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January 2014 

The following notices are mandated by federal law and were prepared by the broker for our 
group medical coverage, BB&T John Burnham Insurance.  If you have any questions or need 
additional information related to your benefits, please contact Stephanie Little at (310) 846-
5632. 

Also attached here are the Summary of Benefits and Coverage (SBC) for the three Kaiser 
Permanente plans that we currently offer.  We are still in the process of working through our 
renewal and any updated SBC�s will be provided with open enrollment material that we expect 
to distribute by the middle of February. 

Sincerely, 

Art Ronci 
Senior Vice President

Required Notices 

HIPAA Privacy Notice 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE 
REVIEW IT CAREFULLY. 

Our Pledge to You 
This notice is intended to inform you of the privacy practices followed by the Sherwood 
Management Benefit Plan (the Plan) and the Plan�s legal obligations regarding your protected 
health information under the Health Insurance Portability and Accountability Act of 1996 
(HIPAA). The notice also explains the privacy rights you and your family members have as 
participants of the Plan. 

The Plan often needs access to your protected health information in order to provide payment 
for health services and perform plan administrative functions.  We want to assure the plan 
participants covered under the Plan that we comply with federal privacy laws and respect your 
right to privacy. Sherwood Management requires all members of our workforce and third 
parties that are provided access to protected health information to comply with the privacy 
practices outlined below. 

Protected Health Information
Your protected health information is protected by the HIPAA Privacy Rule. Generally, protected 
health information is information that identifies an individual created or received by a health care 
provider, health plan or an employer on behalf of a group health plan that relates to physical or 
mental health conditions, provision of health care, or payment for health care, whether past, 
present or future. 
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How We May Use Your Protected Health Information
Under the HIPAA Privacy Rule, we may use or disclose your protected health information for 
certain purposes without your permission. This section describes the ways we can use and 
disclose your protected health information.  

� Payment. We use or disclose your protected health information without your written 
authorization in order to determine eligibility for benefits, seek reimbursement from a third 
party, or coordinate benefits with another health plan under which you are covered. For 
example, a health care provider that provided treatment to you will provide us with your 
health information.  We use that information in order to determine whether those services 
are eligible for payment under our group health plan. 

� Health Care Operations. We use and disclose your protected health information in order to 
perform plan administration functions such as quality assurance activities, resolution of 
internal grievances, and evaluating plan performance. For example, we review claims 
experience in order to understand participant utilization and to make plan design changes 
that are intended to control health care costs. 

� Treatment. Although the law allows use and disclosure of your protected health information 
for purposes of treatment, as a health plan we generally do not need to disclose your 
information for treatment purposes. Your physician or health care provider is required to 
provide you with an explanation of how they use and share your health information for 
purposes of treatment, payment, and health care operations. 

� As permitted or required by law. We may also use or disclose your protected health 
information without your written authorization for other reasons as permitted by law. We are 
permitted by law to share information, subject to certain requirements, in order to 
communicate information on health-related benefits or services that may be of interest to 
you, respond to a court order, or provide information to further public health activities (e.g., 
preventing the spread of disease) without your written authorization. We are also permitted 
to share protected health information during a corporate restructuring such as a merger, 
sale, or acquisition. We will also disclose health information about you when required by 
law, for example, in order to prevent serious harm to you or others. 

� Pursuant to your Authorization. When required by law, we will ask for your written 
authorization before using or disclosing your protected health information. If you choose to 
sign an authorization to disclose information, you can later revoke that authorization to 
prevent any future uses or disclosures. 

� To Business Associates. We may enter into contracts with entities known as Business 
Associates that provide services to or perform functions on behalf of the Plan. We may 
disclose protected health information to Business Associates once they have agreed in 
writing to safeguard the protected health information. For example, we may disclose your 
protected health information to a Business Associate to administer claims. Business 
Associates are also required by law to protect protected health information. 

� To the Plan Sponsor. We may disclose protected health information to certain employees 
of Sherwood Management for the purpose of administering the Plan. These employees will 
use or disclose the protected health information only as necessary to perform plan 
administration functions or as otherwise required by HIPAA, unless you have authorized 
additional disclosures. Your protected health information cannot be used for employment 
purposes without your specific authorization. 
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Your Rights 

� Right to Inspect and Copy. In most cases, you have the right to inspect and copy the 
protected health information we maintain about you. If you request copies, we will charge 
you a reasonable fee to cover the costs of copying, mailing, or other expenses associated 
with your request. Your request to inspect or review your health information must be 
submitted in writing to the person listed below. In some circumstances, we may deny your 
request to inspect and copy your health information. To the extent your information is held in 
an electronic health record, you may be able to receive the information in an electronic 
format.  

� Right to Amend. If you believe that information within your records is incorrect or if 
important information is missing, you have the right to request that we correct the existing 
information or add the missing information. Your request to amend your health information 
must be submitted in writing to the Risk Management Department. In some circumstances, 
we may deny your request to amend your health information. If we deny your request, you 
may file a statement of disagreement with us for inclusion in any future disclosures of the 
disputed information.  

