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

e ®
7% KAISER PERMANENTE. : TRADITIONAL PLAN - HMO Southern California

Coverage Period: 01/01/2022-12/31/2022

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.
“ 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
www.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/shc-glossary/ or call

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

Important Questions Answers Why this Matters:
What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.
This plan covers some items and services even if you haven't yet met the
Are there services deductible amount. But a copayment or coinsurance may apply. For example,

covered before you meet
your deductible?

Not Applicable.

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?

$1,500 Individual / $3,000 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 1-800-278-3296 (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.

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.

GENESYS CLOUD SERVICES, INC.
PID:231773 CNTR:1 EU:-1 Plan ID:35 SBC ID:466082
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Plan Provider

What You Will Pay

Common Non-Plan Provider

Services You May

Limitations, Exceptions & Other Important

el vt Need (You will pay the least) (You will pay the most) IemEi
Primary care visit to
treat an injury or $20 / visit Not Covered None
iliness
If you visit a health ialict vigi iai
" you Vst a e Specialist visit $20 / visit Not Covered None
office or clinic Preventive care/ You met;y haxe I(to pay for sgwi%?ﬁ that aren't
P " preventive. Ask your provider if the services
m{ion No Charge Not Covered needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x- No Char
ge Not Covered None
If vou have a test ray, b.|00d work)
LT:E;”?\A(F%-.FS/)P =l No Charge Not Covered None
Up to a 100-day supply retail and mail order.
Generic drugs $15/ prescription Not Covered Subject to formulary guidelines. No Charge for
![f yotu need_ltljrugs to Contraceptives.
reat your illness or : :
condi)t/ion B Up to a 100-day supply retail and mail order.
More information drugs $30 / prescription Not Covered Subject to formulary guidelines. No Charge for
about prescription Contraceptives.
drug coverage is Non-preferred brand Same as preferred brand drugs when approved
a,&,hﬂen?l o drugs Same as preferred brand drugs | Not Covered through exception process.
- L Up to a 30-day supply retail. Subject to
Specialty drugs $30 / prescription Not Covered formulary guidelines.
Facility fee (e.g.,
ambulatory surgery | $20 / procedure Not Covered None
If you have Center)
fetgésician/surgeon No Charge Not Covered None
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What You Will Pay
Plan Provider
(You will pay the least)

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

Common Services You May Limitations, Exceptions & Other Important

Information

Medical Event Need

E;?g rgency reom $100 / visit $100 / visit None
If you need . :
- - - Emergency medical
;r?[r;wr?t(ijcl)arl]te medical transportation No Charge No Charge None
- - Non-Plan providers covered when temporarily
Urgent care $20/ visit $20/ visit outside the service area.
Facility fee (e.g.,
fyou have a hospital room) No Charge Not Covered None
hospital sta ici
P y reheysmmn/surgeon No Charge Not Covered None
Mental / Behavioral Health: $20 /
i need mental individual visit. No Charge for ;
you € : : other outpatient services; Mental / Behavioral Health: $10 / group visit;
health, behavioral | Outpatient services | g iciance Abyse: $20 / Not Covered Substance Abuse: $5 / group visit.
health, or substance individual visit. $5 / day for other
abuse services outpatient services
Inpatient services No Charge 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 vou are preanant - . ultrasound).
grty}(ejglsri?rllg?!\é?\r/% es No Charge Not Covered None
%Till%ﬂggrlsiﬁlgfry No Charge Not Covered None
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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

Up to 2 hours maximum / visit, up to 3 visits
Home health care No Charge Not Covered maximum / day, up to 100 visits maximum /
year.
Rehabilitation Inpatient: No Charge; Outpatient:
fyouncedhelp | senices $20/ visit MaleeEEe s
recovering or have — . —
other Spegia| health | Habilitation services |$20 / visit Not Covered None
needs Skilled nursing care | No Charge Not Covered Up to 100 days maximum / benefit period.
Durable medical , : o
equioment No Charge Not Covered Requires prior authorization.
Hospice service No Charge Not Covered None
Children's eye exam | No Charge Not Covered None
If your child needs | Children's glasses | Not Covered Not Covered None
dental or eye care - .
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.)

e Children's glasses e Hearing aids e Private-duty nursing

e Cosmetic surgery e Long-term care e Routine foot care

e Dental Care (Adult & Child) e Non-emergency care when traveling outside e Weight loss programs
the U.S.

