Sandia Total Health
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Family Plan Type: DEPO
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KAISER PERMANENTE-
Administered by: Kaiser Permanente Insurance Company

Coverage Period: 01/01/2017-12/31/2017

~  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 by calling 1-866-213-3062.

Important Questions Why this Matters:

What is the overall
deductible?

Are there other
deductibles for specific
services?

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

What is not included in
the out—of-pocket
limit?

In-Network Providet:

$750 Individual /$1,500
Employee +Spouse or
Child(tren) / $2,250 Employee
+Spouse and Child(ren)
Out-of Network Provider:
$2,000 Individual/$4,000
Employee +Spouse or
Child(tren) / $6,000 Employee
+Spouse and Child(ren)

No

In-Network Provider: $2,250
Individual/$4,500 Employee
+Spouse or Child(ren) / $6,750
Employee +Spouse and
Child(ren)

Out-of Network Provider:
$6,000 Individual/$12,000
Employee +Spouse or
Child(ren) / $18,000 Employee
+Spouse and Child(ren)

Premiums, balance-billed
charges, and health care this
plan doesn’t cover

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

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.

yes

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.

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

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary lof9
at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.
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Administered by: Kaiser Permanente Insurance Company
Sandia Total Health Coverage Period: 01/01/2017-12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Family Plan Type: DEPO

Is there an overall The chart starting on page 2 describes any limits on what the plan will pay for specific

annual limit on what No . .
covered services, such as office visits.
the plan pays?
If you use an in-network doctor or other health care provider, this plan will pay some or all
Does this plan use a Yes. For a list of preferred of the costs of covered services. Be aware, your in-network doctor or hospital may use an
P . providers, see www.kp.org or out-of-network provider for some services. Plans use the term in-network, preferred, or
network of providers? . . . . . .
call 1-866-213-3062. 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 Ves This plan will pay some or all of the costs to see a specialist for covered services but only
see a specialist? if you have the plan’s permission before you see the specialist.

Are there services this Yes Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan
plan doesn’t cover? document for additional information about excluded services.

iﬁi e 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 chareing you lower deductibles, copayments and coinsurance amounts.
p y gey plan providers by ging y , COpay

| Your cost if you use an
Common Out-of-

Medical Event . network
Provider )
Provider

If you visit a health Primary care visit to treat an injury or

care provider’s office | illness

Services You May Need In-network Limitations & Exceptions ‘
20% coinsurance 40% coinsurance ‘

| or clinic | Specialist visit | 20% coinsurance | 40% coinsurance |

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 20f9
at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.
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KAISER PERMANENTE.-

Kaiser Permanente Insurance Company

Administered by:

Coverage Period: 01/01/2017-12/31/2017
Coverage for: Individual & Family Plan Type: DEPO

Common
Medical Event

Services You May Need

Other practitioner office visit

Preventive care/screening/immunization

In-network
Provider

20% coinsurance

No Charge

Your cost if you use an

Out-of-
network
Provider

40% coinsurance

40% coinsurance

Limitations & Exceptions

Chiropractic Services: Combined $750
Benefit Maximum per calendar year for
spinal manipulation services only.
Acupuncture Services: Combined $750
Benefit Maximum per calendar year (does
not apply to Xrays).

If you have a test

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

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

Preferred brand drugs

Retail: 20%
coinsurance
Mail: 20%

coinsurance

Retail: 30%
coinsurance
Mail: 30%

coinsurance

Retail: 50%
coinsurance
Mail: Not
Covered

Retail: 50%
coinsurance
Mail: Not
Covered

In-Network

$1,500 Out-of-Pocket Maximum per
Person, $5,950 per Family(In-Network and
Mail Order); Retail: $5 Min/$10 Max; up to
30 Days; Mail Order: $ 12.50 Min/$25
Max; up to 100 Days Supply