� Right to an Accounting of Disclosures. You have the right to receive an accounting of 
certain disclosures of your protected health information. The accounting will not include 
disclosures that were made (1) for purposes of treatment, payment or health care 
operations; (2) to you; (3) pursuant to your authorization; (4) to your friends or family in your 
presence or because of an emergency; (5) for national security purposes; or (6) incidental to 
otherwise permissible disclosures. 

Your request to for an accounting must be submitted in writing to the person listed below. 
You may request an accounting of disclosures made within the last six years. You may 
request one accounting free of charge within a 12-month period.   

� Right to Request Restrictions. You have the right to request that we not use or disclose 
information for treatment, payment, or other administrative purposes except when 
specifically authorized by you, when required by law, or in emergency circumstances. You 
also have the right to request that we limit the protected health information that we disclose 
to someone involved in your care or the payment for your care, such as a family member or 
friend. 

Your request for restrictions must be submitted in writing to the person listed below. We will 
consider your request, but in most cases are not legally obligated to agree to those 
restrictions. However, we will comply with any restriction request if the disclosure is to a 
health plan for purposes of payment or health care operations (not for treatment) and the 
protected health information pertains solely to a health care item or service that has been 
paid for out-of-pocket and in full.  

� Right to Request Confidential Communications. You have the right to receive 
confidential communications containing your health information. Your request for restrictions 
must be submitted in writing to Risk Management Department . We are required to 
accommodate reasonable requests.  For example, you may ask that we contact you at your 
place of employment or send communications regarding treatment to an alternate address. 

� Right to be Notified of a Breach. You have the right to be notified in the event that we (or 
one of our Business Associates) discover a breach of your unsecured protected health 
information. Notice of any such breach will be made in accordance with federal 
requirements. 
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Our Legal Responsibilities
We are required by law to protect the privacy of your protected health information, provide you 
with certain rights with respect to your protected health information, provide you with this notice 
about our privacy practices, and follow the information practices that are described in this 
notice.   
We may change our policies at any time. In the event that we make a significant change in our 
policies, we will provide you with a revised copy of this notice. You can also request a copy of 
our notice at any time. For more information about our privacy practices, contact the person 
listed below. If you have any questions or complaints, please contact Human Resources.

Complaints
If you are concerned that we have violated your privacy rights, or you disagree with a decision 
we made about access to your records, you may contact the person listed above. You also may 
send a written complaint to the U.S. Department of Health and Human Services � Office of 
Civil Rights.  The person listed above can provide you with the appropriate address upon 
request or you may visit www.hhs.gov/ocr for further information. You will not be penalized or 
retaliated against for filing a complaint with the Office of Civil Rights or with us.  

Other Required Notices 

Opportunity to Enroll or Reenroll Dependents Who Are under Age 26 
If you have a dependent whose coverage ended, or who was denied coverage (or was not 
eligible for coverage), because coverage for dependent children under the plan previously 
ended before they were age 26, they are eligible to enroll or reenroll in our medical plan.  You 
may request enrollment for such children who are under age 26 for 30 days from the date this 
notice is received. Enrollment will be effective as of the first day of our first plan year beginning 
on or after September 23, 2010, even if that results in retroactive enrollment. For more 
information contact Stephanie Little or call the medical carrier at the telephone number on your 
insurance identification card. 

Notice on Patient Protections 
Our medical HMO plan generally allows the designation of a primary care provider. You have 
the right to designate any primary care provider who participates in the network and who is 
available to accept you or your family members. Until you make this designation, the medical 
carrier designates one for you. For information on how to select a primary care provider, and for 
a list of the participating primary care providers, contact the medical insurance carrier at the 
number listed on your identification card. For children, you may designate a pediatrician as the 
primary care provider. 

You do not need prior authorization from the medical insurance carrier or from any other person 
(including a primary care provider) in order to obtain access to obstetrical or gynecological care 
from a health care professional in the network who specializes in obstetrics or gynecology. The 
health care professional, however, may be required to comply with certain procedures, including 
obtaining prior authorization for certain services, following a pre-approved treatment plan, or 
procedures for making referrals. For a list of participating health care professionals who 
specialize in obstetrics or gynecology, contact the medical insurance carrier at the number listed 
on your identification card.  
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Women�s Health and Cancer Rights Act of 1998 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits 
under the Women�s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving 
mastectomy-related benefits, coverage will be provided in a manner determined in consultation 
with the attending physician and the patient, for: 

 All stages of reconstruction of the breast on which the mastectomy was 
performed; 

 Surgery and reconstruction of the other breast to produce a symmetrical 
appearance; 

 Prostheses; and 
 Treatment of physical complications of the mastectomy, including  lymphedema. 

These benefits will be provided subject to the same deductibles and coinsurance applicable to 
other medical and surgical benefits provided under this plan.  If you would like more information 
on WHCRA benefits, call your plan administrator. 

