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

00,
% KAISER PERMANENTE. : MANATT, PHELPS & PHILLIPS (HMO 20/2000)

Coverage Period: 03/01/2025-02/28/2026

Coverage for: Individual / Family | Plan Type: HMO

KAISER FOUNDATION HEALTH PLAN OF THE MID-ATLANTIC STATES, INC., 2101 East Jefferson Street, Rockville. MD 20852

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 1-855-249-5018 (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

1-855-249-5018 (TTY: 711) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0

Why this Matters:

See the Common Medical Events chart below for your costs for services this plan
covers.

Are there services
covered before you meet
your deductible?

Not Applicable.

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 deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services.

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

$2,000 Individual / $4,000 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.

Even 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 1-855-249-5018 (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.

Do you need a referral to
see a specialist?

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

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

SBC ID:31612
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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

Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

Primary care visit to

(You will pay the least)

(You will pay the most)

Flrleat an injury or $20 / visit Not covered Copayment waived for children under age 5
illness
If you visit a health ialist visi isi
care provider's Specialist visit $30 / visit Not covered None |
office or clinic Preventive care/ You may have to pay for servu}es that aren't
PP B— preventive. Ask your provider if the services
m{ion No charge Not covered needed are preventive. Then check what your
plan will pay for.
rDai;‘ Qgiﬂc\,ﬁ?ﬁ)(x' $10 / visit Not covered None
If you have a test I . P
srggr?én?\/l(Rl's) $100/ test Not covered None
: : Up to a 30-day supply (retail & participating
: $10 / retail. $20 / mail order. ke :
Most generic drugs TR pharmacies); up to a 90-day supply (mail order).
(Tier 1) $20/ w pharmacy /| Not covered Formulary preventive drugs and contraceptives
If you need drugs to prescrption. in all tiers are No charge.
treat your illness or $30 / retail. $60 / mail order
condition Most preferred brand L OO ' Up to a 30-day supply (retail & participating
More information | name drugs (Tier 2) | 0./ participating pharmacy /| Not covered harmacies); up to a 90-day supply (mail order).
about prescription gs ) prescription. P ) up Y supply | )
drug coverage i i
ﬁ%ailable at Non-preferred drugs %gg 5 r?ﬁ:ﬁ;tzir? / ;r)?glrrg?c?/r'/ Not covered Up to a 30-day supply (retail & participating
www.kp.org/formulary | (Tier 3) rescrp—p_gi tion. pharmacies); up to a 90-day supply (mail order).
Specialty drugs (Tier |20% coinsurance up to $150 Nk G Up to a 30-day supply (retail & participating
4) max / prescription. pharmacies).
Facility fee (e.g.,
ambulatory surgery | $125 / visit Not covered None
If you have Center)
outpatient surgery Phvsician] Phvsician / : uded
feeyésmlan surgeon |\ charge Not covered Fagﬁilt(;/l?’ge surgeon fees are included in the
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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

Emergency room

(You will pay the least)

(You will pay the most)

care $200 / visit $200 / visit Copayment waived if admitted as inpatient
If you need P :
iTtmet(_iiate medical Eﬁirqfﬁgﬁ Orrr:edlcal $125 / encounter $125 / encounter None
attention transportation
o Non-plan providers are covered only outside
Urgent care $30 / visit Not covered the service area: $30 / visit
i vou have Egggiiglf?goﬁ')g" $250 / admission Not covered None
you hav
hospital stay Physician/surgeon Physician / surgeon fees are included in the
foe No charge Not covered Facilty fee.
EY?tUhngeg m_enta}l Outpatient services | $20 / Individual visit Not covered $10 / Group visit
ealth, behaviora
ggzggss‘;"rj'ilégztance Inpatient services | $250 / admission Not covered None
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
If you are pregnant [iTZSTIIE)
Childbirth/delivery Professional services are included in the facility
professional services No charge Not covered services.
Childbirth/delivery $250 / admission Not covered None

facility services
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What You Will Pay What You Will Pay

Common Services You May : : Limitations, Exceptions & Other Important
; Plan Provider Non-Plan Provider .
atlEl ST Need (You will pay the least) (You will pay the most) L e

Home health care No charge Not covered Coverage is limited to 120 visits/year
Rehabilitation o Outpatient: Limited to 30 visits of PT/OT/ST /
services §30 /vt Noteovered year / injury / incident / condition

If you need help —— : _

recovering or have Habilitation services | $30 / visit Not covered None

:"glzrssPec'al health | Skilled nursing care | $250 / admission Not covered Coverage is limited to 100 days / year
W 20% coinsurance Not covered Subject to formulary guidelines
Hospice service No charge Not covered None
Children's eye exam | $20 / visit for refractive exam Not covered Coverage is limited to one exam / year.