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

e Acupuncture (plan provider referred) e Chiropractic care (30 visit limit / year) e Routine eye care (Adult)
e Bariatric surgery e Infertility treatment

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 1-800-278-3296 (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
California Department of Managed Healthcare 1-888-466-2219 or www.healthhelp.ca.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 (Espariol): 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 (FF 3): an S 75 Erh e B, & 3RFTIX N5 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:

o=y

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 delivery)

m The plan's overall deductible $0
Specialist copayment $20
I Hospital (facility) copayment $0
Other (blood work) copayment $0

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)

m The Q_Ia_n's overall deductible $0
- Specialist copayment $20

Hospital (facility) copayment $0
I Other (blood work) copayment $0

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)
m The plan's overall deductible $0
Specialist copayment $20
I Hospital (facility) copayment $0
Other (x-ray) copayment $0

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 $10 Copayments $800 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0
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 $60 The total Joe would pay is $800 The total Mia would pay is $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice

Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information, citizenship, primary
language, or immigration status.

Language assistance services are available from our Member Service Contact Center 24 hours a day, 7 days a week (except closed holidays). Interpreter
services, including sign language, are available at no cost to you during all hours of operation. Auxiliary aids and services for individuals with disabilities are
available at no cost to you during all hours of operation. We can also provide you, your family, and friends with any special assistance needed to access our
facilities and services. You may request materials translated in your language at no cost to you. You may also request these materials in large text or in other
formats to accommodate your needs at no cost to you. For more information, call 1-800-464-4000 (TTY 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. For example, if you
believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of Insurance or speak with
a Member Services representative for the dispute-resolution options that apply to you.

You may submit a grievance in the following ways:

e By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day,
7 days a week (except closed holidays).

e By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you.

e In 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).

e Online: Use the online form on our website at kp.org.
Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin, sex, age,
or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16th Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

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 ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Ave. SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TTY). Complaint forms are available at
hhs.gov/ocr/office/file/index.html.
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Aviso de no discriminacién

Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen, antecedentes culturales, ascendencia, religion, sexo,
identidad de género, expresion de género, orientacion sexual, estado civil, discapacidad fisica o mental, fuente de pago, informacion genética, ciudadania,
lengua materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el idioma las 24 horas del dia, los 7 dias de la semana (excepto los
dias festivos). Se ofrecen servicios de interpretacion sin costo alguno para usted durante el horario de atencion, incluido el lenguaje de sefias. Se ofrecen
aparatos y servicios auxiliares para personas con discapacidades sin costo alguno durante el horario de atencion. También podemos ofrecerle a usted, a sus
familiares y amigos cualquier ayuda especial que necesiten para acceder a nuestros centros de atencién y servicios. Puede solicitar los materiales
traducidos a su idioma sin costo para usted. También los puede solicitar con letra grande o en otros formatos que se adapten a sus necesidades sin costo
para usted. Para obtener mas informacion, llame al 1-800-788-0616 (TTY 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a través del proceso de quejas. Por ejemplo, si usted cree
que ha sufrido discriminacion de nuestra parte, puede presentar una queja. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de

Seguro (Certificate of Insurance), o comuniquese con un representante de Servicio a los Miembros para conocer las opciones de resolucion de disputas que
le corresponden.