In-Network

$1,500 Out-of-Pocket Maximum per
Person, $5,950 per Family (In-Network and
Mail Order); Retail: $25 Min/$40 Max; up
to 30 Days; Mail Order: $ 62.50 Min/$100
Max; up to 100 Days Supply

Non-preferred brand drugs

Retail: 40%
coinsurance
Mail: 40%

coinsurance

Retail: 50%
coinsurance
Mail: Not
Covered

In-Network

$1,500 Out-of-Pocket Maximum per
Person, $5,950 per Family (In-Network and
Mail Order); Retail: $40 Min/$60 Max; up
to 30 Days; Mail Order: $ 100 Min/$150
Max; up to 100 Days Supply

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary

at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.
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Administered by: Kaiser Permanente Insurance Company
Coverage Period: 01/01/2017-12/31/2017
Coverage for: Individual & Family Plan Type: DEPO

Sandia Total Health

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Your cost if you use an

Common : Out-of- T :
: Services You May Need - Limitations & Exceptions
Medical Event y o netyvork network P
Provider .
Provider
Follows the Follows the In-Network
Specialty drugs Generic/Brand Generic/Brand $1,500 Out-of-Pocket Maximum pet per
cost shatre cost share Person, $5,950 per Family
If you have Facility fee (e.g., ambulatory surgery . . - none...
outbatient suree center) 20% coinsurance 40% coinsurance
P gery Physician/surgeon fees ---none---
If you need Emergency room services 20% coinsurance ---none---
immefliate medical | Emergency medical transportation 20% coinsurance ---none---
attention Urgent care 20% coinsurance ---none---
Facility fi .., hospital o= e
Ify01.1 O ac ty ce (¢.g:, hospital room) 20% coinsurance 40% coinsurance fone
hospital stay Physician/surgeon fee ---none---
Men.tal/Behaworal [neelith ouipeiEen: 20% coinsurance 40% coinsurance ---none---
If you have mental Scrvices : : :
health, behavioral Men.tal/Behaworal health inpatient 20% coinsurance 40% coinsurance ---none---
health, or substance | Services
abuse needs Substance use disorder outpatient services | 20% coinsurance 40% coinsurance ---none---
Substance use disorder inpatient services 20% colnsurance 40% coinsurance ---none---
I re or nt Prenatal and postnatal care No charge 40% coinsurance ---none---
you are pregna Delivery and all inpatient services 20% coinsurance | 40% coinsurance ---none---

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 4 of 9

at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.
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Administered by: Kaiser Permanente Insurance Company
Coverage Period: 01/01/2017-12/31/2017
Coverage for: Individual & Family Plan Type: DEPO

Sandia Total Health

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Your cost if you use an

Common
Medical Event

Services You May Need

In-network
Provider

Out-of-
network
Provider

Limitations & Exceptions

Home health care 20% coinsurance | 40% coinsurance ---none---
If you need help Rehabilitation services 20% coinsurance | 40% coinsurance ---none---
recovering or have Habilitation setrvices 20% coinsurance 40% coinsurance -—-none---
other special health | Skilled nursing care 20% coinsurance | 40% coinsurance ---none---
needs Durable medical equipment 20% coinsurance | 40% coinsurance ---none---

Hospice service 20% coinsurance | 40% coinsurance ---none---

Refractive care due to illness or injury to

Eye exam Not Covered Not Covered eye are subject to deductible. If vision
If your child needs coverage is elected, please reference your
dental or eye care benefit information for details.

Glasses Not covered Not Covered ---none---

Dental check-up Not covered Not Covered See your Dela ?g??;tziel?eﬁt information

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.)

e Cosmetic Surgery o
e Non-emergency care when traveling outside o
the U.S.

e Weight Loss Programs

Dental Care

Private Duty Nursing

Long Term Care

Routine Foot Care

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.)

