DHMO

A

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

https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$5,500 Individual / $11,000 Family

Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each 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.

Are there services
covered before you meet

Yes. Preventive care and services indicated in

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

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

Are there other

deductibles for specific | No. You don’t have to meet deductibles for specific services.

services?

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

$7,500 Individual / $15,000 Family

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

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

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

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

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider’s
charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

VINE DINING ENTERPRISES, INC. DBA VINE HOSPITALITY
PID:605990 CNTR:1 EU:6 Plan ID:13858 SBC ID:555017
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Important Questions Answers Why this Matters:

Do you need a referral to

This plan will pay some or all of the costs to see a specialist for covered services
see a specialist?

but only if you have a referral before you see the specialist.

Yes, but you may self-refer to certain specialists.

44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

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

Common Services You May

Limitations, Exceptions & Other Important

Medical Event Need Information

Primary care visit to Deductible waived for first three visits combined

o - for non-preventive primary care, urgent care,
treat an injury or $50/ visit Not Covered mental/behavioral health and substance use

If you visit a health finess disorder outpatient services.
care provider's Specialist visit $50 / visit Not Covered None

office or clinic You may have to pay for services that aren't

Preventive care/ preventive. Ask your provider if the services

screening/ No Charge, deductible does not

Not Covered

. P apply. needed are preventive. Then check what your
immunization plan will pay for.
Diagnostic test (x- .
ray, blood work) 40% coinsurance Not Covered None
If you have a test maging (CTIPET
srcrz]:r?g,]gll\/l(Rl's) 40% coinsurance Not Covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

Generic drugs (Tier

1)

(You will pay the least)

Retail: $15 / prescription; Mail
order: $30 / prescription

(You will pay the most)

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives, deductible does not

apply.

Preferred brand
drugs (Tier 2)

40% coinsurance up to $100 /
prescription

Not Covered

Up to a 100-day supply retail and mail order.
Subject to formulary guidelines. No Charge for
Contraceptives, deductible does not apply.

Non-preferred brand
drugs (Tier 2)

40% coinsurance up to $100 /
prescription

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

40% coinsurance up to $250 /
prescription

Not Covered

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

If you have
outpatient surgery

Facility fee (e.g.,
ambulatory surgery
center)

40% coinsurance

Not Covered

None

Physician/surgeon
fees

40% coinsurance

Not Covered

None

If you need
immediate medical
attention

Emergency room
care

40% coinsurance

40% coinsurance

None

Emergency medical
transportation

40% coinsurance

40% coinsurance

None

Urgent care

$50 / visit

Not Covered

Non-Plan providers covered when temporarily
outside the service area: Deductible waived for
first three visits combined for non-preventive
primary care, urgent care, mental/behavioral
health and substance use disorder outpatient
services: $50 / visit.

If you have a
hospital stay

Facility fee (e.g.,

o
hospital room) 40% coinsurance Not Covered None
Fegysician/surgeon 40% coinsurance Not Covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need mental

(You will pay the least)

Mental / Behavioral Health: $50 /
individual visit. 40% coinsurance
for other outpatient services;

(You will pay the most)

Mental / Behavioral Health: $25 / group visit;
Substance Abuse: $5 / group visit. Deductible
waived for first three visits combined for non-

health, behavioral | Outpatient services | Substance _A_buseé) $50/ Not Covered reventive primary care, urgent care, mental/
health, or substance {?51 't\g%%a/l ;':;,t .fgr() cﬁh(gwjﬂ behavioral health and substance use disorder
abuse services outpatient services outpatient services.
Inpatient services 40% coinsurance Not Covered None
Depending on the type of services, a
Office visits No Charge, deductible does not Not covered ggg?yYnh}lzqgrﬁﬁ;nggﬁgnrgglyci)rrwgﬁg:ﬁgtz g]r?g

If you are pregnant

apply.

services described elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery
professional services

40% coinsurance

Not Covered

None

Childbirth/delivery
facility services

40% coinsurance

Not Covered

None

If you need help
recovering or have
other special health
needs

No Charge, deductible does not

2-hour limit / visit, 3 visit limit / day, 100 visit

Home health care apply. Not Covered limit / year.

Rehabilitation Inpatient: 40% coinsurance;

services Outpatient: $50 / visit Not Covered None

Habilitation services | $50 / visit Not Covered None

Skilled nursing care | 40% coinsurance Not Covered 100 day limit / benefit period.

Durable medical
equipment

40% coinsurance, deductible
does not apply.

Not Covered

Requires prior authorization.

Hospice service

No Charge, deductible does not
apply.

Not Covered

None
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What You Will Pay

Common Plan Provider

Medical Event

Services You May
Need

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

(You will pay the least)

(You will pay the most)

If your child needs
dental or eye care

; | No Charge for refractive exam,
Children's eye exam deductible does not apply. Not Covered None
Children's glasses | Not Covered Not Covered None
Children's dental
check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

® Private-duty nursing
® Routine foot care
® \Veight loss programs

® (Children's glasses ® Hearing aids

® Chiropractic care ® |nfertility treatment

® Cosmetic surgery ® | ong-term care

® Dental Care (Adult & Child) ® Non-emergency care when traveling outside

the U.S.

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

® Acupuncture (plan provider referred) ® Bariatric surgery

® Routine eye care (Adult)

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 agencies in the chart below.

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

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices

Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov

1-888-466-2219 or www.dmhc.ca.qgov

California Department of Managed Healthcare
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Does this plan provide Minimum Essential Coverage? Yes.