Children�s Health Insurance Program Act (CHIP) 
If you are eligible for health coverage from your employer but are unable to afford the premiums, 
some states have premium assistance programs that can help pay for coverage. These states 
use funds from their Medicaid or CHIP programs to help people who are eligible for employer-
sponsored health coverage but need assistance in paying their health premiums. If you or your 
dependents are already enrolled in Medicaid or CHIP and you live in a state that offers 
assistance, you can contact your State Medicaid or CHIP office to find out if premium assistance 
is available for you. 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP and you think you or 
any of your dependents might be eligible for either of these programs, you can contact your 
State Medicaid or CHIP office or dial 1-877-KIDS NOW or visit www.insurekidsnow.gov to find 
out how to apply. If you qualify, you can ask the state if it has a program that might help you pay 
the premiums for an employer-sponsored plan. 

Once it is determined that you or your dependents are eligible for premium assistance under 
Medicaid or CHIP, your employer�s health plan is required to permit you and your dependents to 
enroll in the plan � as long as you and your dependents are eligible, but not already enrolled in 
the employer�s plan. This is called a �special enrollment� opportunity, and you must request 
coverage within 60 days of being determined eligible for premium assistance. Many states offer 
assistance. A detailed contact list with phone numbers and websites is available and is updated 
periodically by the U.S. Department of Labor and the U.S. Department of Health and Human 
Services. This detailed notice is available during open enrollment or upon request at any time 
during the year. 

Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA) 
Effective April 1, 2009, employees and dependents who are eligible for coverage under the 
medical plan, but are not enrolled, will be permitted to enroll in the plan if they lose eligibility for 
Medicaid or CHIP coverage or become eligible for a premium assistance subsidy under 
Medicaid or CHIP. 

Individuals must request coverage under the plan within 60 days of the loss of Medicaid or CHIP 
coverage or the determination of eligibility for a premium assistance subsidy. CHIPRA allows 
states to offer eligible low-income children and their families a premium assistance subsidy to 
help pay for employer-sponsored coverage. Some states offer a premium assistance subsidy. 
Included with this notice is a list of potential opportunities available for premium assistance. You 
should contact your State for further information on eligibility. 
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The Newborn�s and Mothers� Health Protection Act 
The Newborns� and Mothers� Health Protection Act (the Newborns� Act) provides protections for 
mothers and their newborn children relating to the length of their hospital stays following 
childbirth. 

Group health plans that are subject to the Newborns� Act may not restrict benefits for a hospital 
stay in connection with childbirth to less than 48 hours following a vaginal delivery or 96 hours 
following a delivery by cesarean section. However, the attending provider may decide, after 
consulting with the mother, to discharge the mother and/or her newborn child earlier. 

Many states have enacted their own version of the Newborns� Act for insured coverage. In these 
states, State law can govern in lieu of the Federal requirements. 

What group health plans must comply with the Newborns� Act? 
If a plan offers benefits for hospital stays in connection with childbirth, the Newborns� Act applies 
if the coverage is �self-insured� by an employment-based plan. If the coverage is provided by an 
insurance company or HMO (an �insured� plan), and your State has a law regulating coverage 
for newborns and mothers that meets specific criteria, then State law, rather than the Newborns� 
Act, applies. If this is the case, the State law may differ slightly from the Newborns� Act 
requirements, so it is important to know which law applies to the coverage offered by your plan. 

For those plans with coverage that is insured by an insurance company or HMO, contact your 
State insurance department for the most current information on the State laws that pertain to 
hospital length of stay in connection with childbirth. For those plans covered by the Federal law, 
the following questions apply: 

When does the 48-hour (or 96-hour) period start? 
If a woman delivers her baby in the hospital, the 48-hour period (or 96-hour period) starts at 
the time of delivery. As an example: if a woman goes into labor and is admitted to the 
hospital at 10 p.m. on June 11, but gives birth by vaginal delivery at 6 a.m. on June 12, the 
48-hour period begins at 6 a.m. on June 12. However, if the woman delivers outside the 
hospital and is later admitted to the hospital in connection with childbirth (as determined by 
the attending provider), the period begins at the time of the hospital admission. For example, 
if a woman gives birth at home by vaginal delivery, but begins bleeding excessively in 
connection with childbirth and is admitted to the hospital, the 48-hour period starts at the 
time of admission. 

Who is the attending provider? 
An attending provider is an individual licensed under State law who is directly responsible 
for providing maternity or pediatric care to a mother or newborn child. A nurse midwife or a 
physician assistant may be an attending provider if licensed in the State to provide maternity 
or pediatric care in connection with childbirth. A health plan, hospital, insurance company, or 
HMO, however, would not be an attending provider. The attending provider cannot receive 
incentives or disincentives to discharge the mother or her child earlier than 48 hours (or 96 
hours). 

May a group health plan require an individual to get permission (sometimes called 
prior authorization or precertification based upon medical necessity) for a 48-hour or 
96-hour hospital stay? 
A plan cannot deny a mother or her newborn child coverage for a 48-hour stay (or 96-hour 
stay) because the plan claims that the mother or her attending provider has failed to show 
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that the 48-hour stay (or 96-hour stay) is medically necessary. However, plans generally can 
require an individual to notify the plan of the pregnancy in advance of an admission in order 
to use certain providers or facilities or to reduce the individual�s out-of-pocket costs. 

