Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 09/01/2025-08/31/2026

e ®
% KAISER PERMANENTE.: Plan C and Plan K1000 Coverage for: Individual/Family | Plan Type: DHMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
A would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see
https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/shc-glossary/ or call
1-800-278-3296 (TTY: 711) to request a copy.

Important Questions Answers Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible
What is the overall amount before this plan begins to pay. If you have other family members on the
deductible? $1,000 Individual / $2,000 Family plan, each family member must meet their own individual deductible until the
— total amount of deductible expenses paid by all family members meets the
overall family deductible.

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

Are there services
covered before you meet

Yes. Preventive care and services indicated in

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

Are there other

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

services?

. "y The out-of-pocket limit is the most you could pay in a year for covered services. If
Yiv"r:ﬁtf':rtmsoulta%f., ocket $2,000 Individual / $4,000 Family you have other family members in this plan, they have to meet their own out-of-
— plan pocket limits until the overall family out-of-pocket limit has been met.

What is not included in Premiums, health care this plan doesn't cover, and | Even though you pay these expenses, they don't count toward the out-of-pocket
the out-of-pocket limit? | services indicated in chart starting on page 2. limit.

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
Will you pay less if you | Yes. See www.kp.org or call 1-800-278-3296 (TTY: | you might receive a bill from a provider for the difference between the provider's
use a network provider? | 711) for a list of network providers. 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.

AUTOMOTIVE INDUSTRIES WELFARE FUND
PID:57 CNTR:1 EU:2 Plan ID:15949 SBC ID:610845
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Important Questions

see a specialist?

Do you need a referral to

Answers

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

Why this Matters:

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.

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

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important

If you visit a health

care provider's
office or clinic

(You will pay the least) (You will pay the most) iiennation
Primary care visit to
treat an injury or $20 / visit Not Covered None
illness
Specialist visit $20 / visit Not Covered None
St cei You may have to pay for services that aren't
e B No Charge, deductible does not Not Covered preventive. Ask your provider if the services
mgtion apply. needed are preventive. Then check what your

plan will pay for.

Diagnostic test (x-

If you need drugs to
treat your illness or
condition

More information
about prescription

drug coverage is
available at

www.kp.org/formulary

1)

order: $20 / prescription,
deductible does not apply.

ray, blood work) $10/ encounter Not Covered None
Ifyou have a test Imaging (CT/PET 20% coinsurance up to $50 /
I o COINSU u
scans, MRI's) procedure Not Covered None
" e M Up to a 30-day supply retail or 100-day supply
Generic drugs (Tier Retail: $10/ prescription; Mail Not Covered mail order. Subject to formulary guidelines. No

Charge for Contraceptives, deductible does not
apply.

Preferred brand
drugs (Tier 2)

Retail: $30 / prescription; Mail
order: $60 / prescription,
deductible does not apply.

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines.

Non-preferred brand
drugs (Tier 2)

Retail: $30 / prescription; Mail
order: $60 / prescription,
deductible does not apply.

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for
preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

$30/ prescription, deductible
does not apply.

Not Covered

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

Facility fee (e.g.,

(You will pay the least)

(You will pay the most)

facility services

If you have ambulatory surgery | 20% coinsurance Not Covered None
center
outpatient surgery Phvs ) /
feeyésmlan surgeon 20% coinsurance Not Covered None
Eanr]: rgency room 20% coinsurance 20% coinsurance None
If you need o .
: : : Emergency medical . .
LTthnet%zte medical | < ton $150 / trip $150 / trip None
: Non-Plan providers covered when temporarily
Urgent care $20/ visit Not Covered outside the service area: $20 / visit.
T Eggipl)iitt);r?go(r?{)g” 20% coinsurance Not Covered None
hospital sta ici
> y flzgysmlan/ surgeon 20% coinsurance Not Covered None
Mental / Behavioral Health: $20 /
individual visit. 20% coinsurance
If vou need mental for other outpatient services; - : it
hga"h behavioral | Outpatient services | Substance Abuse: $20 / Not Covered el Behaworgl Heatth: $10./ group visit
, Ny o OO0 o Substance Abuse: $5 / group visit.
health, or substance individual visit. 20% coinsurance
abuse services up to $5 / day for other
outpatient services
Inpatient services 20% coinsurance Not Covered None
Depending on the type of services, a
: copayment, coinsurance, or deductible may
Office visits 20 ?harge, deductible does not Not covered apply. Maternity care may include tests and
pply- services described elsewhere in the SBC (i.e.
If you are pregnant ultrasound).
gg}gggg{%elhsveer% ces 20% coinsurance Not Covered None
Childbirth/delivery 20% coinsurance Not Covered None
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Common

Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)

No Charge, deductible does not
apply.