Puede presentar una queja de las siguientes maneras:
e Por teléfono: Llame a servicio a los miembros al 1-800-788-0616 (TTY 711) las 24 horas del dia, los 7 dias de la semana (excepto los dias festivos).
e Por correo postal: Llamenos al 1-800-788-0616 (TTY 711) y pida que se le envie un formulario.

e En persona: Llene un formulario de Queja Formal o Reclamo/Solicitud de Beneficios en una oficina de servicio a los miembros ubicada en un Centro
de Atencion del Plan (consulte su directorio de proveedores en kp.org/facilities [haga clic en “Espafiol”] para obtener las direcciones).

e Enlinea: Use el formulario en linea en nuestro sitio web en en kp.org/espanol.
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informara al Coordinador de Derechos Civiles de Kaiser Permanente (Civil Rights Coordinator) de todas las quejas relacionadas con la discriminacion
por motivos de raza, color, pais de origen, género, edad o discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles

de Kaiser Permanente en:

Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16th Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

También puede presentar una queja formal de derechos civiles de forma electrénica ante la Oficina de Derechos Civiles (Office for Civil Rights) en el
Departamento de Salud y Servicios Humanos de los Estados Unidos (U.S. Department of Health and Human Services) mediante el Portal de Quejas
Formales de la Oficina de Derechos Civiles (Office for Civil Rights Complaint Portal), en ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés) o por correo postal o
por teléfono a: U.S. Department of Health and Human Services, 200 Independence Ave. SW, Room 509F, HHH Building, Washington, D.C. 20201,
1-800-368-1019, 1-800-537-7697 (TTY). Los formularios de queja formal estan disponibles en hhs.gov/ocr/office/file/index.html (en inglés).


https://kp.org/facilities
https://www.kp.org/espanol
https://www.ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/ocr/office/file/index.html
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Northern California Southern California

Civil Rights/ADA Coordinator Civil Rights/ADA Coordinator
1800 Harrison St. SCAL Compliance and Privacy
16th Floor 393 East Walnut St.,

Oakland, CA 94612 Pasadena, CA 91188

a8 180T LT 107 3 I ROME O = 45RO\ 14936 (Office for Civil Rights Complaint Portal) [ 3 5 7 4= B2 B &7 iR %5 5(U.S. Department of Health and Human
Services) A/ % (Office for Civil Rights) #2 H FCHER R, #84L/2 ocrportal.hhs.gov/ocr/portal/lobby.jsf 5% 4% 18 4K & 3 ER FH BR %5 5 fE 25 7 ;4% . U.S.
Department of Health and Human Services, 200 Independence Ave. SW,Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019,
1-800-537-7697 (TTY). #irR 494, hhs.gov/ocr/officeffile/index.html T .


https://www.kp.org/
https://www.ocrportal.hhs.gov/ocr/portal/lobby.jsf
httpd://www.hhs.gov/ocr/office/file/index.html

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 and ask for language
assistance. Help is available 24 hours a day, 7 days a week, excluding holidays.

:Arabic Oedege Gl dlaa o 338 1 o2 5 sisi Permanente .Kaiser sxbudl 4 gl sacbue s s 4000-464-800- 1 &8 (Ao Juai¥l (oa y3 ela slaall 038 agd A 3acLuall dalay i€ 1
s i3l o il g san) L ALde ) lae o s )i i,

Armenian: Uw Juplunp wnbknblnipemnit |k «Kaiser Permanente»-hg: Gph wyju nitinblynipiniip hwuljwbwnt hwdwp 2kq oqunipinit E hwupluwdnp, pugpnud
kup quiiquhwipt) 1-800-464-4000 htnwjunuwhwdwpny b odwiquilnipmit utnnwiugg 1kqyh hwupgnud: Quuquhwpkp opp 24 dwd, pwpwpn 7 op’ puigh nint
opkphg:

Chinese: i8/22kH Kaiser Permanente HIEE &, WRETEBIBEMIL G, BEE 1-800-757-7585 T KBS . HAMEE 7 K, §K 24 /NEFEIRE
b (EERERED

"Farsi s s ) seee e Skl o Permanente KaiserSws, uiS i sa 53 ) 3ad ) s 54 £ 14a34000-464-800-1 o jlaiilill ey )l jlsicSaSascie Mol o yamegd 53 S, 28
sl g sadihaniisla sy daldicaiin 55,7 555 ldceln2d el s,

Hindi: =g Kaiser Permanente & TR @ Ag@u=: 0 @Al g | Afg AUl 369 94T & adsi-: & fag fafs: & se=a &, a1 @@ gar 1-800-464-
4000 Uz =

&Y 3T WIoT geEdr & g o= | werEdr vl # oleax, W & gl i, | % 24 w2, Sfo=r g |

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
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.