Under the Newborns� Act, may group health plans impose deductibles or other cost-
sharing provisions for hospital stays in connection with childbirth? 
Yes, but only if the deductible, coinsurance, or other cost-sharing for the latter part of a 48-
hour (or 96-hour) stay is not greater than that imposed for the earlier part of the stay. For 
example, with respect to a 48-hour stay, a group health plan is permitted to cover only 80 
percent of the cost of the hospital stay. However, a plan covering 80 percent of the cost of 
the first 24 hours could not reduce coverage to 50 percent for the second 24 hours. 

Does the Newborns� Act require a plan to offer maternity benefits? 
No. The Newborns� Act does not require plans to provide coverage for hospital stays in 
connection with childbirth. However, other legal requirements, including Title VII of the Civil 
Rights Act of 1964, may require this type of coverage. Questions regarding Title VII should 
be directed to the Equal Employment Opportunity Commission. See the agency�s website at 
www.eeoc.gov. 

Are group health plans required to tell participants and beneficiaries about the 
Newborns� Act and any applicable State law protections? 
A group health plan that provides maternity or newborn infant coverage must include in its 
SPD a statement describing the Federal or State law requirements applicable to the plan (or 
any health insurance coverage offered under the plan) relating to hospital length of stay in 
connection with childbirth for the mother or newborn child. If the Federal Newborns� Act law 
applies in some areas in which the plan operates and State laws apply in others, the SPD 
must describe the Federal and State law requirements that apply in each area covered by 
the plan. Model language to describe the Federal law requirements is included on page 148. 

Medicare Part D 

Please read this notice carefully and keep it where you can find it. This notice has information 
about your current prescription drug coverage with Sherwood Management and about your 
options under Medicare�s prescription drug coverage. This information can help you decide 
whether or not you want to join a Medicare drug plan. If you are considering joining, you should 
compare your current coverage, including which drugs are covered at what cost, with the 
coverage and costs of the plans offering Medicare prescription drug coverage in your area. 
Information about where you can get help to make decisions about your prescription drug 
coverage is at the end of this notice. 

There are two important things you need to know about your current coverage and Medicare�s 
prescription drug coverage: 

1. Medicare prescription drug coverage became available in 2006 to everyone 
with Medicare. You can get this coverage if you join a Medicare 
Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or 
PPO) that offers prescription drug coverage. All Medicare drug plans 
provide at least a standard level of coverage set by Medicare. Some plans 
may also offer more coverage for a higher monthly premium. 

2. The prescription drug coverage offered by Kaiser is expected to pay out as 
much as standard Medicare prescription drug coverage pays and is 
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therefore considered Creditable Coverage. Because your existing coverage 
is Creditable Coverage, you can keep this coverage and not pay a higher 
premium (a penalty) if you later decide to join a Medicare drug plan. 

When Can You Join A Medicare Drug Plan? 
 You can join a Medicare drug plan when you first become eligible for Medicare and each 
year from October 15th through December 7th.  
 However, if you lose your current creditable prescription drug coverage, through no fault 
of your own, you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join 
a Medicare drug plan. 

When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan? 
 You should also know that if you drop or lose your current coverage under the group 
health plan and don�t join a Medicare drug plan within 63 continuous days after your current 
coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan later.  
 If you go 63 continuous days or longer without creditable prescription drug coverage, 
your monthly premium may go up by at least 1% of the Medicare base beneficiary premium per 
month for every month that you did not have that coverage. For example, if you go 19 months 
without creditable coverage, your premium may consistently be at least 19% higher than the 
Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as 
long as you have Medicare prescription drug coverage. In addition, you may have to wait until 
the following November to join. 

For More Information about This Notice or Your Current Prescription Drug Coverage 
 Contact Human Resources for further information. NOTE: You�ll get this notice each 
year. You will also get it before the next period you can join a Medicare drug plan, and if this 
coverage through IMS changes. You also may request a copy of this notice at any time.  
For More Information about Your Options under Medicare Prescription Drug Coverage 
 More detailed information about Medicare plans that offer prescription drug coverage is 
in the �Medicare & You� handbook. You�ll get a copy of the handbook in the mail every year 
from Medicare. You may also be contacted directly by Medicare drug plans. 
For More Information about Medicare Prescription Drug Coverage: 

 Visit www.medicare.gov 
 Call your State Health Insurance Assistance Program (see the inside back cover 

of your copy of the �Medicare & You� handbook for their telephone number) for 
personalized help. 

 Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-
2048. 

 If you have limited income and resources, extra help paying for Medicare prescription 
drug coverage is available. For information about this extra help, visit Social Security on the web 
at www.socialsecurity.gov or call them at 1-800-772-1213 (TTY 1-800-325-0778). 

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare 
drug plans, you may be required to provide a copy of this notice when you join to show whether 
or not you have maintained creditable coverage and, therefore, whether or not you are required 
to pay a higher premium (a penalty). 



This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.kp.org or by calling 1-800-278-3296.

Important Questions Answers Why this Matters:

What is the overall
deductible?