(You will pay the most)

Not Covered

3 visit limit / day, 100 visit limit / year.

Rehabilitation
services

Inpatient: 20% coinsurance;
Outpatient: $20 / visit

Not Covered

None

Habilitation services

$20 / visit

Not Covered

None

Skilled nursing care

20% coinsurance

Not Covered

100 day limit / benefit period.

Durable medical
equipment

20% coinsurance, deductible
does not apply.

Not Covered

Requires prior authorization.

Hospice service

No Charge, deductible does not
apply.

Not Covered

None

If your child needs
dental or eye care

Children's eye exam

No Charge for refractive exam,
deductible does not apply.

Not Covered

If you elect vision coverage, it will be available
under a separate vision plan through VSP.

Children's glasses

Not Covered

Not Covered

If you elect vision coverage, it will be available
under a separate vision plan through VSP.

Children's dental
check-up

Not Covered

Not Covered

If you elect dental coverage, it will be available
under a separate dental plan through Delta Dental,
MetLife, United Concorida, or UHC.

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.)
0 Children's glasses 0 Hearing aids 0 Private-duty nursing
0 Chiropractic care 0 Long-termcare ® Routine foot care

9 Cosmetic surgery ® Non-emergency care when traveling outside 0 \Weight loss proarams
® Dental Care (Adult & Child) the U8 craency g g prog

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

®  Acupuncture (plan provider referred) 0 Infertility treatment 0 Routine eye care (Adult)
0 Bariatric surgery

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.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

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

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor's Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.dmhc.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)

TRADITIONAL CHINESE (b X): tn R FZE R XHIEE R, 15 FTXAF1H 1-800-757-7585 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-278-3296 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 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:

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)

The plan's overall deductible $1,000
M Specialist copayment $20
B Hospital (facility) coinsurance 20%
m 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 $1,000
W Specialist copayment $20
m Hospital (facility) coinsurance 20%
B 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 $1,000
W Specialist copayment $20
m Hospital (facility) coinsurance 20%
B 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 $1,000 Deductibles $1,000 Deductibles $1,000
Copayments $40 Copayments $400 Copayments $100
Coinsurance $1,000 Coinsurance $100 Coinsurance $200
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** $2,050 The total Joe would pay is $1,500 The total Mia would pay is $1,300

“*Note: The Patient Pays amount is capped at the plan's out-of-pocket limit. Total amounts may not add up due to rounding.

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

In this document, “we” , “us" ,or “our" means Kaiser Permanente (Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical
Group, Inc., and the Southern California Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

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

Kaiser Permanente provides the following services:
0 No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
0 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 our Member Services department at the numbers below. The call is free. Member services is closed on major holidays.

0 Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
0 Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.

0 All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

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

How to file a grievance with Kaiser Permanente

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

0 By phone: Call our Member Services department. Phone numbers are listed above.
0 By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

0 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)

0 Online: Use the online form on our website at kp.org


http://www.kp.org/
http://www.kp.org/
http://www.kp.org/facilities
http://www.kp.org/

You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations
P.O. Box 939001

San Diego CA 92193
How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Med-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone or by email:
0 By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
0 By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights
Department of Health Care Services
P.O. Box 997413, MS 0009

Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms are available at:
http://www.dhcs.ca.gov/Pages/Language_Access.aspx

0 Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

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

0 By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)
0 By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

U.S. Department of Health and Human Services Office for Civil Rights Complaint forms are available at: https://www.hhs.gov/ocr/office/file/index.html

0 Online: Visit the Office of Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Notice of Language Assistance

English: ATTENTION. Language assistance is available at no cost to you.
You can ask for interpreter services, including sign language interpreters. You
can ask for materials translated into your language or alternative formats,
such as braille, audio, or large print. You can also request auxiliary aids

and devices at our facilities. Call our Member Services department for help.
Member services is closed on major holidays.

+ Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8a.m.to 8 p.m., 7
days a week

+ Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week
o All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week

€ Galdeldall ‘fa}mul.qj\ O il Qi g MJL&A&MMJ\MM}AGJLUJLJJ&M Uunu@;ydh@umﬂmuh&m Sl &S (508 e 4y galll Sacliadl Al :Arabic
Al i eliaell sk deas I stelid) e Jyunal Uil slinall it o ea’ Jusl Ul pe 3 s0clicn 5 gl 52 ln iy ol L Sy

g odll ol 7 Hls 8 ) lalia 8 (TTY 711) 1-800-443-0815 : = D-SNP 3 i L Medicare o
g odll ol 7 sl 3 4eL24 (TTY 711) 1-855-839-7613 L= :Medi-Cal o
g sl 2 ol 7 sl i Al 24 (TTY 711) 1-800-464-4000 :lxsen 05311 @

Armenian: NhCUCNREESNPL: Liquljubt wowlgnipniup hwuwbbh L dkq wtddwp: nip Jupnn bp juungply piwn
pupgUuunipjut Swnwynipnibttp, wn pynd dtuntph (kqyh pupguuthsutp: Inip upnn Ep jpugpk) dtp 1Eqynyg
pupguuiudus yniptp jud wyptnputpuyhtt dbwswthtp, htswhuhp Eu ppuyp, dwguwgpnipjniup jud junsnp nunwnbtuwlp:
“n1p Jupny tp twh nhulk] odwinul] wmowlgnipjut b vwpplph hwdwp, npnup wnljuw Eu Ukp hwunwwnnipniutitpnid: Oqunipjut
hwdwp quuquhwpbp dkp Uinudubph vyguuwpldwt pudht: Gunudttph uyguuwpldwt pwdhtup thwly Ehhdbwlwb tin
opkpht:

0 Medicare, utipunju] D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-p, pwupwpn 7 on
¢ Medi-Cal’ 1-855-839-7613 (TTY 711), opp 24 dw, pwpwpp 7 op
¢ Ujnwu pnnpp 1-800-464-4000 (TTY 711), opp 24 dwd, swpwipn 7 op

Chinese: iE1E R, HA1H % E S . f@:ﬂuﬁj@kﬂ]%{ﬂmwﬁ&% CLRR T PR S R LA BRI P R T A 5

F E AR A, aE S, EECR R A LR A T 15 o B T LRI A, R0 2o GRS
Bhe EEEE H A2 SR 55 AT
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¢ Medicare, fUf% D-SNP : 1-800-443-0815 (TTY 711), 4 7 K, E 8 SEM L 8 &
¢ Medi-Cal : 1-855-839-7613 (TTY 711), 4H 7 K, £k 24 /Nif
0 g HAB R T R]: 1-800-757-7585 (TTY 711), HH& 7 K, &K 24 /N

MDL*A;)AJ&A.LU\}JMUM a)b\ub)uu;)u‘\h;)\ ‘MM\P)A\JGAMM}L_M.\;L\J}M JJ‘JJ}AJLAAA&‘)JULS;I‘)))LM‘:ALIJL_\.\QLAAJ\&M)@UL&A‘ ‘\AJ.I Far5|
.6L§\AS£_\3L|JJL£‘_)J Mwlpjdhﬁlfj\)é.édmlﬁmd Jub&\m\}mu.um umﬁuj);huhh‘sa}mjﬂc&)\h&;)lcJ.uSuu\PJA\Jwﬁhgl.@_ﬂlﬁ)dbuhapuhj
ol Ay can ) Clhaad ) celiae) Cladd 2,80 il L slaae) cled

2B i s 35y 7 g gmac 8 Uiea 8 S(TTY 711) 1-800-443-0815 5 ke L - D-SNP Jalé <Medicare o
28 il Ay 5,7 Gapeled el 24 0 (TTY 711) 1-855-839-7613 5 el L :Medi-Cal @
38 ol i 55, 7 Gaopled celu 24 53 (TTY 711) 1-800-464-4000 o be L : 502 3 ))5e 4at @

Hindi' e\l %;n Rl m?n forg forr srerelt Yook o IfMTsy g1 oy gwrowar Jarsii_oh_foy erRiy_eR gehd 8, ogH
fa2aaafs éq ‘Jﬂ&ﬂ?ﬂﬁ%lm w&%ﬂwmqqo%%uwu faa @WWgﬁﬂa‘f\ Gﬂ%ﬁy%f\%lé
&aga%q "ew gar ww@ G m@a a1 wq9NT g giedt zr#l?‘ & fiog g Bl