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

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

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
CHINESE (A X): MR FZEH AR |, EIRITIXANS 5 1-800-757-7585 (TTY: 711)
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

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

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

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

Peg is Having a Baby

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

hospital delivery)

B The plan's overall deductible $5,500
W Specialist copayment $50
M Hospital (facility) coinsurance 40%
M Other (blood work) coinsurance 40%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

B The plan's overall deductible $5,500
M Specialist copayment $50
M Hospital (facility) coinsurance 40%
B Other (blood work) coinsurance 40%

This EXAMPLE event includes services like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

care)

B The plan's overall deductible $5,500
M Specialist copayment $50
M Hospital (facility) coinsurance 40%
M Other (x-ray) coinsurance 40%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700  Total Example Cost |  $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $5,500 Deductibles $4,100 Deductibles $2,500
Copayments $10 Copayments $300 Copayments $10
Coinsurance $1,700 Coinsurance $200 Coinsurance $10
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $7,260 The total Joe would pay is $4,600 The total Mia would pay is $2,520

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice
Discrimination is against the law. Kaiser Permanente’ follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity, gender expression, sexual
orientation, marital status, physical or mental disability, medical condition, source of payment, genetic information, citizenship, primary
language, or immigration status.

Kaiser Permanente provides the following services:
¢ No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
¢ No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ [nformation written in other languages

If you need these services, call our Member Service Contact Center, 24 hours a day, 7 days a week (closed holidays). The call is free:

* Medi-Cal: 1-855-839-7613 (TTY 711)
¢ All others: 1-800-464-4000 (TTY 711)

Upon request, this document can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a copy in
one of these alternative formats, or another format, call our Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to provide these services or unlawfully
discriminated in another way. You can file a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage
or Certificate of Insurance for details. You can call Member Services for more information on the options that apply to you, or for help
filing a grievance. You may file a discrimination grievance in the following ways:

¢ By phone: Medi-Cal members may call 1-855-839-7613 (TTY 711). All other members may call 1-800-464-4000 (TTY 711). Help
is available 24 hours a day, 7 days a week (closed holidays)

¢ By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

' Kaiser Permanente is inclusive of Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, and the Southern California
Medical Group


http://www.kp.org

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

¢ Online: Use the online form on our website at kp.org
You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

¢ By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

¢ By mail: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx
¢ Online: Send an email to CivilRights@dhcs.ca.gov

How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office for Civil Rights. You can file your
complaint in writing, by phone, or online:

¢ By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

¢ By mail: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

Complaint forms are available at:
https://www.hhs.gov/ocr/complaints/index.html

¢ Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.


http://www.kp.org/facilities
http://www.kp.org
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
https://www.hhs.gov/ocr/complaints/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

Language Assistance Services

English: Language assistance is available at no cost to you, 24 hours a day, 7
days a week. You can request interpreter services, or materials translated into
your language, or in alternative formats. You can also request auxiliary aids
and devices at our facilities. Call our Member Service Contact Center for help,
24 hours a day, 7 days a week (closed holidays).

* Medi-Cal: 1-855-839-7613 (TTY 711)
* All others: 1-800-464-4000 (TTY 711)
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Thai: Jusnshadasunmaaan 24 m'immmu'i,mﬂ“luuﬂﬂ?jmn Tasaaausaaaldusnisain yinsudatanasiiluaisuag
ﬂmmaiusmmnauq 16 aardnsazaalnsaiuaziaiasiiathambalaiquausaisaadniaa Tnsuniduadasadhausasaundnuas
Wiazaauhamndanaan 24 Hiuanaiu (Havinn1sluheiuvaa)

* Medi-Cal: 1-855-839-7613 (TTY 711)
* Nauqniua: 1-800-464-4000 (TTY 711)

Ukranian: lNocnyru nepeknagada HagatoTbCcsl 6e3KoLWTOBHO, u,lno;:lo6oso 7 OHiB Ha TWXKAEHb. Bu moxeTte 3pobutun 3anuT Ha
nocnyru yCHoro nepekragadya abo oTpumaHHs MaTepIaJ'IIB y nepeKnaul MOBOI0, KO0 BOMoAieTe, Yn B anbTepHaTUBHUX dopmartax.
TakoxX BM MOXeTe 3poduTn 3annT Ha OTPUMAaHHS AONOMIKHMX 3acobiB i MPUCTPOIB Y 3aknagax Hallol Mepexi KoMMaHin.
TeneoHynTe B HaLl KOHTAKTHU LEHTP ANna obcnyroByBaHHA KIiEHTIB LinogoboBo, 7 AHIB HA TWXKAEHb (KPiM CBATKOBUX AHIB).

* Medi-Cal: 1-855-839-7613 (TTY 711)
* Yci iHwi: 1-800-464-4000 (TTY 711)

Vietnamese: Dich vy hé trg ngén nir dwgc cung cap mién phi cho quy vi 24 gio, mdi ngay, 7 ngay trong tuan. Quy vi ¢ thé yéu
cau dich vu thong dich, hoac tai liéu dwoc dich ra ngon ngl clia quy vi hodc nhiéu hinh thirc khac. Quy vi cling cé thé yéu cau cac
phu’ong tién tro gidp va thiét bi bb tro tai cac co s& clia chung toi. Goi cho Trung Tam Lién Lac ban Dich Vu Héi Vién ciia ching
t6i d& dwoc tro gitp, 24 gi mdi ngay, 7 ngay trong tuan (trlr cac ngay I&).

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
* Moi chwong trinh khac: 1-800-464-4000 (TTY 711)
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