$1,000 Individual/$2,000 Family (See chart
starting on page 2 for when deductible is
waived.)

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart
starting on page 2 for how much you pay for covered services after you meet the
deductible.

Are there other
deductibles for specific
services?

No. You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

Is there an out–of–
pocket limit on my
expenses?

Yes.  $3,000 Individual/$6,000 Family
The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan
for health care expenses.

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

Premiums, health care this plan doesn't
cover, and cost sharing for certain services
listed in plan documents.

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

Is there an overall
annual limit on what the
plan pays?

No. The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

Does this plan use a
network of providers?

Yes. For a list of plan providers, see
www.kp.org or call 1-800-278-3296.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term
in-network, preferred, or participating for providers in their network. See the chart
starting on page 2 for how this plan pays different kinds of providers.

Do I 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 the plan’s permission before you see the specialist.

Are there services this
plan doesn’t cover? Yes. Some of the services this plan doesn’t cover are listed on page 5. See your policy

or plan document for additional information about excluded services.

Kaiser Permanente: DEDUCTIBLE PLAN Coverage Period: 04/01/2014-03/31/2015
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual+Family | Plan Type: DHMO

Questions: Call 1-800-278-3296 or 1-800-777-1370 (TTY), or visit us at www.kp.org. SHERWOOD MANAGEMENT CO., INC.

            If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the GlossaryPID:228157  CNTR:1  EU:N/A  Plan ID:4447  SBC ID:111175

            at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-278-3296 or 1-800-777-1370 (TTY) to request a copy. 1 of 10



● Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
● Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

● The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

● This plan may encourage you to use plan providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

If you visit a health
care provider’s
office or clinic

Primary care visit to
treat an injury or
illness

$20 per visit Not Covered Deductible waived.

Specialist visit $20 per visit Not Covered Deductible waived. Services related to infertility
covered at 50% coinsurance per visit.

Other practitioner
office visit

$20 per visit for acupuncture
services. Not Covered Deductible waived. Chiropractic care not

covered. Physician referred acupuncture.
Preventive care/
screening/
immunization

No Charge Not Covered
Deductible waived. Some preventive screenings
(such as lab and imaging) may be at a different
cost share.

If you have a test

Diagnostic test (x-
ray, blood work)

X-ray: $10 per encounter; Lab
tests: $10 per encounter Not Covered After deductible.

Imaging (CT/PET
scans, MRIs) $50 per procedure Not Covered After deductible.
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Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

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

Plan pharmacy: $10 per
prescription for 1 to 30 days;
Mail order: Usually two times
the plan pharmacy cost sharing
for up to a 100-day supply

Not Covered
Overall deductible waived. In accordance with
formulary guidelines. Certain drugs may be
covered at a different cost share.

Preferred brand
drugs

Plan pharmacy: $30 per
prescription for 1 to 30 days;
Mail order: Usually two times
the plan pharmacy cost sharing
for up to a 100-day supply

Not Covered
Overall deductible waived. In accordance with
formulary guidelines. Certain drugs may be
covered at a different cost share.

Non-preferred
brand drugs Same as preferred brand drugs. Not Covered Same as preferred brand drugs when approved

through exception process.

Specialty drugs Same as preferred brand drugs. Not Covered Same as preferred brand drugs when approved
through exception process.

If you have
outpatient surgery

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

20% coinsurance per procedure Not Covered After deductible.

Physician/surgeon
fees 20% coinsurance per procedure Not Covered After deductible.

If you need
immediate medical
attention

Emergency room
services 20% coinsurance per visit 20% coinsurance per visit After deductible.

Emergency medical
transportation $150 per trip $150 per trip After deductible.

Urgent care $20 per visit $20 per visit Deductible waived. Non-Plan providers covered
when outside the service area.

If you have a
hospital stay

Facility fee (e.g.,
hospital room) 20% coinsurance per admission Not Covered After deductible.

Physician/surgeon
fee 20% coinsurance per admission Not Covered After deductible.
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Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

If you have mental
health, behavioral
health, or
substance abuse
needs

Mental/Behavioral
health outpatient
services

$20 per individual visit; $10 per
group visit Not Covered Deductible waived.

Mental/Behavioral
health inpatient
services

20% coinsurance per admission Not Covered After deductible.

Substance use
disorder outpatient
services

$20 per individual visit; $5 per
group visit Not Covered Deductible waived.

Substance use
disorder inpatient
services

20% coinsurance per admission Not Covered After deductible.

If you are pregnant

Prenatal and
postnatal care

Prenatal care: No Charge;
Postnatal care: No Charge

Prenatal care: Not covered;
Postnatal care: Not covered

Prenatal: Deductible waived. Cost sharing is for
routine preventive care only; Postnatal:
Deductible waived. Cost sharing is for the first
postnatal visit only.

Delivery and all
inpatient services 20% coinsurance per admission Not Covered After deductible.
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Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

If you need help
recovering or have
other special health
needs

Home health care No Charge Not Covered
Deductible waived. Up to 2 hours maximum per
visit, up to 3 visits maximum per day, up to 100
visits maximum per calendar year.