If your child needs | Children's glasses | Not covered Not covered None

dental or eye care - |
gr?élglﬁps dental 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.)

e Cosmetic surgery ® Non-emergency care when traveling outside ® Routine Foot Care
e Dental care (Adult) the U.S. ® Weight loss programs
® | ong-term care ® Private-duty nursing
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
® Acupuncture (20 visit limit/year) ® Chiropractic care (20 visit limit/year) ® |Infertility treatment
® Bariatric surgery ® Hearing aids (1/ear/36 months with a max ® Routine eye care (Adult)

benefit of $1,000)

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

Kaiser Permanente Member Services 1-855-249-5018 (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

Department of Insurance, Securities and Banking 1-877-685-6391 or www.disb.dc.gov/

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 1-855-249-5018 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-249-5018 (TTY: 711)

TRADITIONAL CHINESE (X ): IR REFEFR X HB) |, BKIT XS 1-855-249-5018 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-855-249-5018 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-249-5018 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-855-249-5018 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-855-249-5018 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-855-249-5018 (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 $0
B Specialist copayment $30
B Hospital (facility) copayment $250
B Other (blood work) copayment $10

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 $0
M Specialist copayment $30
B Hospital (facility) copayment $250
M Other (blood work) copayment $10

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 $0
M Specialist copayment $30
M Hospital (facility) copayment $250
M Other (x-ray) copayment $10

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 $0 Deductibles $0 Deductibles $0
Copayments $300 Copayments $200 Copayments $500
Coinsurance $0 Coinsurance $0 Coinsurance $80
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 $360 The total Joe would pay is $200 The total Mia would pay is $580

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 the Mid-Atlantic States, Inc. (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 1-800-777-7902 (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 or phone at: Kaiser Permanente, Appeals and Correspondence Department, Attn: Kaiser Civil Rights
Coordinator, 2101 East Jefferson St., Rockville, MD 20852, telephone number: 1-800-777-7902.

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 ‘Basdd Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké m Basdd-

charge, are available to you. Call 1-800-777-7902 (TTY: 711). wudu-po-nyd ju ni, nii, a wudu ka ko do po-pod béin m gbo kpaa. ba
1-800-777-7902 (TTY: 711)

ATICT (Amharic) TINFO8; 0o9515 £7% ATICT NPT 0HCTHI° hCA LCE-PTE 012 A LINPT

FHOETPA: OL T t0@- &7C LLm-t- 1-800-777-7902 (TTY: 711). JTIAT (Bengali) Y FFa: I0 A IR, FI I ANEA, ORET
) ) fr:a@ey BT RSl AREAT TAE AR (T FFA 1-800-777-7902
Juail Olaally @l i g3 4 ol sac Lol ciladd (ld cdy yall Guaaii <€ 1Y) 14kh gala (Arabic) 4 ) (TTY: 711) |

(711 :TTY) 1-800-777-7902 3 »
. ) o ) o HZ (Chinese) FERE * A1SLAE RS 0 - (AT LG B RS S HRBNIR TS -
Ledi (sl 0 OB ey () St (S (o0 SR )8 Gl 4 S 14 s (Farsi) (ot SE%07E 1-800-777-7902 (TTY : 711) -
A% (711 :TTY) 1-800-777-7902 L .23l o aa) s
] . . . _ Naabeeho (Navajo) Dii baa akd ninizin: Dii saad bee yanitti'go Diné
Frangais (French) ATTENTION: Si vous parlez frangais, des services d'aide Bizaad, saad bee ak&'anida’awo’déé’, t'aa jiik'eh, éi na holg, koji’ hodiilnih
linguistique vous sont proposés gratuitement. Appelez le 1-800-777-7902 1-800-777-7902 (TTY: 711).
(TTY : 711).



Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer:
1-800-777-7902 (TTY: 711).

a1l (Gujarati) YUell: %1 AR Al el &, Al [l:gles unl UslA
AcAl dAHRL U2 Guasd B, Slot 5 1-800-777-7902 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen
sevis ed pou lang ki disponib gratis pou ou. Rele 1-800-777-7902 (TTY: 711).

=l (Hindi) tamer &: 3 3mq RS serd § o 3mash forw o & sror
HEIT AT ey &1 1-800-777-7902 (TTY: 711) W &t Yl

Igbo (Igbho) NRUBAMA: O buru na i na asu Igbo, oru enyemaka asusu, n’efu,
diiri gi. Kpoo 1-800-777-7902 (TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano,
sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
1-800-777-7902 (TTY: 711).

EIZFE (Japanese) & $IE HAGZE nﬁéh%’)b’%ﬁ ﬂﬁﬂ@jgﬂjzj%%:vﬂ
AN

5}'-71“’1 (Korean) F9: o] S ARSI = A5, ol A % LB —‘jri
o] &34 4= 5 YT 1-800-777-7902 (TTY: 711)H o= A 3}3)] F4A]
[}

Portugués (Portuguese) ATENGAO: Se fala portugués, encontram-se
disponiveis servigos linguisticos, gratis. Ligue para 1-800-777-7902 (TTY:
711).

Pycckuin (Russian) BHUMAHMUE: ecnu Bbl roBOpuTE Ha pyCCKOM 3bIKE,
TO BaM JOCTYNHbI 6ecnnaTHele ycnyru nepesoga. 3soHute 1-800-777-7902
(TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia linguistica. Llame al 1-800-777-7902 (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 1-800-777-7902 (TTY: 711).

e (Thai) Bau: dhaawaning aadunsaldusasdiamndaninimn
16W3 Tns 1-800-777-7902 (TTY: 711).

u@ﬁuauym&uhusahéub‘)ﬁuiﬂ ‘U:‘:'Cﬂﬁj{)\ ;_:‘ ‘)g\ :J\.\‘»S(Urdu) J.UJ‘
(711 :TTY) 1-800-777-7902 xS JS - L

Tiéng Viét (Vietnamese) CHU Y: Né&u ban néi Tiéng Viét, co cac dich vu
hd tro ngdn ngt» mién phi danh cho ban. Goi s6 1-800-777-7902 (TTY:
711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede
wa fun yin o. E pe ero ibanisoro yi 1-800-777-7902 (TTY: 711).
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NOTICE OF LANGUAGE ASSISTANCE

English: This is important information from Kaiser Permanente. If you need help
understanding this information, please call 1-800-464-4000 (TTY 711) and ask for
language assistance. Help is available 24 hours a day, 7 days a week, excluding
holidays. We can also help you with auxiliary aids and alternative formats.

(TTY: 711) &0 e Juai¥l oy eila slaall 038 agd 8 32cLusall Aals, i€ 1), Kaiser Permanente (e dege Slaglas e 485 ) 230 5 535 tArabic
ALy ity bl Gilaebuay s 5 Ll WiSay Apans Sl cBaall ol el o gua¥) oLl Ak delul) e e 38 st saclual) 4 al 32clius 1l 51-800-464-4000

Armenian: Uu Juplnp wnkntynipmit £ «Kaiser Permanente»-hg: Gpt wju mbntinipjniup hwuljuwnt hwdwp 2tq oqunipinit £
hwpluwynp, fuunpnid Eup quuquhwpt) 1-800-464-4000 (TTY 711) hkpwinuwhwdwpny b odwinulnipinit uvnnwbwg 1kqyh hwpgnud:
Quiiquhwnbp onp 24 dwd, pwpwipn 7 op” puigh wint optiphg: Uktp twl upnn Gup oquk) 2Eq odwlinul) ogunipjut b wyjptinnpuipwghe
Aliwswthbph hwipgnu:

Chinese: =275k 5 Kaiser Permanente (VS 3 - WSR2 IR ARIEL 4 EH - 5520 1-800-757-7585 (TTY MR 711) SoREEZ ) o F
BB TR FR 24 /NFEREHY (ERERE) - RiE DIEBEERE R AL TR -

o et L Tkl eyl 3l CSeS 4p cile Dal o) (uegd 5 S1a8L o« Kaiser Permanente s« ) sege Sile Dl ol :Farsi
o= Otinad Lo Cand 3ga e Jilaad (sla 5 Jald i 55,57 5 5silad caelu 24 50 laia) ) 5SS i€ il 5350 Ll el sl 5 43 8 il (TTY 711) 1-800-464-4000
AES Al ) Ko et sa 4 5 il eSS L 5] il 58

Hindi: Ig Kaiser Permanente &1 3R & Hgcaqul Faem &1 A M9 38 Fael F Gl & ToIT Heg T od g, dr Foar
1-800-464-4000 (TTY 711) W BT Y 3T AN JIIT & foT g5 Wgﬁ%ﬁﬁm,m%mm,%ﬂ%m e,
39Sy ¥ & TEE AT 3R dTeus UIEat HT e FRer A HY IR Age FW ThS T

Hmong: Qhov xov xwm no tseem ceeb los ntawm Kaiser Permanente. Yog koj xav tau kev pab kom nkag siab cov xov xwm no, thov hu rau
1-800-464-4000 (TTY 711) thiab thov kev pab txhais lus. Muaj kev pab 24 teev ib hnub twg, 7 hnub ib lim tiam twg, tsis xam cov hnub caiv. Peb
kuj muab tau lwm yam kev pab rau koj thiab ua lwm yam ntaub ntawv.

Japanese: Kaiser Permanente "L BEERBHOE N H D £7T, ZOFHREBIET 272D~V T NLERGAL, 1-800-464-4000 (TTY [H]
711 [CEFEL T, S —EREZEEL T EEN, 20— R TFEPER (BHEHEZRS) CITRRAWEZET £3, MMbhdE - —
ERARLHID T f—~ v MTOWTH THRWZZT £,

Khmer:iS:EMOHE)SAINS Al Kajser Rermanente®! 10AISHATHIMIGSW B0 SWIERARMNSIS: AJUGIATHISTIUS 1-800-464-4000
(TTY,711) SMIAINSISWMMAN T BSUAL)S 24 UGG 7 GG G510 NMGUANITAY
IUAMGEIHAMNYUSHZURIANG SIS NIAS SHUNULRNMISHMeBUN S A I

Korean: ¥ % 5.+ Kaiser Permanente oA A3l+= S 23 A XA YT} E AHE o]d]sl= U =20 Q3AH, 1-800-464-4000
AlQ. 8 D Aol #AIGlo] AAEA] =gs AT SHYU(F T Al9)). ok

(TTY 741) Mo 2 Ask3] 2lo] A9 Au] A2 243
Wxs) oA @Al Ang Ads) =g = Q)



Laotian: mwuauwmmumn Kalser Permanente. ‘mm mnmegmnmmuaaycme"fumuaoa?mcm%zunw msm?ms 1-800-464-4000
(TTY 711) ctavecsﬂmuaoynmsmuwﬂm muaowmeﬁ“ﬁmmvmso 24 £2%v9, 7 Suoeaiio, Uaauouwnmgg wamswgmmoaoymn‘fu
mueUeneuaaymu (8~ sucwumgcasnsn‘m

Mien: Naaiv se benx jienv sic dauh waac-fienx yiem naaiv Kaiser Permanente bun daaih. Beiv taux meih giemx longc mienh tengx dogc naaiv
deix waac-fienx liouh porv bun bieqc hnyouv nor, daaix luic douc waac daaih lorx 1-800-464-4000 (TTY 711) aengx caux tov heuc tengx nzie
faan waac bun muangx. Mbenc nzoih liouh tengx yiem yietc hnoi benx 24 norm ziangh hoc, yietc norm liv baaiz mbenc maaih 7 hnoi, simv
cuotv hnoi-gec oc. Yie mbuo corc haih mbenc wuotc ginc jaa-dorngx tengx nzie goux aengx caux liouh bun ginv longc sou-guv daan puix horpc
meih.