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 50f9
at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.
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Administered by: Kaiser Permanente Insurance Company

Sandia Total Health Coverage Period: 01/01/2017-12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Family Plan Type: DEPO

e Acupuncture e Bariatric Surgery e Chiropractic Care

e Infertility Treatment e Hearing Aids (minors under 21) e 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 1-866-213-3062. 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 ext. 61565 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: 1-866-213-3062. 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/healthreform. Additionally, a consumer
assistance program can help you file your appeal in some states:

California Department of Managed Health Care Help Center
980 9th Street, Suite 500

Sacramento, CA 95814

(888) 466-2219
http://www.healthhelp.ca.govhelpline@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.

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 60of 9
at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.



http://www.kp.org/
http://www.dol.gov/ebsa/healthreform
http://www.dol.gov/ebsa
http://www.cciio.cms.gov/
http://www.dol.gov/ebsa/healthreform
http://www.healthhelp.ca.gov/
http://www.healthhelp.ca.gov/

a2 ] e
N
KAISER PERMANENTE-
Administered by: Kaiser Permanente Insurance Company

Sandia Total Health Coverage Period: 01/01/2017-12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Family Plan Type: DEPO

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-213-3062.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-213-3062.

Chinese (W1 30): ARFRE P 0D, HRIT XS 1-866-213-3062.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-213-3062.
Your health benefits will be self-insured by your employer, union, or Plan sponsor. Kaiser Permanente Insurance Company will provide

certain administrative services for the Plan and will not be an insurer of the Plan or financially liable for health care benefits under the Plan.
To see exanmples of how this plan might cover costs for a sample medical situation, see the next page.

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 70f9
at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.
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KAISER PERMANENTE.
Administered by Kaiser Permanente Insurance Company
Sandia National Laboratories Coverage Period: 01/01/2017-12/31/2017
Coverage Examples Coverage for: Individual & Family | Plan Type: EPO

About these Coverage Having a baby Managing type 2 diabetes
. (normal delivery) (routine maintenance of
Exam P les: a well-controlled condition)
These examples show how this plan might cover B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these B Plan pays $5,750 B Plan pays $3,670
examples to see, in general, how much financial B Patient pays $1,790 B Patient pays $1,730
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
& This is Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
“ i Ot. acost Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 .
under this plan. The actual Total $7,540 Patient pays:
care you receive will be Deductibles $750
different from these Patient pays: Co-pays $0
examples, and the cost of Deductibles $750 Co-insurance $900
that care will also be Co-pays $0 Limits or exclusions $80
different. Co-insurance $890 Total $1,730
See the next page for Limits or exclusions $150
important information about Total $1,790
these examples. | |

Questions and answers about the Coverage Examples:

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 8of 9
at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.
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Coverage Examples

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’tinclude premiums.

e 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.

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

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

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

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

e 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.

f/g.

KAISER PERMANENTE.

Kaiser Permanente Insurance Company

Administered by:

Coverage Period: 01/01/2017-12/31/2017

Coverage for: Individual & Family | Plan Type: EPO

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles, co-
payments, and co-insurance 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 | use Coverage Examples
to compare plans?

Questions: Call 1-866-213-3062 or visit us at www.kp.org or hbe.sandia.gov.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary

at www.dol.gov/ebsa/healthreform or call 1-866-213-3062 to request a copy.

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 | 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 co-payments,
deductibles, and co-insurance. 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.

90f9
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Kaiser Permanente Insurance Company (KPIC) complies with applicable federal civil rights law and does not discriminate on the basis
of race, color, national origin, age, disability, or sex. KPIC does not exclude people or treat them differently because of race, color,
national origin, age, disability or sex. We also:

¢ Provide no cost aids and services to people with disabilities to communicate effectively with us, such as:
o0 Qualified sign language interpreters
o0 Written information in other formats, such as large print, audio, and accessible electronic formats

e Provide no cost language services to people whose primary language is not English, such as:
0 Qualified interpreters
o Information written in other languages

If you need these services, call: 1-866-213-3062 for TTY 711

If you believe that KPIC has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with the KPIC Civil Rights Coordinator, 3701 Boardman-Canfield Rd, Canfield OH 44406
telephone number 1-866-213-3062. You can file a grievance by mail or phone. If you need help filing a grievance, the KPIC Civil Rights
Coordinator is able to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civili Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint
forms are available at http://www.hhs.gov/ocr/office/file/index.html.