¢ Medicare, fSigd D-SNP afd 8: 1-800-443-0815 (TTY 711), gf'g 8 T-=T-=:2 § 3@ 8 T:5F:3:% goh, Iwdig & 7 <&
¢ Medi-Cal: 1-855-839-7613 (TTY 711), Tad & 19 @, g & 7 &

o floTeht Tt 1-800-464-4000 (TTY 711), T & A0 €@, g & 7 &&d

Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom pab txhais lus, suav nrog kws txhais
lus piav tes. Koj muaj peev xwm thov kom muab cov ntaub ntawv no txhais ua koj yam lus los sis ua lwm hom, xws li hom ntawv
rau neeg dig muag xuas, tso ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab dawb thiab
tej khoom siv txhawb tau rau ntawm peb cov chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub Chaw Pab Tswv Cuab. Lub
chaw pab tswv cuab kaw rau cov hnub so uas tseem ceeb.

0 Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev tsaus ntuj, 7 hnub hauv ib lub vij
0 Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

¢ Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

Japanese: ZFEB, EEYAR—FMIBH TSRV EGTFES, bEEFEERESOBRY—ERZKETETES, j(
REF, if:liﬁ%%?g&& HE-OERBICHRINEZEHOHD I+ —I Y FOBHERDDZZENTEET, é*i@ii’tﬁ
(T BNER B OB DER LEHSOTHEYET, TENBELHE. MAZH—EZEMAICSBEC LV, MAZHETFH— l:Zl:J:I
EHPKEI’GI:J:"E"%L’CBUiﬂ‘/VO

¢ D-SNP %#&¢ Medicare: 1-800-443-0815 (TTY 711). i 8 Bh o4& 8 BrE T, FHENK
¢ Medi-Cal: 1-855-839-7613 (TTY 711). 24 B:f&. FEh#EK
0 ZTDET: 1-800-464-4000 (TTY 711). 24 BER. &K

Khmer (Cambodian): R GHSRNHISSWMNANSLENWESASIGNNUHSY HRNGRUNNSUHERUNY] ISIHERURYM N fmuijEse
HRMGSYURRRNITIHI SSUNYMMANIUNEHN JSURIIRHSSHINGOMHININAU WIgN HINIGDY HRAMGEUN
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SSwUsity SHaUMIMESWIKMURSIVNUNKWRNTRN NEUSGINNIHE NS NHNERRIUNS W R USSWY SuHNEIRMYIONSS
Usifignuummiensad

¢ Medicare, JHS13 D-SNP: 1-800-443-0815 (TTY 711) fisen||s 8 § T8y 8 WU 7 igHHUwNsyl
¢ Medi-Cal; 1-855-839-7613 (TTY 711) 24 st uwis 7 SaRuwngt

b

0 SINN9E S 1-800-464-4000 (TTY 711) 24 BEINEHUWIS 7 IgHAYwNS
Korean: QL AtR 2= 0*01 AlE K =2t SAMS Zaot SA MH[ LS 283 = ASLEE ohx0{=2 HAE
A, QL@ £ 2 SN0 2 €2 IZH?HI A0 K22 pH 4+ YL A d
Ct. ZtAAE MBI 2M00| =25 2YSHAI7] BIELICHL 8 S5 E0= 7t

=

=
¢ Medicare(D-SNP Zgh, = 7 2@ H 8)\| Q= 8A|0f 1-800-443-0815 (TTY 711) HO 2 Z9|
¢ Medi-Cal: 1-855-839-7613 (TTY 711), & 7Y, SI& 24A|Zt
¢ 7|E}l: 1-800-464-4000 (TTY 711), T 7Y, SIF 24A|2t

Laotian: 2an9u ,umvaoecmamvwvsv?mmm?oeucse)m UIVFIVIOZVINIVVLIBWIFI, JOPNIVIOWITID. mvswmoa‘lm
ccUcoNzZMBCLWITIZSIUM § FLCLLEVFVLENTDLYY, T39, B NIVBVLE? Umo?me VBNINVLUIVEITIVIOSDIRCEDIFO®
&9 ot auznavMVgoscis vt IVHZegWONcE. YNDIWLCCLNOS NI LIRN2OYWONCSABWO2H0IVROSCHD. WECCLNVINID
St I3NcCHVTO WSVLLNHFIHVCIIN.