Japanese: Kaiser Permanente N> BEELFHMOEAHY FT, COBREERET H-OICANIILTHRELRIFEIL. 1-800-464-4000 IZEBFE L T, Y —
EXEEEL TSN, COY—ERFERER BEBZER<) TIFARAVEETET,

Khmer:i1S:Aeneisfeniomigios umil Kaiser Permanented SURRISARIBIMISoWW BWoniowiiE HiSmiois: wysNninisiswe 1-800-464-4000
1 SHSURNAICWWEE M SCwwine 24 So sswiwly 7 jlivwwmssaw swusiiginuanwmi

Korean: 2 M E = Kaiser Permanente O|A Fdl= S35 HA|X|QL|Ct 2 HEE O[8st= O =20| QSIA|H, 1-800-464-4000 HO 2 H3lsf 2104
X MHAE QHESIMAIR. 2 S A|ZH| 2HAI 0] AN EX =2 MSsh EELCHSEY M 2).

Laotian: vcwve vadaeven Kaiser Permanente. U)a::’.'i:s‘mmaf_)f)’)uaé’wQoecmg::-e?’?a‘Zuf)’)que(chz vy, NrsDNUs 1-800-464-4000 ccorecSana
S0 NS0 ala25D
oeciadwundd. Nvgoeciisvlnnmen 24 golwg, 7 ovo HH1KH0, U H2000VWNMIY.

Navajo: D7747hane’ b7h0In7ihii 1t’4egoKaiser Permanenteyee nihalne’. D77 hane’7g77 doohazh0’0bik’i’diit88hg00t’11 sh--d7 koji” hod77Inih 1-800-464-4000 1ko saad
bee 1k1 i’iilyeed y7d77ki[. Kwe’4 1k1 an1’1lwo’ t’11 1[ahj8’ naadiind99’ ah44’7Ikidg00 d0O0 tsosts’id j9 22°1t’4. Dahod7lzingOne’ 47 d1’deelkaal.

Punjabi: fJ Kaiser Permanente & Tgdl HITadl J1 1 3T ¢ for H1Tddl & ¢ AHIS B Hew © 873 J, 31 90U I3d 1-800-464-4000 3 8%
T3 W3 T AITEST BE Y| HE®, BT & ¢ B 3, Jg3 © 7 96, M3 986 © 24 W5 2 Hge Jl

Russian: 31o BaxHas nHdpopmauus ot Kaiser Permanente. Ecnu Bam Tpebyetca nomolLb, 4ToObl NOHATE 3Ty MHGOPMALMIO, MO3BOHMTE MO HOMEpPY
1-800-464-4000 1 nonpocuTe npegoctasnMTb Bam ycnyru nepesogyunka. lNomMolb A0CTynHa 24 yaca B CyTKW, 7 AHEN B HeAento, KpoMe npasgHUYHbIX AHEN.



Spanish: La presente incluye informaciéon importante de Kaiser Permanente. Si necesita ayuda para entender esta informacion, llame al 1-800-788-0616 y
pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.

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 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.

Thai: ufl uaauadngain Kaiser Permanente snasinadnisanuznamaalunisvinanuinlazanadl nsaninsliasvanaiay 1-800-464-4000 iwauan Iy
MRaMUAE fNsaTnsannalanaan 24 1 THINANU EALUIUNRLALNANA.

Vietnamese: DAy la thong tin quan trong tir Kaiser Permanente. Néu quy vi can dwoc gitp d& dé hiéu rd thong tin nay, vui long goi s6 1-800-464-4000 va
yéu cau duoc cap dich vu vé ngbn nglr. Quy vi sé duoc giup d& 24 gid trong ngay, 7 hgay trong tuan, trie ngay lé.
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