KPIC-ND16-001-SF (8/2016)



Help in your Language

English: You have the right to get help in your language at no cost. If you have questions
about your benefits, or you are required to take action by a specific date, call the number
provided for your state or region to talk to an interpreter.

A71CT (Amharic): £A9°79° hef NLILP AC4 T
P9yt av(IF AAP: A TPIIPPPTP PeRPT
NPt 0e9° o7 7 APLNTD 2oL MNPP
L1t hAT (b tP 09 hddP hiCal OC
AT2101C FAMP aAh TC LLM Rz

sacluall e Jsianll <t Gl &l :(Arabic) iy )
i ) i laal Cul 13 S (g Jaad (50 il
Gl JA ¢ ja) Mas) elie qalla 8 i el Aualall L) )
chidhaie | Y o) Gavadd) 28l Juai¥) s ) caae
(S8 e e ) Sl

Zuykpk (Armenian): knip niiip Qbp
1Eqyny wuddwp oquinipjnii utnwtiwnt
hpwyniup: Gpt Fnip hupghp niubkp 2kp
tyuwuwnubnh, jud Inip wupnunpyus
tp gnpénnnipjniuubp dinttwplty vhsh
npnowljh wduwphy, wuyw quiiqubhwpk p
Rbp twhwugh fud opowth hwdwn
npudwunpyus hipwpinuwhwdwpny®
punguuish htwn junubkint hwdwnp:

‘Bas3d - wudu (Bassa): O md ni kpé bE m
ké gbo-kpa-kpa dyé dé m mioun niin bidi-
wudu mu pidyi. O ju ké m dyi dyi-die-d¢ bé
bédé ba kpana bé m k5 m ké dyée jé dyi,
Mmoo 0 ju ké wa dyi niin m me nyu de di€ bé
bo weé je€ do kdee b ni, nii, m me da ndba
b€ wa toa bo ni bodod Mmoo ni gbged biie, bé
m ké nyo-wuduun-za-nyd do gbo wudu.

AT (Bengali): & 2=w srme o e m
SRS ST ANSE SAH ORI AN SN
S AP I @ T A4S, aNFT a6 [AifEe
fEg w3 AT @ T 9% FAE T@O 3,
TRE @ERE YO FU TA@ AP TOU I AXE Tl
e FHAD© & FIA|

Cebuano (Bisaya): Anaa moy katungod nga
mangayo og tabang sa inyo pinulongan ug
kini walay bayad. Kung naa mo pangutana
bahin sa inyo benepisyo o may mga butang
nga nanginahanglan sa inyo paglihok sa
dili pa usa ka piho nga petsa, palihug lang
pagtawag sa mga numero sa telepono

nga gihatag sa imong estado (“state”) o
rehiyon (“region”) para makigstorya sa usa
ka interpreter.

Your health benefits are self-insured by your employer, union, or Plan sponsor. Kaiser Permanente Insurance Company provides certain administrative services
forthe Planand is notan insurer of the Plan or financially liable for health care benefits under the Plan. « Kaiser Permanente Insurance Company (KPIC),

Ordway Building, One Kaiser Plaza, Oakland, CA 94612

60514124 KPIC SF 2016 (NCR SCR CO GA MAS NW)

Northern California Region. ..... 1-800-663-1771
Southern California Region. .. ... 1-800-533-1833
Colorado Region............... 1-877-883-6698
Mid-Atlantic States Region...... 1-877-740-4117
Northwest Region.............. 1-866-800-3402
Georgia Region................ 1-866-800-1486
TTY iiiiiiiiiiiiieeeeeececececeseanans 711