¢ Medicare, aoni(9 D-SNP: 1-800-443-0815 (TTY 711), 8 w9cda v 8 twgccas, 7 Svdentio
¢ Medi-Cal: 1-855-839-7613 (TTY 711), 24 §0lw9cil, 7 DAekho
¢ SS9 1-800-464-4000 (TTY 711), 24 300905, 7 Jéieatho

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun meih muangx mv zuqc heuc meih ndorqv
nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx.
Meih aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan,
fiev benx domh nzangc-pokc bun hluo, bungx waac-giez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc haih tov longc
benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz
taux yie mbuo dinc zangc domh gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux
baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei hnoi-nyieqc oc.

0 Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx, yietc norm leiz
baaix zoux gong 7 hnoi

0 Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

0 Yietc zungv da’ nyelc diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz
baaix zoux gong'7 hnoi

Navajo: GIHA. Tséé’ naalkaah sida’igii éi doo t’é¢’ iit’]” dah sidaa’igii. T’€é’goo th’izi’igii éi tséé’ naalkaah sida’igii bikaa’ dah sidaaigii,
t’a’ii bik’eh dah na’atkaigii. T4’1i éi t1’€¢’goo tt’izi’igii bik’eh dah deidiyds, t’4’1i éi bi’é¢’ bik’eh dah na’atkaigii bik’eh dah deidiyods. T’a’ii
bik’eh dah na’atkaigii bikda’ dah na’atkaigii t’aa attso bik’eh dah deidiyos. Bi’¢¢’ naalkaah sidd’igii bik’eh ha’a’aah. T’4’1i bik’eh dah
na’atkaigii éi bik’eh dah naazhjaa’igii bik’eh dah na’atkaigii.
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0 Medicare, bikaa’ dah deidiyos D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. g66 8 p.m., 7 jj t’aatd’i damoéo
¢ Medi-Cal: 1-855-839-7613 (TTY 711), 24 tI’ohch’ooli t’aata’i ji, 7 jj t’aata’i damoo
0 T’aaal’ag: 1-800-464-4000 (TTY 71 1) 24 tF’ohch’ooli t’éélé’iji, 7 jj t’aata’i damoéo

S ?HBH‘If 3gme oo Wﬁ@@fﬂ? %%“If g
ff AT o MWU@G,

¢ Medicare, THH US4 D-SNP & HTHE J:1-800-443-0815 (TTY 711), A=d 8 SA I g e 3fo, ge3 1 < 7
¢ Medi-Cal: 1-855-839-7613 (TTY 711), fus -2 24 Wi gg3 0 7 fus

o oot A3 1-800-464-4000 (TTY 711), fus 2220 24 vl gg3 fo- 7 fus

Russian: BHUMAHUWE! [1na Bac goctynHbl 6ecnnaTHble ycnyrn nepesoga. Bol MoXeTe 3anpocuTb yCryrn yCTHOro nepesoaa,

B TOM YuUCre YCrnyru nepeBoaymka a3blka XecToB. Bbl Takke MoXeTe 3anpocuTb MaTepuansl, NnepeBeeHHble Ha Ball A3bIK Un

B anbTepHaTMBHbIX hopmaTtax, Hanpumep wpudtTom bpanns, KpynHbiM WpUTOM UNKn B ayamodopmaTte. Bbl Takke moxeTe
3anpocuTb JOMNOMHUTENBbHbIE NPUCNOCOBNEHNS U BCOMOraTerbHble YCTPONCTBA B HaLLMX yupexaeHusax. Ecnv Bam HyxHa
NOMOLLb, MO3BOHUTE B 0TAEeN 06CnyKMBaHUS y4acTHUKOB. OTAen obcnyXmBaHust y4aCTHUKOB He paboTaeT B AHWU rocy4apCTBEHHbIX
npasaHNKOB.

0 Medicare, Bkntodaa D-SNP: 1-800-443-0815 (TTY 711), 6e3 BbixogHbix ¢ 8:00 go 20:00.
0 Medi-Cal: 1-855-839-7613 (TTY 711), KpyrnocyTo4yHO 6€3 BbIXOOHbIX.
0 Jliobble gpyrme noctaswmku yenyr: 1-800-464-4000 (TTY 711), KpyrnocyTo4yHO 6€3 BbIXOOHbIX.

