


Disclosure Form Part One (continued)
Prescription Drug Coverage You Pay
Most brand-name items (Tier 2) at a Plan Pharmacy...........cccccccoc...... $30 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Most brand-name (Tier 2) refills through our mail-order service ......... $60 for up to a 100-day supply (Plan Deductible
doesn’t apply)
Most specialty items (Tier 4) at a Plan Pharmacy ............ccccccceeeeeeenn. $30 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Durable Medical Equipment (DME) You Pay
DME items as described in the EOC..........cccocviiieiiiiiieeiieeee e 20% Coinsurance (Plan Deductible doesn’t apply)
Mental Health Services You Pay
Inpatient psychiatric hospitalization.............cccceeiiiiiiieiii e, 10% Coinsurance after Plan Deductible
Individual outpatient mental health evaluation and treatment................. $20 per visit (Plan Deductible doesn’t apply)
Group outpatient mental health treatment..............coooiiies $10 per visit (Plan Deductible doesn’t apply)
Substance Use Disorder Treatment You Pay
Inpatient detoXifiCatioN............ooouiiii i 10% Coinsurance after Plan Deductible
Individual outpatient substance use disorder evaluation and treatment $20 per visit (Plan Deductible doesn’t apply)
Group outpatient substance use disorder treatment ............cccccceevinens $5 per visit (Plan Deductible doesn’t apply)
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............... No charge (Plan Deductible doesn’t apply)
Other You Pay
Hearing aids every 36 MONthS..........ccooiiiiiiiiiiiiiieiece e Amount in excess of $500 Allowance per aid
(Allowance not subject to Plan Deductible)
Skilled nursing facility care (up to 100 days per benefit period)............. 10% Coinsurance (Plan Deductible doesn't apply)
Prosthetic and orthotic devices as described in the EOC ...................... No charge (Plan Deductible doesn’t apply)
Services to diagnose or treat infertility and artificial insemination (such
as outpatient procedures or laboratory tests) as described in the the Cost Share you would pay if the Services were
B O e to treat any other condition
Assisted reproductive technology (“ART”) ServiCes.........cccccovvvvveernnnnnn. Not covered
HOSPICE CAIE .eeiiiieiiiiie ettt e e e e e e e e aaaiae No charge (Plan Deductible doesn’t apply)
Up to a combined total of 30 Chiropractic and Acupuncture visits per year .............. $10 copay per visit

Kaiser Permanente contracts with American Specialty Health Plans (ASH) to provide chiropractic and acupuncture care.
Members must receive all their benefits from ASH Plans participating providers. ASH Plans contracts with Participating
Providers and other licensed providers to provide covered Chiropractic Services (including laboratory tests, X-rays, and
chiropractic appliances). ASH Plans contracts with Participating Providers to provide acupuncture care (including
adjunctive therapies, such as acupressure, moxibustion, or breathing techniques, when provided during the same course
of treatment and in conjunction with acupuncture). You must receive covered Services from a Participating Provider or

4207565.10.7.5000737527 embedded