3 (Chinese): A 1E R & DUEHEE S /&5
EHE) - WREEHEHEF A %ERT - 23
B SR AT B H B B S 1 - 5520
T ER NS AT BT - B BT
}E o

Chuuk (Chuukese): Mei wor omw pwuung
omw kopwe neuneu aninis non kapasen
fonuomw (Chuukese), ese kamo. lka mei
wor omw kapas eis usun omw pekin
insurance, are ika a men auchea omw
kopwe fori pwan ekoch fofor mei namot
ngeni omw plan, ke tongeni kori ewe
nampa ren omw state ika neni (asan)

pwe eman chon awewe epwe anisuk non
kapasen fonuomw.

Francais (French): Une assistance gratuite
dans votre langue est a votre disposition.
Si vous avez des questions a propos de
vos avantages ou si vous devez prendre
des mesure a une date précise, appelez le
numéro indiqué pour votre Etat ou votre
région pour parler a un interprete.

Deutsch (German): Sie haben das Recht,
kostenlose Hilfe in Ihrer Sprache zu
erhalten. Falls Sie Fragen bezuglich lhres
Leistungsanspruchs haben oder Sie bis zu
bestimmten Stichtagen handeln mssen,
rufen Sie die fir lhnren Bundesstaat oder
Ilhre Region aufgefiihrte Nummer an, um
mit einem Dolmetscher zu sprechen.

apsUcll (Gujarati): ctHal Sl ugl Wl coR
AHE3L el Hee Ancallell AU[S1R B. %
dAMal dHRL clell (A ysll dlat, Al SIE
AlssA AUl dHal woldl Aettell %32 8lat, Al
g2l A dld sal dHIRL Re Wl Ieet
H2 YA WsaHl AUAA alolR UR $lot 3.

Kreyol Ayisyen (Haitian Creole): Ou gen
dwa pou jwenn éd nan lang ou gratis. Si
ou gen nenpot kesyon sou aplikasyon ou
an oswa asirans ou ak Kaiser Permanente,
oswa si nan avi sa a gen bagay ou sipoze
fe avan yon seten dat, rele nimewo nou
mete pou Eta oswa rejyon ou a pou w ka
pale ak yon entepret.

‘olelo Hawai‘i (Hawaiian): He pono a ua
loa‘a no kekahi kokua me kau ‘Olelo ina
makemake a he manuahi no ho'i. Ina he

mau ninau kau e pili ana i kau pono keu i ka
polokalamu ola kino, a i ‘ole ina ke ha'i nei
ia‘oe e hana koke aku i ké€ia ma mua o kekahi
Ia i waiho ‘ia, e kelepona aku i ka helu i loa‘a
nei no kau moku‘aina a i ‘ole pana‘aina no ka
wala‘au ‘ana me kekahi kanaka unuhi ‘clelo.

f&=4Y (Hindi): 3MUep! e &1 HAd gepre
YT HIWT H HGG Uil &1 HUBR &l Al
37T 3Tk MH & dR H Bl HaTel Yo
m%mmmﬁﬁamw
IATS e T 3TTIRAT &,ar 3T
34Tq€511—£r a7 & for §F 97 JaR W

et Feh R GIIRIT W At Y|

%

Hmoob (Hmong): Koj muaj cai tau txais
kev pab txhais ua koj hom lus pub dawb.
Yog koj muaj lus nug txog koj cov txiaj
ntsig, lossis koj yuav tsum tau ua raws

li hnub hais tseg ntawd, hu rau tus nab
npawb xovtooj ntawm lub xeev lossis hauv
ib cheeb tsam uas tau muab rau koj mus
tham nrog ib tug kws txhais lus.