Rehabilitation
services

Inpatient: 20% coinsurance per
admission; Outpatient: $20 per
day

Not Covered After deductible.

Habilitation services $20 per day Not Covered After deductible.

Skilled nursing care 20% coinsurance per admission Not Covered After deductible. Up to 100 days maximum per
benefit period.

Durable medical
equipment 20% coinsurance per item Not Covered

Deductible waived. Must be in accordance with
formulary guidelines. Requires prior
authorization.

Hospice service No Charge Not Covered
Deductible waived. Limited to diagnoses of a
terminal illness with a life expectancy of twelve
months or less.

If your child needs
dental or eye care

Eye exam No Charge Not Covered Deductible waived.
Glasses Not Covered Not Covered –––––––––––none–––––––––––

Dental check-up Not Covered Not Covered You may have other dental coverage not
described here.

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

● Chiropractic care
● Cosmetic surgery
● Dental care (Adult)

● Hearing aids
● Long-term care
● Non-emergency care when traveling outside

the U.S.

● Private-duty nursing
● Routine foot care unless medically necessary
● Weight loss programs
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Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

● Acupuncture (plan provider referred)
● Bariatric surgery

● Infertility treatment ● Routine eye care (Adult)

Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply. For more information on your rights to continue coverage, contact
the plan at 1-800-278-3296. You may also contact your state insurance department; the U.S. Department of Labor, Employee Benefits Security
Administration, at 1-866-444-3272 or www.dol.gov/ebsa; or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: Kaiser Permanente at 1-800-278-3296 or online at www.kp.org/memberservices.

If this coverage is subject to ERISA, you may contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/heatlhreform, and the California Department of Insurance at 1-800-927-HELP (4357) or www.insurance.ca.gov.

If this coverage is not subject to ERISA, you may also contact the California Department of Insurance at 1-800-927-HELP (4357) or www.insurance.ca.gov.

Additionally, this consumer assistance program can help you file your appeal:
Department of Managed Health Care Help Center
980 9th Street, Suite 500
Sacramento, CA 95814

1-888-466-2219
www.healthhelp.ca.gov
helpline@dmhc.ca.gov

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.
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Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
SPANISH (Español): Para obtener asistencia en Español, llame al 1-800-788-0616 or TTY/TDD 1-800-777-1370

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 or TTY/TDD 1-800-777-1370

CHINESE (中文): 如果需要中文的帮助，请拨打这个号码 1-800-757-7585 or TTY/TDD 1-800-777-1370

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 or TTY/TDD 1-800-777-1370

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––
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About these Coverage
Examples:
These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is not a
cost
estimator.

Don’t use these examples to
estimate your actual costs under
this plan. The actual care you
receive will be different from
these examples, and the cost of
that care will also be different.

See the next page for important
information about these
examples.

Having a baby
(normal delivery)

Amount owed to providers: $7,540
Plan pays $5,120
Patient pays $2,420

Sample care costs:
Hospital charges (mother) $2,700
Routine obstetric care $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Prescriptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540

Patient Pays:
Deductibles $1,000
Copays $20
Coinsurance $1,200
Limits or exclusions $200
Total $2,420

Managing type 2 diabetes
(routine maintenance of a well-controlled

condition)

Amount owed to providers: $5,400
Plan pays $4,320
Patient pays $1,080

Sample care costs:
Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total $5,400

Patient Pays:
Deductibles $100
Copays $700
Coinsurance $200
Limits or exclusions $80
Total $1,080

8 of 10



Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?

● Costs don’t include premiums.
● Sample care costs are based on national

averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a particular
geographic area or health plan.

● The patient’s condition was not an
excluded or preexisting condition.

● All services and treatments started and
ended in the same coverage period.

● There are no other medical expenses for
any member covered under this plan.

● Out-of-pocket expenses are based only
on treating the condition in the example.

● The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been
higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage Example
helps you see how deductibles, copayments, and
coinsurance can add up. It also helps you see what
expenses might be left up to you to pay because the
service or treatment isn’t covered or payment is
limited.

Does the Coverage Example predict
my own care needs?

No. Treatments shown are just examples. The
care you would receive for this condition could
be different based on your doctor’s advice, your
age, how serious your condition is, and many
other factors.

Does the Coverage Example predict
my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They are
for comparative purposes only. Your own costs
will be different depending on the care you
receive, the prices your providers charge, and
the reimbursement your health plan allows.

Can I use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number, the
more coverage the plan provides.

Are there other costs I should
consider when comparing plans?

Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you’ll pay in out-of-pocket costs, such as
copayments, deductibles, and
coinsurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible spending
arrangements (FSAs) or health reimbursement
accounts (HRAs) that help you pay out-of-
pocket expenses.

Questions: Call 1-800-278-3296 or 1-800-777-1370 (TTY), or visit us at www.kp.org. SHERWOOD MANAGEMENT CO., INC.

            If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the GlossaryPID:228157  CNTR:1  EU:N/A  Plan ID:4447  SBC ID:111175

            at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-278-3296 or 1-800-777-1370 (TTY) to request a copy. 9 of 10



This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.kp.org or by calling 1-800-278-3296.