Spanish: ATENCION. Se ofrece ayuda en otros idiomas sin ningun costo para usted. Puede solicitar servicios de interpretacion,
incluyendo intérpretes de lengua de sefias. Puede solicitar materiales traducidos a su idioma o en formatos alternativos, como
braille, audio o letra grande. También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencion.
Llame al Departamento de Servicio a los Miembros para pedir ayuda. Servicio a los Miembros esta cerrado los dias festivos
principales.

0 Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), de 8 a. m. a 8 p. m., los 7 dias de la semana.
0 Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.
0 Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari kang humiling ng mga serbisyo ng
interpreter, kasama ang mga interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong
wika o sa mga alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang
tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa Miyembro para sa tulong. Ang
mga serbisyo sa miyembro ay sarado sa mga pangunahing holiday.

0 Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa isang linggo
0 Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo
0 Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

& KAISER PERMANENTE.



Thai: avév dusn1shianuhamdasiune wavinulaa a1 1d3ng vinugnsazasuusnisain srudvarunfia’led vinuguisaua
Windatanans wWumwaasyity vialusduuudug wudnuswsas Waes viamdnwsuunalval vinusgunsazasualnsal dewda
uazadnsaliginle fauilviusnnsuass sdeasadausnssuidnuadisitiianannuaitindale vhﬂusmsamﬂnauﬂmmms‘lumur;lm
$12UNTEN9Y

¢ Medicare 57uély D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. v 20.00 u.»3a 7 Jusadlav
¢ Medi-Cal: 1-855-839-7613 (TTY 711) naan 24 11119 wia 7 Jusadueu

o duq fonua: 1-800-464-4000 (TTY 711) aaan 24 THTue via 7 Jusadlavi

Ukrainian: YBATI'A! NMocnyrn nepeknagada HagawTbcs 6€3KoWTOBHO. By MoXeTe 3anuwnTi 3anuT Ha NOCnyru yCHOro nepeknaay,
30KpeMa MOBOIO XecTiB. Bu moxeTe 3pobuTn 3annT Ha OTPUMaHHA MaTepianis, NnepeknageHnx BaLlow MoBot, abo B
anbTepHaTUBHUX hopmMaTax, AK-0T HagpyKoBaHUM WpuUdToM Bpannga um Benukum LWpnudToM, a Takox y 3BykoBomy dpopmarti. Kpim
TOro, BM MOXeTe 3p0bUTKN 3anuUT Ha OTPMMAaHHSA LOMOMIKHUX 3acobiB i NPUCTPOIB Y 3aKknagax Hawoi Mepexi KoMnaHin. AKLWo Bam
notpibHa gonomora, 3atenedoHynTe y Biaain o6cnyroByBaHHs KNieHTIB. Bigain ob6crnyroByBaHHSA KMiEHTIB 3a4NMHEHUI Y AepiKaBHi
cBATa.

0 Medicare, 3okpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 go 20:00, 6e3 BuxigHux.
0 Medi-Cal: 1-855-839-7613 (TTY 711), uinogo6oso, 6e3 BUXigHUX.
0 YciiHwi HagaBaui nocnyr: 1-800-464-4000 (TTY 711), uinogo6oBo, 6e3 BMUXigHUX.

Vietnamese: LUU Y. Chung tdi cung cép dich vu hé tro ngon ngl | mién phi cho quy vi. Quy vij c6 thé yéu cau dich vu théng dich,
bao gébm ca thdng dich vién ngon ngi ky hiéu. Quy vi cé thé yéu cau taj liéu dwoc dich sang ngon ngt» cua quy vi hay dinh dang
thay thé, chang han nhuw ch ndi braille, bang dia thu am hay ban in khd chu I&n. Quy vi cling c6 thé yéu cau cac phuong tién va
thiét bj phu tro’ tai cac co' s& clia chung téi. Goi cho ban Dich Vu Héi Vién clia chung téi dé dworc tro giup. Ban dich vu hdi vién
khoéng lam viéc vao nhirng ngay I& Ion.

¢ Medicare, bao gdbm ca D-SNP: 1-800-443-0815 (TTY 711), 8 gi® sang dén 8 gid tbi, 7 ngay trong tuan.
0 Medi-Cal: 1-855-839-7613 (TTY 711), 24 gi0 trong ngay, 7 ngay trong tuan.
¢ Moi chwong trinh khac: 1-800-464-4000 (TTY 711), 24 gi® trong ngay, 7 ngay trong tuan.

8% KAISER PERMANENTE.
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