Igbo (Igbo): Inwere ikike inweta enyemaka
n’asysuy gi na akwughi ugwo o bula. Q bury

na i nwere ajuju gbasara elele gi, ma ¢ bu na
achoro ka i mee ihe tupu otu ubochi, kpoo
nomba enyere maka steeti ma ¢ bu mpaghara
gi i ji kwukorita okwu n’etiti onye okowa okwu.

lloko (llocano): Adda dda ti karbenganyo

a dumawat iti tulong iti pagsasaoyo nga

awan ti bayadanyo. No addaankayo kadagiti
saludsod maipanggep kadagiti benepisioyo
wenno, mangkalikagum kadakayo a rumbeng
nga aramidenyo ti addang iti espesipiko a
petsa, tawagan ti numero nga inpaay para ti
estado wenno rehion tapno makipatang ti
maysa mangipatarus iti pagsasao.

Italiano (ltalian): Hai il diritto di ricevere
assistenza nella tua lingua gratuitamente.
In caso di domande riguardanti le tue
agevolazioni o se devi intervenire entro
una data specifica, chiama il numero
fornito per il tuo stato o la tua regione per
parlare con un interprete.
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A AGE (Japanese): H727-1%, ZHAMR L
CTIHHOSECIEEZT DR R L
TWET, MCBELTCIERAD 50, %
X, HARTNREO BAE TITATEI 2R Z
#iéwﬁéhfwé%é\k@iw@Mi
7o T gk U TRk SN 7o R R 5 IO ER
LT, WBREBFESZEN,

121 (Khmer): HRNSEU§SGUMSESWMMANIURS
HMWRRAMG Y WD SHAMSINNINM
YWHNHRUNSSIVESIANA[HA Ui SH{HigHA
DIHIMSMI {fuMuUTGehAnNf

USRS NIFIUi UM SHUGSAUNUI
URUSIURHMEH S UNtgImM SHRURTY 9

g=o] (Korean): 7|3l Ali= §h=o] T A 0| =&
Fg = wroxl 4= 9= At Ut HAskel
23 o]} o] FAA Q] QR o=
AR 2HE F s okut o= A5, Aled
Aste] = 2 XS HspHe = %!%oﬂ FoALek
F3ls Al S

90 (Laotlan) mﬂuuaomwv‘cosumuaamma
Gﬁwwﬂmasgmuiayucq}m 7909 znwummurga
nuwuuyimmzagmu g zmmeu’ijumsgmwu
mwww“ﬁwaummmﬂmﬂowg, “Zm?znmuzm%ca
niltogasuEo § teozea Wesduiiuuswaga.

Kajin Majol (Marshallese): Ewor jimwe

eo am in bok jipaf ilo kajin eo am ejjelok
wonaan. Ne ewdr am kaijjitok kon jibaf ko
am, ak e kwoj aikuuj in makadtkat mokta jan
juon raan eo emdj an kallikkar, kalpk nomba
€0 ¢j lelok fian state eo am ak jikim bwe
kwon maron konono ippan juon ri-ukot.
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Naabeehé (Navajo): Doo bik’¢é asinitdago ata’
hane’ bee nika i’doolwol. Bee naa ahayanigii
doo bee nika ana’alwo’igii bina’iditkidgo, éi
doodago néas yoolkaalgi hait’éegoda 1’ diiliit
ni’di’nigo, bik’ehgo béésh bee hane’{ naaltsoos
bikaa’iji’ hodiilnih nitsaa hahoodzoji’ éi
doodago aadi nahos’a’di dko ata’ halne’i bich’{’
hadiidzih.

aqrelY (Nepali): dUSel ot @I I 3Tt
HTYTAT HEIdT Uiday PR ©| I
FlAUTERDRT TRAT JUSDH! Pl UHEE HT,
3y et AR fafd @ qurger oo
PRETE! I AP HT, Pe¥ QIHTHIT GO
I dUTSHT T dT &THT ol STeTedT
AFIAT DI el |

Afaan Oromoo (Oromo): Baasii malee
afaan keetiin gargaarsa argachuudhaaf
mirga qabda. Waa'ee tajaajila keetii
ilaalchisee gaaffii yoo gabaatte, yookaan
yoo guyyaa murtaa'e irratti tarkaanfii

akka fudhattu gaafatamte, lakkoofsa
bilbilaa naannoo yookaan goodina keetiif
kenname bilbiluudhaan turjumaana
haasofsiisi.