Navajo: Dii ¢i hane’ biholniihii at’éego Kaiser Permanente yee nihalne’. Dii hane’igii doo hazh6’6 bik’i’diitiihgdo t’aa shoodi koji’ hodiilnih
1-800-464-4000 (TTY 711) dko saad bee dka i’iilyeed yidiikit. Kwe’¢ dkd and’dlwo’ t’44 atahjj’ naadiindjj’ ahé¢’ilkidgo doo tsosts’id ji ga’at’é.
Dahodilzingéne’ éi da’deelkaal. Aad6o hane’ bee bik’i’ di’diitiitigii do6 t’aa tahgo at’éego hane’ nich’j adoolniit.

Punjabi: 5T Kaiser Permanente @8 Agdl A/earal J1 1 3T oA Aredat § AHSTE S8 HEe ©f 837 J, 37 fagur a3d 1-800-464-4000 (TTY 711)

'3 25 I WS I ATTEST BE UR| HeE, s $ 83 7, Je3 7 fos, h@f‘e?sé%wé}meénwﬁwﬁamwﬁawﬂﬁaaﬂ?ﬁgé
3JS Hee ad Hde I

Russian: 3710 BaxHasa nHdopmauus ot Kaiser Permanente. Ecnn Bam TpebyeTca nomoLb, YTOObI NOHATL 3Ty MHGOPMaLUMo, MO3BOHUTE MO
Homepy 1-800-464-4000 (nuHua TTY 711) n nonpocuTe npegoctaBuTb Bam ycnyrmu nepeeogymka. lNomollb goctynHa 24 Yaca B CyTkW, 7 OHEN
B HeJent, KpomMe npasgHuYHbIX AHen. Mbl Takke MOXeM MOMOYb BaM C BCMOMOraTeribHbIMYM CPeACTBaMU U ansTepHaTUBHBIMU hopMaTamu.

Spanish: La presente incluye informacion importante de Kaiser Permanente. Si necesita ayuda para entender esta informacion, llame al
1-800-788-0616 (TTY 711) y pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.
También podemos ayudarle con recursos para discapacidades y formatos alternativos.

Tagalog: Ito ay importanteng impormasyon mula sa Kaiser Permanente. Kung kailangan ninyo ng tulong para maunawan ang impormasyong
ito, mangyaring tumawag sa 1-800-464-4000 (TTY 711) at humingi ng tulong kaugnay sa lengguwahe. May makukuhang tulong 24 na oras
bawat araw, 7 araw bawat linggo, maliban sa mga araw na pista opisyal. Matutulungan din namin kayo sa mga pantulong na gamit o serbisyo
at mga alternatibong format.

Thai: ﬁl,'ﬂuﬁaagaahﬁzymn Kaiser Permanente mnqmm’aamsmmmﬂma”‘a’(,umsmmwmm”ﬂw"mgaﬁ 1156 Tns 1-800-464-4000 (nua TTY 711)
wazzamNNhamdasunE iwsanlviamnuthawmlanaan 24 1 Tue 7 Jusadlenv aaviuiunaasiznis indeaunsadavialnsaiuazianie
wdalusduuvuduleaneas

Ukranian: Y LbOMy NOBIiAOMIIEHHI MICTUTBCS BaxknmBa iHpopmauis Big Kaiser Permanente. Akwo HagaHa iHpopmauis He 3po3ymina i
BaM noTpibHa gonomora, 3atenedoHyinte 3a Homepom 1-800-464-4000 (TTY 711) i nonpociTe HagaT1 BaM NOCNyry nepeknagadya. Hawi
cniBpOoBIiTHUKM HaJaloTb Aonomory Linogoboeo, 7 AHIB HA TXOEHb, 32 BUHATKOM CBATKOBUX OHIB. TakoX MU MOXEMO AOMNOMOrTU BaMm,
HaJaBLUM OOMOMIXHI 3acobu i maTepianu B ansTepHaTUBHUX hopmaTtax.

Vietnamese: Day la théng tin quan trong tr Kaiser Permanente. Néu quy vi can dwoc glup de dé hiéu rd thong tin nay, vui long goi sb
1-800-464-4000 (TTY 711) va yeu cau duoc cép dich vu vé ngon ng(h. Quy vi s& dwoc gidp d& 24 gid trong ngay, 7 ngay trong tuan, trir ngay
|&. Chuing t6i cling c6 thé gitp quy vi véi cac phwong tién tro gidp bd tre va hinh thirc thay thé.