Important Questions Answers Why this Matters:
What is the overall
deductible? $0 See chart on page 2 for your costs for services this plan covers.

Are there other
deductibles for specific
services?

No. You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

Is there an out–of–
pocket limit on my
expenses?

Yes.  $1,500 Individual/$3,000 Family
The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan
for health care expenses.

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

Premiums, health care this plan doesn't
cover, and cost sharing for certain services
listed in plan documents.

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

Is there an overall
annual limit on what the
plan pays?

No. The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

Does this plan use a
network of providers?

Yes. For a list of plan providers, see
www.kp.org or call 1-800-278-3296.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term
in-network, preferred, or participating for providers in their network. See the chart
starting on page 2 for how this plan pays different kinds of providers.

Do I 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 the plan’s permission before you see the specialist.

Are there services this
plan doesn’t cover? Yes. Some of the services this plan doesn’t cover are listed on page 5. See your policy

or plan document for additional information about excluded services.

Kaiser Permanente: TRADITIONAL PLAN Coverage Period: 04/01/2014-03/31/2015
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual+Family | Plan Type: HMO

Questions: Call 1-800-278-3296 or 1-800-777-1370 (TTY), or visit us at www.kp.org. SHERWOOD MANAGEMENT CO., INC.

            If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the GlossaryPID:228157  CNTR:1  EU:N/A  Plan ID:2791  SBC ID:111176

            at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-278-3296 or 1-800-777-1370 (TTY) to request a copy. 1 of 10



● Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
● Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

● The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

● This plan may encourage you to use plan providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

If you visit a health
care provider’s
office or clinic

Primary care visit to
treat an injury or
illness

$20 per visit Not Covered –––––––––––none–––––––––––

Specialist visit $20 per visit Not Covered Services related to infertility covered at 50%
coinsurance per visit.

Other practitioner
office visit

$20 per visit for acupuncture
services. Not Covered Chiropractic care not covered. Physician referred

acupuncture.
Preventive care/
screening/
immunization

No Charge Not Covered Some preventive screenings (such as lab and
imaging) may be at a different cost share.

If you have a test

Diagnostic test (x-
ray, blood work)

X-ray: No Charge; Lab tests:
No Charge Not Covered –––––––––––none–––––––––––

Imaging (CT/PET
scans, MRIs) No Charge Not Covered –––––––––––none–––––––––––
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Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

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

Plan pharmacy: $10 per
prescription for 1 to 30 days;
Mail order: Usually two times
the plan pharmacy cost sharing
for up to a 100-day supply

Not Covered In accordance with formulary guidelines. Certain
drugs may be covered at a different cost share.

Preferred brand
drugs

Plan pharmacy: $30 per
prescription for 1 to 30 days;
Mail order: Usually two times
the plan pharmacy cost sharing
for up to a 100-day supply

Not Covered In accordance with formulary guidelines. Certain
drugs may be covered at a different cost share.

Non-preferred
brand drugs Same as preferred brand drugs. Not Covered Same as preferred brand drugs when approved

through exception process.

Specialty drugs Same as preferred brand drugs. Not Covered Same as preferred brand drugs when approved
through exception process.

If you have
outpatient surgery

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

$20 per procedure Not Covered –––––––––––none–––––––––––

Physician/surgeon
fees No Charge Not Covered –––––––––––none–––––––––––

If you need
immediate medical
attention

Emergency room
services $100 per visit $100 per visit –––––––––––none–––––––––––

Emergency medical
transportation $100 per trip $100 per trip –––––––––––none–––––––––––

Urgent care $20 per visit $20 per visit Non-Plan providers covered when outside the
service area.

If you have a
hospital stay

Facility fee (e.g.,
hospital room) No Charge Not Covered –––––––––––none–––––––––––

Physician/surgeon
fee No Charge Not Covered –––––––––––none–––––––––––
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Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

If you have mental
health, behavioral
health, or
substance abuse
needs

Mental/Behavioral
health outpatient
services

$20 per individual visit; $10 per
group visit Not Covered –––––––––––none–––––––––––

Mental/Behavioral
health inpatient
services

No Charge Not Covered –––––––––––none–––––––––––

Substance use
disorder outpatient
services

$20 per individual visit; $5 per
group visit Not Covered –––––––––––none–––––––––––

Substance use
disorder inpatient
services

No Charge Not Covered –––––––––––none–––––––––––

If you are pregnant

Prenatal and
postnatal care

Prenatal care: No Charge;
Postnatal care: No Charge

Prenatal care: Not covered;
Postnatal care: Not covered

Prenatal: Cost sharing is for routine preventive
care only; Postnatal: Cost sharing is for the first
postnatal visit only.

Delivery and all
inpatient services No Charge Not Covered –––––––––––none–––––––––––

If you need help
recovering or have
other special health
needs

Home health care No Charge Not Covered
Up to 2 hours maximum per visit, up to 3 visits
maximum per day, up to 100 visits maximum per
calendar year.