) 4 p i 90 4S &l Ba L :(Persian) @
353 gl 3e o RIS il 10 S 2 () 4
Qo o) (omiiia o 5 5 ol a3 L 43 )
Al o jladi b (AL aa e SO L i ) 0 ey )

58 Gl 2 4a ailaie U bl (o) s 005 451 )

lokaiahn Pohnpei (Pohnpeian): Komw anehki
pwung en rapahki sounkawehwe en omw
palien lokaia ni sohte isaihs. Ma mie iren owmi
kalelapak ohng kosoandi me pid kamwau pe
kan, de anahne komwi en mwekid ohng rahn
me kileledi, ah komw anahne koahl nempe
me sansalehr (insert number here) ohng owmi
palien wehi pwe komwi en lokaiaieng owmi
tungoal soun kawehwe.

Portugués (Portuguese): Vocé tem o
direito de obter ajuda em seu idioma sem
nenhum custo. Se vocé tiver dividas sobre
seus beneficios, ou caso seja necessario
que vocé tome alguma medida até uma
data especifica, ligue para o nimero
fornecido para seu estado ou regiéo para
falar com um intérprete.

U (Punjabi): 396 f9&t fan 584 3
WS 3T feg Hee UG © I 9. Add
3@3%%9@%%,?@
fan forfos 13t 3 arges a9 ©F 3F UR,
3T EITHIE & JI& IIS BE WUE I A
ooy BE HIEh Ig<8 I8 99 3 26 9.

Romana (Romanian): Aveti dreptul de

a solicita ajutor care sa va fie oferit in
mod gratuit in limba dumneavoastra.
Daca aveti intrebari legate de beneficiile
dumneavoastra sau vi se solicita sa luati
masuri pana la o anumita data, sunati la
numarul de telefon furnizat pentru statul
sau regiunea dumneavoastra pentru a sta
de vorba cu un interpret.



Pycckum (Russian): Y Bac ecTb npaBo
nony4nTb 6ecnnaTHyto NOMOLLb Ha CBOEM
a3blke. Ecnn y Bac nmerotcst Bonpocs!
OTHOCUTENBHO BalLMX MPEMMYLLECTB NMbo
HeobX0AMMO BbINONMHEHNE KakUX-nmbo
OEeNCTBU K onpenerneHHon aate, No3BoOHNUTE
no Homepy Tened)oHa Ansi CBOEro wrarta unm
pervoHa, Ytobbl MOroBOPUTL C NEPEBOAUMKOM.

Faa-Samoa (Samoan): E iai lou 'aia e
maua fua se fesoasoani i lou lava gagana.
Afai e iai ni fesili e uiga i ou penefiti, pe e
manaomia onae gaoioi a o le'i oo i se aso
filifilia, vili le numera ua saunia atu mo lou
setete po o vaipanoa e talanoa i se faaliliu.

Espanol (Spanish): Usted tiene derecho

a obtener ayuda en su idioma sin costo
alguno. Si tiene preguntas acerca de

sus beneficios o si se le solicita que

tome alguna medida antes de una fecha
determinada, Ilame al nimero de teléfono
que se proporciona para su estado o
region para hablar con un intérprete.