Rehabilitation
services

Inpatient: No Charge;
Outpatient: $20 per day Not Covered –––––––––––none–––––––––––

Habilitation services $20 per day Not Covered –––––––––––none–––––––––––
Skilled nursing care No Charge Not Covered Up to 100 days maximum per benefit period.
Durable medical
equipment 20% coinsurance per item Not Covered Must be in accordance with formulary

guidelines. Requires prior authorization.

Hospice service No Charge Not Covered Limited to diagnoses of a terminal illness with a
life expectancy of twelve months or less.
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Common
Medical Event

Services You
May Need

Your cost if you use a
Limitations & ExceptionsPlan

Provider Non-Plan Provider

If your child needs
dental or eye care

Eye exam No Charge Not Covered –––––––––––none–––––––––––
Glasses Not Covered Not Covered –––––––––––none–––––––––––

Dental check-up Not Covered Not Covered You may have other dental coverage not
described here.

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

● Chiropractic care
● Cosmetic surgery
● Dental care (Adult)

● Hearing aids
● Long-term care
● Non-emergency care when traveling outside

the U.S.

● Private-duty nursing
● Routine foot care unless medically necessary
● Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

● Acupuncture (plan provider referred)
● Bariatric surgery

● Infertility treatment ● Routine eye care (Adult)

Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply. For more information on your rights to continue coverage, contact
the plan at 1-800-278-3296. You may also contact your state insurance department; the U.S. Department of Labor, Employee Benefits Security
Administration, at 1-866-444-3272 or www.dol.gov/ebsa; or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov.
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Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: Kaiser Permanente at 1-800-278-3296 or online at www.kp.org/memberservices.

If this coverage is subject to ERISA, you may contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/heatlhreform, and the California Department of Insurance at 1-800-927-HELP (4357) or www.insurance.ca.gov.

If this coverage is not subject to ERISA, you may also contact the California Department of Insurance at 1-800-927-HELP (4357) or www.insurance.ca.gov.

Additionally, this consumer assistance program can help you file your appeal:
Department of Managed Health Care Help Center
980 9th Street, Suite 500
Sacramento, CA 95814

1-888-466-2219
www.healthhelp.ca.gov
helpline@dmhc.ca.gov

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.
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Language Access Services:
SPANISH (Español): Para obtener asistencia en Español, llame al 1-800-788-0616 or TTY/TDD 1-800-777-1370

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 or TTY/TDD 1-800-777-1370

CHINESE (中文): 如果需要中文的帮助，请拨打这个号码 1-800-757-7585 or TTY/TDD 1-800-777-1370

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 or TTY/TDD 1-800-777-1370

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––
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About these Coverage
Examples:
These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is not a
cost
estimator.

Don’t use these examples to
estimate your actual costs under
this plan. The actual care you
receive will be different from
these examples, and the cost of
that care will also be different.

See the next page for important
information about these
examples.

Having a baby
(normal delivery)

Amount owed to providers: $7,540
Plan pays $7,320
Patient pays $220

Sample care costs:
Hospital charges (mother) $2,700
Routine obstetric care $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Prescriptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540

Patient Pays:
Deductibles $0
Copays $20
Coinsurance $0
Limits or exclusions $200
Total $220

Managing type 2 diabetes
(routine maintenance of a well-controlled

condition)

Amount owed to providers: $5,400
Plan pays $4,420
Patient pays $980

Sample care costs:
Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total $5,400

Patient Pays:
Deductibles $0
Copays $700
Coinsurance $200
Limits or exclusions $80
Total $980
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Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?

● Costs don’t include premiums.
● Sample care costs are based on national

averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a particular
geographic area or health plan.

● The patient’s condition was not an
excluded or preexisting condition.

● All services and treatments started and
ended in the same coverage period.

● There are no other medical expenses for
any member covered under this plan.

● Out-of-pocket expenses are based only
on treating the condition in the example.

● The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been
higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage Example
helps you see how deductibles, copayments, and
coinsurance can add up. It also helps you see what
expenses might be left up to you to pay because the
service or treatment isn’t covered or payment is
limited.

Does the Coverage Example predict
my own care needs?

No. Treatments shown are just examples. The
care you would receive for this condition could
be different based on your doctor’s advice, your
age, how serious your condition is, and many
other factors.

Does the Coverage Example predict
my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They are
for comparative purposes only. Your own costs
will be different depending on the care you
receive, the prices your providers charge, and
the reimbursement your health plan allows.

Can I use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number, the
more coverage the plan provides.

Are there other costs I should
consider when comparing plans?

Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you’ll pay in out-of-pocket costs, such as
copayments, deductibles, and
coinsurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible spending
arrangements (FSAs) or health reimbursement
accounts (HRAs) that help you pay out-of-
pocket expenses.

Questions: Call 1-800-278-3296 or 1-800-777-1370 (TTY), or visit us at www.kp.org. SHERWOOD MANAGEMENT CO., INC.

            If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the GlossaryPID:228157  CNTR:1  EU:N/A  Plan ID:2791  SBC ID:111176

            at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-278-3296 or 1-800-777-1370 (TTY) to request a copy. 9 of 10