Tagalog (Tagalog): Mayroon kang
karapatang humingi ng tulong sa iyong
wika nang walang bayad. Kung mayroon
kang mga katanungan tungkol sa iyong
mga benepisyo o kinakailangan mong
magsagawa ng aksyon sa tiyak na petsa,
tumawag sa numerong ibinigay para sa
iyong estado o rehiyon para makipag-usap
sa isang interpreter.

g (Thai): vihufidnanaslasuainuaie
wdalunrasvinuTeeitdam1 1231 win
vihufidnauiAmAudnaselamivasvinu
wiavihudndudasaifunisaaluiuii
Avua'ly Tusadasavinaauiwlidviusy
wialaNuizasvinuianafuay

Lea Faka-Tonga (Tongan): '‘Oku 'i ai ho
totonu ke ma'u ha fakatonulea ta'etotongi.
Kapau 'oku 'i ai ha'o fehu'i 'o fekau'aki mo
ho ngaahi peneéfiti, pe ko ha me'a na'e
fiema'u ke fai ki ha 'aho na'e tukupau atu
ke fakahoko ia, taa ki he fika kuo 'oatu ki ho
siteiti pe ko e vahefonua ke talanoa mo ha
fakatonulea.

YkpaiHcbka (Ukrainian): Y Bac € npaBo

Ha OTpMMaHHs gonomorn Ha Bawin pigHin
MOBIi 0e3KoLLITOBHO. AKwWo B maete
NUTaHHSA CTOCOBHO Balumx nepesar, 4n
AKWo Bam HeobxigHO 34INCHUTY NEBHY Aito
00 KOHKPETHOI AaTu, NOA3BOHITb MO HOMEpPY
TenedoHy, Wwo Bignosigae Bawin kpaiHi un
perioHy, LWo6 NoroBopuTK 3 Nepeknagadyem.

s S Sl e S5S S x(Urdu) s
G Sl Rl 2 Ga S 8 Jeala 33e (e 0l
S S8 L G OV g 458 Blae S 218 ) (e
(5 = Qs (S e aladl dae S35 )l (e sada
bl S @l S DS dua s aa e (S
(oS JS g e K Sl f A S e

Tiéng Viét (Vietnamese): Quy vi cé quyén
dwoc nhan tro gitp mién phi bang ngén
nglr ctia minh. Néu quy vi c6 cac cau héi vé
cac lgi ich ctia minh, hoac quy vi duwgc yéu
cau thwe hién vao mét ngay cu thé, hay goi
dén sb dién thoai dwoc cung cip cho bang
ho&c khu v ctia quy vi dé trd chuyén véi
phién dich vién.

Yoruba (Yoruba): O ni ét¢ lati gba iranwo
ni edeé re lofeé. Ti o ba ni ibééré nipa awon
anfani re tabi o ni lati gbé ighésé kan ni 9jo
kan patd, pe nomba ti a péseé fun ipinlé re
tabi agbégbé lati ba ogbufo kan soro.

60514124 KPIC SF 2016 (NCR SCR CO GA MAS NW)



	Sandia Total Health SBC 2017 10.17.16
	Excluded Services & Other Covered Services:
	Your Rights to Continue Coverage:
	Your Grievance and Appeals Rights:
	Does this Coverage Provide Minimum Essential Coverage?
	Does this Coverage Meet the Minimum Value Standard?
	Language Access Services:
	Your health benefits will be self-insured by your employer, union, or Plan sponsor. Kaiser Permanente Insurance Company will provide certain administrative services for the Plan and will not be an insurer of the Plan or financially liable for health c...

	About these Coverage Examples:
	 Amount owed to providers: $7,540
	Sample care costs:
	Sample care costs:

	Questions and answers about the Coverage Examples:
	What are some of the assumptions behind the Coverage Examples?
	What does a Coverage Example show?
	Does the Coverage Example predict my own care needs?
	Does the Coverage Example predict my future expenses?
	Can I use Coverage Examples to compare plans?
	Are there other costs I should consider when comparing plans?


	SF_NDN_taglines_landscape
	KPIC-ND16-001- SF CVS Generic (Non-Discrimination Notice-landscape)
	60514124_vLandscape_Notice-of-Language-Assist-KPIC-SF_CM_CO-GA-MAS-NW_2016_Broch_r1a_DG_HR_Without-crops


